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Abstract 
HIV /AIDS in developing countries, including Rwanda, is endemic and seriously 
needs to be reverted. This work is not a sheer comparison of the work of different 
Operators, but a thorough scrutiny, tracing unique factors and circumstances 
found in different communities, which influence individual behaviour that has led 
significant life change of beneficiaries. 
 
The work covers a wide range of socio- economic, political and Health spheres, 
which is the key to addressing the AIDS Pandemic. Those who are less 
vulnerable shall implement these changes and replicate them where they do not 
exist if there is a need to do so. 
 
Further, it is evident that there exist various good practices and the ones retained 
do not mean are only the best. Emphasis has been put on those which are unique 
and community based, which have resulted to tangible effects on beneficiaries. 
Different Partners have, for instance, yielded exemplary practices. The 
beneficiaries have highly appreciated these practices due to the fact that, people 
living with HIV/AIDS, have been involved in the whole process something that 
allows appropriate planning and decision-making, based on the number of the 
HIV/AIDS infected and affected. It permits sustainability of these initiatives as 
well. 
 
Nevertheless, no one can deal with HIV/AIDS, without alleviating poverty 
among the vulnerable groups. This is due to the fact that poverty is the core cause 
of the HIV/AIDS for it leads to dependency and denies individual’s freedom to 
decision make. It is therefore, for this reason, that income-generating activities 
have been put in place. It is equally encouraging that almost all the HIV/AIDS 
operators are dedicated to alleviating poverty. Despite all these combined efforts, 
however, a lot remains to be done, for as long as poverty still inflicts on the 
people, HIV/AIDS will remain a threat. 
 
HIV/AIDS is everybody’s concern.  For this reason, AIDS commission is 
appealing to individuals and organizations, to leave no stone unturned, in the 
fight against it. Reference can be made to the documented references used in the 
HIV sector in Rwanda.      
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General introduction 
A host of activities and approaches have been put in place both local and international. AIDS 
has implications in all the spheres of life and therefore needs every body to act. 
 
Global prevalence of HIV and its likely impacts 
The world is threatened by AIDS pandemic and its cases are distributed in all corners of the 
world. The following are the prevalence situations. 
Sub-Saharan Africa, the Caribbean, Eastern and Asia and the Pacific. HIV prevalence is 
dominant among 15 to 49 years old. Basing on this scenario, congregating global efforts to 
fihgt the scourge is very crucial and needed. 
 
Social, Economic, and Development impact 

 AIDS was declared a development crisis by the World Bank in the year 2000. Its direct 
impact on per capita income of the most hited countries is enomous. 

  Health care systems in many countries are overwhelmed by the growing numbers of 
HIV/AIDS patients. Studies forecast that health care costs in hardest hit countries may 
increase tenfold over the next several years as a result of the epidemic. 

 It overburdens social systems and hinders educational development. In Sub-Saharan 
Africa, for example the disease is claiming the lives of thousands of teachers and 
leading to school closures. 

 The epidemic also inhibits economic production in many areas by exterminating the 
potential workforce. 

 
This creates the need for economic empowerment is; women are the most vulnerable due to 
different cultures and background. The Rwandan government and partners have spared much 
of their efforts in AIDS response to the most vulnerable communities. 
 
AIDS Prevalence in Rwanda. 
Rwanda detected the first case of the HIV /AIDS on its territory more than two decades ago. 
Since then, the struggle against AIDS started. 
 
During the 1994 genocide, over a million of people perished, many starved and others were 
displaced. Social infrastructures were demolished. The widows, orphans, the needy of all sorts 
overwhelmed the state capacity to maintain the health and other social facilities for the citizens.  
 
Rape was widely used to derail people from dignity and morality, just life was hard and the 
state of mind to many was in full of despair. The situation did not permit people to any 
economic capacity; they simply leaved in abject poverty. Those in refuge camps too had no 
human value, rape, un protected sex was a mere kind of occupation to many. This exposed 
Rwandan population to a greater risk of HIV contraction, and indeed is the case.   
 
Currently Rwanda has HIV/AIDS prevalence of 3%. However, this data was higher before and 
due to a multiple of efforts vested in by the Rwandan government and partners with civil 
society to curb the scourge it has reduced. 
 
A series of interventions to halt AIDS spread and strategies for support care and treatment of 
both the infected and the affected people were put in place by the Government. Focal points are 
established to increase HIV awareness to the working class. Umbrellas were formulated to 
enable HIV response in specific segments of the population in order to fight AIDS from all 
possible fronts. 
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 Rwandan government created National AIDS Control Commission to spearhead all efforts of 
fighting AIDS. It has a decentralized structure to a district level in order to extend the services 
to the entire population. 
 
As regards to conflicts that lead to the denigration of human dignity and vulnerability, the 
Government of Rwanda has legislated stringent laws that safe guard people from rape. Laws 
against rappers have equally been institutionalized and gender rights are widely advocated for 
and legislated. 
 
In Rwanda leaders right from the President of the Republic, down to local leaders in villages, 
convoy a message denouncing and revealing the realities of HIV/AIDS to the entire population. 
For Rwandans habitually emulate what their leaders say and do. The fight against HIV/AIDS in 
Rwanda involves certain practices with elements of making the community able and 
encouraged to join the fight. They diserve promotion and continue to lead positive impacts to 
mass lots of Rwandans. 
 
Public and private practitioners are organised to vibrantly contribute in the fight against the 
pandemic. Focal points were created in this regard. 
 
The best practices opted for, are some among many which exist in the country and the exercise 
of documenting Good practices is continous. The National AIDS Control Commission, ought 
as well to draw a frame work to promote these practices.  
Sustainability is assured of due to involvement of the community which reduces stigmatization 
and discrimination of the HIV/AIDS infected and the affected people. 
 
Finally, it is commendable that, Rwanda opted to support PLWA associations in its war against 
HIV/AIDS, for it provides grounds on which appropriate planning for the activities of a given 
community can be made and their respective members are contributing in all spheres of 
development.  
 
   Definition 
A good practice is one, which through experiment and attributions, proves beyond doubt, that it 
yielded tangible results and can be used beneficially by others. It has to posses unique element 
in order to be distinct from common ones. It is the one that others can regard as a model. The 
following are some of the criteria on which this documentation has based on, in the elaboration 
of the Rwandan good practices. 
 
Criteria used in the elaboration of the good practices to Booklet; 
 

1. Relevance; addressed ;  
• Health conditions of public health significance,Be havioral change aspects, portraying 

positive attitudes aimed at reducing risks for further contraction, Caring of OVCs and 
other vulnerable groups, Better coordination and synergy of activities;  

• To income generating activities; explain the importance of the income generating 
activities towards the life change of beneficiaries.  

 
2. Representative: 

The good practice must include, the role of service providers, the                      
beneficiaries, and if necessary, the third party. This is important because, the good practice 
must involve beneficiaries to inculcate in them a sense of “ownership.  
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3. The good practice must be developed by a team of stakeholders: 
Good practice must portray efforts and concern of all relevant partners. A sense of 
solidarity, commitment, tolerance, equity and justice are well abided by in the trend of its 
execution. It must be acceptable and leading to the expected outcomes: 
 
4. It must be Cost effective 
The cost must be fair and commensurate to its real value. As for the activities, which 
receive external funding, the   flow of the latter should not handicap its progress. The 
management of the existing resources must be clear, accounted for, used transparently and 
easily justifiable to the concerned any time it is required. 

 
Objectives of the CNLS “Booklet” of good practice 
 
The CNLS- Booklet of good practices is to serve the following objectives thus; 

1. To keep the successful cases record which have led to the viable impacts on the 
beneficiaries of different projects under the CNLS supervision. 

2. To have a reference of good practice cases and share of experiences to both the 
beneficiaries and   the new or the existing partners who need to use them. They  will 
permit to achieve  the following;         

 Identify and replace the poor practices 
 Raise the performance of the poor performers closer to that of the best 
 Minimize re-work caused by the use poor methods 
 Save costs through better productivity and efficiency, and 
 Improve services to beneficiaries 

3. To see how efforts of Rwandan government through CNLS and partners have 
responded to the real needs of the community. 

     
Methodology 
There are numerous methods of identifying good practices, one approach is to look at who is 
producing the excellent results and therefore likely to yield more results regarded as good 
practices. But, this might leave some essential information behind and hence not accurate for 
this documentation. 
 
In order not to have any biased information or leave some necessary data behind, a genuine 
method for this booklet is “The Most Significant Change technique”. It is an upfront method 
which allows the respondent narrates his/her life experiences by citing several significant 
changes. The technique is a form of participatory monitoring and evaluation.  
 
Tools  
Interviews 
A Selected and knowledgeable number of respondents for interviews and testimonies were held 
and gave their personal accounts and justifications why regarded as important in their life 
settings. 
 
A guiding template 
A guiding template was designated to guide beneficiaries in writing their personal experiences 
in the same fashion.  It has main considerations for a case to qualify and be called a good 
practice and other prerequisite aspects in writing. It appears on the annex of this booklet. 
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Procedure 
Project coordinators informed their beneficiaries about the exercise underway and convened 
meetings for discussions to give a hint on the necessity to have the work accomplished and 
their role to facilitate it.  They were requested to go and prepare their individual cases and bring 
them to the project coordination with out any influence, and latter analyze them to have the 
qualifying cases on the project level.  
 
CNLS booklet is a synthesis of selected practices from each project after being scrutinized by a 
team of designated panel.  
 
Civil Society Implication in the HIV/AIDS related problems. 
The civil society is found where community based initiatives are borne and operating. These 
initiatives supplement government efforts, but since civil society organizations belong to 
individuals and more so, are widely spread through out the country, It is impressing to involve 
civil society to respond to HIV/AIDS. 
 

 Community based organizations;  
 Faith based Organizations; 
 Non- Governmental Organizations. 

 
Community based organizations: 
 
Community based organizations include associations of the HIV/AIDS for the infected and 
affected people. They are well-coordinated individual associations and clubs, both at district 
and national levels. At the provincial level, the structural organizations of these clubs and 
associations are strengthened to meet the day-to-day social challenges experienced by their 
respective members.  
 
The principle work of these associations is centered on advocacy for the HIV/AIDS care 
among the PLWHA and fight against stigmatization and discrimination, common among 
members of the society. These community-based associations possess the potential to influence 
the behavioral change of the people found in areas of their operations. 
 
Faith based organizations: 
It is a network of religious based organizations involved in the fighting the HIV/AIDS. It 
ensures monitoring and coordination of all the activities of the religious denominations, 
involved in the fight against HIV/AIDS.  The network has gone beyond all differences that 
existed among different religions and devoted to fight HIV/AIDS together. It enabled churches 
to have common orientation on issues related to the scuorge and now, they all spread one 
message –the fight against HIV/AIDS.  
 
It is also worth noting, that over 90% of Rwandans are affiliates of different religious 
denominations. It is equally evident that religious institutions possess influential prowess over 
their followers. Hence, influence behavioral change, which excludes religious involvement, 
may not succeed.  
Further, religious people are known to be rhetoric and possess other necessary means for mass 
conviction. Rwanda Faith based organizations in the fight against HIV/AIDS was set up to 
coerce different religious denominations into the fight. 
The umbrella allowed Regions make draw strategies against the HIV/AIDS; the network 
serves, as a coordinating organ of religions. 
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It operates activities such as; Educational support, home based care to HIV/AIDS infected and 
affected, setting up nutritional projects, footing membership bills for medical insurance 
schemes“mituelle de santé”, VCT and PMTCT advocacy, facilitation of access to ARVs and 
last but not least, creation of income generating micro projects. 
Appropriate solution to HIV/AIDS is prevention, and prevention normally goes with moral 
consciousness and sensitization. In effect, faith based organizations are better placed for the 
purpose and thus, inevitable to have a common stand and together, as good shepherds, lead 
their believers against HIV/AIDS. 
 
 Forum of Non- Governmental Organizations  
Non-governmental organizations are cardinal in framing up the life style of the people. They 
have both the required skills and resources, useful in the fight of HIV/AIDS than a single 
government. They are widely spread and possess ample experience in matters pertaining to 
HIV/AIDS. 
They have a host of activities such socio-economic and VCT/PMTCT. The Forum emphasizes 
on community initiatives against the HIV/AIDS. Besides, the Forum works with international 
Partners such as the East Africa National Network of AIDS Service Organization, the Kenya 
AIDS NGOs’ Consortium and a lot more others. 
 
Multi-sectoral approach  
Multi-sectoral approach commits every single organization to respond and actively participate 
in the formulation of strategies that can lead to the set objective of eradicating HIV/AIDS 
pandemic. Under this approach, every sector is revitalized against the HIV/AIDS. To this 
effect, Focal Points charged with all issues pertaining to HIV/AIDS, have been formed in every 
public and private institution. They coordinate, monitor and make the follow up of AIDS 
programs. 
 
Some institutions encouraged their employees to set up assistance funds for the HIV/AIDS 
infected. It fostered community awareness and consciousness against HIV/ AIDS. However, 
focal points are mere volunteers who are not paid and are simply nominated by their leaders, 
based on how sensitive they are on matters related to HIV/AIDS.  
 
Subsequently, AIDS commission has put in place a public sector Umbrella ought to harmonize 
the work of the beneficiaries scattered in different public and parastatal institutions. 
 
The establishment of the following three main National institutions is equally, something to 
reckon with:  

 The HIV/AIDS Action Framework meant to coordinate all the work of partners. 
 The National AIDS multi-sector coordinating commission, with a broad and undefined 

mandate. 
 The National monitoring and evaluation system, meant to monitor and carry out 

evaluation of all the work of stakeholders in the fight against HIV/AIDS in the country. 
 
They are possibilities to evaluate the existing entities, partners and the funding mechanisms, for 
unity is strength. Besides, these pillars they serve as a guiding compass for different operators. 
 
Further, a form of Partnership made between national, sub-regional and regional organizations 
involved in the fight against HIV/AIDS, such as the PLWHA, GLIA, OAFLA and PAYA a 
newly Rwandan born Youth Organization, meant to rouse public awareness on HIV/AIDS on 
the African continent, deserves a credit. Initiatives, such as PACFA also deserves a loud 
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applaud. Such combined efforts, right from the national to regional level are a clear testimony 
of how different institutions in the country vigorously respond to solving human catastrophe.  
 
Steering committees were set up, to ensure that, both the government and donors are properly 
coordinated.  This does not only serve to avoid work duplication, but it also leads to equal 
distribution of services.  
 
Youth Response to HIV/AIDS 
 Because of age, youth is the most vulnerable group to HIV/AIDS. Youth have been mobilized 
countrywide through Administrative institutions. The Rwanda National Youth Council, for 
example, has been decentralized, down to village levels and in each activity it carries out, it 
ensures that an element of HIV/AIDS is included. 
 
Youth leaders, through their respective programs, are the only ones who have the onus to 
sensitize the rest of their fellow youth. The National Youth Council, on its part, takes up the 
role of transporting these youth leaders to provinces and districts, sensitizing their fellow youth 
on how HIV/AIDS is spread and on the acceptable ways of prevention. As a result, numerous 
youth projects have been set up and a lot more ways of HIV/AIDS prevention have been 
initiated. These include prose and poetry, drama, tournaments, health clubs…etc. 
 
The Council has various youth clubs countrywide and carries out regular follow –ups to ensure 
that they operate effectively. It has equally created a youth forum, also meant to fight the 
scourge. The Forum coordinates HIV/AIDS activities at provincial levels, and offers basic 
training for youth in the management of micro-finance projects. It provides tools for projects’ 
implementation, all meant for poverty alleviation. The Council also mobilizes youth against 
idleness by availing to them various sports facilities. Regular meetings are organized in which 
the problem of HIV/AIDS is discussed. Whenever youth leaders seize the opportunity of 
meeting at camping sites, they talk about HIV/AIDS and how to prevent it from spreading 
amongst them. They normally end their discussion, with a resolve to spread news about it in 
their respective places of work.  
 
Lastly, the youth group is the most vulnerable to HIV/AIDS of all groups of the national 
population, and thus the Council has extremely heavy onus and duty, to fully engage it in 
preventivive measures of all sorts. 
 
GOOD PRACTICES IDENTIFIED FROM DIFFERENT PRACTITIONERS OF 
HIV/AIDS UNDER THE COORDINATION OF CNLS IN FIGHTING AIDS IN 
RWANDA. 
 
Good practices of the Global Fund project in PMTCT/VCT and ARVs 
 
The VCT/PMTCT at Kacyiru health centre CASE ONE: 
 
Kacyiru health center is the first one in Rwanda to offer VCT services. By the end of 2004 it 
had tested a total number of 3494 among whom 1809 are women and 1685 are men. 650 were 
found infected; the center makes the close follow up of both the infected and affected people. 
Kacyiru is found in the capital Kigali. The VCT services was started in year 2001 and latter 
developed to an integrated VCT. 
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VCT figures of kacyiru health center 
for 2004
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The figure above shows VCT at Kacyiru health center 
 
The center also operates PMTCT & ARV services to its beneficiaries. As a result of effective 
Information, Education and Communication of the center, they persuaded women to turn up for 
Antenatal consultations and they were swift to accept the HIV test, this permitted a number of 
women for testing to rise up to 100%. The total number of beneficiaries was 1842, they came 
for consultation and got tested, 1716 came for results and 229 equivqlent to 13.34% were found 
HIV positive. 
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The figure above depicts turn up of women for PMTCT at Kacyiru health center 
However, there was a constant challenge of partners turn up that kept low and it is in this 
regard that the following initiatives were put in place to enable the integration of VCT/PMTCT 
at the centre; 
 An invitation letter to the partners 
 Emphasise on the partner testing 
 Arrange the VCT services during weekends 
 Prioritization of women who came with their partners 
 Re-enforce IEC 
 Home Visits  
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An invitation letter to the partners 
With introduction of letters of invitation to the partners, the centre received a higher number of 
service beneficiaries (partners to be tested) than before. This enabled the center to know HIV 
status of some partners and discordant cases and realised that where discordant cases occurred 
it became a family problem, and susequently draw particular strategies. 
 
Encouraging partners to accompany their spouses helped to solve family conflicts because 
couples were counselled together and persuaded for positive living and forge the way forward 
together.  
 
Letters of invitation are highly recognised by the partners in question because they feel most 
respected and therefore have to obey the centers’ advice. It reduces the burden of the woman to 
convince the husband alone but creates a sense of commitment to men in solving the existing 
problems. 
 
Emphasis on partners test 
When a client knows her/his serological status, the center insists on the test of a partner and 
work to integrate him/her to a positive living with HIV be it discordant or concordant couples.  
 
A constant follow-up is done to accompany clients at the center on a regular basis. For the case 
of PMTCT, especially when a woman is sero-negative, the test results of her partner is of great 
importance in taking the decision to protect the child and in giving niverapine to the mother 
and the child if the partner is HIV positive.   It’s good that all partners who turned up agreed to 
be tested and followed the medical precautions. 
 
Launch of the VCT services during week-ends 
The centre renders Voluntary Counselling and testing services during weekends in order to 
serve partners who are public or private servants who claimed not to have time during 
weekdays. By the use of this strategy the number of partners to be tested has remarkably 
increased. 
 
Motivation of clients who come with their partners 
To encourage the partners, women who come with their partners for Antenatal consultation are 
given priority to PMTCT and VCT services. Women with their partners by pass others and get 
served immediately. This creates eagerness for other women who do not come with their 
husbands to persuade theirs come and enjoy this small but, crucial privilege.  
 
Reinforcement of Information, Education and Communication 
The Information, Education and Communication on HIV/AIDS have become every body’s 
role. Clients who are served in other services; HIV related information is talked about even if it 
is not on the agenda of their medical appointments.  
 
Home Visits to members 
Due to the help of the project the personnel of the health center make home visits to sensitise 
and make the follow up of their respective clients.   
 
It was inevitable to expand the available space at the center to host the people coming for the 
rendered services. In this regard a house is under construction; people are proud of it and 
anticipate to have secured sufficient area to carry out a multiple of activities at the center. 
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The picture below depicts a multi purpose building at the Kacyiru health center under 
the financial support of Global Fund project. 

 
The Photo above shows a multi-purpose house under construction to accommodate various 
functions. 
 
Association “Impore” 
Service beneficiaries of VCT/PMTCT recognised the importance of the rendered services and 
started thinking the way forward to keep the results sustainable. To increase their voice and 
keep solidarity stand VCT/PMTCT beneficiaries decided to create an association called 
“impore” with principle objective of simplifying the follow-up and ensure mobilisation.  
Prior the year 2003, beneficiaries of VCT/PMTCT services were scattered, not known to each 
other. They were isolated and hardly hoped for positive living or leave with HIV/AIDS. 
 
Conflicts dominated most of their families each of the partners accusing the other of being the 
source of the infection. For the side of the health center it was difficult to find a person during 
the time of need. Before the introduction of the integrated VCT/PMTCT, there was a program 
for pregnant women. It only catered for a woman during pregnancy and six month for a child 
after birth. There was no follow up program for both the mother and the child.  
  
But, in late 2003, the lucky was the center to benefit from the support of Global Fund project in 
the services of the VCT/PMTCT which has far resulted to tangible transformation on the lives 
of service beneficiaries. Kacyiru health center was selected among the first beneficiaries of the 
project financial support. 
 
Since its establishment to the writing date, it managed to achieve much. The personnel were 
trained with technical skills in counselling and testing. It allowed delivery of high quality 
services. The centre has three permanent professionals thus; 

i. One specialist in nutrition 
ii. One psycho-social follower 

iii. One social worker specifically responsible for children. 
 
The health center experienced several challenges regarding the on and off of the beneficiaries 
who could not keep permanent to the centre for the follow up. They complained of occupation 
and financial survival as the source of irregularity and exposure to HIV contraction for those 
who were sero negative. It was therefore inevitable to think of means of sustaining them and 
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improve the quality of life to the beneficiaries. The creation of the association is regarded as a 
mechanism of follow up and constant counselling. 
 
Numerous sub projects were created to generate income for the beneficiaries; each sub group 
has its own way of organisation. To day the association “IMPORE” has a bank account and 
grants micro credits to her respective members since 2004, it has granted 13.420.000 frw to its 
members and good enough they have serviced their credits very well. By the writing time, 
some had applied for a second instalment, because they have successfully used the first one, it 
is also a symbol of good management and skill development to the members of association. 
 
The association “IMPORE” kept the number of its members expanding, it became 
indispensable to segment its members into sub groups that are manageable with interrelated 
activities.  
 
The sub projects of the association are; 

1) Handcrafts 
2) Cultivation 
3) Trade groups 
4) Animal rearing, and 
5) Tailoring  

 
Handcrafts 
It is a small group of 8 persons who were trained in hand –crafts from the center. It offers 
occupation to people hence reducing temptions to engage in distress. They meet and counsel 
each other on daily basis, they also share life experiences. 
The association offers materials to the artists for the fabrication. When the output is sold, every 
member is obliged to refund the materials costs and 200 frw to the treasury of the association. 
On every item, a member who fabricates it earns 1400frw and one person can make six items 
with in a month implying that, she affords a monthly income of 8400 frw.  The essence of the 
association is primarily to link HIV infected and the affected people with the management of 
the health center. The output is consumed by members of the association. 

The figure above depicts converged photos of cultivators and handi-crafts at kacyiru health 
center beneficiaries of VCT/PMTCTand ARVs, Kigali. 
 
