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ABSTRACT

The aim of this project report was to determine the influence of vulnerable children (VC) interventions on the effects of HIV and AIDS among adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub- County of Nyandarua County. It was guided by the following specific objectives to: determine the influence of food interventions: assess the influence of household economic empowerment interventions: determine the influence of education interventions on the effects of HIV and AIDS among adolescent girls in Ol’JoroOrok Sub- County. The study adopted the descriptive research design. The target population for the study included 1,200 people from Ol’JoroOrok Sub County. There was proportionate allocation of the sample of 123 based on the population. Cluster and purposive sampling was then used to pick respondents for the study.   Data was collected using questionnaires and interview guides. Thirty-five informants from non-governmental organizations, government departments and provincial administration that support social protection interventions in the study area were also purposively selected and interviewed. The data obtained was analyzed with the aid of Statistical Package for Social Scientists (SPSS) computer software. Descriptive data was analyzed using percentages, tables and bar graphs while statistical analysis was done using Pearson Chi-Square tests. The findings of the study established that food and education interventions had significant relationship in reducing the effects of HIV and AIDS in adolescent girls while economic empowerment intervention did not have a statistically significant relationship in reducing the effects of HIV and AIDS in adolescent girls. The study recommends that development practitioners need to scale-up food and education interventions among the vulnerable children and caregivers ought to receive skill training and capital to support them economically. 
CHAPTER ONE

INTRODUCTION

1.0 Overview

This chapter presents both the background and the problem statement of the study. It also states the general objective of the study which was to examine the influence of vulnerable children interventions on the effects of HIV and AIDS among adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub-County of Nyandarua County. Alongside the general objective, it also states the three specific objectives of the study. Significance and scope of the study are also discussed in the chapter. The chapter also discusses limitations, delimitations as well as assumptions faced during the study.  Finally, the chapter gives operational terms as used in the study.

1.1 Background of the Study

According to the World Report on Epidemics United Nations Agency for AIDS (UNAIDS), 2008, HIV and AIDS is recognized throughout the world as a key threat facing families and children. AIDS is the leading cause of infections and deaths especially for people ages 15 to 49 (UNAIDS, 2012). Sub-Saharan Africa is home to 24 of the 25 countries with the world’s highest levels of HIV prevalence which is reflected in the rapid rise in the number of orphaned children. In the year 2003, 12.3 percent of all children in sub- Saharan Africa were orphans. This is nearly double the 7.3 percent of children in Asia and 6.2 percent of children in Latin America and the Caribbean who were left orphaned or vulnerable (Children on the Brink, 2005).

Countries in southern Africa which includes: Namibia, South Africa, and Swaziland had 15 percent of their children left as vulnerable in 2008. The large majority of new orphans in these countries lost their parent or parents to AIDS. In South Africa in 2007, more than 2.5 million children had a mother who was alive but infected with HIV. UNAIDS (2006) reported that 1.3 million children lost one or both parents to AIDS in Nigeria in 2005. Other countries that are hardest hit by HIV/AIDS include Botswana, Zimbabwe, and Lesotho. This is where one in every four children is orphaned and vulnerable. Within Ethiopia 5.5 million children, around 6% of the total population, are categorized as vulnerable children.  The orphan crisis is projected to worsen in all other world regions in the coming years. This means that crisis of children made vulnerable will no longer be confined to sub-Saharan Africa (Save the children UK, 2008). 
Kenya HIV County Profiles report of 2016, indicates that approximately 3.6 million children are orphans or otherwise classified as vulnerable in Kenya. Of these, 646,887 children are double orphans having lost either both parents or one parent to AIDS (United Nations Children’s Fund (UNICEF), 2015). The prevalence of OVC however varies widely across countries and across different population sub-groups.  Countries and sub-regions with a higher prevalence of HIV are also known to record a higher prevalence of orphaned and vulnerable children as well.
The growing numbers of children made vulnerable by HIV and AIDS and the problems posed for countries and communities requires a combination of national and targeted interventions to these children. In many countries, governments have enhanced social protection programs for orphans and other vulnerable children. Latin America provides an excellent source of country illustrations of social protection for the middle-income countries. Thirteen countries in the region have implemented conditional cash transfer programs, for her vulnerable children (Inter-American Development Bank (IADB), 2006). South Africa is another country that offers benefits for the support of all poor children (Aguero, Carter, and Woolard, 2006).

Government cash transfer program for orphans and vulnerable children as well as informal support from the community continues to dominate social protection to vulnerable children in Kenya (Save the Children UK, 2005). There exist other initiatives among local and international NGOs many of which seek to assist children who are orphaned or have been affected by HIV and AIDS. These programs offer several services to ensure the wellbeing of these children is enhanced. These include cash and commodity transfers: school fees, school uniforms, food donations and nutrition education, health and preventive services, business capital for households, training of the caregivers in business skills among other related services. With the several interventions to address the needs of vulnerable children, it is more important now than ever to assess how well the needs of vulnerable children are being met.
1.2 Problem Statement

It is estimated that more than 15 million children under 18 years’ worldwide have been orphaned as a result of AIDS. Around 11.6 million of these children live in Sub-Saharan Africa (UNAIDS, 2008). AIDS is responsible for leaving vast number of children across Africa without one or both parents and the trend varies across countries. The Statistics South Africa (2009) study indicates that there are 1.9 million orphans due to AIDS in South Africa. In Kenya, 3.6 million children are orphans or otherwise classified as vulnerable according to United Nations Children’s Fund (2015). 
HIV and AIDS has devastating effects on children in a number of ways. HIV and AIDS produce significant effects on the capacity of families, relatives, and communities in catering to the needs of the children. This has further weakened the abilities of countries to ensure rights of the children are protected. Children suffer the greatest impact of HIV and AIDS compared to other members of the family. Long before the demise of their parents’ children are rendered vulnerable.  With the presence of HIV and AIDS in a household, it results in weakening the primary bread-winners earning capacity as well as depletion of household savings and other assets to take care of medical expenses. Children rights to an education is often put at risk when caregivers become sick or die as this propels children out of classrooms and into adult roles of caring and providing for their families. As HIV and AIDS further prevails, it places children at an increased risk of engaging in hazardous labour and of being exploited (Children on the Brink report, 2005).
Besides forming the majority of those affected, adolescent girls bear the brunt of the pandemic in other ways (UNAIDS, 2012). Gender inequalities become more pronounced through adolescence. Adolescent girls are particularly vulnerable as they are discriminated more than boys due to engendered roles that majority of societies embrace. In many countries girls and women are the caregivers and guardians of family life. When a family member becomes sick, it is the girls in the family who take care of them, is the girls who compensate for a loss of income. Girls also tend to be the first to be withdrawn from school. They often miss out on exploiting the benefits of both primary and secondary education which would allow them to acquire knowledge and skills that will help them in life. Majority of these girls are married off early usually to older men forcing them to assume motherhood and other adult roles at a tender age.  The situation is complicated further as these girls are often discouraged and even prevented from seeking health services and information that can help them make key decisions in life. This combination of factors increases their risk of acquiring HIV besides coping with the existing effects of HIV and AIDS (UNAIDS, 2010).

As a result of the growing numbers of adolescent girls affected by HIV and AIDS, many approaches and social protection models have been employed in trying to address these effects of HIV and AIDS. These interventions are meant to cushion the adolescent girls against effects of HIV and AIDS as well as enhance their well-being and that of their family. However, little is known about the effect of these interventions on the effects of HIV and AIDS. Moreover, social indicators have continued to show a decline in the social and economic welfare of children as a result of poverty and HIV and AIDS (Gibson, 2009).  These interventions have been limited into 3 in this study. The interventions have been coined around school enrollment, food security and household economic status of adolescent girls affected by HIV and AIDS. 

It is against this background that this study sought to examine the influence of food Interventions (food donations, nutritious food, and adequate food), Household economic empowerment interventions (small loans, start-up capital/equipment and skill training) and Education interventions (Fees provision, uniform provision, sanitary pads) on food security, household economic status and school enrollment of adolescent girls affected by HIV and AIDS. 
1.3 Objectives

1.3.1. General Objective

The goal of this study was to examine the influence of vulnerable children (VC) interventions on the effects of HIV and AIDS among adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub-County of Nyandarua County.

1.3.2. Specific Objectives

The study was guided by the following specific objectives: 

i. To determine how food interventions, influence food security among adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub County, Kenya.

ii. To assess how household economic empowerment interventions, influence household economic security of adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub County, Kenya.
iii. To examine how education interventions, influence school enrollment of adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub County, Kenya.
1.4. Research Questions

The study sought to answer the following research questions;

i. To what extent do food interventions influence food security among adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub County, Kenya?

ii. How do household economic empowerment interventions influence household economic security of adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub County, Kenya?

iii. What influence does education interventions have on school enrollment among adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub County, Kenya? 
1.5. Significance of the Study
The results of this study provide documented evidence on the influence of orphans and vulnerable children interventions on the effects of HIV and AIDS among adolescent girls in Ol’JoroOrok Sub-county. The study, therefore, provides opportunity for development practitioners/ programmers and policy makers to design policies and programmes that will positively uplift the well-being of adolescent girls affected by HIV and AIDS.
The study’s findings would also be useful to the caregivers and the vulnerable children whom these programmes have been designed to benefit. The study will inform them of their role in ensuring their success due to their importance. Finally, the study findings will contribute to the body of knowledge that would provide basis for future studies on adolescent girls’ interventions and how best to improve their effectiveness.

1.5 Scope

The primary target group in the study to determine the influence of vulnerable children interventions on the effects of HIV and AIDS among adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub-county of Nyandarua County include: adolescent girls  and caregivers affected by HIV and AIDS, who have been in a care and support programs in a period of at least one year to ensure they have a basis of information.10 Key informants from non-governmental organizations, government departments and provincial administration that support social protection interventions in the study area was also included. The study took 12 months. 
1.6 Limitations of the Study

In conducting the study some of the limitations that the researcher encountered included: Language barrier, in order to overcome this challenge, the researcher used local dialect to communicate with the local community. Some of the respondents were of low literacy levels thus seemed to deviate from the issues under study during interviews. However, caution was exercised in dealing with such respondents by avoiding irrelevant information while upholding respect and exercising due patience with them.  
1.7 Delimitation of the study

The study examined the influence of vulnerable children interventions on the effects of HIV and AIDS with respect to food security, household economic security and School enrollment. The study was conducted in the four wards of Ol’JoroOrok Sub-county, Nyandarua County and was limited to a target population of 1,200 consisting of adolescent girls affected by HIV and AIDS and receiving support, guardians/parents, NGO/FBO/CBO managers dealing with vulnerable children affected by HIV and AIDS, Children Officers, Area Chiefs or their assistants in the area of study. 
1.7 Assumptions

In conducting the study, it was assumed that the different interventions covered a wide range of outcome areas that the study intended to examine across all the sampled respondents. It was also assumed that sampled households and targeted respondents would be willing to provide all the information sought after. Lastly, the study also assumed that the sample size selected for the study would be credible enough and an appropriate representation of all the households in Ol’JoroOrok Sub-county to allow generalization of the findings to the entire division.
1.8 Definition of Terms used in the study
AIDS - According to Kenya AIDS Indicator Survey (KAIS), 2012 AIDS is an acronym that stands for Acquired Immunodeficiency Syndrome. It is the final stage of HIV infection. People at this stage of HIV disease have badly damaged immune systems, which put them at risk of opportunistic infections (OIs).

Adolescent girls - were used to refer to young girls aged between 12- 18 years affected by HIV and AIDS (President's Emergency Plan for AIDS Relief (PEPFAR), 2006).

Affected girls - was used to refer to girls who are not themselves infected by HIV and AIDS but are affected by HIV and AIDS when family members have HIV and AIDS or have died from HIV and AIDS (National Plan of Action for Children in Kenya (NPACK), 2015). 

Child - was used to refer to any human being under the age of 18 years as defined by the Children’s Act 2001.

Education of Orphaned and Vulnerable children - meant the accessibility, enrollment and the retention of children to school (Kenya Minimum Standards of OVC programmes, 2012).

Food security of orphaned and vulnerable children - referred to year-round access to sufficient food of appropriate nutritional value (Kenya Minimum Standards of OVC programmes, 2012].

