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1. Introduction

CARE has been working in HIV/AIDS in Rwanda’s Gitarama province since 1995, targeting orphans and PLWA through peer education, counseling and support services. The peer education and counseling interventions trained 353 peer educators in prevention of STI/HIV infections, condom use and distribution, and participatory adult education. IEC materials were also developed to raise awareness for the prevention of STI/HIV, including comic books, brochures, video, radio cassettes, and manuals for peer educators. HIV counseling modules were developed and used to train counselors from 39 district hospitals as well as NGO staff. The trained counselors were supported technically to initiate voluntary counseling and testing services. In addition to supporting VCT services and peer education, other gaps in care and support services were identified, particularly amongst vulnerable groups such as child headed households (CHH) and PLWA. Therefore under Leadership Initiatives for Fighting Epidemics (LIFE), which started in 2001, CARE focused on improving prevention, care and support services for CHHs and PLWA in partnership with local NGO’s and associations of PLWA.  Activities included HIV/AIDS education, food assistance and psychosocial support. The need to develop care and support services at community level was immense. Thanks to PEPFAR COP 04 funding, CARE scaled up the geographic scope of its HIV-AIDS interventions to include 7 former provinces of Cyangugu, Gikongoro, Butare, Kibuye, Gisenyi, Umutara and Gitarama and community-based care and support services for PLWA and OVCs were integrated along side prevention activities. With COP 05 money, prevention activities were reduced to focus more on care and support, both for PLWA and OVCs. CARE piloted a new model to ensure continuum of care between community-based and facility based services, the case management model, reaching as many as 5200 PLWHAs in 250 associations through a network of over 900 community volunteers, supported by 140 case managers. CARE replicated its Nkundabana model in these seven provinces which had been developed through EU funding in the Province of Gitarama. Nkundabana are adult mentors, volunteers chosen by the children themselves, to provide psychosocial support. In December 2005, CARE had selected over 1000 Nkundabana who serve more than 6000 CHH. Unfortunately CARE’s funding ended in December 2005 and CARE has not been approved as a direct partner under COP06. However, CHF accepted to support CARE for an interim period of 9 months, from January through September 2006, in order to ensure continuity of services to CARE’s beneficiaries. As a consequence, a first grant agreement (SW-06-03) was signed between CARE and CHF on February 6th, granting CARE Rwanda a total of $866,547 for the period January through May 2006. A second agreement will be signed later for the period June through September. This document is CARE’s first quarterly report, covering the months of January though March 06, to CHF. 
CARE’s work plan has the following objectives:

· Provide community-based HIV/AIDS care and support services to PLWHAs and their families;
· Facilitate access to health care services for PLWHAs and OVC with emphasis on ART;
· Provide community-based OVC care, support and HIV-AIDS impact mitigation;
· Strengthen and develop technical, organizational and managerial capacities of local partners and networks to deliver high quality coordination, care and support services. 
2. Description of program activities

a. Palliative care “The case management model”
CARE’s intervention in palliative care is a rights-based approach, focusing mainly on the GIPA (Greater Involvement of People Living with HIV-AIDS) principles. Therefore, CARE’s primary partners are PLWA themselves, through their associations, which CARE supports technically and through which most services to PLWHAs are channeled. Thanks to a wide network of trained community volunteers, chosen among PLWA associations, CARE is able to identify PLWA who are not yet members of associations. Such individuals are encouraged to join existing associations. When associations become too large to effectively serve their members, CARE facilitates the process of creating new associations, jointly with the Network of People Living with HIV-AIDS (RRP+). Following the sensitization of PLWA family members to get tested, many people join existing associations. After facilitating access to VCT and having joined associations, PLWA receive different services based on their needs. In order to better respond to the various and complex needs of PLWA, CARE implemented a “case management model” as a strategy for Home Based Care services. First and foremost, it is important to emphasize that it is still a pilot and that its success and outcomes have not yet been fully measured, an in-depth evaluation is currently being organized and should be finished by the end of June 06, even if preliminary results and lessons have already been learnt. 

The pilot was motivated by the following rationale:

· While CARE promotes community-based care and support services, it recognizes the importance to effectively link them with facility-based services but such linkages were non existent in Rwanda. ; 

· Adherence to ARV and scaling-up access is a priority but it must be integrated in a holistic comprehensive package that takes into account the diverse and complex needs of PLWHAs and their families;

· PLWHAs are currently unable to meet these various needs due to limited access to services (medical, psychosocial support, legal support, food and nutrition support, socio-economic support).

The analysis of these three main problems led to the conclusion that there is an urgent need to re-organize the delivery of care and support services in Rwanda in order to assist PLWHA to meet their specific needs as early as possible and in a coordinated manner. The case management model has the potential to do so since it provides a framework through which continuum of care can be guaranteed thanks to the creation of effective linkages between community- and facility-based services. This approach recognizes the multisectoral dimension of HIV-AIDS and the need to offer a wide range of professional prevention, care and support services to PLWHA and their families. 

Therefore, the specific objectives of the case management were defined as follows by CARE:

· Ensure that PLWHA clients with complex needs receive timely coordinated services, with the ultimate objective to strengthen their ability to function independently as long as possible (through increased access and adherence to ART and increased access to other HIV-AIDS related services) ; 

· Strengthen linkages and collaboration between facility-based service providers and community-services;

· Adapt the case management model (originally from resource-rich countries) to the Rwandan context and integrate/institutionalize it within Rwanda’s minimum package of services for PLWHAs.

Concretely, the case management works as follows. In partnership with health districts, qualified health care professionals or social workers are recruited, trained and deployed as “case managers” in health centers or hospitals (if possible, with VCT/PMTCT services). 