Benefits of the activity to its individual beneficiaries 
Members can afford the purchase of their basic needs such as clothes, food and hygienic items.  
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It permitted personal savings because members can invest in other minor projects such as 
charcoal selling businesses. 
 
 Settlement of social and family disputes due to occupation, hence reduction of economic 
dependency of women to their partners. Women have developed confidence and personal rights 
since they feel capable to sustain themselves than it was before starting the project.  
 
The most important also, is when occupied in different activities are easily found for any 
required contact with the health center. 
 
Cultivation 
The group was established to give courage to men who were not regularly accompanying their 
spouses. They could come for VCT/PMTCT services and if they came for the first time they 
could never appear the second time. A farm was set up to persuade men benefit from the 
services of the center. They come for the farm work and also served with by the center, they are 
confident to tell their neighbours about what they do in the farm. While at their farm work, they 
discuss some of their problems and share numerous experiences together. 
 
The dominant crops grown in the farm are Tomatoes, Soya beans, maize and vegetables. A 
large part of out put is consumed by association members and the rest is used to supplement the 
diet of the people (beneficiaries of the programme).  
 
The association gave initial capital and members have successfully paid back the total amount. 
One beneficiary testified that, “his house was innovated and abandoned renting, also pays the 
school fees for his child”.  
 
Cultivation is carried out on individual basis; to ensure everybody work and evaluate the output 
on individual basis. It enables every body’s’ contribution and maximum participation. With this 
separation approach it becomes easy to know what a person has gained in a given period of 
time and if necessary advice him accordingly. 
 
Animal rearing  
They have a duck farm with 28 of them. More than 40 were distributed to members to keep for 
themselves. At the market place, each duck is worth 1500 frw, but when selling to a member of 
association the price is only 500 frw.  This enables permanent link with the centre and commits 
members to be responsible in managing ducks for themselves under no supervision. The 
practice allows a sense of saving, beneficiaries have developed a culture of saving though still 
at a low level, but perhaps could be increased.  
 
Tailoring team 
The team has 5 tailoring machines which are used by the members of association. They 
assemble school uniforms and sell the majority of the output to the respective members of the 
association at a relatively lower price. They agreed to charge a lower price as a strategy to have 
a big market share than external competitors were. At the market place one item is worth 2500 
frw but for those they produce is only 2000 frw, a price which allows a large market share.  
 
The activeness of the members in various teams segmented in diverse domains of activities 
portrays a sense of solidarity and a mechanism of social integration for the infected and the 
affected that are converged in this association.  
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VCT/PMTCT services 
VCT/PMTCT services are at the centre of what the Kacyiru health centre and the sponsor 
intends to achieve and stands for.  Therefrore, motivating elements were employed in order to 
have their significant turn up as anticipated. That is the essence of the above initiatives. 
Income generating activities were emphasised to enable members afford family obligations 
such as food and other basic needs. Being in the association helps to share experiences and 
develop their talents. It is regarded as a counselling home to many of its beneficiaries. 
 
For beneficiaries of the health center, much is done; as lamented by one Nyirakamonyo 
Valentine who put it that “I was pregnant in 2002 and came for Antenatal consultation, they 
checked me and found HIV positive; I had no medical care, my elder daughter was very sick, I 
had 25 kgs and my body was full of infections and rushes, nails and tooth were shaky, I had no 
hair on my head; I experienced a miserable life and I would be dead if I did not come to the 
center”.  
 
According to her the life has drastically changed, “I am impressed by care offered by  the 
center, it made the follow ups, when I was critically sick, an Ambulance used to come to my 
home, I have 51kgs, I delivered and my daughter is HIV free because I obeyed advises of the 
medical personnel”. 
 
The family package pays health insurance scheme “Mituel de santé” for members of Impore 
and the group has the access to medical services, they have courage to work and feel vigorous 
to contribute in the development of entire country.  
 
They have saved; with a bank account and a balance of 3000 frw. They were granted a credit of 
100.000 francs and made profits; they refunded it and now are using the interests accrued. The 
small shop they started is worth 140.000 francs. The center gives milk to children of the 
infected for duration of six months to ensure that they are not breast fed on the ground of not 
having means to feed them. This milk is offered by the Rwandan First Lady initiative of the 
family package. The cohesion between the clients and the health center creates a sense of 
courage to keep in touch. 
 
Conclusion 
The center is the first to offer PMTCT/VCT services in the country with a wide range of 
activities. Some operations are done jointly with the management of the center and its 
beneficiaries. Different income generating activities are carried out by the beneficiaries to keep 
linked to the health personel for eassy follow up. Children are put on diet to let them avoid 
breast feeding.  
 
ARVS services in the KACYIRU Health Center; Case two 
 
By mid November 2005, the health center had 242 clients on ARVs, they are closely monitored 
and the health center works hand in hand with the association of PLWHA who were tested 
from their.   
Normally, clients of the center are received in a very hospitable manner in the services of 
VCT/PMTCT. They get pre- counselling on both the group and individual basis depending on a 
particular case raised by an individual. For those who take the next step of conviction, mostly 
beneficiaries of the Antenatal consultation services are oriented to the testing room to check 
their HIV status.  
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Before the center releases results to the owner, the client must come with a trusted person of his 
or her choice in order to accompany the client during the absence of medical personnel of the 
center. The purpose is that, since many people receive their results especially the positive ones 
with shock, the trusted person encourages the infected person to integrate his mind and leave 
positively with HIV. The person reports the state of the patient to the health center and reminds 
the client to respect appointments and regularity in taking the drugs.  In case of strange illness 
the person plays important role and keeps close to the patient. The trusted person equally works 
as a link between center and the patient. 
 
In order to ensure the follow up of the client, there is a social worker who orients people to join 
the association of PLWHA. The person discusses advantages of being in the association to the 
newly admitted person.  
The association of people living with HIV/AIDS plays essential role in the daily activities of 
the health center, because members’ address is ever known by other members. During all 
moments of convergence, a supporting message is passed on to the members; they love each 
other and regard the association as a family. They share personal experiences and feel 
integrated.  The association acts as a link between health center and the community members. 
 
Home Visits.  
Regular home visits are made, to precisely know real address of the client. A social worker and 
ARV personnel always visit the client, to inquire the population in the area and be sure if the 
person really resides in that area. This is because some people hide their address and this 
complicates the follow up. A home visit is made before a selection committee to offer ARVs is 
convened. 
For a person to be put on ARVs the orthodox proceedings are applied; the center designated a 
team that selects people who qualify for drug application depending on laboratory findings. 
The team has a medical doctor who approves medicine to be taken by a respective client. 
Because the center anticipates side effects of drugs to the person, the one applying them for the 
first time, is given a dose of two weeks time and first know if the person is regular in taking the 
drugs.  
When a person on drugs do not turn up for a period of three to five days a social worker and 
one in charge of ARVs pay a home visit to that patient, to find out what might have gone 
wrong to the person. It is an excellent opportunity for a patient seeing a medical servant 
visiting him at his/her respective home place. It augments the confidence and moral 
commitment of the person to a bid with all advises of the health center. It further creates 
extraordinary link and moral concern for the client not to betray the friendly physician who has 
come to visit him/her at home. 
     
Children  
When a pregnant woman is found HIV positive, the center emphasises on the follow up and 
searches for the partner to be checked.  The woman is given Bactrim while pregnant and after 
birth the child is given Bactrim tablet until the time for HIV test matures. In case an infected 
woman breast-fed, the center requests the women to abandon breast feeding for a period of 
three months and latter bring the child for HIV checking. 
 
It is impressive to note that, hospitality and sincerity of the staff remains a fundamental bond in 
achieving the success at the center. Home visits to the clients are indicators of honesty and 
concern to the employees of the center and has led the confidence of clients in the staff hence 
regular to all medical appointments. 
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The dispensing tool of ARV at Ruhengeri hospital; Case three 
 
1. Introduction 
 
                        a) The Project MSH/RPM Plus in Rwanda  
The RPM Plus (Rational Pharmaceutical Management Plus) is a programme of MSH launched 
in the year 2004 in Rwanda in a bid to support the activities of PEPFAR related to issues of 
care for people living with HIV/AIDS because those activities are rapidly extending in 
Rwanda. The program aims at improving the procurement of health related commodities and 
ART access strengthening the national practice for rational drug use.  
 
Its activities include the capacity building of the unit of pharmacy and that of medical health 
care in the Ministry of health and TRAC (Treatment and AIDS research Centre). It deals with 
the capacity building of CAMERWA, districts and health centres pharmacies, and assure 
constant availability of antiretroviral and effective management of pharmaceutical products and 
medical commodities used in the fight against HIV/AIDS. 
 
b) The action of   MSH/RPM Plus programme at Ruhengeri 
 In the framework of its activities, MSH/RPM Plus was assigned by the TRAC to strengthen 
the capacity of the pharmacy of the hospital of Ruhengeri for care of PLWHA.   
The programme of ARV therapy started in the district hospital in August 2004 with four 
patients. The number of patients ranged from 274 patients in January 2005 to 400 patients in 
April 2005. 
 
The programme of MSH/RPM Plus on capacity building of the drug store of the hospital of 
Ruhengeri was introduced in Rwanda in January 2005 by conducting an assessment of the 
functioning of the pharmaceutical management systems. The evaluation permitted to identify 
the areas of intervention and to design an action plan in collaboration with the head of FOSA: 
 

 Guidelines, policies, and standard operating procedures on use of ARV set up by the 
Ministry of health under the technical support of MSH/RPM Plus, 

 Three Pharmacists were trained on rational drug use and on various aspects of care for 
the people living with HIV/AIDS. 

 Renovation of facilities to expand space and provision of equipment and other basic 
materials necessary for the appropriate functioning of the pharmacy. 

 
2.   Problems, planning of the activities and solutions 

a) encountered problems: 
 

1. Difficulties in the follow up of the  patients and the reporting systems 
As the number of patients increased, the head of the pharmacy started experiencing some 
problems related to the manual management of the patients’ files, stock sheets, and other 
important documents meant to regularly follow up the patients. Besides these problems, 
elaboration of a monthly report on consumption of drugs, on the stock as well as the report on 
number of patients who are on diet took a long time and great effort. 
 

2. Wrong perception of the stock shortage. 
 With a big number of patients, it is recommended to know the molecules containing each diet 
and the quantity. However, the manager of the pharmacy had difficulties in distinguishing 
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different names of ARVs (generic names, common international designation or brand names) 
packaging and dose. The pharmacist considers the case as the stock shortage.         

b) Solutions 
 

1. Installation of an electronic tool for dispensing ARVs 
Taking into account difficulties, the manager of the pharmacy MSH/RPM Plus had decided to 
set a system of information for the monitoring of pharmaceutical products meant to fight 
endemic diseases/ epidemics named in English « Dispensing tool » 
The tool is used by managers of pharmaceutical products for the fight against HIV/AIDS 
pandemic. It can be used to other endemic diseases or epidemics such as Tuberculosis, Malaria 
etc. The tool permits the health workers to manage each file of the patient coming to seek 
medicines at the pharmacy of the centre for care of PLWHA. MSH/RPM Plus assures the 
installation of the program in the FOSA, the follow up of its use and provides a computer and 
the printer to the pharmacy 
 
 Before the tool was set up, the manager of the pharmacy, in his daily management and 
dispensing ARV, used a manual system of collection and processing of information on patients, 
their diets, their role in the programme and the level of the stock, and this led to the difficult 
regular follow up of the increased patients and did not allow the good management of the drug 
store. 
 
The manager tells us that despite the power cuts the tool helped him to perform the following: 
 

1.  Once the patient’s file has been prepared, it is filed in the system and it is accessible at 
any time; 

2. The tool allows to regularly follow up the patient for efficient adherence; 
3. The tool facilitates the management  of the stock;  
4. An easy development of monthly reports on consumption, the stock and the number of 

patients considering the diets they take, their age and gender.  
5. Plan the appointment with patients and prepare chemicals in advance (posology and 

doses) 
6. The tool records the other necessary information which can be exploited to make deep 

analyses on care (frequency of change of diets, side effects, etc.) 
 
2.  A board resuming various ARVs consumed at a given site in  Rwanda. 
To overcome the situation of stock shortage observed by many managers of ARV, MSH / RPM 
Plus designed a board resuming all the various ARV used in Rwanda under their various brand 
names (generic drugs, speciality drugs, abbreviations). The board resumes also the ARV with 
their various labels and doses. 
 
Before the board was given to the pharmacy, there was confusion between various names of the 
ARV, their labels and doses. Since the board was availed to the pharmacy, the manager of the 
pharmacy accounts for the following: 
 

1. The board allowed him to know the ARV drugs which are found at Camerwa, their 
labels, dosage, and packaging by unit, international names, abbreviations, and their 
brand names. 

2. It also allowed him to master various diets and products which appear under combined 
or separate forms. 
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3. It is easy to distinguish tablets, capsules, from syrups and suspensions to be taken 
orally. 

4. The board is presented under a visible format. 
           
   c) Important achievements  

1. The tool of dispensation allowed the improvement of the follow-up of the adhesion of 
the patients: the manager is now capable to follow up every patient and his adhesion. 
This improvement has contributed at the same time to the improvement of the quality of 
the services offered by the Pharmacy to the patients infected and affected by the HIV / 
AIDS and to the improvement of the PEC in general. 

2. The tool of dispensation facilitated the production of monthly reports, and has allowed 
the person in charge of the pharmacy to obtain statistical reports, information about the 
patients and the elaboration of reports (Index card of monthly piece of information 
about the patients: the number of patients under diets and  by products).        

3. The wall poster contributed to reduce considerably the errors caused by the ignorance 
of the various names, the forms and the dosage of the same molecule of ARV and so 
contributed to the reduction of the wrong alarming messages of break and or shortage in 
ARV by setting up a better system of estimating needs. 
 

 
3. Conclusion and learned lessons  
 
                          a) Learned lessons 
Care success is reached through building capacity of pharmacies in better management of 
medicines and other consumable products. For this purpose, it is important to: 
. 

1. Strengthen the knowledge of the staff of the Pharmacy in management of medicines and 
in PEC for the PLWHA; 

2.  Provide pharmacies of FOSA with standardized management tools fitting the volume 
of the work, to allow them to quickly and efficiently carry out their work of 
dispensation of medicines to the patients under ARV. 

3. The Dispensing Tool in its electronic form in sites dealing with the PEC with more than 
200 patients will contribute to the improvement of the PEC including the follow-up of 
the patients. The manual form of the tool could be used in sites with less than 200 
patients. 

4. Develop and avail the IEC supports to help the managers of pharmacies in their daily 
activities. The wall poster of ARV is an example of IEC support. 

5. To successfully realize the programme it is better to involve the staff of the pharmacy. 
 
                          b) Conclusion   
Within the framework of the care for people living with HIV / AIDS, the good practices are 
those which aim at implementing a program which meets real needs of FOSA, with cost 
effectiveness, by involving the people in charge of FOSA, the program will have to be 
replicated in other parts because it has been regarded as a success. 
 
The setting up of dispensing tool and the wall poster are sound examples of these good 
initiatives which led to the considerable improvement of the services with lower costs. 
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A. Mushaka Health Center (a case of PMTCT) Case four 
 
Introduction  
The health Centre of Mushaka is counted among five-health centers of Mibilizi health district 
in the province of Cyangugu, in GASHONGA district that is found in south west of the 
province. It boarders with DRC in west, and has 10 administrative sectors with 54081 
inhabitants.                           
The area has a mountainous relief that is made up of rolling hills overhanging the Rusizi valley 
(NYENJI). It makes the climate hot and favourable to the development of the anopheles 
mosquitoes. The health center is located in 30 km from KAMEMBE the capital of Cyangugu 
province. 
HIV/AIDS infection is very frequent in the zone of operation due to constant movements of 
people to and from DRCongo. 
  
Program Justification  
The struggle of fighting HIV/AIDS constitutes a major preoccupation of the Rwandan 
Government. 
 
As of good practices realised in integrated-VCT Mushaka Health center, the project was first 
launched in March 2004. For the previous two years it was firm to mention the following 
significant results; 
 

• The general population was mobilised to influence behavioural change as regards to 
HIV/AIDS.  

• The number of HIV positive people who accepted to give public testimonies is 
increasing meaning that the infected are equally playing an important role in 
mobilizing the population towards the services of the center. The act also augments the 
public sensitivity about the scourge and probably could hamper the scaring escalation. 

• The beneficiaries who gain the benefits of Mushaka health center of PMTCT/VCT 
services include those who come from out side the catchment zone of the center. It is 
impressive to see that, the center accepts those from outside its catchment zone within 
limited means. Nevertheless, it was disclosed that, though being served from the 
center, it is difficult to make genuine follow up of those who resides outside the 
operating zone. 

 
The table shows PMTCT statistics since March 2002 up to 30th   September 2005 at 
Mushaka health center 
 
Description 

Zone of 
activity 

Out of 
zone 

Total  

1. Number of pregnant women who came  for HIV test 5237 171 5408 
2. Number of HIV+ 101 45 146 
3. Number of tested partners 443 25 468 
4.  Number of partners who were found HIV+ 41 11 52 
5. Number of children born from HIV+ women 41 11 52 
6. Number of tested children at the age of  15 months 15 0 15 
7. Number children who are HIV+ 0 0 0 
8. Number of children who are HIV- 15 0 15 
9. Number of women who are in the association 101  101 
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I-VCT of statistics since2004 up to 30 September 2005 
Description Number
1. Tested clients   3557 
2. Clients who are HIV+ 173 
3. Male HIV + 94 
4. Female HIV+  79 
  

 
Beneficiaries have been mobilised to turn up for the services rendered by the center. It has led 
to their life change. This is depicted from the testimonies of beneficiaries of the center thus; 

Personnal account of HAKIZIMANA Jean 
de Dieu:  
« I realised frequent sickness and went for 
HIV test and found HIV positive.  Medical 
personnel at the center counselled me to join 
the association for social integration and 
offered with regular treatment”. We plan and 
implement numerous income generating 
activities. I had 50 kgs now I have 70 kgs. I 
appeal the population in the vicinity to come 
for the services rendered at the center 
especially in the PMTCT and ARVs.”   
The Health center targeted the community to 
improve the awareness. From this point of 

view, it focused on church members to influence their attitude and behaviour. 
  

Many people who testified for the impact of the health center services “urged every person to 
have an HIV test to know about his/her HIV status and adopt positive subsequent strategies.” 
 
This appears to be a lesson that many can draw for some people do deviate from instructions of 
physicians and later face tough and un manageable effects. 
 
Results revealed that I was HIV positive. I was counseled on the utilization of Prevention of 
Mother-To-Child Transmission of HIV (PMTCT) services. I took Nevirapine for prevention of 
transmission of HIV virus to the child. The latter was born healthy. I followed medication for 
postnatal care and now the child feels well. I was always sick but since I have started taking 
ARVs I feel very well and hope for the future. We have joined the association of PLWHA for 
support and care. The sources of the association’s funds are monthly dues from members and 
grants from the UNICEF. The association has started the project of poultry. Considering the 
importance of VCT, I urge every person to have an HIV test to know the serology status and 
adopt positive and convinient measures.  We thank all those who contributed for our better 
health conditions be they medical professionals or donors for their invaluable support.” 
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A training session of church community members on HIV/AIDS at Mushaka health 
center 

 
The training focused on the following areas; 
• To reduce stigmatisation and discrimination with in the community  members  
• The PLWHA understood how to leave a positive life with HIV/AIDS. 
• The number of women who come for Antenatal consultation and adhere to volunteer 

testing of HIV/AIDS.    
• The increasing number of none infected children born from the infected mothers as a 

result of successful PMTCT program at the center to ease the follow up.  
• Utilisation of preventive methods and family planning was almost unknown.   

 
The training is on a continuous basis because the center realised its results through 
peoples’ turn up for the rendered at the center. 

 
Program description  
The entire community training program works to achieve the following principle objectives:  

• To reduce the expansion of HIV/AIDS contraction 
• To offer medical support and care of PLWHA 
• To engage in care and treatment activities. 

 
Major actors of the program implementation were as follows: 

• Global Fund : donated the financial means through the project management unit GFU 
• Mushaka health center: that executes daily activities.     
• Politico – Administrative structures : They facilitate in mobilisation of the population 
  
The target group (beneficiaires)    
• The entire population in the catchment zone of the center  
• The people living with HIV/AIDS specifically 
  

The entrie population is implicated in activities and strategies dedicated to fighting HIV/AIDS. 
In operating zone of the health center, there are several Anti-AIDS clubs and it is considered as 
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community response. PLWA engage in income generating activities and organised in 
associations which support their management. 
 
Applied Strategies  
 
Prevention of HIV/AIDS Contraction  

a) Information, Education Communication 
- Training of health workers, regular meetings with community health workers.  
- Community sensibilisation and Mobilisation  
- Field visits at community level and holding meetings 
- Condom distribution  

 
               b) Voluntary Counselling and Testing  

- Group Counselling  
- Individual Counselling  
- HIV Testing 
- Pre and Post counselling 

 
 

 
               c) PMTCT 

 Deliver counselling and PMTCT services to pregnant women in 
Antenatal consultations.  

 Give  nevirapine to infected mothers   
 Give nevirapine to infected children 

In the domain of medical care consultations and the offer of medicines against OI and STI are 
effected at the center.  
Complementary treatment is normally done via home visits. The visit is paid t the homes of the 
people living with HIV/AIDS.  
 

d) Lessons Learned 
The number of women who join VCT/PMTCT program is big and that itself is an opportunity 
to exploit. However, men are still not yet fully participating hence a menace to the success of 
the program of VCT/PMTCT. 
As a big segment of the population, youth dominate the vulnerability to HIV contraction, but 
too many of youth regard AIDS issue as minor. There is therefore, a need for further 
intervention.   
Another remark according to administration of MUSHAKA health center, is that of the family 
approach where there are efforts to fight against HIV/AIDS focusing at only the entire family 
members  and none is dedicated to the individuals.  They suggest that, there should be a 
complete package of activities to offer the following at the respective clients of the center. 
 

- Mobilisation, Counselling, Education , Treatment of  Opportunistic Infections 
- Care and support of PLWA. 

 
It is crucial to find nutrition related support because many beneficiaries who are on ARVs do 
not afford the related costs, and that could result to abandoning of the ARV application. 
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Conclusion  
In the struggle against HIV/AIDS, the sounding achievements have been possible to achieve 
due to a multiple of efforts. The social impact of the Project is formidable for only cannot 
easily be quantified, if you talk to different people, talking of AIDS is nolonger regarded a 
taboo as used to be. It is a step towards prevention; people are making their original initiatives 
to fight AIDS. All are results of converged efforts of different actors that used Global Fund 
financial and material support. Finally, at Mushaka health center, the project constructed a 
building which harbours the activities of integrated VCT. Financial resources were also offered 
for support and gear preventive measures at the center. It enforced the capacity of the staff at 
the center. 

 
 CUSP- Good practice : PMTCT Case five 
 
 
 Historical Background  
CUSP means «Centre Universitaire de Santé Publique » (University Centre of Public Health), it 
is a centre offering a minimum package of services of a health centre. It is situated in the 
municipality centre of Butare, and one of the health centres that consistutes Kabutare health 
district. The center operates under the management of the faculty of medicine of the National 
University of Rwanda and submits periodic reports to Kabutare health district. The CUSP was 
created on August 14, 1967 initially with a sole objective to act as a reference for other health 
centres at a curative and preventive level.  
 