HIV - was used to describe Human Immunodeficiency Virus (UNSAID, 2014)

Interventions - were used to refer to forms of assistance provided to the orphans and vulnerable children (President's Emergency Plan for AIDS Relief (PEPFAR), 2006).
Vulnerable children (VC) - was used to refer to any human being who is below 17 years old and who is either orphaned (lost one parent or both parents) or made more vulnerable because of any or all of the following factors that result from HIV and AIDS: The caregiver is HIV-positive; Children live without adequate adult support, for instance, live in a home with sick parents, live in a home that has experienced death from HIV and AIDS, live in a home headed by a grandparent, and/or a household headed by a child (PEPFAR, 2016).  
Service provider - was used to describe an individual employed or attached to a formal institution that provides professional care or services or assistance to the orphans and vulnerable children (The President's Emergency Plan for AIDS Relief (PEPFAR), 2006).

1.9 Chapter Summary

Chapter one gave an overview of the proposed study and laid the foundation for the background of the research. It provides an introduction that includes: the background of the study; statement of the problem; purpose of the study; the research objectives; research questions that guided the study; significance of the study; limitations and delimitations of the study; the basic assumptions of the study and finally definitions of significant terms used in the study. The sections in this chapter gave in-depth intention for the study and laid the basis for the next chapter that looked at previous literature and studies that were carried out on a similar subject. 

CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This chapter reviewed general and empirical literature related to the study. The literature review is discussed under sub-headings of the concept of; vulnerable children; current interventions in response to vulnerable children; Effects of HIV and AIDS among adolescent girls; Food among adolescent girls affected by HIV and AIDS; Household economic status among adolescent girls affected by HIV and AIDS and Education among adolescent girls affected by HIV and AIDS. The later sections of the chapter provide the theoretical and conceptual frameworks for the study and ends with a chapter summary.

2.2. Theoretical Review

This study was guided by the model of the Basic Needs Approach (BNA) which was extended further by Max-Neef’s theory of human needs in 1991.  According to Haines (2000), the Basic Needs Approach is directed at the alleviation of poverty through the provision of services such as health, education and social welfare programs. Within this model, NGOs are seen as key actors capable of acting upon matters of poor and marginalized sections of the society.  Max Neef’s theory of needs uses a holistic approach in attending to the needs of vulnerable children through identifying their needs and the formal and informal systems which satisfy these needs.   Adolescent girls affected by HIV and AIDS are considered vulnerable and a section that is marginalized by the society.  
When parents and/or caregivers falls ill or die, girls’ right to an education is often at risk as they are pulled out of the school and into the adult roles and responsibilities of caring and providing for their families. From the time parents fall sick, families are affected long before they die as they may not be able to work. A study in western Zimbabwe established that there were significant losses of income and capital associated with terminal illness. As such girls face an increased risk of engaging in hazardous labour and of being otherwise exploited as they assume adult roles to support their families (Children on the Brink, 2004). Children working to supplement or even support their families often do so at the expense not only of their education but also of rest, play and recreation. The loss of these rights means that in effect, many girls made vulnerable by HIV and AIDS miss out on their childhood. This theory is therefore useful in supporting this study as it specifies what constitutes basic needs and also comprehensively describes what constitute the needs of vulnerable children. According to Gaventa and Blauert (2016), disadvantaged groups are unappreciated, devalued or derided by the larger society. Vulnerable children and orphaned children fall in the category of the disadvantaged group where access to food, shelter, and education remains a key challenge for the group (United Nations Children’s Education Fund (UNICEF 2016).

A child requires food, shelter, clothing, parental love, care and protection in the early stages of development. The immediate family and environment of a child is critical in determining how that child develops. This is because, it is in this environment that the children get nurtured, thereby experiencing love and acceptance, a sense of belonging, safety and security as well as developing trust, respect and confidence. However, when parents and caregivers die or fall ill, all these essentials are compromised leaving the children more vulnerable. 
The 2010 Constitution of Kenya (Article 53) which is aligned with the convention on the rights of the child and the Africa Charter on the rights and welfare of the child stipulates that children have rights. These rights include Right to education, nutrition, shelter, health care and parental care. Kenya as a signatory therefore, has a mandate in ensuring that these rights and privileges of all children are protected. This theory is, therefore, suitable for it will guide this study in establishing whether services rendered to adolescent girls affected by HIV and AIDS meet their basic needs while also enabling them to realize their rights.               

2.3 Vulnerable Children
The emerging trends in children’s vulnerability are one of the current development concerns many developing countries are fraught with (UNAIDS, 2008). Several aspects of vulnerability have been identified. However, orphanhood and poverty have been noted to be among the major challenges of children. The impact of the epidemic is leaving children orphaned while others are made vulnerable at an alarming rate in recent times.

The 2015-2022 Kenya National Plan of Action for Children, confirms that the definition of vulnerability is very broad and encompasses a huge proportion of children. It points out that what defines vulnerability is not only as a result of age and parental loss. Children are also said to be vulnerable if they belong in groups considered to be most at risk and also those that are without the basic needs or lack access to the social amenities and facilities. On the other hand, World Bank and UNICEF (2009) assert that child vulnerability usually is as a result of conflict and HIV and AIDS. Another report done by a vulnerable assessment committee in 2007, defines vulnerability as the level of exposure to factors that risks one’s wellbeing and the ability of the individual or household or social groups at risk to cope with the risk factors. Addressing vulnerability, therefore, requires a proper understanding of the causes of marginalization.

The children face several disadvantages and impediments which increases even further their state of vulnerability and helplessness. The children normally have poor nutrition due to lack of sufficient and balanced food, have less access to education opportunities and they live in households that experiences constant financial hardships (Levin, 2005). Adolescents’ girls are particularly vulnerable. Faced with these economic hardships, their risk of being predisposed to prostitution and/ or succumb to the lure of transactional sex with older or wealthier men in exchange for money, goods and other necessities increases even further (Tania and Kate, 2006).
Though there are many interventions being channeled by government, community members and the non-governmental organizations, the reality is that not all the vulnerable children benefits (Tania and Kate, 2006). Vulnerable children especially living in the rural areas and other poor environments are less likely to optimize the services and other benefits rendered to cushion them against different effects to their fullest. The United Nations Secretary General argued that vulnerable children are less likely to receive sufficient nutrition, leading to irreversible damage of mental and physical development. They also have smaller opportunities of enrolling and completing both primary and secondary education.  These further hinder their acquisition of knowledge and skills that could help them escape from poverty and thus perpetuating an intergenerational cycle of impoverishment (UNICEF, 2007). 
Vulnerable adolescent girls stand at a disadvantage compared with vulnerable boys. Too often they are forced to assume the burden of caring for sick parents or take care of younger siblings and even work to support their families. This therefore calls for development practitioners in developing and providing gender-sensitive approaches and interventions when designing their programmes. This will ensure targeted support to vulnerable adolescent girls. 
2.4 Current Interventions in Vulnerable Children Response

The service standards of 2012 that defines what constitute quality programmes for orphans and vulnerable children in Kenya, indicates that 30% of Kenya’s population are OVC. Adolescent girls that have been affected by HIV and AIDS fall under this category. When HIV and AIDS affect a family, girls are forced to shoulder the greater burden of care. These roles and responsibilities have a direct bearing on the girls economic, social and human rights dimensions.  Addressing them should therefore be a high priority for both the Government and International stakeholders (UNAIDS, 2014). Kenya has both State (Government) and Non- state actors (Local and International) who focus on care and support for vulnerable children.  
2.4.1. Response by State Actors (Government)
The issue of vulnerable children is a big challenge to the Government of Kenya. As such it therefore forms a priority population for the Government of Kenya in its response to HIV and AIDS (National Aids Control Council (NACC, 2012). Despite absence of accurate figures on the population, the Kenyan government has developed a document that helps in guiding its actions and plans for vulnerable children in responding to their challenges. This plan guides in laying strategies on how to strengthen the capacity of families to protect and care for vulnerable children. It also guides on how to increase their access to essential services such as food, education, healthcare, housing, water and sanitation (National Plan of Action for Children in Kenya (NPAK, 2015-2022). 

In addition to the National Plan of OVC in Kenya, Kenya also has a National AIDS Strategic Plan (KNASP). This plan shows how the government implements programmes and put structures toward improving the lives of vulnerable children. From KNASP 2015, Kenya allocated 8.4% of the plan’s total budget to vulnerable children programming and also increased social protection programs for them in all her counties in the country.     Cash transfers which are one form of social protection have been documented as being instrumental in promoting access to basic facilities and social amenities by Vulnerable Children. However, the impact of social programmes and developmental outcomes in the lives of the vulnerable children is still not known (World Bank, 2012). 

In addition to these social safety nets and protection programs, the government of Kenya has two other main avenues that are addressing the plight of vulnerable children currently in Kenya. They are the Ministry of Education and the Children’s Department at the Ministry of Home Affairs. Unfortunately, within these two departments there exist unrevised and piecemeal legislative and policy processes.  As a consequence, there exist challenges in the provision of an effective framework for the delivery of services to vulnerable children thus leaving little to be desired (Children ACT, 2012). 

The government of Kenya should therefore strive to ensure there exist harmonized mechanism and frameworks that departments and personnel can follow when rendering support to the vulnerable children. This would go a long way in ensuring that targeted population reaps the full benefits entitled to them from such programmes. 

2.4.2. Response by Non-State Actors (Local & international)
According to Kenya OVC Research Situation Analysis report of 2009, majority of the institutions and organizations offering services to vulnerable children in Kenya are non-governmental organizations which stand at 78.3%. The rest include governmental with 8.7%, while private and not for profit making is at 4.3%, the Faith-Based Organizations stands at 4.3% and multilateral organization stands at 4.3%. Most of these organizations have diversified intervention programs covering different parts of the country.
The Vulnerable Children programs are funded by various donors. These include foreign donors at 91.3%, Community organizations at 3.9%, Government 21.7% and local donors (25%) (NPA, 2012). The Kenyan government ministries also fund VC programs.  This includes the Department of Foreign Affairs, Ministry of Health and Ministry of Home Affairs. The local communities also participate in caring and supporting the vulnerable children. They provide donations in form of cash and/or in kind which include sponsoring children to different levels of education. Other donors are the local corporate and the Foundations such as Safaricom and Equity. These donations are however not gender specific as both boys and girls are considered as vulnerable and therefore equally targeted for support.  Unfortunately, girls bear the brunt of vulnerability more than boys (Omiti, T & T. Nyanamba (2007). 
Presidential Plan for AIDS Relief (PEPFAR) is the largest donor in the world giving funds in Kenya to respond to the situation of children affected by HIV and AIDS. According to its 2010 annual report, PEPFAR contributed 10% of its funding to programmes addressing the effects of HIV and AIDS on children. PEPFAR works with the government, local partners and directly with families in the country. It provides several interventions to vulnerable children as a result of HIV and AIDS.  In 2016, PEPFAR provided support to more than 6.2 million vulnerable children and their caregivers in the world. However, documented reports have shown that PEPFAR Programs target their assistance purely on the basis of whether children are orphaned or made vulnerable by HIV and AIDS. It does not in any way take into special consideration on whether they are the children most in need (USAID, 2014). 