In 1968, the centre became “The National Institute of Health” with the mission of training the 
medical and paramedical staff of the region of Butare in the domain of social medicine and 
public health. In the awake of the year 1978 the institute changed its name to that of « Centre 
Universitaire de Santé Publique» (CUSP) (University Centre of Public Health) and was 
assigned to train medical students (and others) in public health, to deal with curative and 
preventive treatments for the population. 
 
The center performs different operational services thus; the Service of mother and infant health, 
Service of epidemiology, Service of sanitation, Service of education for health, Welfare and 
nutrition department, Service of medical care, and the Service of organization of health 
services.  
 
The areas targeted for activities of CUSP are the Provinces of Butare and Gikongoro. At the 
beginning.The CUSP performed well its activities all along the period before the beginning of 
the socio-political mayhem of 1990. The centre had the following objectives:  

• To organize theoretical and practical training in public health for Rwandan medical and 
paramedical staff. It had also to train Rwandan physicians in public health;  

• As CUSP was an integral part of the Faculty of Medicine, it helped the latter to develop 
a suitable health care system in the operational area of the University hospital; 

• To organize health surveillance in the Province of Butare and to inform in time the 
Ministry charged with the Public health of collected data; 

• To carry out operational research on the problems of health faced by the Rwandan 
population. This research took place in collaboration with other institutes of the Faculty 
of Medicine.  

• To collaborate in long-term basic research on health problems of the country.  
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The CUSP has qualified and sufficient personnel to perform various portfolios as mentioned 
above.  
  
The current CUSP   
The University Centre of Public health is currently one of the departments of the school of 
Public health of the NUR. In spite of organizational and logistical shortages, the CUSP was 
able to remain with some services for the community.  
 
It functions like other health centres and its main mission is to offer services to the community 
through the following spheres:  

• Service of consultations (adults and children); 
• Service of antenatal consultations and family planning (PMTCT); 
• Services of vaccination;  Laboratory;  Pharmacy;  Welfare and Nutrition department; 

and that of  counselling and voluntary testing (VCT);  
To this writing date, the operational area of CUSP has been redefined; it covers only four 
sectors of Butare municipality with 26,629 inhabitants.  
 
The centre has 30 employees of whom one doctor is the Director, a health professional holding 
a Bachelor’s degree in Public health who is an assistant Director, a nurse holding A1 diploma, 
7 nurses holding Advanced level certificate, 3 social workers, under contract employees and 
supporting staffs.  
The service of counselling and voluntary testing of the CUSP was launched on April 27, 2005, 
financed by Global Fund through the Integrated VCT- project of CNLS.  
The setting up of Integrated VCT service was an opportunity for the centre to offer another 
important new service to the population under its catchment area. It was received as reinforcing 
to the PMTCT service that existed at the centre since June 2002. 
Nevertheless, the center does not have maternity and hospitalization services and this is 
regarded as a big challenge for it to serve to the full.  
 
 A Micro Project  
A set of activities financed by the integrated VCT of the Global Fund project led to the 
continuous increase of people coming to benefit from the services of the CUSP.  Indeed, 
availability of medicines against opportunistic infections, HIV test, counselling, the home visits 
health care all had positive impact on the use of the available services.  
 
Many HIV positive people come back to the centre for follow-up of HIV post-test and the 
treatment of the opportunistic infections and sexually transmitted diseases.  
It was therefore important to regroup them in an association at the centre so that they can meet, 
exchange experiences, and develop income-generating activities etc. The first created 
association is called TURAMBE.  
 
TURAMBE association  
The association was started in August 2004 jointly by the health center and its beneficiaries. 
Turambe is an association of people living with the HIV/AIDS who have been tested at CUSP. 
It has 214 members. Presently the association is recognized by Butare municipal authorities.  
 
Rationale of the asssociation 
The people served from CUSP lacked follow up and the creation of the association came as a 
solution to this problem. It helped people come out of isolation and deparacy; they started 
counselling each other hence the process of social integration commenced. 
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Formulation of the association  
People served at the center were mobilized by the health center to get organised to get rid of the 
existed problems.The association members made statutes and internal rules and regulations 
governing their association. 
 
Objectives of the association 

1. To have a perment link of the health center with people benefing from the services 
offered by the center 

2. To enable social integration of the people infected and the affected by HIV/AIDS 
through counselling and creation of income generating activities 

 
Main actors 
In formulating the association and its regulations the VCT/PMTCT beneficiaries were involved 
and the staff of CUSP. 
 
It is stipulated in their regulations to convene a meeting on a month basis and have a monthly 
subscription of 100 Rwf from every individual. Members are convened at CUSP in the 
presence of the employee responsible to the support of associations. The association is 
managed by its members only. It has a bank account in “The Banque Populaire of Ngoma” 
with a balance of 280,000 Frws. 
  
During the monthly meeting the center organises discussions related to “Living positively with 
HIV/AIDS”. Here members share their personal experiences.  
Revenues from the VCT-i project are used to buy sugar for members of the association. The 
CUSP also has a land where they grow the Soya bean and, beans etc. Members with 
malnourished children benefit from these products through the welfare department of the 
CUSP.  
 
Role of district and sector leaders in facilitating the activities of the association 
Leaders at sector and district levels facilitated the association in granting the authorisation to 
operate in the area quickly and offered some areas where they operate their income generating 
projects 
 
Transfer of skills to stakeholders 
Due to the fact that many people involved carry out a multiple of activities, it enabled the 
practititioners to gain experience and skills emanating from different operations. They get basic 
training in income generating projects and keep practicing it. They are trained in counselling 
techniques as well. 
 
Perspectives  
The management of the association is planning to finance small income generating projects of 
the members. These small projects are being elaborated by small groups made within the 
association taking into account members who live in the same area because they are able to 
work together. There are 14 small groups within the association and are going to be reinforced.  
 
Various strategies of sensitization used in VCT & PMTCT and the target groups 
It very essential to develop different strategies of sensitization to inform the population living 
in the working area of CUSP about new activities introduced in the centre:  
 



 30

Sensitization of the opinion leaders  
Sessions of sensitization have been organized for the representatives of the youth from all 
sectors covered by CUSP activities. The representatives elected by the youth are targeted 
because of significant influence they command on their pairs.  
 
A special invitation letter from the centre was designated to the concerned persons. On the 
agenda the basic notions on the HIV/AIDS such as; definition, transmission, symptoms, 
prevention as well as the different available therapeutic approaches. They always put an 
emphasis on the existence of a voluntary testing centre in the CUSP.  Participants were also 
informed on the existence of other voluntary testing sites in the town of Butare that include the 
following: Kabutare, Dushishoze, ARBEF and Giti Cy'ubungingo.  
Persons responsible for other voluntary testing sites were regularly invited to make a brief 
presentation on their site. Therefore, it allows young people to have a wide range of choices to 
have tests in other sites other than CUSP only.  
This strategy contributed much to the increase of the number of the young people that go to 
have HIV test at CUSP as well as other sites of the town of Butare. In addition, sensitization 
targeted community opinion leaders and women.  
 

Sensitization of secondary schools students 
The CUSP has been involved in a survey on evaluation of the efficiency of drama as a tool of 
sensitization for the young people on the HIV/AIDS and all matters related to reproductive 
health. Two big schools located in the town of Butare were selected to participate in this 
survey, these are: Groupe Scolaire Officielle de Butare (GSOB) and Petit Séminaire Baptiste 
(PSB).  
 
At GSOB, they performed comedies for pupils whereas at PSB nurses from CUSP dealt with 
educational talks on the HIV/AIDS and reproductive health.  
This aimed at drawing a comparison of the efficiency of two methods concerning change of 
behaviour; one of the 11 evaluated indicators was the number of the students who   accepted to 
come to have an HIV test for the first time after these different interventions. CUSP organized 
a free test service for any young person who wanted it.  
 

Sensitization of the staff and the students at the NUR  

Several activities were achieved by CUSP at the university campus    in close collaboration 
with University League for the fight against HIV/AIDS.  
The students of the school of Modern Languages have, since two years, a compulsory course 
on the HIV/AIDS. The school of public health through CUSP elaborate a syllabus on 
epidemiological and clinical aspects of HIV/AIDS. It enables CUSP to give some messages on 
the existence of different services to the students. In partnership CUSP and LUCS (Ligue 
Universitaire de Lutte Contre le SIDA) organized a free voluntary test as well as related 
services for the students.  
The CUSP in conjunction with LUCS participates in all campaigns of sensitization among the 
students or the staff of the National University of Rwanda.  
Several campaigns of sensitization and voluntary testing for different groups within the campus 
have been organized over the last two years in collaboration with LUCS.  
The exercise targets university population which is dominated by youth perhaps who can 
attempt to engage in un-protected sex.  
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Sensitization of members of the associations  
Different associations working in the catchment zone of CUSP were   targeted for this 
sensitization.   
Indeed it is better to visit associations and inform their members about different services 
offered by the health centre. Basing on this the center resorted to conduct regular visits to the 
localities where associations are found. A result of the visit, the association members adhere to 
programs of voluntary testing. So far the center has four operating associations.  
 
Other sessions of sensitization  

Sessions of sensitization have been undertaken at the community level by social workers 
during their home health care visits. The collaboration with health sensitizers of our region was 
crucial for the success of this activity.  
 
Results  
From the year 2002 to 2005 CUSP has been able to receive a total number of 5899 women in 
the PMTCT with varying figures for different years. 
 
The following table shows HIV results of women who accepted to come for the test of 
PMTCT service  
 Number Percentage 
HIV negative result 
HIV positive  result 

4635 
455 

91.06 
8.93 

Total  5090 100 
 The prevalence of HIV from PMTCT service is 8.9%; meaning that health center must work 
with municipal authorities to find appropriet strategies of reducing it. 
 
HIV results from partners of PMTCT service  
 Number Percentage 
HIV negative result 
HIV positive  result 

299 
47 

86.5 
13.5 

Total  346 100 
 
The percentage of partners who accepted to come for the test in PMTCT service is   only 6.7%. 
Among those who accepted to have an HIV test 13.5% that was HIV positive. 
  
VCT Service of CUSP from April 2004 to September 2005 
Variable  Total %ge 
Number of received clients 2918  
Number of  counseled clients   2910 99.73 
Number of tested clients 2909 99.97 
Number of  tested female p clients   1186  
Number of tested male clients  572  
Number of tested couples 232  
Number of patients of less de17 years  203  
Number of patients between - 18-25 years  677  
Number of patients of more than 25years  2018  
Number of HIV+ patients  656 22.55 
Number of HIV+ male patients  117 20.45 
Number of HIV+ female patients  312 26.31 
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Number of HIV+ patients of less than 18 years   45  
Number of HIV+ patients between 18-25 years  95  
Number of HIV+ patients of more than 25 years   517  
Number of HIV+ patients who come back for results  645 98.32 
Number of HIV+ patients who don’t come back for results  2215 98.31 
Number of tested partners 82 2.82 
Number of sero–discordant couples  15  
Number of patients referred from another service  3  
Number of patient referred to other services  17  
Number of patients who were followed up 385  
Number of patients having received condom  901  
 
As far as VCT service is concerned, 99.9% of the counselled patients accepted to have an HIV 
test. The prevalence is 22.5% for the VCT patients. This is largely due to the fact that a lot of 
HIV positive people come back to have an HIV test to be registered in the CUSP in order to 
benefit from the medicines against the opportunistic infections and other advantages that 
people living with the HIV/AIDS enjoy.  
There is a big number of patients who are HIV negative or positive that came back for the 
results. 
The number of partners who use the VCT service is still very low; but, what is impressing is 
the number of partners who come for the PMTCT consultation is increasing everyday.  
 
 
Strategies for Evaluation of the Efficiency of PMTCT at the CUSP 
Challenges 
One of the big challenges of the PMTCT programs in Rwanda is the evaluation of its efficiency 
for population.  
The indicators of follow-up are not always easy to collect as far as PMTCT service is 
concerned. PMTCT service was launched in June 2002 at CUSP, and since then no evaluation 
of impact was done. The task was very difficult because of the lack of maternity service. HIV 
positive women, who were followed during antenatal consultations, after delivery in health 
centres of reference, continue to come back to these respective centres or never come back at 
all, only some came back for the post negative follow-up.  
 
Developed strategies  
 
Home health care visits 
 Social workers of the CUSP visited HIV positive women at home who used PMTCT services 
of CUSP and whose children reached 15 months of age. The visits enabled the social workers 
to get back several women and their children.  
 
Research  
Under the supervision of the teachers of the ESP, a medical student wrote a dissertation entitled 
«Evaluation of the impact of the PMTCT program in the CUSP”  
The survey shows that 2,376 pregnant women were received in antenatal consultations at 
CUSP from May 28, 2002 to May 30, 2003, and only 1890 pregnant women accepted to have 
HIV test, that is79. 5%.  
Out of 142 women who gave birth to children; only 91 of them brought their children who 
reached 15 months of age for HIV tests (25. 4%). Out of 36 tested children, 2 who are between 
15 and 18 months were HIV positive (5.6%).  
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Joint efforts with the health district of Kabutare  
The health district of Kabutare is seeking to know the impact of PMTCT program on women 
and children. Combined strategies with the CUSP were developed to get back the women who 
have used PMTCT services of CUSP.  
 
The total number of 91 children came back and only 4 were HIV positive (4.3 %.). 
Considering these results it would be too early to conclude that the PMTCT service was a 
success in CUSP because the number of women and children who come back is still small. 
However, until the writting results were more than expected.  
Some efforts are still needed to objectively assess the program so as to make a good follow-up 
of the women and children.  
 
Remarks 
The CUSP is a well-placed health center; it is the only center which conducts research. It 
carries out home visits to its respective beneficiaries; another sounding practice is that of 
formulating associations, where it enables the effective follow up of its beneficiaries on a 
regular basis. 
 
 
HIV/AIDS OPERATORS IN RWANDA AND EXERCISE FINANCED BY THE SIPAA 

PROJECT 
Shelter scheme: case Six 
 
As every one is well aware, there are shelterless people among whom are PLWHA.  These are 
also vulnerable to HIV/AIDS.  An AIDS patient for example, needs a safe and warm shelter for 
him to live a safe and longer life. There is therefore urgent need to avail accommodation to the 
most needy, and shelters to the shelterless especially the HIV infected and affected people. This 
has been done in some areas of the country and a lot more remains to be done. 
 
Essence of the shelter initiative 
The main purpose of establishing a housing scheme is to do away, with the problem of shelter 
related problems mostly to the vulnerable people.  
 
As part of solution to this problem, the Nyamata shelter scheme is a commendable example; 
where thirty houses were built, and now about one hundred and twenty dwell in them, as 
opposed to the previous times, when peasants in this part of Nyamata lived far from one 
another and remote from basic amenities such as medical care, schools, social interactions, 
social services etc. 
As one of the beneficiaries earlier testified, inhabitants of these newly constructed shelters used 
to live nomadic lives or were temporarily accommodated by friends, who after learning that 
their guests were HIV positive, they would, then, immediately expel them. “I was once 
accommodated by a friend in a house which was still under construction. When he learnt that I 
was HIV positive, he immediately expelled me from the house.” In fact, beneficiaries of the 
scheme expressed their extraordinary happiness when we met them. What is equally amazing 
in this new village is that, it is a mixture of the HIV infected and the HIV free.  The two freely 
co-habit with no stigma whatsoever and instead the infected give their regular testimonies to 
the HIV free, admonishing them against the HIV/AIDS dangers. 
Accordingly, the following are some of the advantages the shelter scheme brought about: 
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o Acquisition of permanent accommodation to the shelter less; 
o Security and safety of the children even after the death of their parents; 
o Regular use of the ARVs, since the inhabitants have permanent address.; 
o Healthy inhabitants for now they live in areas of improved hygiene; 
o Hope and positive living with less stress and despair  
o Confidence is regained by the infected through social interaction and absence of 

stigma.  
o Easy access to social amenities and other rural income support projects    e.g.1098 

goats were given to women in their respective villages. Equally importantly, 
beneficiaries are empowered to afford basics, such as school fees for their children. 
The goats reared, provide them with animal manure for improved production; and in 
case of death of any of the members, neighbors visit the deceased family quite 
regularly.  

.     
The photo above denotes Rwakiblizi trading Centre, where thirty (30) families of the PLWHA 
live, with about 120members of their families. 
 
How to set up village for people living with HIVAIDS and related cases: 

 Work closely with the local authorities when sensitizing people to obtain 
the most needy, ones to whom assistance can be given; 

 Let priority be given to children, women and the terminally ill. 
 Lay down a Plan for care and counseling for positive living. 
 Plan for other social amenities- water, schools, health facilities… etc. 

The above pre- planning process is important because, it does not only provide to children, 
insurance for safety in case all their parents die, but it also prolongs the lives of the HIV 
infected beneficiaries due to hygiene and safety. 
 
Family package: case seven 
                         
The family package was initiated in February 2002 as a by- product of the PMTCT 
interventions. The First Lady, with an objective of extending basic care, created it to render 
support to parents living with HIV and their children. Due to limited resources Vis à Vis the 
intensity of the pandemic, the project was geared to adding value to life again, promoting 
family stability and protecting vulnerable children. Initially, it was a hustle to operate at 
national level but this did not discourage the effort. A pilot center was opened in Kacyiru 
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health center under the direct management of the National Police. Family Package, offers five 
main services as follows: 
 

1. Provision of Counseling and psycho-social services; 
2. Provision of preventive services and Neverapine 
3. Dispensation of the ARVs therapy and treatment of the STIs and IOs; 
4. Renders Nutritional Support to needy infants, providing them particularly skimmed 

powdered milk for infants;  
5. Has, in nutshell, set up Income Generating Projects and Associations such as 

“IMPORE”. Refer to case one 
 
PACFA has, for reasons of efficiency, equipped the center with a laboratory, medical and IEC 
materials. PACFA employees have been trained and deliver quality services to beneficiaries. A 
number of income generating micro-projects have been initiated under the auspice of the First 
Lady, and some of these are grants given to needy beneficiaries, while others are given as 
revolving funds, payable at the end of an agreed period of time.  
 
The idea behind this is to inculcate a sense of hard work and self-reliance in them and doing 
away with the culture of dependency. It is for this reason that beneficiaries are required to 
prepare their own project proposals, ones they feel they can manage. This practice 
consequently bears in them, a sense of ownership and thus, sustainability. Under the same 
Family Package, infected parents are advised on how to artificially feed their children, for 
majority of them, are illiterate and need to be educated on how to cater for their children, if the 
lives of the latter, really need to be saved. 
 
By January 2005, Family Package initiative was serving about 200 families in Kacyiru Center 
and continual training on HIV/AIDS advocacy, remains at the helm of the initiative. Besides, 
more Income Generating Projects are under way, such as the Community Hall presently under 
construction, one that shall, in the long run, boost the income of the beneficiaries. 
 
Equally importantly, PACFA gives a helping hand in the implementation, monitoring and 
evaluation of the work carried out by the youth counsel. This partnership, aims at reaching the 
youth at the community level and even further down to their respective villages. The 
partnership strategy is to reach the youth wherever they are.  
 
Prior to the establishment of Youth Listeners Clubs, knowledge on the spread of HIV/AIDS 
was a paradox, but now every youth clearly knows how HIV/AIDS is spread, its adverse 
impact on Rwandan families and on the nation as a whole. 
 
As a way of intensifying the fight, HIV/AIDS Activists should take the advantage of the 
current increase in media organizations, and leave no stone unturned in educating the youth on 
all matters pertaining to the pandemic.  
 
Family package initiative has permitted some people access to medical Insurance Scheme 
commonly called“mutuelle de Santé”. It is, therefore, obvious that an infected person needs 
consistent medical care. It is also evident that an infected person, who is poor and physically 
weak, needs constant and cheaper access to medical services. PACFA also centers its efforts on 
advocacy and implication of the whole family as madame Régine one of the PACFA staff 
commented, “The principle mission of the First Lady is to appeal for advocacy, through family 
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package that benefits the family as a whole. We cannot cater for children only, but the whole 
family”.  
 
HIV/AIDS is a community concern and every one needs to play a role. Family package 
therefore serves as a role model for every one to emulate. HIV/AIDS infected activists should 
be urgued to degignate similar intervention to other parts of the country. Personal initiatives 
like the one of the First Lady, is a role model for other leaders to emulate, particularly those 
who are economically   and intellectually able. It is high time for the latter, to stand up and do 
something to stop the escalating spread of the HIV/AIDS scourge facing human race world 
over.  
 
Education Scheme 
The Rwandan First Lady is overburdened with community problems. Among these, dominantly 
lie problems inflicting the most needy. The approach PACFA opted for is genuine and timely, 
to entirely address such community problems from scratch. It introduced an education scheme 
to address almost all problems related to education. PAFCA is wholly concerned with 
protecting girls against HIV/AIDS. It has carefully scrutinized that girls who are idle, have a 
common tendency of sexually easy going, than their male counter parts and are thus, highly 
pruned to HIV/AIDS. It is for this reason that PACFA, under the auspice of the First Lady, 
established a national education scheme for girls. The scheme, however, mainly targets: 

1. Destitute girl Drop-outs and those from HIV/AIDS affected families; 
2. Brighter pupils and students without financial means; 
3. The most disciplined, and 
4. The ones without any other form of sponsor. 

 
 As a matter of transparency and for reasons of ensuring that the exercise covers the whole 
country, the scheme makes use of the existing structures of the Ministry of the Local 
Government, to identify members of the above groups. The First Lady has, relentlessly called 
every one, particularly those living Kigali City and in other provincial towns, to adopt destitute 
children and save them from the pandemic and other grave exposure. This practice of 
community concern and care for children is highly commendable, and ought to be enforced by 
others demeeded capale.     
 
Youth Listeners Club 
 
This is another kind of practice used by both local and international media to educate the 
illiterate youth. Messages influencing youth behavioral change are passed through various 
types of media to different parts of the country through “Youth Listeners Clubs”. Calling up on 
them to beware of the HIV/AIDS. 
PACFA, jointly with the National Youth Counsel, use channels of different media as an avenue 
to capture the attention of youth and deliver to them the correct information on how HIV/AIDS 
is spread. Such media organizations are the ORINFOR and the Voice of America, used in 
disseminating basic information to the youth and to the public on different issues related to 
HIV and AIDS.  
On every last Saturday of the month, questions are raised and aired, and a competent panel 
gives answers to the questions raised, jointly established by the PACFA and the National 
Youth Counsel. Given the fact, however, that majority of the Rwandan population and youth 
mainly live in rural areas, and that some of them do not possess radio sets, PACFA supplied 
some to youth in 20 districts. These Districts are mainly in Gitarama and Kibungo provinces.   
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Equally importantly, PACFA gives a helping hand in the implementation, evaluation and 
monitoring of some of the work carried out by the youth counsel. This partnership, aims at 
reaching the youth at community level and even further down to their respective Cellules. The 
partnership strategy is to reach the youth wherever they are.  
 
Prior to the establishment of Youth Listeners Clubs, knowledge on the spread of 
HIV/AIDS was a paradox, but now every youth clearly knows how HIV/AIDS is 
spread, its adverse impact on Rwandan families and on the nation as a whole. 
As a way of intensifying the fight, HIV/AIDS Activists should take the advantage of the 
current increase in media organizations, and leave no stone unturned, in educating the youth on 
all matters pertaining to the pandemic. 
 