A few organizations which include Community Based Organizations, Faith Based Organizations, and Non-Governmental Organizations are running programs in Nyandarua County and specifically in Ol’JoroOrok Sub-county by offering various interventions to families affected by HIV and AIDS. Though different in their approaches and strategies in their care and support to vulnerable children, the majority of their interventions are geared towards improving the welfare of all children affected by HIV and AIDS. However, these organizations lack specific interventions for either of the sexes and therefore both boys and girls benefit equally.  These organizations are offering different interventions which include; educational support such as paying of fees/ levies and uniforms, bags, shoes. Others are supporting VC to access vocational training, and other skills for income-generating; Other organizations are giving food aid; establishing support groups for caregivers; others are conducting home visits to give psychosocial support or assist with home-based care to ill parents; Others are delivering HIV education and offering individual counseling to children. Their strategies entail both direct and indirect support to vulnerable children, direct and indirect support to guardians or caregivers and support to communities as a whole without any consideration of the gender roles the vulnerable children plays. 
Though the activities of these CBOs and NGOs are significantly visible compared to the government interventions in the area (NCDP, 2013), they suffer from resource constraints and their outreach is significantly limited compared to the needs in Ol’JoroOrok. Resource constraints and donor dependency continuously force them to redefine their targeting criteria to narrow down their target group.  Their activities are also largely uncoordinated, and in some cases have led to duplication of efforts and confusion among partners. Every organization decides its own criteria on how to engage with its target population. However, there is lack of specific interventions for children affected by HIV and AIDS. 
From extensive literature reviewed on vulnerable children, it has been noted that considerable effort is currently being made to provide services to vulnerable children in the country. This has resulted in the implementation of many intervention programmes, especially so from the Non-state actors (USAID, 2014). However, there is need to offer gender specific interventions for the children affected by HIV and AIDS. This is because documented evidence has shown that boys and girls experience different repercussions of vulnerability and therefore requires different targeted assistance to each one of them (Children on the Brink, 2005). 
2.5 Effects of HIV and AIDS among Adolescent Girls

The loss of a parent either through death, abandonment or other social factors, not only has an immense emotional impact on a child but for most children, it is the beginning of a cycle of economic hardship (UNAIDS, 2016). The demise of a parent or adult caregiver also hampers children access to basic necessities such as food, clothing, shelter, healthcare,and education. Children whose parents have a terminal illness may also suffer emotional and physical neglect, long before they are orphaned. The children could also be withdrawn from school to either, look after ill relatives or younger siblings or work to earn an extra income for the family due to parent illness. Vulnerable adolescent girls, in particular, are most at risk due to gendered roles (World Bank, 2007).

HIV and AIDS in Ol’JoroOrok Sub-county have not only robed orphaned girls of their parents but have also made them vulnerable emotionally and physically. This means that adolescent girls have to step in and take up parental roles at a very tender age. Where economic and social conditions are very harsh, girls are forced to leave school and seek alternative sources of livelihood including prostitution, transactional sex, and exploitative labour. This like other women further exposes them to the risk of HIV infection (United States Agency of International Development (USAID) & Catholic Relief Services (CRS), 2008).

In Kenya, many vulnerable children, particularly adolescent girls in the rural areas, are forced to drop out of school after they lose one or both parents due to increased poverty. Girls are reportedly forced to interrupt their schooling in order to look after younger siblings or ailing members of their families. Majority of these girls eventually terminate their schooling and run into early marriages as a way to escape extreme poverty from their homes. These girls are normally married by men who are much older than themselves a factor that limits their decision-making power especially in matters of sexual and reproductive health thus increasing their vulnerability to contracting HIV and AIDS (MOH, 2012).

Adolescent girls, in particular stand at a disadvantaged position for they are the first to be pulled out of school to care for younger children and look after sick relatives (Children on the Brink, 2005). Assessments by the International Labour Organization have found that vulnerable adolescent girls are much more likely than non-orphans to be working in commercial agriculture, as street vendors, in domestic service and commercial sex (USAID, 2014). Many adolescent girls have gone into prostitution, while others are trading sex for cash or in-kind support in a bid to make ends meet 
More than half of the vulnerable children in Sub-Saharan Africa, Asia and Latin America and the Caribbean are adolescents. Children in this age group are more vulnerable to HIV infection. This is because psychosocial and economic distress can lead to risky sexual behaviour as well as substance abuse (Children on the Brink, 2005). As a result, programmes should therefore purposively target girls so as to cushion them against the various effects of the epidemic. 

2.6 Food among Vulnerable Adolescent Girls
Food Security according to the quality minimum standards of VC programmes in Kenya 2012 refers to vulnerable children access to enough food of nutritional values throughout the year. Though Food is basic to all human needs and necessary for a population to be healthy and well-nourished it is however determined by certain factors. This includes its availability in terms of cost and distance to where the food is as well as its accessibility to members of a family. 

Adequate food and nutrition is one concern facing vulnerable children. This is because when adults lack the capacity to work and generate income due to illness or to farm and even prepare meals, food security is threatened. When extended families host in vulnerable children, food may not be enough or even available for the additional member of the family. Where there are prolonged famine and drought in a community, the brunt of the impact is even harsher among the most vulnerable members of the community which includes VC (USAID, 2014). 
The National Plan of Action for orphans and vulnerable children 2017- 2010, points out that food and good nutrition are key components in VC’s care and support. Although this is less extensively documented than education and household wealth, vulnerable children face food insecurity. Studies that have been conducted in the area of food security such as in United Republic of Tanzania and Burundi have revealed that loss of a parent or caregiver results into higher incidences of malnourishment in vulnerable children (Datta and Njuguna (2009); In the Tanzanian study, it shows that a recent death of an adult which leaves children vulnerable in the household also increases cases of malnutrition among the children. These two studies confirm that the quality of food, quantity, as well as its availability to a household tends to decline as productive family members fall sick or die. 

Datta and Njuguna (2009) observe that the effects of HIV and AIDS are also gender-biased. This is because the death of a mature woman may particularly have severe consequences in a household. This is especially in cases where women are the primary breadwinners in a family. Women have equally a better capacity in managing family resources and finances. This factor ensures their ability to budget for food in the households. This capacity ensures that there is enough food supply for the entire family especially for the children. Therefore, their demise generally affects food security in the homes where children are left to fend for themselves or are taken in by relatives who might be facing food challenges.

USAID and CRS (2008) pointed out that good nutrition is an important part of keeping children healthy. Vulnerable children including adolescent girls are however likely to suffer from malnutrition, including lack of important micronutrients which are key during this age group. This makes them more likely to get sick. Studies done in Africa, reveal that where HIV and AIDS are present in a household food consumption tend to decrease and families also turn to locally or indigenous available food. Another case is found in Thailand, where it was shown that a third of households affected by HIV and AIDS reported an average decrease in household income of 48% which affected their overall food status (World Food Program (WFP), 2010).
A study conducted in Uganda established that malnutrition had risen in the village of Guru especially among children. Kwashiorkor was also reported as the main reason for children admission in the hospital at the time of the study. Prior to that period, few cases of malnutrition had been reported to the hospital. According to the same research, AIDS had also reduced the number of meals per day or limited the diet to one or two staple foods per day (UNAIDS, 2008). 
Adolescent girls may find themselves facing any or all of the three factors of food security mentioned afore. This include; food availability, food accessibility and food utilization. This is especially when there is HIV and AIDS in their homes or when they lose a parent or both parents. These factors may lead families and in particular adolescent girls to turn into risky food coping ways such as engaging in sex for food and/ or money, exploitative labour, drug abuse and other crimes. Many vulnerable children are also malnourished as a result a condition that affects their normal growth and development. 

All children including vulnerable adolescent girls should therefore have equal access to adequate food, regardless of their status (Children’s Act, 2001).

2.7 Household Economic Status among Vulnerable Adolescent Girls

Households and communities affected by HIV and AIDS are worst hit by the epidemic. This is because HIV and AIDS lead to depletion of household income earning capacity as well as household savings and assets.  During the time of sickness, the economic costs are high due to medical expenses. In addition, work schedules and incomes are disrupted as family members are forced to abandon their paying jobs to cater for the sick. At the long run when death occurs, burials can also be costly given that a significant amount was already spent during caring for the same person. Thus, the death of an adult in a family impact negatively on a family’s earning abilities, adding to the work burden of surviving family members including adolescent girls (UNAIDS, 2016).

Recent studies have documented that households affected by HIV and AIDS often move from relative affluence into poverty. Studies done in Burundi, Côte d’Ivoire, Haiti and Zambia showed that, many negative changes occurred in the households affected by HIV and AIDS. This includes loss of paid employment when a parent or caregiver falls ill, increased borrowing and the sale of possessions mostly to cover for medical care and also burial expenses. The decrease of household revenue from loss of labour is an important impact of AIDS. This affects food consumption in many HIV and AIDS affected households leaving children at higher risk of malnutrition and stunting. This was documented in a Cambodian joint study by the Khmer HIV and AIDS NGO Alliance and Family Health International. In other parts of Africa, households affected by HIV and AIDS also tended to decrease their food consumption and switch to cheaper goods. In Thailand, one third of households affected by HIV and AIDS reported an average decrease in household income of 48 per cent (WFP, 2010). 
HIV and AIDS has had a very severe impact on household’s ability to meet their daily basic needs.  This is because it has killed breadwinners, increased dependency as caregivers succumb to the illness thus lacking the capacity to engage in productive work. Other children have been left orphaned while others have been rendered vulnerable as they assume adult roles and responsibilities (USAID, 2014). Due to increased HIV related expenses and depleted assets in AIDS affected households, children have been forced to take on major household tasks to provide care and support to their families (Jakachira, (2013). Crucial resources have also been diverged from sustainable investments to household food security and medical expenses. Alkire and Suman (2013), notes that economic stability is important in facilitating the extended family to provide care to the children left behind a task that mostly falls on women.  When this stability is threatened, then the family members suffer especially the adolescent girls.

There exist documented evidence that indicates that both financial and physical burden of caring for persons living with HIV and AIDS and vulnerable children usually falls on already impoverished households (UNAIDS, 2015). When the main income provider falls sick or dies, the remaining gurdians  have to contend with extra work on top of diminished income and family assets. In many countries women and girls are the carers and guardians of family life (Jakachira, (2013)). When a family member becomes sick, it is the women and girls in the family who take care of them as well as compensate for the lost income. This burden of care is often far reaching and not age specific (Omiti, T & T. Nyanamba (2007). 
Faced with pressing economic hardships, girls become more vulnerable to prostitution where they trade sex for money and other goods. They may also fall prey to transactional sex with older or wealthier men in which they have little power to negotiate for safe sex. These greatly increases their risk of contracting HIV(UNAIDS, 2014). When girls also drops out of school this also means they will often miss life saving information on how to avoid HIV infection or access treatment for HIV. 
Alkire and Suman (2013) contend that with increasing household chores, adolescent girls are also disproportionately affected than boys. To supplement family incomes, adolescent girls are compelled to leave schools and the comfort of their homes to go and work in towns. They may work as agricultural industries, as domestic workers and commercial sex workers. Other girls that remain at home may be at risk of being married off early so that bride wealth obtained is used to cater for other younger children in the household. Improved household economic status of vulnerable children especially the adolescent girls can therefore help prevent HIV infections. Programs must thus be tailored to meet the gender, age, and other specific vulnerabilities of HIV and AIDS affected households. 
In Ol’JoroOrok Sub County like other areas, vulnerable adolescent girls continue to face similar economic challenges in their households. Most of the households in this area are mostly dependent on farming as a source of income for their families. The greatest challenge still remains that over 50 percent of all vulnerable children are being taken care of by elderly caregivers (HelpAge, 2007). As such children are therefore forced to provide labour in the farms during different seasons at the expense of their education. In the study area, there were reported cases of poor retention of vulnerable adolescent girls in school during land preparation, planting, weeding and harvesting seasons. 

2.8 Education among Vulnerable Adolescent Girls
In the convention on the rights and welfare of a child, education is recognized as a basic human right for all children. School prepares children for a better chance in life especially to all those who are able to read, write and do basic arithmetic. This creates a solid foundation for continued learning throughout the children life. In addition to this crucial foundation, going to school supports children going through trauma to regain their normal lives and recover from the psychosocial impact that they may have experienced as well as their disruptive lives during the loss of a parent or during the sick moments of their parents. Education also benefits both individuals and the nation at large which ultimately leads to social, political and economic development (USAID & CRS, 2008). 

Sellers (2008) point out that formal education is a powerful instrument for fighting poverty and especially in areas hardest hit by HIV and AIDS. This is because education is likely to lead to employability as people are able to utilize the knowledge and skill gained. This enables them to gain employment where they can earn a living and contribute to economic development. This ultimately contributes to growth in their lives. In addition, it also helps in fostering an element of competence in children as they engage in economic activities. Every child therefore, requires and deserves access to quality education no matter their circumstances and parental status. Several studies and literature confirm that education is a priority area for all children especially for children affected by HIV and AIDS (Sanfilippo et. al., 2012). Completion of basic education particularly both at the primary and secondary level should therefore be one of the highest educational priorities for orphans and vulnerable children.  
However, the ability of some children to obtain quality education has been severely affected by the effects and the ongoing menace of the AIDS epidemic in Kenya (UNAIDS, 2014). Studies carried out in many countries have significantly confirmed less school enrolment rates of vulnerable children compared to non-orphans (Jakachira, (2013). A United Nations Millennium Development Goals evaluation report 2013, notes that Sub-Saharan Africa and in places where children have been affected by HIV has been shown to be related to reduced school enrolment, reduced school attendance and higher rates of school dropout. This is a great concern that needs to be addressed by governments and other stakeholders in education so as to ensure that all children complete their primary schooling.

A significant finding of a study conducted in Zimbabwe revealed that children were unable to go to school after the demise of an adult in some of the given households due to lack of money ((Sanfilippo, de Neubourg and Martorano, 2012). The study which was conducted both in urban and rural areas, showed that the percentage of children attending school decreased from 98 per cent to 80 per cent after the death of a mother in urban areas, and from 100 per cent to 93 per cent in rural areas. Another study done in Uganda in Tororo village among households affected by AIDS revealed that in every five children only one remained in school (Bundy et al., 2009).  This is because these families lacked the money to pay school fees and other levies and therefore the children remained at home. The study also established that AIDS affected families were also forced to take their children out of school as they either had no money for school fees or they needed the children’s labour. Fleming (2015) concurs that vulnerable children also experience financial challenges which further limits them from affording the cost of other education-related materials. These children are also forced to take on economic activities so as to supplement the families’ income a factor that hinders their attendance, participation and completion of their studies. 

In Nyandarua County where Ol’JoroOrok Sub County lies, the dropout rate in Primary school is 0.05 percent but it increases as compared to secondary school where it lies at 7.8 percent this is owed to challenges in accessing secondary education in terms of school fees and levies, school uniform, peer pressure, harassment, poverty and cultural practices where adolescent girls are married off early (GOK, 2009).

Conclusion on Literature reviewed

The literature reviewed on education confirms that vulnerable children indeed faces several challenges and are at the risk of missing out on education if not supported to do so.  Interventions rendered to vulnerable children have the potential to cushion the children against the harsh impacts of HIV and AIDS.  First, these interventions can pay school fees, uniforms, supplies, and other school-related expenses. Second, the interventions can compensate income lost from tending to ailing parents, so that caregivers are more likely to enroll children as well as afford other scholastic materials. Third, the interventions can be directed at provision of nutritious food or contribute to food budgets so that children achieve desired growth and development which also enhances their participation and concentration at school. These effects can potentially be realized through effective interventions to the vulnerable children (Mwoma & Pillay, 2016).
2.9. Conceptual Framework










                                                                 
 Intervening variables
Figure 2:1 Conceptual Framework showing Relationship between the Variables

Figure 2.1 above outlines the dependent and independent variable as discussed in the literature review and further elaborated there above. It will help one to understand the relationship between the variables in the study. The conceptual framework, show that if food interventions, household economic empowerment interventions and education interventions were extended to adolescent girls affected by HIV and AIDS, this would reduce the effects of HIV and AIDS in their lives.

2.10 Chapter Summary

Chapter two provided a review of relevant literature on key issues around which the research was developed. It started with the concept of vulnerable children followed by a discussion of the current interventions in response to vulnerable children, the effects of HIV and AIDS among vulnerable adolescent girls, food among vulnerable children, and household economic status among vulnerable children and education among vulnerable children. Literature has revealed that there are many programs offering services to the vulnerable children, however, the results of these interventions are too general and inconclusive on how meaningful they are in the lives of adolescent girls affected by HIV and AIDS. In addition, while previous research on vulnerable children interventions and programmes have been valuable, they have been too wide and as well inconclusive on how effective these interventions have been to the lives of adolescent girls.  The study sought to fill some of these gaps. The next chapter was concerned with research methodology applied in the study. 
CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

This chapter discusses in detail the design and methodological procedures of the research study. It explains the research design, target population, sampling size and sampling procedures, data collection instruments, validity and reliability of the instruments, data collection procedure, data analysis and ethical considerations.

3.2 Research Design

The study utilized descriptive research design. This design was suitable for the study as it helped in determining, describing and reporting on the vulnerable children interventions and the effects of HIV and AIDS. According to Mugenda & Mugenda (2008), descriptive research design helps the researcher to clearly identify and describe true characteristics of a research problem without manipulation of research variables. 

3.3 Target Population

The study population in the study was 1200 in Ol’JoroOrok Sub County. According to Nyandarua County Children Office, annual report of 2015, Ol’JoroOrok Sub County had four wards. These included Weru, Gathanji, Gatimu and Charagita. In all the four wards vulnerable children programmes were being implemented. The target population included; 600 adolescent girls aged between 12 and 17 years affected by HIV and AIDS. There were 525 guardians and parents of adolescent girls affected by HIV and AIDS. Managers of organizations dealing with vulnerable children affected by HIV and AIDS were 15. These organizations ranging from Non-governmental organizations (NGOs), Faith-based organizations (FBOs) community-based organizations (CBOs) and 20 Children officers, chiefs and assistant chiefs of the four wards in Ol’JoroOrok Sub-county. The target population is as shown in Table 3.1 below
Table 3: 1 Population Survey Grid of the Respondents
	Category
	Total Number

	Vulnerable adolescent girls
	600

	Guardians and Parents
	525

	NGO/FBO/CBOS- Managers
	15

	Children Officers/ Area Chiefs/ Assistants
	20

	Total
	1200


Source: Nyandarua County Children Office, the annual report of 2015.
3.4 Sample Size and Sampling Procedure

The researcher utilized 10% of the accessible population which implied that 123 people from the accessible population were selected. Kumar (2011) asserts that for descriptive studies, 10% of the accessible population is enough. In the study, a 10% of each category of the target population was therefore computed and adapted for the study. From the four wards, 1 children officer represented the entire sub-County, 4 chiefs from each of the wards, 15 vulnerable adolescent girls were randomly selected from each ward, 3 program managers from Non-governmental organizations, 1 manager from Faith Based Organization and 1 manager from a Community based Organization represented each of the wards. 13 guardians and parents per each ward were randomly selected with 1 additional parent from Weru ward which had the highest number of vulnerable adolescent girls making up a total of 123 respondents.
Sampling Procedure

The study utilized Cluster sampling and purposive sampling to select a sample from the target population. Cluster sampling was applied given that; the target population was spread throughout Ol’JoroOrok Sub-County. Clusters were based according to the four wards. Representatives from each of the 4 wards were then randomly selected using simple random sampling.  On the other hand, purposive sampling was also adapted. This was premised on the fact that the key informants possessed or dealt directly with vulnerable adolescent girls and therefore had the required information to assist the study in arriving at valid conclusions for the study. Proportionate allocation of the sample size based on the category of the target population from each of the 4 wards was then selected as shown in Table 3.2 below
Table 3: 2 Sample of Respondents Targeted For Research
	Category/ Cluster
	Total Number
	10% of total number sampled

	Vulnerable adolescent girls
	600
	60

	Parents and Guardians 
	525
	53

	NGO/FBO/CBOs- Managers
	15
	5

	Children Officers/ Area Chiefs/ Assistants
	20
	5

	Total
	1200
	123


Source: Nyandarua County Children Office, the annual report of 2015.


3.5 Data Collection Instruments

Questionnaires and interview guides were the main instruments of data collection used in the study. Questionnaires provided the quantitative data while interviews provided qualitative data. Both open and closed-ended questions were included in the questionnaires. Open-ended questions enabled respondents to provide sufficient details while close-ended questions enabled the researcher to easily quantify the results by the use of Statistical Package for Social Science. The questionnaire is a systematic and structured tool that aims at obtaining information from a large population of respondents concurrently, in a direct, open and confidential manner (Kothari, 2004).The questionnaire was considered appropriate for the study since it would cover a large sample of respondents, thereby allowing a reasonable degree of generalization of the findings. Interview guides was also developed for conducting in-depth interviews with the identified key informants. The guide contained questions relating to the objectives of the study that sought to gain deeper insight into issues pertaining to the study. 
3.6 Validity and Reliability of Research Instruments
3.6.1. Validity

The research used content and face validity as a measure of the degree to which the data collected using the questionnaire represented the objectives of the study. Validity was also reviewed by the supervisor and later by the sub-county children officer in charge of Ol’JoroOrok Sub-county of Nyandarua County. They carefully studied the instruments so as to ensure that instruments captured the accurate information required as well in identifying the ethical considerations when conducting research with children who requires special attention and their input was incorporated in the final instruments.

3.6.2 Reliability

In this study, reliability was determined by the test and retest method so as establish the degree to which the questionnaire results, over time, were consistent (Mugenda and Mugenda, 2008). A baseline pretest was conducted through administering the questionnaire to 20 subjects which included 10 caregivers and 10 adolescent girls in Maina Village of Laikipia County. After a period of two weeks, a post-test was conducted in which the questionnaire was administered to the same 20 subjects that participated in the baseline pretest. The two weeks were deemed as a sufficient period of time for the respondents to forget about the items on the questionnaire, thus reducing the biases of being prepared to give a response that was deemed ‘appropriate’. The scores of the two tests were then correlated. According to Shuttleworth, (2009), a Pearson correlation coefficient above 0.7 and a p-value of less than 0.05 is an indication of test-retest reliability. In this study, as shown in Table 3.3 below, the Pearson correlation coefficient was 0.714 while the p-value was 0.003. Therefore, the test-retest reliability shows that the questionnaire was reliable.

Table 3.3: Test- Retest Reliability

	Test-Retest Reliability

	
	Time1
	Time2

	Time1
	Pearson Correlation
	1
	.714**

	
	Sig. (2-tailed)


	
	.003

	Time2
	Pearson Correlation
	.714**
	1

	
	Sig. (2-tailed)
	.003


	

	**. Correlation is significant at the 0.01 level (2-tailed).




3.7. Data Collection Procedure

In this research, the first stage of data collection procedure was the piloting of the research instruments with a smaller sample population but with similar characteristics prior to the actual interview. This was to ensure that instruments measured what they were intended to measure. Pilot testing was done in caregivers’ households in Maina Village of Laikipia County, where a sample of 20 OVC households were involved. This included 10 caregivers and 10 adolescent girls who responded to the pilot-test. The selected Sub locations were notified through their assistant chiefs and the research team prepared for the exercise after training them on data collection instruments as well as sensitizing them on ethical issues when dealing with the respondents. The respondents were encouraged to make comments and suggestions concerning the instructions on the instruments, clarity of questions asked and their relevance (Mugenda and Mugenda, 1999). The procedures used were similar to those used during the actual data collection. This helped the researchers in checking for reliability and validity of the instruments as well as in familiarizing with the tools.  Arrangements were also made to book for the appointments with the selected respondents so as to ensure that the appointments took time within the agreed time and places. 