Youth Friendly Center Approach 
 
The initiative involves the youth and the community as a whole in the fight against HIV/AIDS. 
The PACFA, the NYC together with other youth partners formed a Youth Friendly Center 
approach to match the national strategic framework for the HIV /AIDS that puts in the front 
banner, the role of youth in the fight against the pandemic and underpins the need to promote 
participation and ownership of youth programs by the youth themselves. The Youth friendly 
center approach aims at empowering the youth with the power to influence one another on 
positive behavioral change.  The approach is wholly managed by the youth themselves, with a 
variety of youth friendly services put at their disposal. The Center provides the youth with 
privacy and amenities for their physical well-being and has won credibility among them. 
 
Good practices of MAP project. 
 
 Fighting poverty to respond to HIV/AIDS: CaseEight (fight poverty association of former 
sexual proffesionals) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sorting solid waste 
HIV/AIDS Response Project 
John Mugarura, Kanombe District in collaboration with Mirchneidman, World Bank 
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Background 
Situated at the entry of Kigali city, due to the fact that it accommodates the airport, Kanombe 
district is a melting pot of people in transit.  Such factors as the existence of 4 densely 
populated suburbs inhabited by poor, jobless and idle people who are tempted to opt for 
prostitution in order to gain a living and sustain their dependants makes its resident population 
easy prey to HIV/AIDS.  Recent estimates place the HIV prevalence rate in Kanombe district at 
over 7 percent in comparison to a national average of roughly 5 percent. 
 
Despite the fact that district authorities engaged the population in numerous sensitization 
campaigns for behavioural change the fight against the spread of HIV/AIDS remains a major 
challenge, particularly given difficulties in addressing the underlying causes of the epidemic. 
This led to the establishment of associations of people living with HIV/AIDS which serve at 
the same time as a forum of advocacy and as a way to support measures which mitigate the 
impact on the affected and/or infected.  
 
In November 2004 an alternative means of halting the spread of HIV/AIDS in the district was 
thought of in collaboration with the National Aids Control Commission (CNLS) and the IDA-
funded MAP program.  The Kanombe District Committee for community development (CDC) 
with the support of the Kigali Urban AIDS Control Commission played a key role in this 
process.  A call was made and an initial group of 150 sex workers and other vulnerable females 
(i.e. widows, orphans) from all corners of the district turned up and expressed their interest to 
denounce prostitution and engage in other income generating projects.  This initial cohort of 
women make up the core of the present association of former sex workers who now earn a 
living from activities financed by the MAP operation, ranging from hygiene, environmental 
protection, goat rearing and gardening. 
 
Before the onset of the program according to testimonies of former sex workers, “life was 
miserable because they were destitute, had no sure means of attaining their living”, and “clients 
often walked out after being serviced or even physically abused them”.  According to other 
testimonies, some attempted other forms of trade before joining prostitution but without 
success.  Following nine months of program implementation women now report small success 
stories.  They are able to pay for their children’s school fees, to access the community health 
insurance scheme, and to live in dignity.   
 
Program Design 
As noted above, the CDC of Kanombe along with the District AIDS Control Commission 
spearheaded this initiative.  The deputy mayor in charge of finance and economic development 
(CDC) and the deputy mayor in charge of social welfare (AIDS commission) were both 
personally engaged in the design of the program, demonstrating strong leadership and empathy 
for the beneficiaries.  The CDC was proactive in mobilizing these women into an association 
which provided a forum of solidarity where they could share their experiences in an 
environment of trust and begin seeking solutions together.  This participatory aspect of the 
program is in line with the MAP approach of empowering beneficiaries to find their own 
solutions and to design their own interventions.  Women were organized into groups according 
to the field of activity chosen (e.g. hygiene and environmental protection, gardening, goat 
rearing).  Beneficiaries received assistance to prepare their sub-projects which were submitted 
to the CNLS/MAP for funding.  The program was designed in such a way that beneficiaries 
obtained their wages on a daily basis for a period of two months; meanwhile they awaited their 
activities to yield.  During the initial stages of the design of the program, though the sex 
workers had denounced their profession and expressed their commitment to earn their living in 
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other ways, they still remained sceptical that their newly found means of survival would sustain 
them.      
 
Program Description 
The program was designed with the three broad objectives in mind: 

 To reduce the impact of HIV/AIDS at the local level by strengthening the district’s 
capacity to contain the epidemic. 

 To improve the socio-economic situation of those infected and/or affected by the 

epidemic 

 To create an enabling environment whereby former sex workers adhere to their 
commitment of behavioural change. 

The activities designed to help realize the above objectives were: 
 Establishing income generating activities for the association of former sex workers to 

provide these vulnerable women with an alternative means of livelihood. 

 Providing supervision and technical support by holding quarterly meetings with the 
association’s general assembly to assess the needs of members, to promote behavioural 
change and to monitor progress. 

 Making field visits and reports in order to share the experience of the program with 
other institutions in order to encourage replication to similar settings. 

 Preparing an evaluation report at the end of program to document lessons learned for 
eventual scale up. 

 
Main Results 
Initial results from the program appear promising.  After only nine months the program has 
registered important achievements some of which were thought impossible at the time of its 
inception. Such achievements may be assessed in terms of cost effectiveness, impact and 
sustainability.  Within a period of nine months, the association of 150 former sex workers has 
grown to a membership of 350 with new “converts” joining every other day inspired by the 
success of their neighbours, friends and co-workers.    

 
The main achievement has been in terms of providing an alternative source of livelihood for 
these vulnerable women.  All 350 members of the association get a minimum monthly income 
of RwF 10.000 (about US$20 equivalent).  Moreover, having a stable source of income has 
enabled some of the women to set up other small scale activities such as retail shops and goat 
rearing.  Another related benefit of the program has been increased access to credit.  While it is 
still early, it appears that some beneficiaries who deposit their incomes in local cooperative 

Deputy Mayor in charge of social 
welfare explaining to guests the
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bank accounts have gained the confidence of these institutions and this has facilitated access to 
low income loans. 
 
 
 
                                                      A truck of members of the associatuion it has been secured 
of                                                   of sorting the wastes 
 
 
 

The hygiene and environmental projects are of particular interest to the extent that they have 
included elements of self sufficiency and sustainability.  With the aid obtained, the association 
has managed to establish a situation where their program is now in position to start financing 
these activities on its own.  The program’s sustainability appears probable due to the fact that 
there is a strong demand for manure and recycled briquettes from solid waste.  The quality of 
services offered appears well appreciated by the local population as reflected in a tripling of 
revenues in about six months (i.e. from 500,000RwF in July to 1,500,000 RwF in December 
2004).  With the income so far accumulated, the association managed to buy 2 hectares of land 
that now accommodates their various activities and a truck that transports solid waste collected 
from households.  The goat rearing project also has elements of self sufficiency and solidarity 
incorporated into the design.  It is expected to provide at least one goat on a rotating basis to 
each member of the association, an act that will encourage individual entrepreneurship and 
provide a source of income to each and every member of the respective association. 
 A secondary benefit of the program has been the improved welfare of family members 
of these women.  Part of the revenue generated through the various sub-projects has been used 
to enrol 350 members in the community health insurance schemes (mutuelle de santé) and to 
pay school fees and scholastic materials for about 500 orphans and vulnerable children 

 

T

Children supported by the 

Goat rearing 
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(OVCs).  For the older OVCs, some of which were engaged in sex work previously, the 
association is financing vocational training in tourism and hotel management.  At the outset of 
the program, virtually no member of the association was able to send their children to school or 
to take advantage of the community health insurance scheme, so this situation represents a 
considerable improvement.  The challenge will be to ensure that these activities can be 
sustained.   
 
Finally, it should be noted that there are other possible benefits stemming from this project.  
Association members have been encouraged to be tested and subsequently referred for care in 
cases of advanced illness.  From among 300 members of the association that voluntarily tested, 
eight were found to be HIV+ and seven of them were placed on anti retro viral therapy 
treatment with assistance of MSF-Belgium.  There is also anecdotal evidence of behavioural 
change among former sex workers, some of which have become appealing and are receiving 
marriage proposals.  The growing interest in the association, as measured by the number of 
new recruits, reflects the confidence that women have in the program which has empowered 
them to find their own solutions and given them the means to engage in an alternative means of 
livelihood. 
 
Key Strategies 
Some of the main strategies used in mobilizing former sex workers and persuading them to 
abandon prostitution were: 
 

 Establishing solidarity mechanisms by assisting these women to form an association, to 
find their own solutions and to design interventions which have multiple benefits. 

 Engaging in consultations by arranging regular meetings to guide and motivate the 
beneficiaries. 

 Providing an alternative means of survival which generates results in a relatively rapid 
period of time. 

 Making them disciples of behavioural change by becoming role models for other 
women experiencing similar problems. 

 Establishing a solid partnership with all key stake holders (i.e. district authorities, 
beneficiaries, CNLS/MAP, Kigali City authorities, MSF-Belgique) to tap the 
comparative advantages of each party. 

 
 

 Setting up sister associations in order to replicate this experience to other needy groups. 

 Building on existing income generating activities to piggyback on new sub-projects in 
order to ensure sustainability of the program.  
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 Enticing students and researchers to visit the association such that they may disseminate 
the experience in order to ascertain the conditions necessary for replicating this program 
to other settings. 

Main Lessons & Way Forward 
 
A number of lessons were learned during the course of this program some of which  
figure below: 

 
 Commitment of political leaders, decision makers and opinion leaders is essential.  

Local leaders can play a pivotal role in mobilizing the beneficiary population, guiding 
investments and giving credibility to the process.  Commitment must be maintained and 
sustained as beneficiaries tackle new issues and face new hurdles, the leaders need to 
continue accompanying them as has been the case for the district of Kanombe.   

 
 Strategic partnerships are critical to success.  During planning of activities and 

program design, the involvement of key partners is crucial as this enables beneficiaries 
to make informed decisions in the design of the sub-projects.  In the case of the 
Turwanye Ubukene Association this project demonstrates how a partnership between 
the public sector and civil society can be jointly designed and successfully 
implemented. 

 
 Reinforcing the capacity of a woman empowers and benefits the whole family. This 

is evidenced by the fact that the program has enabled members of the association to 
enrol their children in schools, subscribe their families to the community health 
insurance scheme, and send money back home to assist other family members. 

 
 HIV/AIDS prevention through poverty alleviation may be an efficient means of 

combating the HIV/AIDS scourge.  This program highlights the importance of 
combining messages about prevention with mitigation interventions.  Women are more 
likely to adopt new behaviour if and when they have an alternative way to earn their 
living. 

 
 Behavioural change takes time and it is still early to claim success. While the bulk 

of the beneficiaries are seeing tangible immediate results from the program their 
commitment to behavioural change will hinge on, inter alia, continuing and sustained 
success.  Program designers are cognizant of the fact that during implementation of 
these types of programs, it is likely that the some beneficiaries may get disillusioned 
and irreversibly resume the behaviour they had initially sworn to denounce if the 
promises made are not delivered in time.  

 
 Scaling up this initial success story poses new challenges.  The Kanombe district has 

been solicited by other sister districts to assist in establishing similar programs and is 
currently in the process of sharing their experience with others.  The challenges to 
successfully replicating this experience should not be underestimated.  It will require, 
inter alia, creating new champions, designing promising interventions and ensuring a 
sustainable source of funding. 
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Appeal and the commitment of faith based organizations in fighting 
HIV/ADIS: Case nine 
 
Map of Rwanda showing its dioceses 
and the neighbouring countries. 
 
 
 
 
 
 
I. Background 
Rwanda, the country of a thousand hills, covers an area of 26,338 km square inhabited by 8.2 
million people. The population density of the country is 306 inhabitants per square kilometres. 
91 % of the population live in rural area and 70% of them live under poverty line, 48 % of the 
same population are illiterate. There are a big number of orphans and child –headed households 
approaching or more than 34%. 

 
HIV/AIDS constitutes a big challenge for the public health. HIV prevalence is 7.3% in urban 
areas and 2.2 % in rural areas (DHS, 2005). 
 
Although the faith based organizations always carry out various actions of charity to assist the 
vulnerable, they did not cross arms in front of this situation and were more involved in the fight 
against the AIDS, especially in the Prevention and the and care for people infected and/or 
affected by the HIV/AIDS and other vulnerable groups like the poorest in general, and the 
orphans vulnerable children with compassion and a spiritual support. 
 
So, in 2002 the faith based organizations thought how to put together strength to support the 
Government in the Fight against the HIV / AIDS.  
 
In 2003 the second conference was held gathering all the faith based organizations such as the 
Roman Catholic Church, protestant churches, Moslems with the support of CNLS through 
SIPAA/DFID project. 
 
This time was an opportune moment for the election of the members of the interdenominational 
committee and the national bureau of coordination, and hence the creation of the Network of 
the faith based organizations involved in the fight against the AIDS having as major activities 
the fight against the AIDS which are at present supported by the MAP Project of the World 
Bank. 
The network of the faith based organization comprises five denominational groups:  

• AMUR: Associations of Moslems in Rwanda of all 12 Islamic provinces of the 
Muslim communities of Rwanda. 

• C.P.R: Protestant Council of Rwanda, comprising 18 churches and 2 Christian 
associations.  

• A.E.R: Alliance Evangelical Church in Rwanda. It comprises 28 member churches 
and 2 Christian associations.  

 
 
 
 



 44

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
“All Religious Leaders from all FBOs, together, with all believers… 

 
In April 2004: Under the support of the MAP project of the World Bank, and CNLS-
UNDP project.  
All the faith based organizations met once again to exchange views on their role in the 
reduction of the new infections and HIV / AIDS. Their role is so important so that the 
mobilization of the members of their communities to adopt positive practices without risk of 
contracting HIV / AIDS is very necessary and has to continue.  All Religious Leaders have to 
be more involved in the fight against HIV/AIDS by setting up programmes HIV / AIDS in all 
the Churches and by giving the messages of fight against the AIDS in their daily activities 

• P.E.E.R: The Anglican Church of Rwanda. It comprises 9 Dioceses composed of 
278 Anglican parishes.  

• C.E.P.R: Episcopal Conference of Rwanda. It is an association of Catholic bishops 
in Rwanda. The Catholic Church comprises 9 Dioceses with   158 Parishes over the 
country. CARITAS-Rwanda is the body of the execution of social, health activities 
and the fight against HIV/AIDS.  

Services dealing with care for the entire community of the Vulnerable must also be 
strengthened or set up for faith based organizations which do not have them. 
 
II.    The Good Practices of the faith based organizations in the fight against HIV/AIDS.     
 The World Bank through the MAP Project support many denominations in accomplishing 
their task of assistance to the Vulnerable. Therefore in some faith based organizations you will 
find religious community Organizations carry out activities related to good practices whether in 
the area of Prevention or of the global Care of the vulnerable. The coordination and the follow-
up of the activities are assured by the Network of the faith based organizations. 
 
II.1. The fight against Stigma and discrimination towards PLWHA. 
1) Once a month, within Parishes, Churches, and Mosques, collection of fund and food are 
organized to support the Vulnerable. The People infected and\or affected by the HIV / AIDS 
participate in this collection together with the other Believers. 
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 Offerings during the Masses and worships are also organized to support the people affected 
and\or infected by the HIV / AIDS. This is done in 70 % of churches and Mosques once a 
month. 
 
II.2. Community assistance organized by denominations and religious community 
organizations 
Most of the community initiatives of assistance to the vulnerable of the HIV / AIDS are 
realized through the offerings and the collections which are done every month. Funds from 
foreign countries are allocated to those community initiatives. We first have the MAP Project 
of the World Bank, which offers financial suppot to the activities of communities organized 
by faith, based organizations through training organizations. The following good practices are 
included in those activities: 
 

1) Care for children 
(Health insurance scheme, food assistance, clothes, reintegration of orphans infected and/or 
affected by HIV/AIDS in families. 
 
12185 children infected and affected by HIV/AIDS were offered financial support for medical 
treatment through health insurance scheme in their respective dioceses of the country.  
 
At least 5000 children infected and affected with HIV/AIDS were offered food assistance. 
Byumba Umutara, Butare. 

 
 
90 vulnerable children are offered support (education, medical care, clothes, food, etc…) in 9 
households: 6 at Kigali and 3 at Ruhengeri. More than150 people infected and affected with 
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HIV/AIDS are visited and offered food assistance every week at CHK hospital, the process is 
has been extended to all provincial hospitals by the Regional IMAMS. 
  
 
 
 
 
 
 
 
 
 
With the support of Map project of the World Bank, The Network of faith based organizations 
has started in each Islamic province HIV/AIDS programme. More than 400 Moslem leaders 
have had an HIV/AIDS test and today their believers followed their example at various health 
centres having the services of VCT.  
 
2) Education support for children infected and affected with HIV/AIDS. 
8570 children infected and affected from all dioceses had access to secondary education,  
4500 children infected and affected had access to primary education, 96 children infected and 
affected received professional training (mechanical training, carpentry, dressmaking, etc…), 
 

 
 
 
 
 
 
 
 
 
Scholastic support offered to more than 2200 schoolchildren and students and families which 
adopted those children received financial support for health insurance scheme. 
(Association of Moslems in Rwanda) 
 
3) Shelter programme for orphans infected   
   and/or affected by HIV/AIDS and are head of households (CHH).  
Faith based organizations of the country assure care for the vulnerable including housing. They 
receive support from other churches partners and/or religious NGOs such as Catholic Relief 
Services, World Relief, World Vision, Christian Aid, Cafod, Surf, Geneva global, and Sign 
post. With the support of CNLS / MAP Project of the World Bank, the Network of the Faith 
based organizations deal with coordination of the activities and show donors the most needy 
denominations and who undertaken good initiatives for their believers. More than 180 houses 
were built at KABUGA and at GASABO by the Episcopal Church for more than 180 children 
head of households. 
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With the support of the Italian CARITAS, 120 houses were built by the CARITAS of the 
catholic parish of Gisenyi for more than 120 families infected and /or affected by HIV/AIDS. 
Besides this shelter programme the faith based organization gives spiritual teachings to the 
beneficiaries to adopt positive practices.They also offer food assistance and financial support 
for income generating activities, education health insurance scheme as well as access to ARVs 
for the neediest people. 
 
4) Income Generating Activities and Professional trainings. 
The members of the community have always trusted the religious leaders, so that they confide 
easily in them. Poor and the other vulnerable often seek assistance to the faith based 
organizations; 
Therefore faith based organizations were the first to convince people infected and affected by 
HIV/AIDS to join their associations.  More than 75% of the associations were created within 
faith based organizations since the spiritual support takes the most important place for believers 
having various problems. Many micro income generating projects, the professional trainings, 
the overall care were started by the faith based organizations.  Among these various income 
generating activities for the overall and community care we can mention: 

a) Professional training and jobs learning (Dressmaking, welding and plumbing, 
Carpentry, Mechanics, handcraft, driving schools, la hairdressing and cookery. 

b) Small business of food supplies, drinks, small livestock such as goats, chickens and 
hens, butchery, and charcoal are more supported by faith based organization through 
the financial support of the MAP project funded by the World Bank. 

c) Breeding and small business of small livestock, fishing and business of fishes. 
d)   Motorcycles and bicycles taxis 
e) The grinding mill and the business of the flour of cereal, vegetables, and cassava ; 
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The income generating activities are carried out by the members of the associations for their 
benefits. This is organized by the community for the unity of its members.  
We have always noticed faith based organizations are characterized by unity, equity, and 
transparency, and Compassion among their believers. 
The micro projects have been successfully realized and reached their objectives.  At least 
80 000 people  infected and/or affected with HIV/AIDS have been beneficiaries of more than  
600 Projects of which more than 70% are financed MAP Project of the World Bank.  
The members of associations from faith based organizations begin their activities with sessions 
of Prayer and Preaching, what leads to determination and remarkable commitment. 
 
II.3. Training sessions and social mobilisation for the fight against HIV/AIDS. 
 
With the support MAP Project of the World Bank, and Project of CNLS-SIPAA and DFID, and         
CNLS-UNDP project and capacity building for reduction of the negative socio economic 
impact related to HIV/AIDS infection and AIDS, the Network of the faith based organizations 
organized Conferences, workshops, and social mobilization for the entire population for the 
involvement of all the religious leaders. 
 

1)  Conferences 
 Since 2002, 3 national Conferences were organized, it means that one conference per year, to 
get the support of the faith based organizations for the national response against the pandemic 
of the HIV / AIDS and its negative socio economic impact. At the last conference religious 
Leaders went for VCT services to start the Programme of VCT in various churches of different 
denominations. The Network of the faith based organizations was actively involved in 
activities of coordination, monitoring and evaluation, resources mobilization for the national 
response of religious leaders and believers from different denominations against HIV/AIDS an  
acute impacts on the population in general and believers in particular. 
 
 
 
 

 
 
 
 
 
 
 
 

These  Conferences, and the commitment government vis-à-vis the role of the faith based 
organization in the fight against HIV/AIDS,  led to the involvement and commitment of the he 
Religious Leaders  in this fight, especially in providing  assistance to the vulnerable  as 
recommended by the divine law. 
 
The first Lady of Rwanda praises the deeds accomplished by the Bishops, Pastors,  the Mufti 
and all Religious Leaders of Rwanda in the fight against HIV/AIDS, and in offering support to 
the vulnerable especially orphans and voiceless people. 
 

2. Workshops and training sessions 
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Faith based organizations organized workshops and training sessions to be more involved in 
the fight against HIV/AIDS. The Network of the faith based organizations was involved the 
coordination of 22 training sessions within churches on reproductive health, the fight against 
HIV/AIDS, gender and its integration in the fight against HIV/AIDS. 
 The Network of the faith base organizations organized and conducted workshops to 
strengthen the HIV/AIDS programmes implemented by denominations where they exist and 
officially launch new programmes where they do not exist. The last officially launched 
HIV/AIDS programme was that of the Moslem religion in all the Islamic provinces of the 
country.  
 Today Moslems are involved in HIV/AIDS prevention within their religious community 
since they tolerate polygamy which is encouraged by the in Rwandan sexual tradition but .re 
major factors influencing the fight against the scourge within the community.   
 

 
 
community meetings at the provinvial level of muslims are regularly organised every week to 
discuss on AIDS and its consequences. 
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Under the coordination of Network of religious  organisations, they receive trainings on the 
management of micro projects to respond to the basic needs  suggested by members of the 
muslims community.                                                

                                                                  
 
 
 
 
 
 
 
 
 
 
 

 
Preaching and active participation of Moslem leaders in the Mosques, on the diagnostic tests 
and in the resolution of the problems related to the HIV / AIDS.  Likewise the same training 
sessions and workshops have been carried out in the Anglican Church. 
Thus, training sessions organized for religious leaders and other actors involved in the fight 
against HIV/AIDS have led to the HIV/AIDS programme in each denomination and to the 
integration of HIV prevention activities and care of the people infected and affected by 
HIV/AIDS.   