3.8 Data Analysis Techniques

In the study, the researcher collected both quantitative and qualitative data based on the purpose and objectives of the study. Questionnaires provided the quantitative data while interviews provided the qualitative data. Data analysis was conducted in two main ways. These were:

3.8.1 Descriptive Analysis

Data mostly collected from the demographic sections of the questionnaires was analyzed and coded by the researcher. The researcher then conducted the analysis using the Statistical Package of Social Science (SPSS) software. The findings were then summarized and presented using tables, bar graphs, and percentages 

3.8.2. Chi-square Analysis
This study deemed it important to understand the relationship between the independent variables (food interventions, education interventions and household economic empowerment interventions) and the dependent variable (reduced effects of HIV and AIDS among adolescent girls). The study used the Pearson Chi-Square tests. 
The items in the questionnaire under each objective were first transformed into four distinct nominal variables based on the study objectives namely; food interventions, education interventions, economic empowerment interventions and HIV/AIDS reduction.
These new variables were used to compute Pearson Chi-Square tests so as to establish the statistical significance of the association between the study variables. The results of these analyses are shown in Chapter four of this report.
3.9 Ethical Consideration

The research recognized that collecting data from children posed special challenges that hinged on the ethics of doing research. However, children participation in the study was inevitable as obtaining their view on interventions that affects them was important in providing key primary data. (Schenk, Katie and Jan Williamson, 2005), maintains that if we want to know more about children, then we have to engage with them and involve them in research activities that concern them. The study targeted adolescent girls that were between 12 years to 17 years and according to the children act of 2001, children must be 12 years and older to participate in research activities. Children were therefore asked for their consent before engaging in the study. This was acceptable as the Children Act of 2001 confirms that children older than 12 years can give consent to engage in research.  Consent was also obtained from parents and caregivers, Children officer, area chiefs and their assistants. This however was conducted privately with each of the individual concerned.
The children were made to understand that one of the principles of children’s participation affirms that children and adolescents have the right to express their views in all matters affecting them (Children’s Act, 2001). However, the study granted full autonomy to children in deciding whether to continue or discontinue their participation during any time or stage of the study. Right from the onset of the process, children were made to understand that there was no penalty for their non-participation or withdrawal from the study.  The children were also assured that they will be treated with respect and integrity.  
The choice of Researchers was another factor that was taken into consideration. Since interviewing vulnerable children can be traumatic or damaging to them, research assistants had to be warned against traumatizing the children during the research process. They had to conduct the research in a way that will not bring more pain and suffering to the already vulnerable adolescent girls and caregivers who had already gone through difficult moments in their lives as a result of HIV and AIDS. The children department was involved in seconding individuals that were to engage in the study. The children department was requested to second properly trained and experienced individuals on children matters attached to their department. This were mostly voluntary children officers attached to their department and who understood that the primary concern must always be to protect the children from harm in bid to protect the best interests of the children in the study. Schenk et. al., (2012) asserts that researchers have a duty to prevent harm to children, to refrain from engaging in behaviour that may harm others, and to minimize harm when it is unavoidable. 
The information-gathering methods which included questionnaires and interview guides were also considered. They were verified by the Children officer so as to ensure that they were kept at the strict minimum required. They were also verified regarding their ability to gain appropriate information from the children which was considered a sensitive issue in accordance with the basic ethical principle of beneficence. The research assistants were also strongly advised to ensure the safety and security of the children during data collection. This includes being mindful to their physical, psychological welfare as well as their social welfare throughout the study. 
Confidentiality and anonymity of the respondents was also taken into consideration during the study. The research assistants were sensitized on the importance of both confidentiality and anonymity. This was also observed during the transcription and data analysis as well as in ensuring that none of the respondents was mentioned by name in the study. Anonymity was ensured through the allocation of pseudonyms. Informants were given a detailed explanation of how information was handled, such as the coding system so that the information was not be traced back to identify the informants besides the researcher.  This was in bid to ensure that respondents were not offended or their rights violated. 
3.10 Chapter Summary

The chapter discussed the design and methodology of the research study. It discussed the methods and procedures that were applied to collect data for the study. This chapter explained: the research design, target population, sampling size and sampling procedures. The chapter further showed the data collection instruments, validity and reliability of research instruments, data collection procedure and data analysis. The chapter concluded with the ethical considerations that were taken into account during the entire research.
CHAPTER 4

DATA ANALYSIS, PRESENTATION AND INTERPRETATION

4.1 INTRODUCTION

This chapter presents and discusses the findings of the study under thematic sub-sections of the study objectives. The chapter provides data in the following sub-sections: response rate, the background of respondents, vulnerable children programmes, vulnerable children interventions on the education of adolescent girls, vulnerable children interventions on food security of adolescent girls, vulnerable children interventions on household economic security and HIV and AIDS related information. The data was analyzed both quantitatively and qualitatively and was presented in form of tables and bar graphs and percentages to make the results easy and possible to read. 

4.2 Response Rate

The study had a designated sample of 123 households. With the help of trained research assistants, the questionnaires were distributed to the respondents.  The questionnaires were self-administered for respondents who were literate while for those who could not self-administer the researcher asked them the questions and filled in the questionnaire taking care not to change the meaning of the responses. Table 4.1below shows the response rates. 

Table 4:1 Response Rate

	Category/ Cluster
	Designated sample size
	Number Achieved
	Response Rate (%)



	Vulnerable adolescent girls
	60
	48
	80%

	Parents and Guardians 
	53
	39
	73.5%

	NGO/FBO/CBOs- Managers
	5
	2
	40%

	Children Officers/ Area Chiefs/ Assistants
	5
	3
	60%

	Total
	123
	92
	74.5%


Table 4.1 above indicate that a total of 48 out of 60 (80%) questionnaires were administered to vulnerable adolescent girls, 39 out of 53 (73.5%) from parents or guardians, 2 out of 5 (40%) from NGO/CBO/FBO managers and 3 out 5 (60%) from Children officers and other government officials were returned. Overall, there was an average rate of 74.5%. This response rate was considered a representative to give results as according to Dillman (2008); a response return rate of more than 50% is enough for the study to proceed. 

4.3 Background of the Respondents

This section discusses the respondents’ gender, age, level of education and occupation. Other than confirming that the respondents were representative of the target population having being drawn from the 4 wards, these personal and socio-demographic variables had a bearing on respondents’ ability to provide valid information that supported the study to reach its conclusion. 
4.3.1 Distribution of Respondents by Gender

The respondents were asked to indicate their gender. Table 4.2 below show the distribution of the respondents by gender

Table 4.2 Distribution of Respondents by Gender
	Distribution of Respondents by Gender

	
	Frequency
	Percentage
	

	  Gender        Male
	34.0
	37.0%
	

	                     Female
	58.0
	63.0%
	

	
	
	
	


The findings on Table 4.2 above show that majority of the respondents were female (63%) and the male (37%).  These findings agree with Abebe, T (2011) who contends that as HIV and AIDS claims more lives, it is mostly women who increasingly are left to take care of children orphaned and made vulnerable by the epidemic. 
4.3.2. Age of the Respondents
The respondents who were mostly female were asked to indicate their age. The findings were as shown in Table 4.3 below

Table 4.3 Age of Respondents 
	  Age of respondents                                  Frequency      Percentage

	
	Below 18yrs                     2
	
	 2.2%

	Age 
	19 To 24yrs
	4
	    4.3%

	
	25 To 44yrs
	46
	     50.0%

	
	Above 45yrs
	34
	     37.0%

	
	Don’t Know
	6
	      6.5%

	                                                                                  92        100%




Findings on Table 4.3 above indicate half of the respondents were between the ages of 25 and 44 years, above 45 years (37%), 6.5% did not know their age, 4.3% were between 19 and 24 years and 2.2% were below 18 years. This indicated that half of the respondents (50%) were young while (37%) were middle-aged. From the findings, it was also obvious that women take more responsibilities of care and support for vulnerable children than their male counterparts. This agrees with various studies that show that women and girls take on a disproportionate share of the burden of caring for vulnerable children in many settings, which can have negative repercussions for their own health and well-being (Ogden et al., 2004). 
4.3.3. Distribution of the Caregivers by Occupation

The caregivers were asked to indicate the nature of their respective occupations. The results were as presented in Table 4.4 below
Table 4.4: Distribution of Respondents by Occupation

	                                                                           Frequency       Percentage

	
	Employed (private org)          2
	            
	   2.2%

	Occupation
	Employed(Public Service)
	 7
	     7.6%

	
	Businessperson
	34
	      37.0%

	
	Farmer
	49
	       53.3%

	
	
	
	

	                                                                                         92           100%




Table 4.4 above indicate that 53.3% of the respondents were farmers, 37% were business people, and 7.6% worked in the public service, while 2.2% were employed by private organizations. This showed that subsistence farmers and those who operated small businesses were the main target for various interventions as they tend to generate low income. These findings agree with a UNAIDS, 2015 report which contend that financial and physical burden of caring for persons living with HIV and AIDS and vulnerable children usually falls on already impoverished households. 
4.3.4. Distribution of the Caregivers by Level of Education

The caregivers were asked to indicate the nature of their respective occupations. The results were as presented in Table 4.5 below

Table 4.5 Distribution of Caregivers by Level of Education

	                                                                     Frequency       Percentage

	
	None                                 1
	
	    12.0%

	Education


	Primary Level
	40
	       43.5%

	
	Secondary Level
	28
	       30.4%

	
	Tertiary/College
	13
	       14.1%

	
	
	92
	        100%


Table 4.5 above shows the educational levels of caregivers indicating that only 30.4% had reached secondary school level, 14.1% had reached college level and 12.0% were not literate. This reflected low literacy levels within the community, implying a higher need for capacity building efforts. A higher level of education for the caregiver is normally associated with the quality of child care that they render and high-quality care supports positive development in children (Vandell and Wolfe, 2002).  In addition, these findings also contend with a report done by Partnership for Child Development (PCD) in 2005, which confirms that where one possesses some basic level of education one has better chances in life for this is a major instrument for both economic and social development.
4.3.5 Distribution of Households with members under 18 years

The respondents were asked to indicate members of their households who were under 18 years but with both parents and those under 18 years of age but orphaned. The results were presented in Table 4.6. Below
Table 4.6: Distribution of Households with members under 18 years

	
	
	Frequency
	Percent

	Household members under 18
	Male
	51
	55.4

	
	Female
	41
	44.6

	
	
	
	

	Household member orphans under 18
	Male
	15
	16.3

	
	Female
	24
	26.1


Results from Table 4.6 above indicates that 55.4% of the respondents had males who were under the age of 18 in their houses and who had at least one parent and 44.6% had females with at least one parent. 16.3% reported that they had orphaned males and 26.1% orphaned females in their households. PEPFAR (2012), stipulates that where there are many orphans in a household, there is increased burden to the surviving caregivers especially when the dependents are under 18 years of age. The findings of this study, therefore, agree with these observations.  
4.3.6. Distribution of Households with Members Over 18 years

The study inquired into how many members of the respondents’ households had members with over 18 years that had at least one parent and those with members who were over 18 years and were orphaned and the results were presented in Table 4.7.
Table 4.7: Distribution of Households with Members over 18 years

	
	
	Frequency
	Percent

	Household members above 18

	Male
	20
	21.7

	
	Female
	72
	78.3

	
	
	
	

	Household members above 18 - orphans
	Male
	8
	8.7

	
	Female
	11
	12.0


Results from Table 4.7 above showed that 21.7% respondents reported that they had male members who had at least one parent while 78.3% had female members above the age 18 years.  8.7% of the respondents reported that they had male members in their households who were above 18 years and orphaned while 12% reported that they had orphaned female members in their households. The findings of the study confirmed the increased burden that HIV and AIDS places on surviving guardians thereby reducing their ability to perform child care activities and other economic activities. These findings agree with HelpAge (2007) report that asserts that over 50% of all vulnerable children are taken care of by elderly caregivers thus forcing children to assume most of the adult roles responsibilities.  

4.4 Food Interventions among Adolescent Girls affected by HIV and AIDS
The first objective of the study was to determine how food interventions influence the effects of HIV and AIDS among adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub County. In order to examine the relationship between food interventions and their effect on adolescent girls affected by HIV and AIDS, the study sought to identify the food interventions and type of organizations offering the service. The households sought had to have benefitted over a one-year period before the study was conducted. This section also presents findings on adolescent girls’ food security discussed under the number of meals the girls received within a day, food adequacy, nutritional diversity, distribution of households that lacked food and reasons for the lack. This section therefore presents and discusses the findings. 