 
II.4. PMTCT-VCT and ART. 
Health based organizations have availed houses for   PMTCT-VCT services, and ART so as to 
facilitate government institutions to properly serve the Rwandan population whose the majority 
are believers from different   religions. More than 60% of institutions having PMTCT-VCT 
services and some ART (anti-retroviral Treatment) are religious organizations. Services offered 
by these institutions are acceptable and reliable by the majority of the members of the 
community because they are performed with a spirit of compassion.  Therefore, these services 
lead to community care realized by the Religious community organizations for continuation of 
what has been dispensed or diagnosed in health centres or districts by health professionals. 
 The example is hospitals of REMERA RUKOMA and that of KIRINDA of the Presbyterian 
church (EPR), the hospital of NYAMATA (ADEPR), the hospitals of KABGAYI, and 
RWAMAGANE and the Health centre of KICUKIRO (Roman Catholic Church), the hospital 
of MUGONERO (KIBUYE), more than 50% of the Sites dealing with ARV dispensation, with 
the financial support of the MAP project of the World Bank and that of the Global 
Fund projects 
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PMTCT-VCT at the hospital of REMERA RUKOMA (EPR) 
Faith based organizations have been involved actively the VCT, PMTCT services since their 
believers are the most beneficiaries of the services. 
 
II.5. Coordination, monitoring and evaluation, Funds       
       Mobilisation for involved faith based organizations. 
Since the creation of the Faith based organization involved in the fight against HIV/AIDS, it 
has been offered financial support by the MAP project of the World Bank so as to carry out 
activities related to coordination, monitoring and evaluation and funds mobilisation of the fight 
against AIDS by the religious sector for the National AIDS control Commission. The Network 
of the faith based organization is an Umbrella of the CNLS at the national level. 
 
The MAP project covers the expenses for the payment of consultants, so that this sector can be 
much more effective since the faith based organizations have achieved a big number of 
activities in the fight against AIDS. The MAP project financed the 2005 action plan of the 
umbrella of the Network of the faith based organizations and its sectors. All the activities of 
this sector had to follow the 2005 and the first results are satisfying. 
 
The Network of the faith based organizations plans to put in place interdenominational 
committees at the level of provinces and units of coordination in for fair distribution of 
interventions and fair allocation for the financial support given by the World Bank to the 
Communities of different denominations at the decentralized levels. This could help the CNLS, 
and the MAP project to get a fair geographic distribution of the intervention in the fight against 
the HIV / AIDS and in the assistances to the vulnerable.  
 
IV. Learned lessons 
1)  Commitment and active involvement of the faith based organizations in the fight against 

HIV/AIDS considered before as a taboo or God punishment against sinners. 
2) Sensitization for members of the community for self protection and protection of others 

against HIV/AIDS in their churches and mosques  
3)  Involvement of beneficiaries in management of funds enables them take responsibility and 

participate actively in the programme for outreaching results. 
4)  Funds allocated to the micro projects undertaken by the faith based organizations 

beneficiaries and produce good results for more than 70% cases. 
5)  The integration HIV/AIDS prevention and care for the most vulnerable in the evangelistic 

activities can produce a positive impact and allow successful data collection. Introduction 
of the new health programmes in the fight against HIV/AIDS becomes also easier. 

6) Community care accomplished with compassion and spiritual support reaches believers’ 
mind and can lead to the outreaching results. 

7) Every Pastor, priest, Sheikh, any evangelist, can talk of HIV/AIDS in the area of 
prevention and care for the persons infected and affected by HIV/AIDS. 

 
V. Future prospects. 
Le The Network of the faith based organizations involved in the fight against HIV/AIDS has 
set up initiatives which could be carried out at the community level for more efficiency in the 
year 2006. This was done in the framework of the 2006-2010 Strategic plans      (5years).   This 
comprises the following: 
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1) Building capacity of coordination of the religious sector. This will allow the 
religious sector to have a common consolidated action plan for all faith based 
organizations and a common plan of monitoring and evaluation of various 
programmes pertaining to the fight against HIV/AIDS. 

2) Intensification and/ or setting up of home assistance and spiritual support 
programmes for the people infected and/or affected by HIV/AIDS through structures 
of faith based organizations. 

3) Putting in place interdenominational Committees and Coordination des activities 
of the fight against HIV/AIDS at the level of provinces. 

4) Launching sustainable food security Programme at the community level through 
lower communities of faith based organizations under the supervision of the religious 
leaders in collaboration with the Ministry of health and the Network for the people 
living with HIV/AIDS.  

 
 
 
 
 
 
 

 
 
 
 
Capacity building of institutions of the Network, its structures and establishment of 
the Network of Religious leaders infected and/or affected by HIV/AIDS in Rwanda. 
« RANERELA+ », like the African network « ANERELA+ » This is planned to 
take place this year in August to create the network which will start its activities 
next year. This will allow the intervention of the faith based organizations in the 
fight against HIV/AIDS to be more efficient and successful. 

5) Intensification of continuous activities and social mobilization of the population 
at the level of churches. This programme will concern more religious leaders 
working for the fight against HIV/AIDS for the implementation of communication 
strategies    for behavioural change vis-à-vis HIV/AIDS infection by promoting 
abstinence faithfulness and the prevention of the infection. 

6)  Inclusion of poverty eradication and gender in the fight against HIV/AIDS 
through structures of various denominations. 

7) Setting up a centre for listening to patients, offering spiritual support and 
allocation of the financial support (Health insurance scheme, care, food assistance, 
education …) for HIV positive persons, les discordant couples, and other vulnerable 
people at the level of the church. 

8) Capacity building and financing micro projects of communities at the level of a 
church. 

9) Building partnership. 
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Rwandan youth determination to combat AIDS and active turn up to VCT 
services; 
Case ten 

. Introduction  
The NYC is a forum of exchange of ideas between youths; it is a framework allowing them to 
contribute to their own development and to that of the country. 
 
It was provided by the constitution of the Republic of Rwanda of June4, 2003 in its article 188, 
law no 24/2003 of August, 14 2003 and it is under the administrative supervision of the 
Ministry of Youth, Sports and Culture (MIJESPOC).  
  
It is a legal entity with financial autonomy; The NYC is charged with the following main goals: 
 
• Sensitization and mobilisation of the youth on income generating activities aiming at 
promoting their development and that of their country as well as the initiation into job creation. 
• Sensitization and mobilization of the youth on the fight against HIV/AIDS other related 
diseases. 
• Building partnerships with other youth organizations at regional and international levels for 
combining synergy of actions in the fight against HIV/AIDS. 
• Developing close collaboration with all actors in charge of promoting the youths.  
The NYC has realized many achievements in various domains. With the support offered by the 
National AIDS control Commission (CNLS) through MAP project, the financing of the World 
Bank, the PACFA project, Global Funds and others, the youths offered support to other young 
orphans to have access to education and health insurance scheme through their solidarity camps 
where they build houses for the widows of 1994 genocide and the young orphans head of 
households. VCT sites for the youths are being built in several different places of the country 
to put the youths in a situation where they feel comfortable and in an appropriate place for 
them. 
 
In our case, we are mainly going to focus on the role of the Rwandan youth in the fight against 
the HIV-AIDS: Case of voluntary testing using coupon. 
 
In its sector-based program of the fight against HIV / AIDS, the RNYC carries out activities of 
the fight against this scourge by working through forums of the Youths against AIDS named 
FOJAS at the level of every Province and District. The FOJAS is an important instrument set 
up by the youths and for all the youths. The youths are free to join this organization and this 
allows a big number of youths to strengthen their synergy of action in the fight against the HIV 
/ AIDS and other sexually transmitted infections. The creation of FOJAS at the decentralized 
level turned out as being a better way for the following: 
 
(i) Channelling quickly the programs of the fight against the HIV / AIDS and related 
information; 
(ii) Coordinating all the activities of the fight against HIV/AIDS for the youth; 
(iii) Sensitizing and mobilising all the youth on the fight against HIV/AIDS. 
 
This organizational structure allowed the NYC to work out and present the PAA to CNLS for 
financial support through MAP project. Most of the activities consist in sensitizing and 
mobilizing the youth to go for HIV voluntary testing and the use of the condom for HIV/AIDS 
prevention by facilitating them access to these services which were almost unknown to them 
because of inefficient sensitization, lack of means and even the fact that centres offering this 
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kind of services are far from the youth. It is in this context that the NYC had a good experience 
which is worth being shared with all those who have VCT programmes. 
 
2. VCT services for the youth. 
HIV / AIDS pandemic is a serious problem in our world in general and in particular in our 
country, Rwanda, especially for the youths. Concerning this problem, Rwanda spared no effort 
to fight this scourge. It is in this context that the World Bank has offered a financial support 
through the MAP Project and was used in diverse activities of the fight against HIV/AIDS 
implemented by various partners including NYC.  
 
In its PAA, the NYC has provided a part of voluntary testing of the youth to facilitate them to 
know their serology status in order to adopt positive practices of prevention or care according 
to each case. 
 
A number equal to 100.000 youths of 14 - 35 years of any sex was taken at the level of the 
country. Indeed, this sample allowed the NYC to plan specific activities of prevention and care 
for the youth. It is in this context that the NYC organized campaign of sensitization and VCT 
for the youth in the whole country. Each Province had to organize the following 3 main 
activities for outreaching results:  
 

- Organizing  consultative workshops  gathering actors working in the fight against  HIV 
/ AIDS and  stakeholders having for target the youths at the level of Provinces once a 
term. 

- Mobilization and the sensitization of the youth on HIV / AIDS prevention with an 
emphasis on the HIV / AIDS voluntary testing, the importance of use of condom and 
dissemination of information about social and health services available for HIV-positive 
individuals and the dissemination of information about social health services which are 
available including the place of sites of voluntary counselling and testing (VCT). 

-  At this occasion, coupons were distributed to the young who wished them. The coupon 
is a kind of a bill which facilitates them to have access to the centres for VCT services.  

 
- Each province had to offer VCT services to at least 8,333 youths. 
 
- Activities were planned to be achieved within a period of one year. 

 
3. Strategies  
 
Coordination of activities: 
With the aim of a good coordination of activities, preparatory meetings were organized and 
gathered various groups of stakeholders namely:  Leaders and youths themselves; the Leaders 
of the youths, people in charge of VCT sites, provincial and districts authorities. 
 
Mobilisation of the youth through anti-AIDS clubs and sociocultural competitions: 
• Intense mobilisation and sensitization were facilitated by the anti-aids clubs and peer 
educators for all the youth and the population in general.  
 
• Indeed, anti-AIDS clubs and peer educators grouped the youths of the same age according 
either to their activity or to the places where they live.  The people in charge of anti-AIDS 
clubs and the leaders of the peer educators are invited to attend preparatory meetings where 
they are informed about messages to be disseminated to all other youths they represent. This is 
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the easiest and the fastest way because these associations are fast and effective channel of 
information because there is possibility of reaching several youths at the same time. 
 
•At the level of every province, the youths were attracted by socio cultural and sports 
competitions organized by themselves and they organized at the same time the sensitization 
campaign and the mobilization on VCT services and the importance of the utilization of the 
condom. Since youths like playing, enjoying themselves, various games are organized for 
them. These include cultural games like competitions of singing and traditional dances; 
football, volley-ball, basket-ball, matches, running, and bicycle racing etc. Prizes are 
distributed to the winners of the competitions. Normally, there are prizes for 3 better 
competitors or teams for every category of game. The prizes are balls for teams, a little money 
for school fees or the other scholastic materials for individuals. These various games are an 
occasion through which, the organizers of activities give educational information inviting the 
youth to the change of behaviour regarding the HIV / AIDS, explaining the importance of using 
condoms and informing  them about the available opportunities for HIV test etc.. Therefore, a 
big number of youths decided to go for HIV test.  
 
Facilitating testing by using coupons: 
. The youth were guided to the nearest VCT centres and were allowed to have HIV test as fast 
as possible so as to avoid long lines which discourage the population for the use of services of 
VCT.  The 118 VCT centres were used for that purpose all over the country; 
 
• The condition to be accepted at a VCT centre for its services was presentation of a coupon 
given to the youths who need to have HIV test. The youths went to the nearest centre and show 
the ticket. As all the centres are informed, they take the tickets of all those who have been 
tested and collect them. At the end of each campaign on VCT, they hand over the tickets to 
NYC to be paid off. Indeed the VCT centre receives, only the amount corresponding to the 
tested persons and having presented their tickets. No fees exceeding the budget are allowed to 
be spent because no person is allowed to have a test   if he/she does not present coupon given 
by the chairperson of NYC.  
 
• The coupon is printed piece of paper with a simple format and bearing the stamp of the NYC, 
which does not require much money for its designing and printing. It is unique because the 
campaign takes short time so that it can not be reproduced or cheated.  
 
•Funds are managed through the management of coupons, and this avoids the problem of 
duplication in the management of funds. The coupons are regularly collected by the VCT 
service and presented to the office of the local National Youth council to be paid off.  
 
•The management of the statistics is operated through coupons. During the presentation of the 
coupons for repayment, the VCT service presents also the statistics of provided VCT services. 
This facilitates the collection of the statistical data about the services of VCT offered to the 
youths. 
 
• The youths are informed on services which were reserved for them but unknown to them and 
this permits the VCT centres to be increasingly used and promoted in their operating areas. 
 
 
4. Results 
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• This strategy of coupon allowed a big number of youths (at least 120,000 youths) to be 
mobilized and sensitized on HIV / AIDS prevention and the use of the services of VCT and 
condoms.  
 
• A big number of the sensitized youths (almost 60%) accepted to go for HIV voluntary test.  
70,000 youths had an HIV test for a period of 4 months. (April - July 2005) 
 • The rate of HIV prevalence among the tested youths is relatively high.  4267 youths were 
tested HIV +; that is 6.2 %. This rate of HIV prevalence of 6.2 % is the same for boys and girls 
but varies among provinces ranging from 2 % for Cyangugu to 20 % for Umutara. 
 
• This strategy of using coupons reduced the cost of the VCT service per individual and this 
was reduced of 5 times comparing to the campaigns of mobile strategy of voluntary testing. 
The cost was 10$ per individual for the mobile VCT and 2$ per individual for this strategy of 
using coupons. 
• The youths who had an HIV test and who benefited the counselling before and after the test 
were in regular contact with health centre for possible later follow-up.  
 
5. Constraints 
•The mass mobilization allowed a big number of youths to go for HIV test in VCT centres but 
these were not able to serve all these people;   
 
•The access to VCT services is still a problem since they are not many and it takes long journey 
to get to the VCT sites. 
 
6. Learned Lessons 

 The use  of the system of coupon in testing were proven to be effective and efficient in 
terms of quality services and quality cost so that it is now the system recommended to the 
stakeholders extending their interventions of VCT services for a big number of population 
instead of carrying out mobile VCT campaigns. 

 
 The use of the coupon has a double advantage since not only it allows the youths to be 

tested but also allows them to know services for them but unknown to them and which are 
very useful for the promotion of VCT services among the population of its operating area. 

 
 The youths are aware of the dangers of HIV/AIDS and want to change behaviour and that is 

why a big number of them accept to be tested; 
 

 Sports and socio cultural competitions are the efficient channels of sensitizing the youth; 
 

 VCT centres are being widely known and used by many people. 
 
7. Future Prospects  

 Building capacities of the youths by helping them make income generating micro projects 
so as they are able to alleviate poverty, the major cause of spread of HIV among the youth. 
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Good practices of PEPFAR projects  
  
CCAASSEE  MMAANNAAGGEEMMEENNTT  MMOODDEELL  CC AA SS EE   EE LL EE VV EE NN   
AA  HHOOLLIISSTTIICC  CCOOMMMMUUNNIITTYY  BBAASSEEDD  RREESSPPOONNSSEE  TTOO  
HHIIVV//AAIIDDSS  
AA  tt wwoo   yyeeaarr   eexxppeerr ii eenncc ee   oo ff   CCAARREE  II nntt eerr nnaatt ii oonnaa ll   ii nn   RRwwaannddaa 
 
Geographic coverage: Cyangugu, Gikongoro, Butare, Kibuye, Gisenyi, Umutara and 
Gitarama 
 
The case management is operated by Care-International Rwanda and applied in seven 
provinces of the country.    
  
0. Background  
CARE International has a long history of presence in Rwanda and, since the beginning 
has considered among its priorities to help the country in its fight against HIV/AIDS. To 
achieve this, various prevention and care and support interventions were designed. 
Overtime CARE Rwanda has modified and adjusted its strategies to better reach and 
support the most vulnerable with a comprehensive package of services. The concepts of a 
comprehensive package and continuum of care form the foundation for developing the 
“Case Management Model”, described in this paper. This approach, which recognizes the 
multisectoral dimension of HIV-AIDS and the need to offer a wide range of professional 
care and support services to PLWHA and their families, is already implemented in 
various developed countries. Confronted with the very diverse and complex needs of its 
PLWHA clients and its lack of resources to respond to all of them, CARE and the 
Ministry of Health decided to pilot the integration of the case management model in 
Rwanda.  
 
I. Methodological approach of the case management model 
In partnership with health districts, qualified health care professionals and social workers 
are recruited, trained and deployed as “case managers”. They are integrated in the health 
district from which they receive their salaries (funded by CARE) and to whom they 
report. They are physically based in a health facility that provides VCT (and if possible 
PMTCT) services and participate in clinical and supervision activities. They provide 
technical support to the VCT and PMTCT services of the health facility where they are 
based.  
 
They identify PLWHAs to be enrolled in the case management program through the 
VCT/PMTCT services and through PLWHA associations and community volunteers who 
help identify PLWHAs in the community. They identify available services for PLWHAs 
and advocate for the creation of non available services. They promote the ‘case 
management” program to PLWHAs, partners and other service providers. After having 
identified a potential client, case managers assess the client’s and his/her family’s needs 
as well as their socio-economic support network. Based on this assessment an individual 
plan to access the various necessary services is developed, implemented and regularly 
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evaluated and adjusted by and with the patient. The case manager arranges, coordinates, 
monitors, evaluates and advocates for a package of multiple services to meet the specific 
client’s complex needs. They provide Home-Based-Care services and psycho-social 
support with the help of community volunteers with whom they work very closely. Case 
managers are like a spin in the web, they are responsible for contacting other service 
providers identified as part of the plan and for coordinating the services to ensure they are 
delivered in a timely, client-friendly and cost-effective manner. Case managers also 
technically supervise community volunteers, mainly in the field of ARV adherence, in 
monitoring the possible side-effects of the treatment and in Home-Based-Care. They hold 
regular meetings and carry out joined home visits. In addition, case managers are 
available in case of an emergency and may be called any time by community volunteers 
who are from time to time faced with problems exceeding their own competencies. If a 
client is referred to the case manager through a community volunteer, the need for 
emergency assistance will first be assessed and organized if necessary. Later, the 
eligibility of the PLWHA to be enrolled in the case management program will be 
evaluated. One can therefore consider that Case Managers serve as a first referral point 
from where the patient is further oriented to the most appropriate service given his/her 
condition and specific need.   
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How does continuum of care to PLWHAs work out? 

Case Manager Case Manager 

Case Managers  

- Identify all existing services in area; establish contacts with service providers and advocate for/coordinate access of 
PLWHAs to these services, with a priority to referring PLWHAs to ARV selection committee; 

- Identify Clients to be enrolled in Case Management; Design, implement and evaluate individualized plan jointly with 
client; Ensure and coordinate timely referrals to other service providers; Participates in clinical care at household 
level (HBC) and in health facilities;  

- Train PLWHAs and care takers (Community volunteers and family members) in HBC;    
- Supervise and technically support Community Volunteers mainly in HBC and ARV adherence; Immediately report 

adherence problems and/or side effects of ARV treatment to ARV manager; 
- Tour around health centers, VCT, PMTCT and PLWHA associations for counseling and referral assessment under 

health district supervision; Conduct home visits to PMTCT Clients. 

   

VCT/PMTCT SERVICES 

Community Volunteers: 

- Conduct home visits (HBC, palliative care, moral support, verification of adherence to ARV treatment), call Case 
Managers when health condition of PLWHA deteriorates, if they observe problems in ARV adherence, etc;   

- Help in identification of PLWHAs and bedridden colleagues in need of case management;  

- After case is managed, help PLWHAs and case managers in implementing the individualized action plan for PLWHA 
clients under CM’s indications (e.g. accompany clients to service providers, make appointments, etc).  

 
arv literacy, vct to family members, ongoing psychosocial support, counseling on 

positive living and infant feeding, igas & enrollement in savings and loans 
associations, health care subsidies & mutuelles de sante, food & nutrition support, 
linkage with arv selection committee, provision of mosquito nets, water purification 
kits, condoms. Associations development, training on advocacy, education grants,  

Package of provided services

PLWHA Associations are also involved in providing care & support
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III. Geographic scope and achievements 
The case management system is already in place in Umutara, Kibuye, Gisenyi, Butare, 
Cyangugu, Gitarama and Gikongoro. It has received extensive support from 
implementing partners, networks of PLWHAs, Health districts, TRAC and communities. 
Since its inception in December 2004, 170 case managers and 1013 community 
volunteers were recruited, deployed and trained. They admitted 3591 clients (1 404 men 
and 2 187 women) whom they linked to a community volunteer who conducts regular 
home visit and whom they facilitated access to various services: 837 patients were 
referred to CD4 tests, 513 patients were referred to ART services and monitored for 
adherence, 757 patients were assisted with home-based-care kits and HBC by community 
volunteers, 1,396 with insecticide treated nets, 1906 with food assistance, 1963 received 
goats, 722 PLWHAs received training and support in Income Generating Activities, 576 
home gardens were cultivated benefiting 1002 PLWHA, etc.  
 
IV. Challenges and comparative advantages of the case management model  
Though, no formal evaluation of the case management model has yet taken place, 
reviews from partners and clients are very encouraging and promising.  However, 
considerable challenges remain in the implementation of the model itself: 
 

- The integration of case management in some health districts still needs some 
refinements. Some health facilities tend to employ case managers as usual health 
staff, with little focus on outreach work. This is partly due to the fact that outreach 
work requires transport and communication means that health facilities in most 
cases don’t have. One lesson learnt by the project is that case managers should 
have a motorcycle driving license; 

- The introduction of case management requires extensive training of various 
groups: case managers themselves, community volunteers, PLWHAs and their 
care takers (including family members), health authorities’ representatives, etc. 
CARE does not always have all the necessary resources to cover the costs of all 
training.  

- The lack of transport means is also felt for the referral of patients. Ambulances 
are not available in all districts and if they are, they cannot always access people’s 
homes. In addition, ambulances are very expensive to use and maintain and 
should therefore be limited to bedridden patients only; Paying the transport of 
patients as a strategy to help them access services is more cost-effective but also 
not sustainable; Alternatives to increase the economic capacity of the household 
need to be designed from the start of the intervention; 

- The construction of a web of different service providers is time consuming, 
however, very critical for referral mechanisms and effective delivery of 
comprehensive services to the needy clients; 

- Finally, perhaps the most important challenge faced by the case management 
model is linked to the payment of the case managers salaries after CARE’s 
support; Advocacy to policy makers and donors is urgently required so that they 
can make the necessary funding available to take over payment of the case 
manager’s salaries. Though at first view the model may seem expensive, CARE is 
convinced that it actually helps save of lot of money by considerably reducing the 
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consumption of facility-based health services by PLWHAs by developing a strong 
community-based care and support system and through timely access of PLWHAs 
to needy services.  

 
Despite the efforts deployed by case managers to respond to all PLWHAs’ needs, case 
managers are confronted with a lack of service providers mainly in the area of nutritional 
and food support to bedridden PLWHAs and to babies born from HIV+ women. It has 
also been difficult to mobilize resources to cover health care services not included in 
health insurance schemes (mutuelles de santé) and to provide shelter for the most 
vulnerable ones.   
 