4.4.1 Food Interventions and Types of Organization Offering the Food Service
The caregivers were asked to indicate the food interventions that their household had benefitted from in the last one year that were provided either by the government, Non-Governmental Organization, Community Based Organization, and FBO. The findings were as shown in Table 4.8below
Table 4.8: Distribution of Food Interventions and Types of Organization Offering the Service

	
	
	
	
	Organization Offering
	
	
	

	
	Government
	
	NGO
	
	FBO
	
	CBO
	
	Row Total

	
	Count
	%
	
	Count
	%
	
	Count
	%
	
	Count
	%
	
	Count
	%

	Food 

Service
	Food Given
	0
	0.0
	
	10
	20.0
	
	11
	42.3
	
	8
	66.7
	
	29
	31.5

	
	Education On Nutrition
	0
	0.0
	
	30
	60.0
	
	4
	15.4
	
	1
	8.3
	
	35
	38

	
	Farm Inputs
	0
	0.0
	
	6
	12.0
	
	10
	38.5
	
	0
	0.0
	
	16
	17.4

	
	None
	0
	0.0
	
	3
	6.0
	
	0
	0.0
	
	3
	25.0
	
	6
	6.5

	
	Others
	4
	100.0
	
	1
	2.0
	
	1
	3.8
	
	0
	0.0
	
	6
	6.5

	
	Total
	4
	100.0%
	
	50%
	100%
	
	26
	100.0%
	
	12
	100.0%
	
	92
	100%


Table 4.8 above indicates that there were four organizations that offered food services to the respondents. These included the Government, Non-Governmental Organizations, Faith Based Organizations and Community Based Organizations. The food services ranged from the provision of food rations, education on nutrition and provision of farm inputs. The respondents were also asked to name any other type of assistance that they might have received under food service.  From the food service program, majority of the respondents had received education on nutrition (38%), food provided (31.5%), and farm inputs (17.4%) while 6.5% of the respondents had received other services such as skills training on how to establish a kitchen garden using multi-storey gardens under the food services and another 6.5% had not received any service. Also, more than half of the respondents had received food services from N= 50 (54%) NGOs. This therefore meant that Non-Governmental Organizations provided food services more than other types of organizations a fact that agrees with Larson (2010) report on costs, outcomes and cost-effectiveness. The report asserts that in response to the needs of children made vulnerable by HIV and AIDS NGOs plays the biggest role. Key informant 3 supports this view when they shared: 

“We have established some farms where we not only grow our own crops but we also keep some livestock which we provide to the vulnerable households.”   
4.4.2. Number of Meals per Day among Adolescent Girls
The caregivers were asked to indicate the number of meals the adolescent girls both those who were school going and those who were not, got in a day. The findings were as presented in Table 4.9 below
Table 4.9 Distribution of Number of Meals among Adolescent Girls per Day
	
	
	Frequency
	Percentage

	Girls going to school how many meals do they take per day
	Two
	10
	10.9%

	
	Three
	82
	89.1%

	Girls not going to school how many meals do they take per day
	Two
	15
	16.3%

	
	Three
	77
	83.7%


Results from Table 4.9 above indicated that 10.9% of the girls going to school had 2 meals each and 89.1% had three meals each per day. For the 10.9% who had only two meals and were going to school, the respondents during the interviews confirmed that they considered only the meals the girls took at home but did not include the meals that the girls ate at school. Some school going children do not return home for lunch and some schools ran lunch programmes. The children can thus be considered to benefit from such programmes and thus need only to take breakfast at home and the evening meals as confirmed by another participant during the interview. This explained the higher percentages of caregivers who reported that school going children received two meals in a day.  Of the girls not going to school, 16.3% had two meals each and 83.7% had three meals each. Participant 9 pointed out that:
“Girls that go to school have meals provided in school while some go home for lunch and they therefore have three meals each in their household.” 

Those that did not go to school had 16.3% having two meals.  This was confirmed by participant 2 who reported that:

“Most caregivers are in the farms working during the day and mostly miss lunch as their farms are far off from home.”  

4.4.3 Food Adequacy among Adolescent Girls
The study sought to establish whether the adolescent girls had adequate food. The caregivers were therefore asked to indicate whether they had to worry that their household would not have enough food in the last one month before the study and how often this occurred. Table 4.10 below indicates the caregivers’ responses.

Table 4.10 Distribution of Food Adequacy among Adolescent Girls within Past Month
	
	Frequency
	Percent

	Once or twice in a month
	10
	10.9

	3 to 10 times in a month
	18
	19.6

	More than 10 times in a month
	5
	5.4

	Never worried
	59
	64.1

	Total
	92
	100.0


Table 4.10 above shows that majority of caregivers (64.1%) never worried about having adequate food while 19.6% worried 3 to 10 times in a month.  10.9% worried once or twice in a month while only 5.4% worried more than 10 times in a month. This indicated that the households were food secure as those who did not worry (64.1%) and those who worried once or twice a month constituted 75% of the population and only 5.4% worried more than 10 times a month. From the discussions with key informants, it was apparent that most households were food secure apart from the few times that their area were experiencing drought and during which time the organizations provided food rations. This is confirmed by one of the key informants who shares that:  
“Ol’JoroOrok Sub-county is an agricultural area where farming is practiced. Unfortunately people here depend solely on rain fed agriculture which sometimes fails. However, during that time, the vulnerable families are fortunate enough to receive food rations from the Non-governmental organizations therefore saving them from the pangs of hunger.”
4.4.4 Nutritional Diversity among Adolescent Girls
The caregivers were asked how often their household’s members were not able to eat the kind of foods they preferred in the last one month. Table 4.11below presents the results.
Table 4.11: Distribution of Nutritional Diversity among Adolescent Girls
	
	Frequency
	Percent

	Once or twice a month
	18
	19.6

	3 to 10 times in a month
	18
	19.6

	More than 10 times in a month
	5
	5.4

	Always ate the preferred food types
	51
	55.4

	Total
	92
	100.0


Results from Table 4.11above indicate that 55.4% always ate their preferred food, 19.6% at their preferred food 3 times to 10 times in a month, another 19.6% once or twice a month and 5.4% did not eat their preferred food more than 10 times in a month. This was an indication of the fact that food was not only available but adolescent girls also enjoyed their preferred food types. This was also an indication of food availability where they had an option to choose from a wide range of available food.
4.4.5. Distribution of Households that Lacked Food in the Past One Year
To further understand the gravity of lack of food for the respondents who had gone without food all day long in the past year, caregivers were asked how often their households went without food for a day and their responses were presented in Table 4.12 below.  Results show that 2.2% went without food all day long in the past year rarely, 5.4% sometimes and 1.1% often.
Table 4.12Distribution of Households that Lacked Food in the Past One Year
	
	Frequency               
	Percent

	Rarely (once or twice in a year)
	2
	2.2%

	Sometimes (3 to 10 times in a year)
	5
	5.4%

	Often (more than 10 times in a year)
	1
	1.1%

	Total 
	8
	8.7%


4.4.6 Reasons for Lack of Food among Adolescent Girls
The study inquired into why respondents and/or their family members had not eaten at some point in the past year and presented the findings in Table 4.13 below
Table 4.13 Distribution of Reasons for Lack of Food among Adolescent Girls

	
	Frequency
	Percent

	Lack of money to buy food
	30
	32.6

	Inadequate food at home
	29
	31.5

	Market inaccessibility
	12
	13.0

	High food prices
	21
	22.8

	Total
	92
	100.0


Table 4.13above show that majority of the respondents (32.6%) did not eat at some point in the past year because of lack of money to buy food while 31.5% due to inadequate food at home, 22.8% due to high food prices and 13.0% due to market inaccessibility. These results could refer to not eating a meal and not going without food the whole day as the study had already established that only 8.7% of the respondents had gone the whole day without a meal in the past year.  The general trend is that the described food security circumstances were experienced only “some of the time” therefore indicating that the adolescents’ girls were largely food secure. However, Participant 4 reported that:

 “Food security was not without some challenges, especially during the drought season.” 
This was also confirmed by Key informant 3 who pointed out that:

 “The community is depended on rain to produce their crops and therefore they are affected when there are no rains.” 
One of the community-based organization managers also agreed with participant 4 who shared that:

 “..Apart from drought, the community here is also faced with the challenge of producing enough food for the vulnerable children for lack of proper crop production and post-harvest storage methods which leads to loss of food.”
4.5 Household Economic Empowerment Interventions among Adolescent Girls Affected by HIV and AIDS
The second objective of the study sought to assess how household economic empowerment interventions influence the effects of HIV and AIDS among adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub-County. In order to examine the influence of household economic empowerment interventions on the effects of HIV and AIDS among the adolescent girls, the study sought to identify sources of income for the household’s and their ability to provide education, food and medical care. This section thus presents and discusses these findings. 

4.5.1 Sources of Income for the Households
The caregivers were asked about their main sources of income and whether they also engaged in other income-generating activities to supplement their income and the results were presented in Table 4.14 below
Table 4.14 Distribution of Sources of Income for the Households

	Source of income 
	
	Frequency
	Percent

	Business
	Always
	22
	23.9

	
	Often
	27
	29.3

	
	Sometimes
	33
	35.9

	
	Never
	10
	10.9

	
	Total
	92
	100.0

	Craft skill
	Always
	7
	7.6

	
	Often
	24
	26.1

	
	Sometimes
	14
	15.2

	
	Never
	47
	51.1

	
	Total
	92
	100.0

	Farming
	Always
	49
	53.3

	
	Often
	12
	13.0

	
	Sometimes
	25
	27.2

	
	Never
	6
	6.5

	
	Total
	92
	100.0


Findings of table 4.14 above show that majority of the caregivers (53.3%) depended on farming as their main source of income, another 13% stated that they supplemented their income with farming often while 27.2% at sometimes while 6.5% did not engage in farming at all.  The second main source of income was business where 23.9% of caregivers were fully dependent on it while another 29.3% of caregivers engaged in business often and 35.9% sometimes and 10.9% did not engage in business at all. Only 7.6% of the respondents fully depended on craft skill while 26.1% and 15.2% supplemented their income with craft skill often and sometimes respectively. More than half of the respondents (51.1%) did not supplement their income with craft skill. This showed that a majority of households depended on more than one source of economic activity to supplement their income. This enables them to meet their needs as households affected by HIV and AIDS are normally worst hit by the epidemic. With 53.3% depending on farming, this also agrees with a report that was conducted in Nyandarua which showed that there were cases of poor retention of adolescent girls in school during land preparation, planting, weeding and harvesting seasons as caregivers encouraged them to provide labor in the farms. 

4.5.2 Ability to Provide Education Support to Adolescent Girls
The study inquired into the ability of the caregivers to provide education support in the form of school fees, uniform, and books for their adolescents’ girls. Table 4.15 below presents the results. 

Table 4.15 Ability to Provide Education Support to Adolescent Girls
	
	
	
	Frequency
	Percent



	
	School Fees
	Always
	34
	37.0

	
	
	Often
	49
	53.3

	
	
	Sometimes
	8
	8.7

	
	
	Never
	1
	1.1

	
	
	Total
	92
	100.0

	Education


	Uniform
	Always
	36
	39.1

	
	
	Often
	44
	47.8

	
	
	Sometimes
	12
	13.0

	
	
	Total
	92
	100.0

	
	Books
	Always
	21
	22.8

	
	
	Often
	28
	30.4

	
	
	Sometimes
	42
	45.7

	
	
	Never
	1
	1.1

	
	
	Total
	92
	100.0


Findings in Table 4.15 above indicate that 37.0% and 53.3% of the respondents provided school fees always and often respectively.  This indicates that 90.3% provided school fees for their children without struggle while 8.7% provided sometimes and 1.1% could not afford school fees for their children.   In the provision of uniforms 39.1% of the caregivers were able to provide always while 47.8% of the respondents provided school uniform often for their children and the remaining 13.0% provided sometimes.  Their ability to provide for books is limited as only 22.8% provided always, 30.4% often, which is slightly above half of the respondents.  Most of the respondents 45.7% were able to provide sometimes while the other 1.1% could not afford to provide books for their children.  This shows that the respondents prioritized school fees and uniform because they are mandatory to have in school and hence invested their resources in them while they used the remaining resources allocated to education on books.

4.5.3 Ability to Provide Food and Medical Care to Adolescent Girls
In the study, the caregivers were asked to indicate whether they were able to provide food and medical care for their adolescent girls and their responses were presented in Table 4.16 below
Table 4.16 Distribution of Caregivers’ Ability to Provide Food and Medical Care to Adolescent Girls

	Household need 
	
	Frequency
	Percent

	Food
	Always
	52
	56.5

	
	Often
	35
	38.0

	
	Sometimes
	5
	5.4

	
	Total
	92
	100.0

	Medical care
	Always
	38
	41.3

	
	Often
	26
	28.3

	
	Sometimes
	10
	10.9

	
	Never
	18
	19.6

	
	Total
	92
	100.0


The findings in the Table 4.16above indicate that 56.5% of the caregivers had the ability to provide food for their families always, 38.0% often and 5.4% sometimes.  This showed that more than 90% were able to provide food for their families. However, only 41.3% had the ability to provide medical care for their families always, 28.3% often, 10.9% sometimes and 19.6% never.  This indicates that majority of the households were able to provide food and healthcare a fact that was possible due to income security within their households as well as support from the organizations supporting them. 

4.6 Education Interventions among Adolescents Girls Affected by HIV and AIDS
The final objective of the study was to determine how education interventions influence the effect of HIV and AIDS among adolescent girls in Ol’JoroOrok Sub County of Nyandarua County. Education of the adolescent girls was examined in terms of enrollment, retention, and access. This section therefore presents and discusses the findings. 

4.6.1 School Enrollment for Adolescent Girls
In finding out whether the girls were enrolled in schools, the caregivers were asked to indicate the level of schooling.  Since most households had different categories of children, the caregivers were also requested to indicate whether the girls that were in school had parents or they were orphaned. Their responses were presented in Table 4.17 below
Table 4.17 Distribution of Enrollment for Adolescent Girls
	Distribution Of Enrollment for Adolescent Girl And Caregiver Status

	
	Yes
	No

	
	Frequency
	%
	Frequency
	%

	Children In Nursery
	Not Orphaned
	69
	85.2%
	12
	14.8%

	
	Orphaned
	8
	72.7%
	3
	27.3%

	Children In Primary
	Not Orphaned
	65
	81.2%
	15
	18.8%

	
	Orphaned
	12
	100.0%
	0
	0.0%

	Children In Secondary
	Not Orphaned
	70
	83.3%
	14
	16.7%

	
	Orphaned
	7
	87.5%
	1
	12.5%


Table 4.17 above indicates that 85.2% of the households had children who were in nursery school and went to school while 14.8% did not go to school. Of those who went to nursery school, 72.7% were orphaned and went to school while 27.3% were orphaned and did not go to school. The results also show that 81.2% of the children who were in primary school and were not orphaned went to school while 18.8% did not go to school.  There were 12 orphaned children in primary school and they all went to school.  For those who were in secondary school and were not orphaned, 83.3% went to school while 16.7% did not.  Also, 87.5% of those orphaned went to school while 12.5% did not.  This showed less school enrollment rates of children that are vulnerable compared to non-orphans. These findings agreed with a report done by UNICEF in 2014 that confirmed that orphans who were orphaned were less likely to be attending school than children with parents. The report continued to confirm that the gap between the two groups of children was widening especially in sub-Saharan African countries where only 40 per cent of children who were orphaned attended school, compared to 71 per cent of those with parents still alive. 
4.6.2 School Retention for Adolescent Girls
The caregivers were asked to indicate how often the girls missed attending school and the reasons for the same. Table 4.18 below presents the caregivers’ responses.
Table 4.18 Distribution of School Retention for Adolescent Girls
	
	
	Frequency           
	Percentage

	For those attending
school how often they miss school
	Never
	8
	8.7%

	
	Rarely
	75
	81.5%

	
	Frequently
	9
	9.8%


Table 4.18 above shows that 8.7% of girls never missed school, 81.5% of the caregivers reported that school going children rarely missed school, 9.8% reported they missed school frequently. This indicated that the retention rate (92.2%) of students in the school was high. The high retention rate can be attributed to VC programs in the study area as well as the Free Primary Education (FPE) policy that benefits children with minimal additional levies that caregivers have to take care of. 
4.6.3. Reasons for Adolescent Girls Not Attending School
The caregivers were asked to indicate reasons why the girls that were enrolled in school were missing attending schools. The caregivers’ responses were presented in Table 4.19 below
Table 4.19Distribution of Reasons for Adolescent Girls Not Attending Schools
	
	
	Frequency
	 Percentage

	Reasons for girls not attending school
	Sickness
	14
	15.2%

	
	Lack of School Fees
	32
	34.8%

	
	Lack of Uniform
	14
	15.2%

	
	Lack of Textbooks
	17
	18.5%

	
	Other
	15
	16.3%


Table 4.19 above indicate that majority of the caregivers reported that children who were enrolled in school missed school because of lack of school fees (34.8%) lack of uniforms (15.2%) and sickness (15.2%), lack of textbooks (18.5%) and other reasons accounted for (16.3%). The main reasons given by caregivers for girls missing out on the school was that they lacked school fees and school uniform. This could be attributed to large family sizes that education interventions in the study locale could not meet due to lack of adequate support to all the girls in their programmes. These findings supported an NCDP (2013) report that confirmed that though NGOs are significantly visible compared to the government interventions, they suffer from resource constraints. During the interviews, one key informant pointed out:

“Cash transfers that was issued by the government played an important role in access to education, especially by providing households with the means to pay school fees rather than purchasing of other peripheral requirements associated with attending school, such as uniforms, books and stationery.”
4.7 HIV and AIDS-Related Information
The study also sought to find out if there were programs that were supporting girls affected by HIV and AIDS in their community with education, food, and economic empowerment. This section presents the results and discusses the findings as well. 
4.7.1. Adolescent Girls That Had Dropped Out of School due to HIV and AIDS
The caregivers were asked whether their girls had dropped out of school because of HIV and AIDS and their responses were illustrated in Figure 4.1below
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Figure 4.1: Adolescent Girls That Had Dropped Out of School Due to HIV and AIDS
Results from Figure 4.1above indicate that 72.8% of the respondents reported that none of their girls had dropped from school because of HIV and AIDS-related problems while 27.2% responded that they had girls that had dropped from school.  This indicates that HIV and AIDS-related problems kept almost 30% of girls from school.  This can be attributed to the fact that girls are more likely to stop schooling so that they can take care of sick relatives, other children at home or work to compensate income for their families. This was supported by Key informant 10 who shared that:
“Although both boys and girls are vulnerable to missing out of schools, girls are more disadvantaged in this area. Recently, I had to intervene on a case of a bright orphaned girl who had dropped out of school to look for her younger siblings at home.”
4.7.2. Adolescent Girls School Drop-Outs and Back to school Reintegration
The study sought information on whether the respondents had knowledge of girls who had dropped from school because they were affected by HIV and AIDS and then reintegrated back. Figure 4.2 below presents the findings
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Figure 4.2: Adolescent Girls School Drop-Outs and Reintegrated Back to school
Figure 4.2 above indicate that 90.2% of the respondents were aware of girls that had dropped out of school due to HIV and AIDS and went back, 8.7% were not aware while 1.1% responded they were not sure. These findings confirmed that indeed girls affected by HIV and AIDS drops out of school but education interventions within their locality cushion them against this by reintegrating them back to school. This was confirmed by one of the Key informants from the organizations supporting vulnerable girls. She shared her observation of the region:
“When I was transferred to this region, most of the girls here had dropped out of school. But today, most of the girls have been reintegrated back to school after providing them with school fees, school uniforms and continuously sensitizing their caregivers on the importance of sending their girls to school.”
4.7.3. Education Programs Supporting Vulnerable Adolescent Girls
The study sought to find out whether the respondents were aware of any programs within their community that supports adolescent girls affected by HIV and AIDS with education. Figure 4.3below present their responses.
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Figure 4.3: Education Programs Supporting Vulnerable Adolescent Girls
Figure 4.3above indicate that 73.9% of the respondents were aware of programs that supported adolescent girls affected by HIV and AIDS with education, 20.7% were not aware while the remaining 5.4% were not sure. This showed that the education service in the VC programs was effective and they had helped girls who had dropped out of school to resume their studies. This was confirmed by Key informant 7 who shared:
“This year alone, I know of 3 girls who had dropped out school but have since been reintegrated back by one of the organization operating in this area. Personally, I would say that enrollment rate for girls have increased.”
4.7.4 Food programs Supporting Vulnerable Adolescent Girls
The study sought to find out whether the respondents were aware of any programs within their community that supports adolescent girls affected by HIV and AIDS with food. Figure 4.4 below present their responses.
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Figure 4.4: Food programs Supporting Vulnerable Adolescent Girls
Figure 4.4 above indicates that 87% of the respondents were aware of programs that supported adolescent girls affected by HIV and AIDS with food, 7.6% were not aware while 5.4% were not sure.  The awareness of the Vulnerable Children programs could be attributed to the fact that even the community is involved in taking care of Vulnerable Children.

4.7.5. Household Economic Empowerment Programs Supporting Vulnerable Adolescent Girls
The study sought to find out whether the respondents were aware of any programs within their community supporting vulnerable adolescent girls’ household economic empowerment. Figure 4.5 below presents their responses.
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Figure 4.5: Household Economic Empowerment Programs Supporting Vulnerable Adolescent Girls
Figure 4.5above indicate that 80.4% of the respondents were aware of programs that economically empowered adolescent girls affected by HIV and AIDS while 19.6% were not aware. Cumulatively from the respondents, the awareness on existing programmes was highly reported indicating that NGOs were realizing impact within the study locale. 
4.8 Statistical Analysis

4.8.1 Chi-Square Test
The study further sought to understand the association between the independent and dependent variables of the study. 
The first objective of the study was to determine the influence of food interventions on the effects of HIV and AIDS among adolescent girls in Ol’JoroOrok Sub County, Kenya. To establish the association between food interventions and effects of HIV and AIDS reduction, a Chi-square test was run and the results indicated in Table 4.18 below
	Table 4.18: Food Intervention and HIV and AIDS Reduction Chi-Square Test

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	23.334a
	12
	.025

	Likelihood Ratio
	16.920
	12
	.153

	Linear-by-Linear Association
	8.711
	1
	.003


Table 4.18above show a Chi-square value (X2) of 23.334 and a p-value of 0.025. A p-value that is less than 0.05 is an indication of the existence of an association.  Therefore, this shows that there is a statistically significant association between food interventions and the effects of HIV and AIDS reduction among adolescent girls in Ol’JoroOrok Sub County, Kenya. These findings concur with previous findings of other studies that have reported that food support programmes have a positive impact on household food security and nutrition, given that recipient households tend to spend much of the transfer on food (Adato and Basset, 2009; ILO, 2010; DFID, 2011). An evaluation of Malawi’s Food and Cash Transfers also showed that 75.5% of the transfer was typically spent on groceries (Devereux et al, 2006). Where households were food secure, this means that the adolescent girls are not compelled to engage into risky food coping ways such as engaging in sex for food or having to stop their schooling to cater for food issues. 
The second objective of the study was to assess the influence of household economic empowerment interventions on the effects of HIV and AIDS among adolescent girls in Ol’JoroOrok Sub County, Kenya. A Chi-Square test was computed and the results recorded in Table 4.19 below. 
	Table 4.19:Economic Empowerment Intervention and HIV and AIDS Reduction Chi-Square Test

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	37.588a
	36
	.396

	Likelihood Ratio
	37.229
	36
	.412

	Linear-by-Linear Association
	.200
	1
	.655


The result on Table 4.19 above indicates a Chi-Square value of 37.588 and a p-value of 0.396. This shows that a statistically significant association does not exist between household economic empowerment interventions and the effect of HIV and AIDS reduction among adolescent girls in Ol’JoroOrok Sub County, Kenya. These findings show that although household economic empowerment services were given to vulnerable households, they remain far below the level required to adequately protect and support the households to improve on their economic status.  
The third objective of this study was to determine the influence of educational interventions on the effects of HIV and AIDS among adolescent girls in Ol’JoroOrok Sub County, Kenya. To establish an association between education interventions and reducing the effects of HIV and AIDS, a Chi-Square test was conducted and the findings were indicated in Table 4.20 below
	Table 4.20: Education Interventions and HIV and AIDS Reduction Chi-Square Test

	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	46.801a
	32
	.044

	Likelihood Ratio
	35.585
	32
	.303

	Linear-by-Linear Association
	12.195
	1
	.000


The results on Table 4.20 above indicate a Chi-Square value of 46.801 and a p-value of 0.044. This shows that a statistically significant association exists between education interventions and the effect of HIV and AIDS reduction among adolescent girls in Ol’JoroOrok Sub County, Kenya. Sanfilippo et. al., (2012) reported that receipt of education support interventions can improve enrolment by helping poor households to overcome the cost barriers to schooling, such as the costs of fees, uniforms and books. In Ethiopia, it was reported that one-third of cash transfer beneficiary households enrolled their children in school and over 80% per cent of these beneficial impacts was said to be due to the programme (Devereux et al., 2006). This finding is also in line with the study done by Abebe, (2011) who confirmed that educational interventions influence the reduction of the effects of HIV/AIDS among adolescent girls as they are retained in school. 
CHAPTER 5

SUMMARY OF FINDINGS, CONCLUSIONS AND RECOMMENDATIONS
5.1 Introduction

This chapter presents a summary of findings, conclusions, recommendations and suggestion for further research.