Despite the above-mentioned challenges, CARE’s partners and PLWHAs consider that 
case management has brought in a tangible added value to the community based response 
to HIV/AIDS. Most important outcomes noted so far include, but are not limited to: 
 

- Because it is integrated with VCT/PMTCT services, the “case management” 
model helps PLWHA to access services at an earlier stage and timely access to 
services helps integrate prevention and care and support. In fact, PLWHAs can be 
targeted by prevention interventions at an earlier stage;  

- Losses of clients after VCT are minimized and recovery of dropouts from  ART 
and PMTCT programs is made easier; 

- Case management contributes to creating a favorable family and community 
environment to enable PLWHAs to disclose their status and seek for assistance 
they need.  It is helpful in addressing stigma and discrimination at the community 
level and in garnering community support for the protection of the rights of 
PLWHAs; 

- The case management approach builds on existing strengths and resources at 
community, household and individual levels; it fosters community solidarity and 
volunteerism to deliver the necessary support to PLWHAs and enhances 
community coalition against HIV/AIDS.;  

- It is built on the right of PLWHAs to participate in all issues that concern them 
and their families; 

- It effectively links community-based and facility-based services ensuring a 
continuum of care and support services to PLWHAs through advocacy and 
referral mechanisms.  A referral system is built in the community with all service 
providers.  Community volunteers, linked to case managers, help bridge those in 
need with the required health facilities, VCT sites and other providers; 

- Furthermore, the case management approach enables communities and health 
facilities to combine forces to provide quality PLWHA care and support services, 
including palliative care (death with dignity); 

- It allows the PLWHA to plan for the future of his/her family well on time and to 
participate in organizing issues such as succession planning, placement of 
children, therefore reducing abuse and exploitation of relatives, especially 
children, after the PLWA’s death.  

- It focuses on ART adherence (not just access), minimizing the risk of patient non-
compliance leading to the development of resistance to ART regimens; 
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- It eases the monitoring and control of symptoms of opportunistic infections and 
the management of side effects of ARV treatment through timely referral to health 
care providers;   

- Lastly, It permits shorter stays in hospitals through effective care delivered in the 
home, saving extremely limited public and private resources. 

 
Community-Based Care and support of Vulnerable Children: 
The “Nkundabana” Approach Case Twelve  
 
Geographic coverage: Cyangugu, Gikongoro, Butare, Kibuye, Gisenyi, and 
Umutara in addition to Gitarama. 
The case is operated by Care-International Rwanda and applied in seven provinces of the 
country.    
 
0. Background 
As Rwanda struggles with the challenges faced by other African nations, such as the 
rapid spread of HIV/AIDS and economic insecurity, it also continues to grapple with the 
long-term consequences of war and genocide. Poverty is pervasive with over 60 of the 
population living below the national poverty line. One of the most severely affected 
sectors of the population is children, especially children that are orphaned or abandoned. 
29% of children 0 – 19 years old are missing one or both parents; 39,506 children (0-19 
years old) are the heads of their households with 94,207 people living in child headed 
households (CHHs). HIV/AIDS has greatly exacerbated the problem with an estimated 
20% of all orphans having lost parents to the disease. 
 
These young people and their families must struggle to meet their basic needs, as well as 
deal with the intangible effects of isolation, marginalization, trauma and grief. Many 
orphans and other vulnerable children and youth (OVCY) report feelings of loneliness 
and isolation, and a lack of adults to talk with, show them life skills, and protect them. 
Long-term effects on young people include economic stagnation or decline as children 
grow up into unskilled workers; poor health and malnutrition because basic needs are not 
met; increased spread of HIV/AIDS as young people concentrate on survival rather than 
protection; and increased risk of exploitation and abuse. 
  
Additionally, genocide and war have left Rwanda sharply divided, and those living in 
poverty are in fierce competition for limited resources. As children grow up with low 
self-esteem, poorly educated, and lacking social skills, conflict, hostility and even 
violence are likely to continue. 
 
In response to this growing crisis, the government of Rwanda in 2003 adopted a 
“National Policy for Orphans and Other Vulnerable Children”, and in 2004 developed a 
three-year “National Plan of Action for Orphans and Vulnerable Children”. These actions 
are critical because ultimately the primary responsibility for protecting the rights of 
OVCY lies with the government.  
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CARE has responded to the needs and rights of OVCY by employing a multi-faceted 
approach, addressing issues such as food, shelter, medical assistance, education, 
psychosocial support, advocacy and economic stability.  
 
CARE Rwanda’s focus on OVCY began in 1998 in the Gitarama province. In 2000, the 
Leadership Initiative for Fighting Epidemics (LIFE) project began, offering food 
assistance, HIV/AIDS education, and savings and loan activities to Child-Headed 
Households (CHHs). Two years later, the Rapid and Effective Action Combating 
HIV/AIDS (REACH) program was initiated. REACH aimed to scale-up the LIFE project, 
providing additional HIV/AIDS training, income generating activities (IGA) and 
increased community support. A third project begun in 2003 named Nkundabana 
Initiative for Psychosocial Support (NIPS). It expanded activities focusing on 
psychosocial support and education. All of the projects represent community capacity 
building efforts that strive to change attitudes towards OVCY, decrease the 
marginalization of OVCY and increase the skills of community members. While the 
other projects are scheduled to end in 2005, NIPS will continue until at least 2006. 
 
I. Rationale of the vulnerability 
As indicated by the fact that over half of the population lives below the national poverty 
line, large numbers of Rwandan children are vulnerable. Defined by the World Bank, 
vulnerable children are “groups of children that experience negative outcomes, such as 
loss of their education, morbidity, and malnutrition, at a higher rate than their peers.” 
Rwanda’s National Policy for Orphans and Other Vulnerable Children provides 15 
categories that indicate vulnerability. Due to limited resources, CARE focuses on two 
subgroups of children based on these criteria – primarily those living in Child-Headed 
Households (CHHs), and secondly those living in families affected/infected by 
HIV/AIDS. A CHH is defined as, “one or more individuals permanently residing in the 
same physical location (house, hut, shelter), where either all individuals are children or 
any adult individual permanently living in that same location is unable to effectively 
provide care and support to the children of the household due to disability, severe illness 
or old age.” Other indicators of vulnerability are the age and sex of the head of 
household, since younger children are less equipped to provide for the family and girls 
are at a greater risk of exploitation; the number and age of dependents; and the 
availability of food and shelter. 
 
CHHs are considered to be at extreme risk because of the expectation that all children 
suffer in the absence of an adult caregiver. This assumption is the reason why CARE’s 
programmes center on the presence and support of adults to guide and protect children in 
the persons of “Nkundabanas”.  
 
II. The Nkundabana Model of Care (Methodology) 
Nkundabana are community-based volunteers who serve as adult mentors and role 
models for children in CHHs. The use of Nkundabana began in 1998 with a partnership 
between CARE and Food for the Hungry International (FHI). When that partnership 
ended in 2000, CARE continued implementing programs facilitated by Nkundabana. 
Family members are the preferred choice of caregivers, but in situations where this is not 
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an option, a community member is the best alternative. Nkundabana live near the CHHs 
and conduct regular visits as well as provide culturally appropriate methods of support. 
They are selected by the children themselves, and tend to be neighbors. Nkundabana are 
at the center of all of CARE’s CHH interventions. Their role is one of advocate, teacher, 
counselor, friend and bridge to the community. Weekly visits by Nkundabana are the 
primary point of service for the majority of care for CHHs. During these visits, 
Nkundabana talk with the children, assess the situation of the household, teach life skills 
and provide advice.  
 
Psychosocial support  
Because children living in CHHs have demonstrated an immense need for psychosocial 
support in the absence of adult care and support, Nkundabana are fulfilling a parental 
role. Nkundabana are on the frontline of easing emotional and psychological distress, 
slowing the spread of HIV-AIDS and providing day-to-day psychosocial support. In this 
context, psychosocial support is defined as an ongoing process of meeting the physical, 
emotional, social, mental and spiritual needs of children, all of which are essential 
elements of meaningful and positive human development.  Within the larger community, 
Nkundabana advocate against the exploitation of children and in favor of their rights, as 
well as sensitize the community on the issue of CHHs. This leads to changes in the 
community’s perception and treatment of CHHs and decreases the marginalization of 
OVCY. Another benefit of Nkundabana is long-term stability and sustainability. With 
proper training and organization, Nkundabana become project leaders and can continue 
care and support activities as CARE and other NGOs phase out direct support.  
 
Participatory selection of Nkundabana 
In line with the children’s right to participation, the children themselves select 
Nkundabana and have the right to dismiss them if they are no longer satisfied with their 
support. On average, one Nkundabana is partnered with five CHHs. As Nkundabana 
establish their leadership roles, they determine how many CHHs should be matched with 
each Nkundabana. In the seven provinces where CARE Rwanda is now implementing the 
Nkundabana approach (Cyangugu, Gikongoro, Butare, Kibuye, Gisenyi, and Umutara in 
addition to Gitarama), 6,075 CHHs are currently being served, and 1,093 Nkundabana 
have been confirmed. 
 
Best practice example – participatory identification of CHH and Nkundabana:  
In an environment characterized by extreme poverty and eroded social cohesion as a 
result of war, genocide and HIV/AIDS, the methodology applied in the identification of 
beneficiaries can determine the success or failure of the entire program. A good 
methodology will stimulate a high level of acceptance and, later on, high levels of 
participation and voluntary contribution. A nontransparent and poorly understood 
methodology will result in conflicts, stigmatization, and lack of sustainability at the end 
of the program. 
 
With the recent expansion of CARE OVCY program into several provinces of Rwanda, 
different approaches to the identification of the CHH and Nkundabana could be made 
and compared. The first lesson learned from that experience is that broad community 
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consultation in the selection of CHH, either through meetings, trainings, participatory 
mapping exercises or other participatory rural appraisal (PRA) methods, is of major 
importance. Although very time-consuming, this consultation can prevent many 
difficulties at a later stage. Further, the criteria of selection of the CHH/OVCY need to be 
clear and endorsed by the community. The identification has to be followed by a process 
of verification and a final selection. Note that in the application of the intervention model 
there will never be a final list of beneficiaries, as new CHH are added to the list as they 
come into being. 
 
As for the identification of the Nkundabana, the consultation of the community (including 
the children) elicits the most appropriate selection criteria. Some of the criteria which 
almost always come up are personal integrity, availability, a minimum age, literacy, 
physical ability and relative income security. One successful and recommended option in 
the selection of Nkundabana is to have the children themselves nominate Nkundabana 
candidates whom they trust. This can best ensure that persons are nominated who have 
previously shown integrity and the motivation to help children and it is in line with 
CARE’s principle of stimulating and respecting children’s participation in all decisions 
that affect their lives. 
Start-up events, appreciation and fun days 
After selecting Nkundabanas, start-up events are organized. Start-up events are 
community-wide activities that aim to sensitize the community to the situation of CHHs, 
present the project and its philosophies to the community and emphasize the role of all 
community members to participate in the project. The community is asked to confirm the 
selected Nkundabana, thereby gaining ownership of the project. During appreciation 
days, Nkundabana are publicly recognized for their service and presented with tokens of 
gratitude. 
 
Fun days are other community-wide activities that intend to provide fun and recreation 
for all children. They are conducted because of the belief that all children have the right 
to play and have fun, and they can be an effective yet inexpensive form of psychosocial 
support. They are also effective in bringing the children and the community together and 
in changing the community’s perception of these children. 
 
Best practice example – appreciation day: 
This activity has proved to be a good approach towards enabling a collective recognition 
of the work done by the Nkundabana. Volunteer programs need to be built on respect for 
the contribution of the volunteer, as well as on professional management. The 
appreciation day is organized as a community event and can also increase the 
transparency of the project implementation and reduce jealousy in the community. 
 
Training of Nkundabana 
Training for all volunteers occurs before they begin making home visits. Nkundabana are 
instructed in professional conduct, helpful active listening (HAL), HIV/AIDS prevention, 
counseling techniques, concepts of trauma and grief, sexual and reproductive health and 
child rights.  
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In a very fruitful partnership between CARE and ARCT-Ruhuka (a Rwandan NGO) 
“case supervision” for Nkundabana was introduced in Gitarama. This activity builds on 
the training of the Nkundabana in helpful active listening. It consists of periodic meetings 
between the Nkundabana and trained counselors, during which difficult CHH-related 
cases are discussed and intervention strategies defined between participants. This activity 
is very important in order to support and improve the quality of Nkundabana’s work.  
 
Haguruka, a local child rights organization, provides trained paralegal counselors to 
OVCY and Nkundabana for assistance with issues of exploitation, abuse and property 
rights. Advocacy activities are conducted to prevent abuse and exploitation of CHH, 
including property violation and sexual exploitation.  Nkundabana have been proactive 
and organized meetings in communities to discuss child rights and child protection 
issues. 
 
CHH and Nkundabana associations and networks as sustainability strategies 
CHHs and Nkundabana are organized in associations in order to facilitate exchange of 
experiences, lessons learnt and for the children to break down isolation. Nkundabana are 
organized in associations per site (about three sectors) and have already elected an 
executive committee at district level which provides guidance to all Nkundabana 
associations in their work for CHH. 
OVCY associations provide social and emotional support can promote self-help 
activities, organize savings and IGAs on a group level, encourage lobbying on issues 
affecting the children, assist with information sharing and the distribution of relief items, 
and give children a voice in the community.  
Nkundabana associations provide similar benefits as the OVCY associations, such as a 
place of support, organization of group activities, and dissemination of information.  
 
The Nkundabana network bridges the Nkundabana associations and is assuming 
increasing responsibility for leading and conducting the project. The vision is for the 
network to develop into a nonprofit organization that takes over community-based care 
and support in areas currently covered by the project as CARE and other partner NGOs 
reduce their role.  
 
Local Advisory Committees  
Local Advisory Committees have been formed at the sector, site, district/town, and 
provincial level. The advisory committee is a forum which gathers key stakeholders in 
the field of OVCY to exchange information and discuss needs and interventions. Key 
stakeholders are primarily representatives of the children, the Nkundabana and the local 
authorities.  Further important stakeholders to be represented are partner organizations, 
associations representing children and persons living with HIV/AIDS, government 
structures such as the national youth council or national women council and others. 
CARE has started piloting with such committees in Gitarama where the first advisory 
committee for OVCY started to meet at Provincial level four times a year. Within one 
year, the committee was decentralized down to sector level. Within less than a year the 
committee showed remarkable success: perhaps for the first time, the children could 
voice their concerns officially and publicly and local authorities listened to them. Some 
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major program decisions were thus directly influenced by the elected child 
representatives. Their active participation was appreciated by all and fostered positive 
and collaborative interactions in the interest of the CHHs. The committees have so far 
been used in identifying CHHs to be included in the Nkundabana program. Overtime, the 
role of the committee could be expanded to become a “social protection of OVCY 
committee”. It would address issues of vulnerable children in general, not only CHHs. It 
could help in identifying all vulnerable children in the community according to locally 
defined criteria, including children affected/infected by HIV-AIDS. It could play a key 
role in preventing separation of children from vulnerable families by helping in providing 
care and support services to vulnerable children. In the context of HIV-AIDS, it could 
address issues of placement and succession planning. It provides a framework from 
where the role of Nkundabana could be expanded to serve other vulnerable children. For 
example, if AIDS affected parents say that their children cannot be placed with a relative 
after their death, a Nkundabana could be assigned to the children before the parents 
death. This will reassure the parents who will have been involved with the placement of 
their children and will know their care taker before dying. Nkundabana could also be 
used to support extended family members who will accept to take care of their dead 
relatives children.  
  
III. Other Areas of Intervention and Achievements  
In addition to the psychosocial support provided by Nkundabana, other interventions are 
provided as part of CARE’s strategy to deliver a comprehensive package of care and 
support services to OVCY. These interventions include:  
 
1. Education and vocational training 
Ensuring access to primary education for all includes the challenge of providing school 
materials and uniforms without creating dependency. CARE has found it useful to 
consult teachers about which materials are most essential.  Nkundabana assist by 
checking in with the children and confirming that they are attending school, and if they 
are not, assisting the children with barriers that are preventing their attendance. A study 
of the LIFE project found that Nkundabana’s support led to an increase in school 
attendance of children from CHHs, as well as a reduction of misconduct of children. 
Today 6087 children are enrolled in primary schools under the supervision of 
Nkundabana. 
 
Access to literacy training is often difficult for OVCY. The obstacles are lack of training 
for trainers, poor or no infrastructure, and no quality control. CARE works to create 
awareness within the community about such opportunities, support the training of trainers 
(lessons on language, counting, conflict resolution and different life skills), and better 
equip classrooms. 107 literacy trainers have been trained, and 3093 children are 
participating.  
 
Vocational training contributes greatly to the long-term self-sufficiency of OVCY. By 
learning a vocation, a child has the opportunity for productive employment. However, 
facilities are often in need of repair, or absent altogether. CARE assists in repairing and 
equipping vocational training centers and plans have been made for new centers. 1542 
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OVCY are enrolled in vocational training, such as carpentry, tailoring, mechanics, and 
driving school. Another 1373 are participating in informal apprenticeships, designed to 
build skills other than farming. After completing the training, CHHs are organized into 
guilds (e.g.: masonry, tailoring, handicraft, construction…) by skills acquired and are 
given necessary materials to start-up their activities.  
 
Group counseling and art therapy sessions are conducted for OVCY. 13 dance/arts clubs 
have been established in Gitarama, breaking down isolation.  Five-day life skills peer 
education training takes place, focusing on child rights, conflict resolution, family and 
reproductive health, trauma, and facilitation skills.  
 
2. Economic Security 
Savings and Credits activities are among the most promising for long term economic 
security of the project participants. The applied, typically needs several months to be 
introduced and to start working (depending on how well participants are organized at the 
time of introduction). CARE uses a community managed, savings-led methodology 
called CLASSE/INTAMBWE (Community Learning and Action for Savings Stimulation 
and Enhancement—which has been successfully adapted to the Rwandan context. 
Financial training has been provided to CHHs and Nkundabana, as well as tools such as 
ledger books. CHH associations meet each week to contribute funds, and 30% of 
associations have granted credit to members. 
 
Training in effective agricultural techniques increases the nutritional value of food grown 
and the number of crops so extra can be sold for income. Small gardens for each sector 
have been created and are used to teach OVCY and Nkundabana. Nkundabana assist by 
distributing seeds to CHHs.  
 
3. Health and HIV/AIDS 
Payment of mutuelle de santé, the government sponsored basic health insurance program, 
is made in certain cases. In total, 1 280 CHH have accessed health insurance with support 
from CARE.  Transportation and fees for voluntary HIV counseling and testing (VCT) 
are provided.  Challenges are the legal requirement of a guardian’s permission, and 
insufficient infrastructure.  Peer education activities are often successful and low-cost, 
and can be merged with other activities, such as fun days, group IGAs, and anti-AIDS 
clubs, which have been formed to provide peer education on HIV prevention. Food 
distribution by the LIFE project in partnership with Catholic Relief Services (CRS), 
funded by USAID, also occurs at each club session, as well as provision for VCT. 
 
4. Emergency Assistance 
Food distribution meets one of the most basic needs of OVCY. It is often associated with 
other developmental activities, such as HIV/AIDS education sessions. 1831 CHHs 
receive food assistance in Gitarama.  The maintenance and creation of shelter depends on 
strong community participation.  CARE provides some supplies, such as doors, windows, 
and roofs, and the Nkundabana encourage and organize the community to provide the 
remaining supplies as well as all required labor. 89 houses have been completed, and 200 
more have been constructed by the community and are waiting for the final materials. 
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Essential household goods have been identified, such as pans, blankets, hoes, and basins, 
and a package is distributed to CHHs. Payment for emergency medical care is provided 
in certain circumstances. 
 
IV. Lessons learned 

 Community participation is vital to the acceptance and success of the project; 
Identification of CHHs and Nkundabana by the community and the children 
respectively achieves the goal of community involvement and ownership.  

 The government should bear the primary responsibility of protecting the rights of 
OVCY; advisory committees provide a framework where government and civil 
society can meet to work together on children issues; 

 Advisory committees are powerful tools for community mobilization and long-
term sustainability ; They give CHHs and other vulnerable children a voice; They 
have the potential to address issues of vulnerable children in general, such as 
placement and succession planning of future aids orphans, identification of most 
vulnerable children according to locally defined vulnerability criteria, prevention 
of separation, etc  

 Aspects of the program, such as food aid and payments of fees for schooling and 
health care, have the potential to generate dependency and suppress local 
initiative. Strategies to improve CHH’s livelihood and economic security in a 
sustainable way should be considered a priority and included in any package of 
care and support services to OVCY.   

 Nkundabana should not be overburdened and should have access to support 
systems and receive incentives (not payments); 

 External support for the Nkundabana model is necessary for a minimum of five 
years in order to ensure positive and lasting change 

 The Nkundabana model, like any volunteer service, should be run as 
professionally as possible; it therefore requires considerable investments in 
training and motivation of the volunteers; 

 The children themselves have an important role to play in improving their lives 
and should be included in defining and implementing solutions; they should be 
considered as actors, not just as clients 

 Sustainability of the model after the withdrawal of external aid must be 
considered and planned for (see organization of Nkundabana in associations and 
networks). 

 Additional support should be directed towards the special needs of young 
children. 
 

HIV/AIDS PREVENTION PROGRAM AMONG RWANDA DEFENCE FORCE; 
Case Thirteen 
 
Overview 
Population Services International (PSI), a non-profit organization incorporated in 1970, 
combines entrepreneurial spirit with social mission to encourage healthy behavior 
worldwide.  Through its health social marketing programs in 70 countries on five 
continents, PSI distributes affordable, accessible, and attractive health products.  PSI 
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raises awareness of health problems and generates demand for the health products it 
provides through innovative and culturally sensitive communications.  PSI’s primary 
interventions concern: malaria, family planning, HIV/STI prevention, diarrhea disease, 
micronutrient deficiencies, and waterborne illnesses. 
 
In Rwanda, PSI is active since 1993. PSI’s main activities focus on implementing 
evidence-based Behavior Change Communication programs (BCC) that target high-risk 
populations (For HIV/AIDS – Youth of reproductive age, military, prisoners, commercial 
sex workers, refugees and other, for Maternal and Child health – prevention of Malaria, 
Diarrhea and promotion of family planning methods) in both urban and rural areas. In 
addition, PSI provides HIV Confidential Counseling and Testing programs (C&T). 
 
Background 
Since 2001, PSI/Rwanda has been in partnership with Rwandan Ministry of Defense, 
directly working with it’s directorate of medical services (DMS), to promote safer sexual 
practices, reduction of sexual partners and knowledge of one’s HIV status among 
Rwandan Defense Forces (RDF). In each of the 12 brigades, soldiers in every battalion 
have been exposed to military-targeted behavior change communication messages either 
through interpersonal behavior change communication sessions (IPC), mobile video unit 
presentations, printed materials (posters, brochures, picture codes), trained peer 
educators, on parades by their commanding officers, on radio in general and military-
specific radio spots, testimonies by soldier living with HIV and other. 
 
Based on the baseline, a logo depicted a traditional warrior with shield and spear was 
designed to accompany the campaign slogan “A Real Hero is Always Prepared”.  To 
date, interpersonal behavior change communication sessions conducted reach over 9800 
soldiers while cine-mobile presentations reached over 15000 soldiers.  After creating an 
interpersonal communication (IPC) training manual, peer education trainings was 
conducted with 289 peer educators. PSI/Rwanda trained and integrated four active sero-
positive soldiers into the outreach program to present testimonies to colleagues and share 
real life experiences on how they live “positively” with HIV/AIDS. 
 
Because of this four-year intensive behavior change communications program, members 
of the RDF have continuously expressed their desire to know their HIV status, prompting 
PSI/Rwanda and DMS to devise a mobile VCT Unit strategy. This Mobile Unit started 
outreach HIV testing activities late August 2005 in brigades deployed in Umutara, 
Byumba, Kibungo and Ruhensgeri provinces. Within 36 testing days, nearly 1700 
soldiers have been tested, with a team of 5 counselors, 2 lab techs, 1 quality assurance 
supervisor, 1 receptionist/ IPC agent, 1 field organizer and 2 drivers — 12 staff team 8 of 
whom are MOD staff.  
 
Project goal and purpose 

• Reduce HIV prevalence in among RDF  
• Increase safer sexual practices among Members of Rwandan Defense Forces 

(RDF) through HIV counseling and testing (VCT) services and BCC interventions 
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Outputs  
• Increased informed demand and use of VCT services 
• Increased informed demand and use of HIV/AIDS post-test treatment and care & 

support services  
• Increased practices of abstinence and/or fidelity  
• Increased access to and correct and consistent condom use 
 

Strategies to achieve outputs 
PSI’s strategies for preventing HIV/AIDS in RDF emphasizes behavior change 
communication promoting sexual partner reduction, correct and consistent condom use, 
knowing one’s HIV status through voluntary counseling and testing (VCT) increased 
self-risk perception (i.e. protecting one’s self ensures strength to protect one’s country) 
and reduction of stigma towards HIV+ soldiers.  
 
To ensure accurate and targeted communication messages, PSI conducts focus group 
discussions, which collect information on how soldier think and act about sexual issues. 
The results are used to refine behavior change campaigns during message development 
workshops after which targeted materials are produced. PSI Rwanda develops and 
distributes targeted brochures, posters, pictures codes, flipcharts and videos and hosts 
mobile video presentations to increase HIV/AIDS awareness. Some members of RDF are 
selected by DMS to become peer educators and undergo extensive training in behavior 
change communication techniques, methods for preventing sexually transmitted 
infections, HIV/AIDS, how to live with HIV infected person and when to make clinic 
referrals. Peer educators also assist medical officers to promote and distribute condoms to 
ensure readily available protection: 
 
Lessons learned 
The military have a well-defined structure and take unsafe sexual practices in RDF 
beyond being a health threat to crippling national security, national income, social 
welfare and economic development of the country.   
 Strong partnership between PSI Rwanda and RDF has been crucial to the success of 

the program; 
 A four year and very successful behavior change program implemented by PSI and 

DMS (2000-2004) contributed to the increased demand for VCT services “from the 
bottom and up” and made it possible to deliver the VCT services to this target group; 

 It is imperative to promote the benefits of a services making the audience actually 
demand for the services themselves than providing the service and promote it later; 

 The demand for VCT services is 3 times higher that what was planned e.g. the project 
had estimated the demand to be 375 per brigade i.e. 4500 soldiers in 12 brigades 

 It is nearly impossible to extend the mobile VCT testing to other brigades before 
satisfying the demand of another – some brigades have more people than others 

 VCT services should be designed to meet the context of the target group –making 
them user-friendly  

 Strong referral system based on the individual needs of each client is necessary to 
ensure follow-up of clients – it’s PSI’s and DMS’ responsibility to “close the loop” 
between VCT and care and treatment. 
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Rwanda Military HIV/AIDS Project Becoming a “Center of Excellence” 
 
Because of the demonstrated government commitment to responding to HIV/AIDS issues 
among the Rwandan Defense Forces, by the Rwandan Ministry of Defense, DMS and it’s 
partners have been approached by starting up projects from neighboring Burundi to learn 
from the experience and success the RDF HIV/AIDS prevention project is enjoying. 
Rwanda uses the best strategy to combat HIV/AIDS pandemic by integrating the program 
in the entire health system and involving everyone at all levels. This allows room to 
provide a complete package of continuous behavior change communications, voluntary 
counseling and testing, and care and support services (ARVs, Nutrition & psychosocial) 
for all members. Furthermore, the US Department of Defense which provides funding for 
HIV/AIDS prevention among African militaries through affiliates such as PSI and Drew 
University have described MoD’s HIV/AIDS Strategy as “Best Practice among Militaries 
in African” and cited Rwanda to be “A center of Excellence” in the near future in the 
region, then in the continent.  
 
It is in this context that PSI Burundi has approached her sister office PSI Rwanda to 
organize a study tour to Rwanda for a team of 10 people of whom 8 are high-ranking 
military officials. The purpose of this visit is to: 

• Share the successes of RDF in the fight against HIV/AIDS 
• Interact with program officers to share their experiences and lessons learned 
• Visit military referral hospital  
• Gather as much information that will help Burundi military to design a military-

specific HIV/AIDS policy. 
 

 
Centre Dushishoze ‘‘Center integrating youth friendly services in Rwanda’’ 
Case Fourteen  
Centre DUSHISHOZE is a youth-friendly hang out for young people 
between the ages of 15 and 24. The primary objective of the Centre 
DUSHISHOZE is to improve the sexual and reproductive health of youth 
and adolescents and encourage them to adopt a healthy lifestyle. The 
belief is that youth will be more likely to learn about, discuss, and protect 
their general and reproductive health if they can do it in a place that is 
designed to make them feel comfortable, entertain them, put them at ease, 
and ensure confidentiality.  About 300-400 youth visit the centers every 
day to exhange ideas, play games and sport, and receive Dushishoze 
counseling and health services.  
 
Centre Dushishoze is a multi-purpose youth center offering CT services, diagnosis and 
treatment of sexually transmitted infections (STI), reproductive health and trauma 
counseling, and livelihoods training to clients ages 15-24.  Since opening the first center 
in Butare in 2001, over 55,000 youth have visited the center, with over 16,000 receiving 
integrated reproductive health and VCT services.  Through extensive local referral 
protocols, Centre Dushishoze encourages HIV+ clients to seek follow-on services from 
health facilities and other local partners.  Centre Dushishoze’s youth communications 
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teams organize outreach community activities, including training of voluntary peer 
educators (PE), mobile video sessions, and special events for girls.    Parents and 
community programs seek to increase social support for youth seeking CT, including 
parent-child education programs, parent authorization for under-age of 18 tests1, and 
advocacy programs to secondary schools and religious leaders.   
 
Since Centre Dushishoze Butare was a success, PSI/Rwanda has opened two new centers 
in 2005, in Ruhengeri, and Kibungo.  These centers are modeled after the pilot Center in 
Butare and are formed through partnerships with existing local organizations and health 
facilities, including the Provincial HIV/AIDS Committees (CPLS), the Episcopal Church 
of Rwanda, the first lady of Rwanda’s youth-oriented PACFA, and the Ministry of 
Youth, Sports and Culture (MIJESPOC). 
 
Centre Dushishoze attracts youth by promoting and advertising the fact that it offers them 
a place to hang-out with their peers, and offers them entertainment in the form of sports, 
games, and vocational skills trainings.  Once the youth are at the Center, peer educators 
hold interpersonal communication sessions that allow youth to openly discuss and 
explore issues related to their sexuality and reproductive health.  These sessions promote 
positive, healthy youth behavior. Such behavior change communications are reinforced 
by posters hanging throughout the Center that depict positive youth behavior, by the 
educational materials that can be found in the libraries, and by any special events that are 
held.  At the Center, youth that are convinced to change their behavior and protect their 
reproductive health can easily and confidentially sign-up for HIV and reproductive health 
VCT services.  It is this combination of youth-friendly activities and accessible, 
affordable, confidential VCT services that attracts youth to the Center and motivates 
them to protect their health. 
 
Centre DUSHISHOZE is a resource center in Butare, Ruhengeri and Kibungo provinces 
for urban and rural communities, NGOs, teachers, and farmers in need of adolescent 
reproductive health information, pamphlets and posters concerning VCT (Voluntary 
Counseling and Testing), Sexually Transmitted Infections, Family Planning and 
contraception. There are also informational resources that promote communication 
between parents and young people. As a resource centre, the centre provides training 
manuals on peer education in three languages - Kinyarwanda, English and French.  
 
Lessons learned and Conlusions 
Youth-friendly VCT and reproductive health services for youth aged 15-24 in the Centres 
Dushishoze has proven to be a very successful model, as it has increase availability and 
access to health services among young people, who otherwise have only limited access to 
these health and educational services. More specifically, lessons learned are: 

 
• Integrated behavior change communications (BCC), VCT  and reproductive 

health services (FP/pregnancy/STI) that are offered in a youth-friendly and 
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confidential atmosphere makes youth feel encouraged and safe to come to the 
Centre Dushishoze for health services and other activities; 

• It is necessary to create a strong link between the Centre Dushishoze activities 
and the community in order to succeed this program:  

o Community outreach peer education and mobile video show promotes 
behavior change and the services offered by Centre Dushishoze services 
and thus create informed demand and attract both urban and rural youth to 
come to the center for services; 

o Advocay activities targeting parents and religious leaders to inform them 
about Centre Dushishoze are necessary to create social support for youth 
reproductive health services and to create a better understanding for the 
special needs of youth  in this regard; 

o The Centre Dushishoze involves the community in the Center activities to 
create stronger local involvement and ownership; 

• The centers should offer a diversity of different activities and services to youth 
(not just health) to respond to the diverse realities of young people, such as for 
example library service, help with school work, livelihood and employability 
activites etc.  

• In order to increase the access of youth to the Center, PSI/Rwanda facilitates the 
transportation of rural youth to the center. Volunteer Peer Educators based in 
villages promote the Centre Dushishoze and calls PSI to ask for a bus to come 
and pick the youth up and bring them to the center.  

• It is crucial to refer clients to other health services for clinical follow-up 
(especially HIV-positive) to ensure proper treatment and care. However, the 
Centers should also organize “post-test-clubs” for follow-on counseling and 
education for both HIV-positive and HIV-negative youth, as most clients prefer 
to come back to the Centre Dushishoze, and not go for follow-on services in 
classical health facilities. During these post-test-clubs, PSI counselors can slowly 
encourage HIV-positive clients to accept to seek CD4 tests and other necessary 
clinical services.  

• To ensure long-term sustainability and cost-efficiency of this model, the Centre 
Dushishoze should (1) diversify programs that run off the center, (2) diversify the 
donors funding them and (3) involve local authorities, business men and 
community leaders to raise funds locally, and (4) encourage income-generating 
activities off the center to contribute to the running costs and program activities. 

 
 

Coming Together for Quality HIV/AID Services and Care – Community-Provider 
Partnerships- Case Fourteen 
 
Challenge 
In this “land of a thousand hills,” 83% of Rwandans live in rural situations (3rd 
Population Census, 2002) and many have inadequate access to health services and 
exposure to HIV prevention outreach.  There remains a great need to strengthen 
relationships among health providers and communities so that so that health services 
quality reflects and responds to community health need, wants and preferences. 
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A village in Byumba district where peer educators trained through USAID projects climb the steep hills to 
disseminate HIV/AIDS messages to the community and encourage use of health facility services. 
 
Initiative 
In 2003 working closely with the MOH, USAID programs  led by Intra-Health Rwanda 
launched a community-provider partnership approach to improve quality and access of 
HIV/AIDS services by integrating consumer perspectives into health facility services 
designed to promote HIV prevention. This new strategy for Rwanda, “Partenariat pour 
l’amelioration de la qualite (PAQ)” brings teams of community member and health 
providers together to implement HIV/AIDS and RH prevention solutions. Sixteen PAQ 
associations were formed around 16 USAID supported PMTCT/VCT service sites to 
work with peer educators on HIV prevention messages and counseling. As of July 2005, 
over 600 peer educators have been trained with President’s Emergency Plan for AIDS 
Relief funding through Capacity Project/Rwanda and previous USAID projects. These 
peer educators are community volunteers who are supported by community-provider 
partnership associations. The volunteers attend monthly meetings at their local health 
facility and enter into dialogue together.  
Messages disseminated by these volunteers include the importance of knowing your HIV 
status and active HIV prevention methods.  
 
Results 
This activity has reached over 80,000 community members with HIV/AIDS messages led 
by over 600 trained peer educators from communities around 16 public and faith-based 
service delivery sites. These community efforts have also led to an increase of clients 
coming in for Voluntary Counseling and Testing (VCT) services at these 16 service sites. 
For example, at the 12 Capacity Project-supported sites, use of VCT services increased 
from an average of 28 clients per month during the first quarter that services were offered 
(October-December 2004) to 97 clients per month in the most recent quarter (April-June 
2005). 
 
Open Dialogue and Partner Involvement in USAID PMTCT Programs in Rwanda – 
Case Study- Case Fifteen 
 
Challenge 
Heterosexual couples are Rwanda’s largest risk group for HIV infection, representing 
most of the 230,000 adults living with HIV. Encouraging women who have been tested 
for HIV during prenatal care to wait or return for their results presents a challenge for 
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prevention of mother-to-child transmission (PMTCT) programs in Rwanda. Even more of 
a hurdle, is the issue of informing the sexual partners of HIV-positive women, and 
persuading them to receive voluntary counseling and testing. 
Male involvement in PMTCT services continues to increase in Rwanda with appropriate 
health center and community outreach and sensitization strategies.  
 
Initiative 
Since March 2003, at the 16 service delivery sites where Capacity Project/Rwanda and 
previous USAID projects support PMTCT services, women attending prenatal care who 
receive voluntary HIV testing are given a letter to invite their partner in for HIV 
counseling and testing.  Community outreach and sensitization activities to encourage 
male involvement are carried out in partnership with community leaders and service 
providers at the 16 service sites. During post-test counseling, the couple is brought 
together for a counseling session, in which a trained counselor facilitates the disclosure of 
results and helps the couple develop a risk reduction plan 
Results  
In the quarter following the launch of male partner invitations to PMTCT (May-July 
2003), 28% of male partners came in for HIV counseling and testing. During the most 
recent quarter (April-June 2005), over 61% of male partners were tested. Following 
intensive community outreach and community-provider partnerships, testing of women’s 
sexual partners has significantly increased. In fact, in Kigoma Health Center, the majority 
of women’s sexual partners now accompany their spouses to the PMTCT sessions 
without receiving a written invitation letter. 
 
A New Approach to Family Planning Integration in USAID PMTCT Programs in 
Rwanda-Case Sixteen 
 
Challenge 
There is widespread recognition of the seriousness of the problem of high maternal and 
child mortality rates in Rwanda and of the benefits of family planning (FP) in decreasing 
these trends. According to the 2000 Rwanda Demographic Health Survey (DHS), there 
remains a 36% unmet need for contraception among Rwandan couples. HIV prevalence 
is 5.1% (UNAIDS, 2003) and heterosexual partners in Rwanda are at high risk.  
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A woman in the prevention of mother-to-child transmission of HIV program at Rutare 
Health Center reads a family planning brochure developed by the Ministry of Health with 
USAID funding. 
 
Initiative 
In November 2003, working with the MOH, USAID developed and field-tested a 
methodology and tools to analyze the FP and PMTCT services systems at 2 service sites 
in order to facilitate their integration. Key recommendations from this study included the 
following: (1) develop and disseminate national FP/HIV/AIDS integration guidelines; (2) 
conduct intensive FP training for providers at PMTCT sites; (3) increase FP counseling 
opportunities including antenatal, postpartum and EPI services; and (4) streamline record 
keeping practices. 
 
From April 2003- July 2005, at 16 public and faith-based service delivery sites supported 
by Capacity Rwanda and previous USAID projects, activities responding to the 2003 
FP/HIV integration study recommendations were carried out with districts and at the 
service delivery sites. 
 
Results 
As of July 2005, 404 HIV-positive women accepted a family planning method after 
giving birth, which represents 90% of the HIV-positive women received active follow-up 
to prevention of mother-to-child transmission (PMTCT) of HIV services at these 16 
health facilities. With increased efforts to strengthen FP services and client counseling at 
PMTCT sites and a link between the community and health providers, family planning 
can be successfully integrated into HIV/AIDS prevention services. Additionally, multiple 
funding streams may be needed to support services at integrated sites but lack of common 
priorities can undermine service delivery efforts. 
 
 
 
 
 



 Page 78 of 92

 Caring for OVCs a case of CRS Seventeen 
 
Context 
The tragic events in Rwanda in 1994 had disastrous effects on the fundamental rights of 
children.  The violence created many orphans, with children losing either a mother or 
father or both parent.  But the violence of the war and genocide also contributed greatly 
to the HIV/AIDS pandemic in the country, creating still more orphans in this already 
precarious situation.  Some children, separated from their parents, were remanded to the 
care of humanitarian organizations or were taken in by foster families.  Less fortunate 
children wandered the streets and markets of the country, with little hope of surviving on 
their own. 
 
Most of these unaccompanied children suffered from acute poverty, without adequate 
clothing or shelter.  Orphans and vulnerable children (OVC) had difficulty accessing 
medical care.  Those of school age lacked the means to attend school.  More importantly, 
these children lived without the care and attention of a loving family who could provide 
the natural environment for their physical, mental, and psychological development. 
 
Recognizing the problems facing unaccompanied and otherwise vulnerable children, 
Catholic Relief Services designed a program to address their plight. The ideal program 
addresses children’s education or vocational training, health, and psychosocial issues, as 
well as protecting their rights and supporting their economic capacity.   
 
CRS created opportunities for child-headed households, street children, and other OVCs 
who had not had the chance to pursue their education.  Working in partnership with 
Caritas and with funding from PEPFAR, CRS – among other interventions – started 
assisting OVCs by providing them with vocational training in a variety of fields. CRS 
success in its vocational training intervention is the good practice. 
 
General introduction 
 
CRS started its OVC project in 2004 with the goal of helping orphans and vulnerable 
children, whose living conditions placed them at great risk, HIV inclusive. 
 
Child heads of household found that they were unable to meet the basic needs of their 
younger siblings despite their best efforts.  Many left school to seek work.  Malnutrition 
was common and virtually all lacked appropriate clothing and medical care.  
 
Street children faced their own specific challenges: 
Food: 
 Street children were forced to eat from trashcans and dumpsters, earning whatever 
money they could by carrying loads, begging, or stealing.  The meager nourishment they 
gained in this manner was never enough to sate their hunger.  It was not enough to 
survive on, much less thrive. Street children remained in fragile state of health and 
vulnerable to a wide range of illnesses.  
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Health:  
 Without proper health care, many street children seemed destined to die on the streets.  
Their hygiene made their health even more precarious: they slept on the ground, exposed 
to extremes of heat and cold at all hours without appropriate clothing or shelter.   
 
Lodging:  
The street was home to many children. They passed the night in the open and had 
nowhere to turn when faced with danger or aggression. Few would come to the defense 
of street children nor notice their plight.  
 
Education: 
The lack of training and education was one of the thorniest problems facing street 
children.  Some had had their education interrupted after the genocide or the death of 
their parents.  Others had never been to school at all.  Without the care of a family and 
hope in the future, the poverty and general living conditions of street children only 
increased the likelihood that their education would be interrupted.  Most street children 
had no regular contact with their families or no families at all. Others simply could not 
afford school fees and supplies, or they did not attend school because they had not eaten.  
As the proverb says, “an empty stomach has no ears.”  
 
Finally, the poverty in which the children lived cased deep psychological wounds and 
challenged their self-esteem.  For them to develop physically, psychologically, morally, 
and intellectually, they needed the care of a family and community.  Members of 
Community Church Committees (comités ecclésiales de base) and the Catholic Church’s 
other community volunteers identified the need for a program to address these varied 
needs.  Their identification was further justified by the results of the third general 
national census in August of 2002 which found 1,264,063 orphans, 100,956 children in 
households headed by minors, and approximately 7,000 street children.  
 
Program Planning 
The OVC project was planned to last for 5 years.  A large number of diverse actors were 
involved in designing the activities and strategies that would be taken.  At the community 
level, members of Community Church Committees (comités ecclésiales de base) and the 
Catholic Church’s other community volunteers worked in close collaboration with local 
authorities and the OVCs themselves to identify their needs and strategies for addressing 
them.  Caritas’s diocesan agents and those of Caritas National coordination assisted by 
identifying the target group and also participated in identifying priority activities.  CRS 
contributed technical assistance to the process.  CRS staff was involved in the project’s 
elaboration and finalization as well as seeking donors to finance the project. 
 
The first priorities identified were: supporting education by paying for school fees and 
materials, vocational training for child heads of households and street  children, enrolling 
families caring for OVCs in health insurance (mutuelles de santé), psychosocial 
assistance for OVCs and protection of their rights, and economic assistance by supporting 
income-generating projects.   
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CRS’s main partner, Caritas, participated in an orientation before the project was 
launched to ensure that each shared the same vision and understanding of the objectives.  
The contributions of each of the participants concerned were clearly identified in 
advance, in order to ensure transparency and maximum participation of all.  This close 
collaboration also enabled the integration of the program with other Caritas activities.  
For example, they noted that the activities could be integrated with the Church’s ongoing 
AB (Abstinence and Be Faithful) activities aimed at preventing HIV transmission.  
OVCs, already at risk because of their desperate living conditions, would also benefit 
from prevention messages.  
 
Program Description 
 
The overall goal of the OVC program is the improvement of living conditions for orphans 
and vulnerable children through a two-pronged approach combining provision of quality 
services to OVCs and reinforcing community capacity to care for OVCs.  
Among the services provided is professional training, rooted in the belief that education 
is one of the most formative experiences and among the greatest gifts one can give a 
child.  Vocational training created the opportunity for OVCs who had not had the chance 
to receive a formal education to earn money for themselves and prepared the youth for 
social and economic reintegration into their communities.  Child heads of household were 
targeted for vocational training to allow them to meet the needs of their households as 
quickly as possible.  The training lasted six to twelve months depending on the skills 
chosen.  During that time, OVCs received training focusing on practical applications 
rather than theoretical knowledge, so that after finishing the training, they could meet 
their own needs by using their new vocational skills to earn an income.  
 
The identification of children for vocational training and selection of training centers was 
done by the community.  OVCs chose their vocational training themselves from a number 
of options, according to their choice, the time it would take to earn a living from their 
new skills, the availability of vocational school and the local labour market.  In the first 
year, CRS provided training for 96 children in a range of skills, including tailoring, 
cooking, carpentry, hairdressing, and auto repair.  CRS plans to provide each of the youth 
who completes vocational training with a kit composed of start-up materials allowing 
each to begin to practice his or her trade.  Children will also be assisted to join vocational 
associations or groups to exchange and build upon their growing skills.  
 