5.2 Summary of Findings

The study was to examine the influence of vulnerable children interventions on the effects of HIV and AIDS among adolescent girls in Ol’JoroOrok Sub-County of Nyandarua County. From an analysis and review of the research data on the three objectives that guided the study, a number of issues were apparent.
The first objective of the study was to determine how food interventions, influence food security among adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub County of Nyandarua County. Data analysis, interpretation of questionnaire responses and interview responses from the respondents of the study revealed a statistically significant association between food interventions and the effects of HIV and AIDS reduction among adolescent girls. Food related support interventions have shown that they ensure that there is adequate food as well as nutritional diversity among vulnerable adolescent girls. In addition, 89.1% of the vulnerable adolescent girls are able to receive an appropriate number of meals in a day, which has multiple effects especially related to the health of the vulnerable adolescent girls as well as on the effects of HIV and AIDS which results to food insecurity.

The second objective sought to assess how household economic empowerment interventions, influence household economic security of adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub County of Nyandarua County.  It was found that there was no statistically significant relationship between household economic empowerment and reduction of effects of HIV and AIDS among adolescent girls in Ol’JoroOrok Sub-county of Nyandarua County. This shows that household economic empowerment interventions need more attention in terms of investment and design to realize impact into the lives of the targeted vulnerable households. This is because economic inequities drive a number of HIV related risk behaviour to the vulnerable population especially the adolescent girls which might include transactional sex, age- disparate as well as inability to negotiate for safe sex.  
On the third objective that sought to examine how education interventions, influence school enrollment of adolescent girls affected by HIV and AIDS in Ol’JoroOrok Sub County of Nyandarua County, showed positive relationship between the two. This confirm that education interventions support vulnerable children to access education by bearing the direct responsibilities that prevent vulnerable children from accessing education such as school fees and school uniforms. However, these efforts need to be scaled up to ensure more girls are retained in school and that education support also covers the cost of other peripheral requirements associated with attending school, such as uniforms, books and stationery.
5.3 Conclusion

On food interventions and food security for households affected by HIV and AIDS, there exist positive relationship with respect to nutritional diversity and food adequacy as indicated by the positive relationships.   In addition, the adolescent girls were able to receive food rations especially during drought season and nutrition education.  This ensured that girls remained in school and their day-to-day lifestyles were unaffected during the drought season. Since the community in Ol’JoroOrok Sub County is a farming community, training them on modern farming techniques as well as agribusiness would greatly increase their production which can be sold and generate more income for their households. Also, improved farming methods and better storage methods would support them in protecting their food security during the drought season.  Organizations offering food rations and other food related services should therefore work hand in hand with officers in the agricultural extension departments who offer other complimentary services such as good soil and water conservation practices, post-harvest practices, pest and disease control just to name but a few. 
School enrollment, retention, and completion were more than 80% and continued to increase. However, the main reasons children of school going age did not enroll in school was lack of school fees and lack of school uniform.  School-related reasons like lack of school fees, uniforms and textbooks were the major reasons that children who were already enrolled in school were also missing out in schools. Interventions geared towards supporting adolescent girls to enroll, retain and complete education should therefore pay particular attention in increasing school fees and school uniform kitty amidst other education support so as to ensure that girls’ stays in school which will ensure that they have better economic prospects therefore promoting wage-earning opportunities and ultimately reduced economic dependence, the knowledge and information to avoid HIV and AIDS infection as well as better coping strategies if affected by HIV and AIDS. 
Regarding household economic empowerment, the study established that there was no statistically significant association between household economic empowerment interventions and reduction of effects of HIV and AIDS among adolescent girls in Ol’JoroOrok Sub-County. Although emerging literature strongly suggests that economic factors, either at the household or individual level contribute to girls’ HIV risk and vulnerability, the study established that these efforts have tended to be small in scale and their outcomes uneven. For girls, the theory of economic empowerment holds that the ownership and control of economic assets, including access to training, small loans and start-up capital, may help keep girls in school, reduce the likelihood of transactional sex, delay early marriage and pregnancy, and mitigate the consequences of HIV when a household becomes affected. Various economic strengthening approaches should therefore be directed toward vulnerable children especially adolescent girls, including asset transfer and vocational training. 
Finally, it is concluded that special attention should be paid to the vulnerabilities of adolescent girls affected by HIV and AIDS and very important to encourage their participation in the issues that affect them. Organizations offering the different interventions must therefore include the adolescent girls in program design and implementation and above all must be guided by the fundamental rights of children in their programming.
5.4 Recommendations

Based on the findings of the study the researcher recommends that:

1) Efforts that have been successful in reducing the effects of HIV and AIDS among adolescent girls ought to be brought to scale. Policy makers and development practitioners need therefore to consider investing more on education and food interventions channeled to vulnerable children. 
2) There is need for development practitioners to provide skill training and start-up capital to the vulnerable parents and guardians so that they can be economically capable to meet the basic and other needs of the children. 
3) Policy makers and development practitioners need to also include social and emotional needs of children in every intervention so as to ensure the needs of the vulnerable children are addressed holistically. 
5.5. Suggestion for Further Research
Having considered the reviewed literature and the study findings, the researcher has given the following recommendation:

1) The study focused on food security, education and household economic empowerment interventions among vulnerable adolescent girls.  There is need for development practitioners to probe into other variables apart from these studied and how they influence effects of HIV and AIDS among vulnerable adolescent girls and boys.
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APPENDIX I: HOUSEHOLD QUESTIONNAIRE FOR CAREGIVERS
Hello, my name is Lydia Muthoni, I am a student from the St. Pauls’ University, I am conducting a study titled “Influence of vulnerable children interventions on the effects of HIV and AIDS among adolescent girls’. The information you give will be kept strictly confidential and will not be disclosed to anyone else. Your participation is voluntary and you are welcome to ask any question that you might have.
Date______________________________________  
Instructions 
Please fill in the blanks or tick (√) where appropriate to provide the information requested. 

SECTION A: HOUSEHOLD CHARACTERISTIC
	S/No 
	Subject 
	Response(s) 
	Comment(s) 

	1.1 


	Gender
1. Male 

2. Female 
	
	

	1.2 


	Who heads your household? 
1. Self 

2. Spouse 

3. Son/Daughter 

4. Other (Specify) 
	
	

	1.3

	Age
1. Below 18 Years 

2. 18 to 24 Years 

3. 25 to 44 Years  

4. Above 45 Years 

5. Don't know 
	
	

	1.4

	Occupation? 
1.Employed (private organization)
2. Employed (public organization)

3. Business Person 

4. Farmer 

5. Government worker 

6. Other (Specify) 
	
	

	1.5

	What is the level of your education? 
1. None
2. Primary level 

3. Secondary level 

4. Tertiary/ College 


	
	

	1.7
	How many people are in your household
	Male
	Female
	Total
	How many are orphans?

	
	· Below 18 years old
	
	
	
	

	
	· Above 18 years old?
	
	
	
	


SECTION B: Orphans and Vulnerable Children Programmes /services
In the last 1 year, which of the following service has your household benefitted from and from whom? Government /Non-governmental Organization /Faith Based Organization /Community Based Organization?

	No.
	Service
	What was given? please specify e.g. fees, books
	How did it help you?
	Organization offering

	
	
	
	
	Govt.
	NGO
	FBO
	CBO

	2.1
	Food 
	1. Food 

2. Nutrition Education 

3. Farm inputs 

4. Others
	
	

	2.2
	Education
	1. School fees/levies

2. Uniforms

3. Sanitary towels

4. Others
	
	

	2.3
	Household Economic Empowerment
	1. Acquired skills

2. Startup capital/equipment

3. Loan

4. Others
	
	

	2.4
	Others [please specify]
	
	
	


SECTION C: Vulnerable children interventions on Education of the Adolescent girls
3.1 Do the children you live with go to school? 

       Yes                                                                                No 

3.2 If yes, in the table below, indicate how many are in: 

	Level of Schooling 


	Orphaned 
	Not Orphaned 

	i. Nursery 
	
	

	ii. Primary
	
	

	iii. Secondary
	
	


3.3. For those children not going to school but are of school age, what are the reasons? Please tick 
School fees is not affordable 




They lack sanitary towels, books


They lack school uniform 



They are taking care of other children                    


Sickness/Illness of caregiver/parent

Working 

Pregnancy 

Other (Specify)

3.4 For those children attending school how often do they miss school? Please tick in the section below to show the one you agree with
Please tick (√)

Never




Rarely

Frequently

Often
3.6 What are the most common reasons for their being absent from school?
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

SECTION D: Vulnerable children interventions on Food security of Adolescent girls
	S/No 
	Subject 
	Response(s) 

	4.1 

	For the girls going to school, how many meals do they take in a day? 
	1. None 

2. One 

3. Two 

4. Three 

	4.2 

	For the girls NOT going to school, how many meals do they take in a day? 
	1. None 

2. One 

3. Two 

4. Three 

	4.3 


	In the past one month did you worry that your household would not have enough food? 
	1. Yes 

2. No 

3. Don't know 

4. Never thought

	4.4 


	How frequently do you worry that your household would not have enough food? 
	1.Once or twice in a month

2. 3 to 10 times in a month
3. More than 10 times in a month
4. Never worried

	4.5 


	In the past one month, how often were you or any other household member unable to eat your preferred foods? 
	1. Once or twice in a month
2.3 to 10 times in a month
3. More than 10 times in a month
4.Always ate the preferred food types

	4.6 


	In the past year, did your household have any days when they did not eat anything all day? 


	1. Yes 

2. No 

3. Never

	4.7 


	How often did this happen? 
	1. Rarely (Once or twice in a year) 

2. Sometimes (3 to 10 times in a year) 

3. Often (More than 10 times in a year)

4. Never happened 

	4.8 


	If you or any member of your family went without eating at some point in the past one year, what was/were the reason(s)? 
	1. Lack of money to buy food 

2. Inadequate food at home 

3. Lack of the preferred food in the market 

4. Market inaccessibility (Long distance) 

5. Substituted food with school fees 

6. High food prices 

7.  Other (Specify) 


SECTION E: Vulnerable children interventions on Household economic security

In the table below, indicate with a tick the appropriate response that best describe the economic status of your household.
	No. 
	Subject
	Response

	5.1
	My household gets income from:

-Business
	Always
	Often
	Sometimes
	Never

	
	-Craft Skill (e.g. beadwork, carpentry )
	
	
	
	

	
	-Farming
	
	
	
	

	5.1 
	My household is able to provide the children with school fees, uniform,  and books
	
	
	
	

	
	1. School fees
	
	
	
	

	
	2. Uniform
	
	
	
	

	
	3. Books
	
	
	
	

	5.2
	I am able to provide the children with adequate food
	
	
	
	

	5.3
	I am able to provide the children with medical care
	
	
	
	


Thank you for your time and participating in this survey.
APPENDIX I1: KEY INFORMANT INTERVIEW GUIDE
Education 
1. What is the current enrollment rates for vulnerable children in the area especially the adolescent girls? 

2. Would you consider the enrollment rates to be increasing or decreasing over the last one year?
What factors do you think they have contributed to the changes in enrollment rate?

3. To what extent has the interventions in support of vulnerable children addressed the challenges that adolescent girls face in terms of enrollment, retention rates and completion rates in schools. 

Food security 
1. What are the main sources of food for vulnerable children in the community? 

2. What types of food are provided by organizations including the government in support of vulnerable children?

3. To what extent are the vulnerable children interventions addressing the challenges of food security in the region? 

Household Economic status
1. What are the main income generating activities in the area? 

2. What are the existing support mechanisms that generate income for vulnerable children in this community?

3. To what extent are the household able to meet the needs of the vulnerable children especially the adolescent girls?
4. To what extent are the vulnerable children involved in promoting economic stability for their household?
APPENDIX 111: HIV AND AIDS-RELATED INFORMATION QUESTIONNAIRE

The interviewer read: I will ask you some questions about services and programs/activities that you may know about or can help us think about, that help adolescent girls affected by HIV and AIDS in your community or in nearby communities.

	No.
	Questions
	Response

	1.
	Have you or your girl child dropped out of school in the past due to problems related to HIV and AIDS?
	NO

	
	
	YES

	
	
	NOT SURE

	2.
	Do you know of girls who have stopped going to school due to challenges related to HIV and AIDS?

	NO

	
	
	YES

	
	
	NOT SURE

	3.
	Do you know of girls affected by HIV and AIDS that have gone back to school in the last one year?

	NO

	
	
	YES

	
	
	NOT SURE

	4.
	Are you aware of any programs or activities aimed at supporting people affected by HIV and AIDS in your community?
	NO
	YES
	NOT SURE

	
	Education
	

	
	Food
	

	
	Economic empowerment
	


I thank you for your participation in this study.
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