CRS has noted significant changes among the children who have completed training as 
well as among those children still being trained.  The street children had previously lived 
unhappily in deplorable conditions.  They had little hope and were left to fend for 
themselves.  They were often despairing and afraid to voice their own opinions.  Today, 
these same children have come into their own, meaning that, they have developed a sense 
of hope and are integrated in the community.  More importantly, they have regained their 
dignity.  They know that they are capable of producing things to support their family 
incomes.  Having regained the trust of the community, they are looked upon like any 
other child with new found self-esteem.   
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Further, street children have escaped many of the dangers which had been facing them: 
maltreatment, drugs, and HIV/AIDS. They have, in turn, educated their peers on the 
dangers of HIV/AIDS, having received lessons on AIDS prevention during their 
vocational training.  
Child-headed households had also been left to fend for themselves and meet the needs of 
their younger siblings alone.  They had been ignored by their communities.  Girls were at 
particular risk, turning to prostitution to earn money and being exposed to HIV/AIDS.  
Once their communities started taking an interest in them, child heads of household also 
changed their behavior.  They rejoined the life of the community, protected by their 
neighbors and surrounded by people who understood them and were ready to help.  This 
change in the community’s behavior calmed the children and helped them find the 
stability to care for their families more capably.   
 
All of these changes can be attributed to the assistance received through PEPFAR 
funding, especially the vocational training.  The average cost of training was 50,000Rwf 
for each participant, but the knowledge they gained will enable them to care for 
themselves for a lifetime.   
 
Principal Results 
OVCs in professional/vocational training in 2005 
 

 Tailoring Carpentry Auto 
Mechanics 

Hairdressing Total 

Diocese SEX SEX SEX SEX  
 M F M F M F M F  
BUTARE 1 17 13      31 
KIBUNGO 7 23       30 
KIBUYE 4 10   4    18 
GISENYI 1 10     6  17 
TOTAL 13 60 13  4  6  96 

Note : In Kibungo youth learn both tailoring and catering.   
 
With the exception of 14 youth learning tailoring in Kibuye and 6 studying hairdressing 
in Gisenyi, all of the youths have completed their training. They have reached the stage 
of forming associations to help them implement their skills in their trade.   
 
Once they are provided with start-up kits, the OVCs will commence income-generating 
activities, related to their new vocations which will allow them to support themselves.  
 
The following strategies have been implemented to reach these results: 

• Sensitization of the community and the orphans and vulnerable children 
• Provision of a package of services to the OVCs 
• Behavior change to promote HIV/AIDS prevention 
• Reinforcement of the capacities of the program beneficiaries as well as of the 

community. 
•  
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Lessons Learned 
1. Orphans and vulnerable children have the same skills as other children and need 

special care to allow them to develop these skills.  
2. OVCs are grateful for any efforts made to assist them. 
3. The community can and will support children. 
4. Interventions should be combined with other necessary services in order to best 

respond to the complex needs of children. 
5. The best approach is to teach children how to meet their needs themselves. 
6. Low cost interventions dramatically and positively affects the future potential of 

OVCs through attention to their innate desire to learn, earn a living, and be accepted 
as productive members of  the society.  

 
Example/Testimony 
The “Kibungo Youth Training Center”, formerly the “Foyer Social” is run by the Sisters 
of the Visitation and was established in 1968 to teach young women tailoring and 
cooking.  In 1978, the center became a “social development center”.  The funding 
provided to the center to train 23 girls and 7 boys for 9 months in cooking and tailoring 
reinforced the center’s own capacity to offer training to young people in the community. 
The project enabled the community and the center in particular to improve the guidance 
for OVC through visits and follow-up training. As results, the OVCs are less isolated and 
have gained new skills and hope. 
 
NYIRASAFARI Jacqueline is one of the graduates of the 8th course offered since the 
genocide.  Jacqueline is an 18-year-old orphan.  She lives in the Bare parish in Kigarama 
district of Kibungo.  Her mother died during the 1994 genocide and her father died three 
years later, she believes of natural causes.  Jacqueline lives with her 20-year-old brother 
and two younger brothers, aged 8 and 10 years.  They live on what they can produce on 
the land left to them by their parents.  Because they could not afford school materials, the 
two younger boys did not attend school.  Jacqueline was identified as an OVC who would 
benefit from vocational training and has completed her training in catering and tailoring.  
Asked about the training, Jacqueline responded, “I hope to use it to earn a living so that 
my two younger brothers can go to school and I so I can meet the needs of my family.” 
 
The initiative has elevated a sense of hope to many children and has restored them in the 
community with due dignity. 
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UNDP Good practices 
An association engaged in income generating activities aiming at social integration; 
Case Eighteen 
 
IHORERE MUNYARWANDA ASSOCIATION 
Introduction  
Ihoreremunyarwanda is a none lucratic association that was founded in the year 1999 by 
Christians of various denominations that aims at fighting prostitution and juvenile 
delinquency.  All the mentioned activities could tempt to exposure and risks of 
contracting HIV. 
 
The purpose of this association, 
After the tragic events of the 1994 genocide which was associated with a host of human 
problems such as high number of widows, orphans, poverty and other diseases which 
lead to miserable living conditions that resulted to high turn up prostitution.  Prostitution 
itself is the principle channel of HIV contamination. The Ihoreremunyarwanda was born 
as a community response to the said problems. In the year 1999, sixty prostitutes were 
put on HIV test ant 55 of them were infected and since the members kept together in the 
Association determined to combating AIDS. As some members kept dying, they left 
orphans which are integrated in the activities of the Association. 
 
Objectives; 

 Fighting prostitution and delinquency  
 Fighting drug use which leads to malpractices such as rape and others that risks 

the possibilities of contamination 
 Care and support of the HIV/AIDS infected and the affected members 
 Give public testimonies on HIV to influence behaviour change 
 Poverty eradication efforts 
 Promotion of Income Generating activities and education support  

 
Location of the Association 
The association operates in the Kigali city in the districts of Nyamirambo, Kicukiro, 
Gikondo and Kanombe with that of Ngenda district of Kigali Ngali province. 
 
Realised activities 

1. Apparently 70 sex professionals abandoned the practice 
2. They have created choirs 
3. Thirty former sex professionals were offered with training of tailoring 
4. 100 members benefited the micro credits financial support 
5. 118 AIDS orphans were facilitated with education support 
6. 118 families were given food assistance  
7. At least 500 members were given medicines for opportunistic infections and 

ARVs 
8. Various trainings were given to members  
9. Regular visits are carried out both at home and at the health center 
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Members of the ihoreremunyarwanda 
The association has 730 members among whom 720 benefit the support given to the 
association. Association has got various source of financial support but the intention of 
the study only sticks to that of CNLS/UNDP.  
 
The background  
The financial support offered to by the CNLS/UNDP project focused only those who 
abandoned the commercial sex activities. In this regard the association drafted a project 
in 2001 and submitted to CNLS/UNDP to be financed and relieve the sex professionals 
from the evil practice and occupy them with IGA. In October the same CNLS/UNDP 
offered the first instalment equivalent to725.000 Rwandan francs out of which 33 girls 
benefited micro project support. In June 2003, another instalment was given to the 
association amounting to 425.000 Rwandan francs that was oriented to 23 members who 
were the recent recruits from prostitution. 
 
The idea to search for the financial support of the former sex professionals was started by 
the founder member of the association Ihoreremunyarwanda. As a response to solve the 
prevailed state of prostitution and delinquency, the beneficiaries were approached and 
guided to income generating activities for occupation and a source to self sustenance, 
hence abandoning immoral and deadly activities.  
 
The life situation members before the support of CNLS/UNDP 
The state of living to different members differed from a person to another. Though all 
engaged in commercial sexual activities, their life experiences portray remarkable 
changes that were achieved as the result of the financial support. It is also impressive to 
note that, after the support beneficiaries are capable of continuing even the project 
terminates the support. 
 
An account of MUKARWEGO Erina shades the light of the capacity of the PLWA to 
engage in profitable activities, but rather hindered by limited financial means. She 
formerly operated a very small shop that yielded a small profit margin due to small 
capital. In the year of 2001 she got Forty thousand francs from the project and started a 
charcoal business with ten sacks along with selling food in front of her door. The demand 
of charcoal from her neighbours enabled to increase the business to thirty sacks. The 
business prospered and was very profitable and she said “I earned a profit of 5000 francs 
daily, just not to include profits of the shop and food”. 
With huge clients she decided to go for a loan in the popular bank, where she was granted 
with a loan of 100.000Rwf which was paid back in next six months. She also acquired 
another loan of 300.000 francs from the same bank that was refunded in four months 
later. 
She said that, she went for another loan of five hundred thousand francs and constructed a 
small house for her relative and fully serviced the loan. Currently, she got a loan of one 
million Rwandan francs and bought many items highly demanded by her clients in the 
area. 
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“I personally thank the management of Ihoreremunyarwanda association for they 
brought together from extreme isolation and stigma, they removed the fear and reduced 
discrimination”. 
She acknowledges CNLS for the continuous financial support which has much led to life 
change, further she appeals to continue the support even to those who have not yet 
received the support. 
She had a message of encouragement to her fellow colleagues, who are HIV positive, 
“you should not allow self stigma and I am telling you the life continues after infection, I 
request you to work such that when donors terminate their support we sustain ourselves”. 
 
The result of CNLS/UNDP financial support 
 
The support had a tangible result and meaningful in the life of the beneficiaries in 
responding to some of their daily problems. Girls used to give reasons that lack of 
employment was the sole reason to engage in prostitution, the support changed the trend 
because today they work and have abandoned the practice. They very well used the 
financial support and are integrated in the population. 
Over thirty beneficiaries of CNLS/UNDP financial support have completely abandoned 
prostitution because they have other means for survival. They are socially integrated in 
their neighbours, one of the main objectives of the Association; many of the members 
have changed behaviour, some of whom dominate the choirs of different religions. 
 
The encountered problems 
The principle issue is that, the financial support was far little compared to the number of 
members in the association. Some who engaged in informal commercial activities 
stopped and few afforded to operate in respect of the city standards. 
 
Project planning and management in the Association. 
 
The role of members of the association 
The members formulated their own association Ihoreremunyarwanda, have a very crucial 
role in the management of different projects of the association. Members of different 
branches in different districts have designated their convenient days to meet and solve 
different problems and set the way forward together. Some times individual members are 
asked to make projects of their choice and then submit them to the Association for 
analysis. 
Project management, the management of the association works closely with members to 
ensure smooth management and rectify where they might have gone wrong at an early 
stage. 
 
The role of the association 
The role of Association in the planning and management of its daily activities is 
enormous, it performs the following roles. 

i. To train members in planning and good management of their own projects 
ii. To coordinate ideas purposely to make projects responding to the needs of the 

members 
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iii. To analyse submitted projects of members 
iv. To make advocacy to donors and partners 
v. To make project follow up and give regular report. 

 
The role of local leaders 
Leaders have significant roles in projects operating in their areas of control. Before 
further step a project is submitted to a local leader in order have recommendation and 
knowledge of what is going to be done by his people. They are also given reports of 
association activities. A live example is, when the association first received the CNLS 
UNDP financial support in 2001, leaders of Remera sector came to visit the activities of 
the association and shown them the way, how former sexual workers were assisted and 
since then the association was legally recognised in  the district of Kacyiru. The 
association was given authorisation to carry out their activities. 
 
Strategies designated behavioural conduct 
Members have weekly meetings and in these meetings they are given regular remarks 
about their behaviour and how they are supposed to exemplary to the rest of the 
community. They convey the message about the dangers of AIDS and related trainings 
where information is passed across including how they can settle family conflicts. 
 
The association advocates for abstinence and the use preventive measures in case 
abstinence has not worked. The objective is not to further spread HIV. However, they 
raised a problem of condom shortage because they get condoms as assistance from 
donors and request get marching with the demand. 
 
Conclusion 
In conclusion therefore, it is worth mentioning that CNLS/UNDP was the first to support 
Ihoreremunyarwnda association in the sprigs of the year 2001 and had a significant 
impact to members. The financial support is rotating because as members refund it is 
given to somebody else. This implies that if they are able to refund the granted credit on 
time they perhaps accrue the anticipated interests. However, the support is still not 
sufficient because formerly the grant was planned for only twenty people and to day the 
number of members of the association is 714 among whom there are still capable people 
who need support as well. 
 
 
Activities for the fight against HIV/AIDS under the financial support of 
CNLS/UNDP project in the district of Ngenda. Case Nineteen 

1. Introduction 
Ngenda is a district situated in the Kigali Ngali provice, it boarders with Burundi in 
its east and Butare province in the south, the district has the districts of Gashora in 
north and Nyamata in its west. It is regarded among the districts with few medical 
facilities. The population prime type of work is subsistence agriculture and illetracy 
prevails among the citizens of the area. 
The district of Ngenda has benefited much from the CNLS/UNDP project in the area 
of the fight against HIV/AIDS and related effects. Even though the first cases of the 
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HIV pandemic have been detected since 1982 in Rwanda, the District of Ngenda had 
not any association aiming to fighting HIV/AIDS and its related consequences before 
1998. 
The idea of the creation of the association came in the year 1998, and then the 
Association called TABARA was born the same year with 18 members. The first 
support to be benefited by TABARA association was given by an NGO called ZOA 
Refugee Care which operated in the region of Bugesera since the end of the tragic 
events of the 1994 genocide. The assistance consisted of food, basic medicines such 
as bactrims, aspirins, and paracetamols. At that time the impact of the assistance 
offered to members of TABARA association did not bring significant changes to the 
living conditions of the members. However, today, Members of the association are 
offered medicines and food to improve their living conditions. 
 

2. Intervention of CNLS/UNDP project 
 

In 2001 the TABARA association 
benefited from the first micro project 
financed by the CNLS/UNDP project in 
the District of Ngenda. 

 

 
It was a mill to grind cassava and 
sorghum. The impact of the project 

was very impressive for TABARA 
members. Now the project has got 
two mills, the first one was bought 
by the financial support from 
CNLS/UNDP project in 2001 and 
the second was from the profit 
generated by the first mill in 2004. 
Income generated by this lucrative 
activity of grinding sorghum, maize, 
and cassava enable the association to 
distribute revenues among members 
in order to solve the problem of 
malnutrition and access to medical 
treatment. All the cash is not used 
because the activities of the project 
must continue and increase.

 
3. The improvement of living conditions of the PLWHA in the District of 
Ngenda. 
 
The support offered by the CNLS-
UNDP project to the TABARA 
enabled the association to attain 
considerable achievements and 
create other associations. As matter 
of fact we can mention KEBUKA 
association created in 2001 in 
Ruhuha and has 87 members, 
another association founded by 

TABARA is INCUTI Z’IMANA in 
2004. 
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     Members of KEBUKA association 

 
It is located at Cyeru in the District 
of Ngenda and has 50 members.  
 
Children orphaned by HIV/AIDS 
were gathered in an association 
called TWIZERE that has now 250 
children. 

 
The meeting hall of KEBUKA association 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

All members work in small groups to 
avoid isolation and abandonment. 
 

 
Orphans of the TWIZERE association 
working in their workroom. 
  
The activities of the TABARA 
association aiming at sensitizing 
people to turn up for an HIV 
voluntary test to stop the spread of 
the scourge have reached major 
achievements in the region  due to 
the initiatives taken by members of 
TABARA, the pioneer of all the 
associations in the region. 
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4. The impact of the CNLS-UNDP project in NGENDA District. 
 
This project served as a model for other health centers of the Ngenda District since they 
learned how to organize the infected and affected people who frequently come to their 
centers for treatment and care. In this framework the Kamabuye health centre founded an 
association called TWISUNGANE. The association has 50 families of PLWHA. This 
practice was replicated by the Mareba health centre which founded an association named 
TUBAKUNDE and has 34 families of PLWHA. DUHOZANYE association has 35 
members and is located at Kavumu in Ngenda District. 
The creation of the associations aimed at gathering PLWHA in order to make an effort in 
their daily activities to continue living in spite of problems they encounter. When they are 
gathered in associations, donors can find them easily for their assistance and support. 
It is worthy mentioning that the CNLS/UNDP project also facilitated the association to get 
access to the support of MAP project which financed micro projects of PLWHA living in 
the District of Ngenda.      The financed projects are as      

      follows: 
Sewing room and materials for orphans who are members of TWIZERE association.  
 

The figure above depicts members of TWIZERE Association 
The purpose of the mentioned project is to provide income generating activities which will 
support orphans in solving different problems such as school fees for students, food 
assistance, hygiene, and clothing.  
 

 
Some of 143 families receiving goats 
 

Families which cared for orphans were offered 143 goats, members of Kebuka association 
received food assistance, members of TABARA association were offered pigs. This 
livestock will enable members of the association to solve some problems related to 
financial means of PLWHA. 

5. Strategies used for the realization of some activities 
 
Activities of sensitization against the propagation of the pandemic were very often carried 
out by PLWHA. The people infected and affected with HIV/AIDS constitute the efficient 
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and successful channel for spreading messages for the fight against the scourge since they 
can explain better the problems related to HIV/AIDS than others. 
The PLWHA were involved in the identification and designing of their projects because 
they know what they need to solve their own problems. Besides, they were involved in the 
management of the projects. 
Some members of Kebuka and Tabara associations visit their patients at home in order to 
give them medicines because they are not able to go to hospitals. 
The program of VCT at Ruhuha health centre has lead to the turn up for counseling and 
voluntary testing. Members of the associations were sensitized on positive practices to 
stop the spread of the scourge. 
Management committees in collaboration with Community Development Committee of 
the District of Ngenda played an important role in the execution of the projects. 
 
6. Learned lessons 
 
Members of the associations of PLWHA are not allowed to change the projects presented 
for financial support and must follow all the steps of the execution of the projects and 
management methods provided in the study of the project.  When their projects reach 
success, they have chances to be appreciated by donors and therefore their future life will 
be improved by those activities. 
The CNLS/UNDP project has played a determinant role in the realization of the projects 
since it enabled the members of the associations to be acquainted with the existence of 
other donors in the area of the fight against HIV/AIDS. 
 

 
Case Twenty 
The association ABATONIBIMANA is found in the district of Muvumba in UMUTARA 
province, it was found in the year 1999 with five members. The life was extremely hard for 
members because of people in the area who were ignorant on issues related to AIDS. The 
infected people were stigmatised, discriminated but kept hope alive. They were branded 
different names such as the AIDS patients, the insane and their families were discriminated 
and stigmatised as well. It persisted until they developed self stigma, isolated from others 
because when one reached the gathering they could go away, by the departure of the infected 
s/he could become the topic to discuss on. Children were stigmatised at school on the ground 
of being related to the infected people. 
It was a complicated life altogether to the extent that, people (PLWHA) lost weight due to 
social complex and extreme poverty with physical weakness due to constant sickness. 
Stigma and discrimination also existed among some of the leaders in the area; they neglected 
most of their issues or problems, and kept away.  One of the members, who were medical 
assistant patients, started running away from him in the dispensary because he was infected 
with HIV/ AIDS. 
The members of the association were vigilant to continue united in their association and 
started public mobilisation.  They began talking the realities to the entire community in the 
area. However, people could not trust PLWHA because it was hard for them to understand the 
reality overnight. Apparently, the situation has far changed compared to the first days of the 
association. 
 
At the beginning of the association, it had the mission of fighting AIDS through testimonies 
and advocating for the PLWHA and converge them in associations. The implementation of 
this mission was not simple to attain. In the last semester of the 2001 the association got the 
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sponsor from CNLS/UNDP and it had only ten members. The sponsor responded to the 
prevailed state of living associated with extreme poverty. Projected activities were estimated 
for only ten members and later the number increased beyond the capacity. The association 
commenced a maize growing project, they harvested three tons at the beginning. One ton was 
given to members who had no food and the rest were sold and used to further sustain the 
project. 
 
Significant changes to beneficiaries  
As a result of the support members came out of isolation and massively joined the association. 
They started with no complex because they knew life was going to continue. By the writing 
date, members revealed that they are capable of working for their respective families. This 
encouraged members of this association and resorted to enforce mobilisation. The following 
were the main achievements to note; 

• Members came out of isolation, 
• Recovery from the physical weaknesses and actively worked for their respective 

families, 
• Stigma was reduced to the extent that neighbours started recognising that life can 

continue even after the infection, 
• They undergone treatment of opportunistic infections, 
• They are able to pay health insurance commonly called “Mituel de santé” for their 

members, 
• They are capable of paying school dues for their children as a result of the support, 
• On average every member of the association has five goats, 
• They pay regular visits to their colleagues who are bedridden and take them to the 

hospital, 
• They afford burial costs of their fellow members who die, 
• There was behavioural change with a mission of not spreading the virus any more, 
• The  members of the association encourage their partners for VCT services in order to 

draw appropriate strategies. 
 
Impact to the surrounding community 
After holding several discussions related to HIV/AIDS with neighbours, they changed and 
listened to them. The population lived with is more knowledgeable than before. 
The infected people come declare themselves than it used to be, they apply for the 
membership of the association on a voluntary basis. 

1. As the number increased other associations were created, meaning that many have 
recognised the essence of being coordinated in an association, 

2. The turn up for the Voluntary testing raised because they knew that life after infection 
is equally possible, 

3. Many people came for the members of the association for relevant advice 
4. People in the area got sufficient knowledge of condom and its effective use 
5. Those stigmatised and discriminated the members reduced 
6. There was change of behaviour due to constant testimonies of PLWHA to the 

community. 
 
 After having the package of knowledge the following decisions were taken by the people in 
the area; 

o Men agreed not to betray their partners and search for other women 
o All pregnant women are determined to go for Antenatal consultations 
o New couples agreed to go for HIV test before marriage. 
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The support of CNLS/UNDP created trust even to other sponsors because they recognised the 
capacity of management the association had. The association got financial support from 
funders. Beneficiaries assert that, all that was possible to achieve because members were 
recovering ad to day the life can proceed. Some of the members have got their own income to 
the extent that, they can sustain themselves. 
 
The support further enabled skill development of members regarding the planning and 
management, some of members of the association were given basic training. 
 
The continuity of activities of the association is assured of since, members bought land and 
they cultivate and sell their agricultural out put, they also feed their fellow members who are 
unable to cultivate. They have seeds for further sowings. 
 
Conclusion 
The conclusion to draw is that, life can continue and PLWHA can contribute to the entire 
development of the country. AIDS also is a post-ponable death and therefore needs to be care 
full and managed depending on the way physicians recommend. The association has 
developed courage to influence the behaviour of the population in their respective entourage. 
This has been possible because it was facilitated to operate by CNLS/UNDP project. 
 
General conclusion  
Fighting HIV/AIDS in Rwanda is positioned at the climax of the National agenda. The National 
AIDS Control Commission and partners are working tooth and nail to revert the trend of the 
HIV/AIDS in the country. The grave prevelance of HIV/AIDS, which stems from the Genocide 
of 1994 and its consequences, hence the Government of Rwanda and partners, vested in 
extraordinary efforts to reverse the magnitude of the deadly disease. Civil society was persuaded 
to respond, the highly risk groups were cited including Youth, women and children and 
accentuated on community awareness.  
 
Community based organizations along with HIV/AIDS Activists are given the necessary support 
to intensify the fight against the epidemic. The Government takes into account community 
involvement for not only ensures ownership, but it also guarantees sustainability of the anti-
HIV/AIDS activities already in place.  
 
A multi secteral approach in fighting the scourge has permited the struggle against AIDS 
affordable from all possible fronts, since AIDS is a crosscutting phenomenon. Good practices 
held in this source book covers a multiple of HIV/AIDS interventions in Rwanda  from 
numerous displines and sounding projects that have worked with Rwandan government in 
fighting HIV/AIDS.  