Case managers:

· Identify clients through VCT/PMTCT services, PLWHA associations and community volunteers;

· Identify available services for PLWHAs in their “zone de rayonnement” and advocate for the creation of non available services;

· After having identified a potential client, case managers assess the client’s and his/her family’s needs as well as their socio-economic situation and support network;

· Based on this assessment, an individual plan to access the various necessary services is developed, implemented and regularly evaluated and adjusted by and with the patient;

· 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 short, case managers arrange, coordinate, monitor, evaluate and advocate for a package of multiple services to meet the specific client’s complex needs (often linked to ensuring adherence to ARV). 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. 

First lessons learn that: 

· In some health centers, collaboration between case managers and VCT staff is difficult. VCT services are reluctant to share data and refer positive patients to case managers out of fear to breach confidentiality. 

Recommendation:

In order to strengthen the integration of case management, case managers should be trained in VCT. It will improve access of case managers to VCT/PMTCT registers and data, increase trust between VCT staff and case managers resulting in faster referral to case management and earlier access to needy services, including ARVs. 

· The lack of transport and communication means makes the work of case managers very difficult. Some health centers have a motorbike which could be used by case managers if they had a license and if the case management has a budget for transport.  

Recommendation:

Having a motorbike license should be considered during selection of future case managers and a training to help existing case managers learn how to ride a motorbike should be considered. A budget for case management fuel and phone cards must be planned for at health district level. 

· Health centers and hospital managers where case managers are based do not always understand the case management’s objectives and the role of the case manager while they are key actors in facilitating the case manager’s work and the integration of case management in the package of services the health institution offers to its clients. 

Recommendations:

· Health centers and hospital managers must be involved in training of case managers;

· Organize visits by health centers and hospital managers to project sites where the collaboration between case managers and health centers/hospital staff is good;

· CARE field supervisors must involve health centers and hospital managers more in their ongoing support to and supervision of the case managers.  

· Referring patients from VCT to the case managers is currently the first way patients access case management services. This might not be very user-friendly since clients have to repeat their story again to a new person just after having received very shocking news. While the case manager certainly responds to the need for further counseling which cannot be filled by VCT staff that often lack time, the change in service provider does not take into account the psychological state of the client at that time. 

Recommendation: 

Integrate case management in VCT so that both case managers and VCT staff can deliver VCT and case management services avoiding the client having to interact with two different individuals. Concretely, case managers need to be trained in VCT according to TRAC module and VCT need to be trained in case management.

· Case managers are confronted with insufficient service providers mainly in the area of nutritional and food support and in the area of protection and legal assistance, often leading to clients being referred within the CARE program. 

Recommendations:

· Case managers need to be given more time to identify potential service providers outside CARE and to advocate for the creation of needy services. It is therefore recommended to start tracking the number of clients referred and served by external service providers, as a result of the intervention of the case managers;

· Considering the impact of nutrition on ARV adherence, case managers interventions should focus more on improving food and livelihood security right from the start by linking PLWHAs with economic and food security interventions at an early stage;

· The tool developed for assessing the situation of PLWHAs is too long and not yet fully adjusted to the Rwandan context, therefore resulting in a delayed assessment and delayed designing of individual plans.

Recommendation:

Continue to adjust assessment questionnaire based on input and experience of case managers so far. 
Ongoing monitoring reveals that 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:  

· Because it is linked to VCT/PMTCT services, the “case management” model helps PLWHA to access services at an earlier stage. Timely access to services helps integrate prevention and care and support; 

· Losses of clients after VCT are minimized and recovery of dropouts from  ART and PMTCT programs is made easier thanks to network of volunteers, therefore greatly contributing to increased ARV adherence;

· 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;

· 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/ART sites and other providers;

· 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 PLWHAs 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;

· 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. 
Services delivered through the case management model are first of all Home Based Care services through a trained network of volunteers and a referral service to access services: medical services (including CD4 and other tests, payment of hospitalization fees, access to PMTCT services, etc), facilitation of transport to health facilities, counseling services, legal services, food and nutrition aid, etc Another important service delivered to PLWHAs as part of CARE’s palliative care’s package is access to savings and loans groups and income generating activities, through CARE’s CLASSE Intambwe methodology, described below. 
b. Livelihood and economic security interventions
HIV-AIDS has a very negative impact on the economic situation of already extremely poor and vulnerable households. In addition, food is very important for PLWA, particularly for those under ARV. CARE Rwanda therefore integrated a livelihood and economic security component in its HIV-AIDS program. CARE’s CLASSE Intambwe
 methodology is based on the recognition that institutional micro-credit is not reaching the rural poor. It is also centered on the idea that it is more dignifying to actively participate to improve one’s economic situation, rather than just to receive. This model provides savings and limited loans services for the rural poor, is easy to understand and transparent in its operations. Interested people are organized in small Savings and Loans Groups (SLG) and save a fixed amount, which they determine, every week. Every week, loans are also given out to group members for small projects to generate income at individual level. As the savings gradually increase, group members are taught how to analyze the viability and feasibility of loan requests, how to manage funds, how follow-up on loans issued and reimbursements, etc. The saved capital is divided into two funds, a social fund and an investment fund. The latter is used for the above mentioned loans for IGAs. The first is used to assist SLG members with social problems: to cover health fees, school fees, funeral expenses, etc. but is also given as a loan not as a gift. Interest rates are also determined by group members. Loans from the social capital are usually given without an interest rate. So far, the adaptation of the methodology has been effective but it has been necessary to assist with external funds, which is not done with other people. Usually, no external funds at all are injected. However, PLWA’s savings capacity is lower and in order to motivate them, after a certain period, CARE matches the amount saved. Other ideas are still being developed to adjust the methodology to HIV-AIDS. 

CLASSE Intambwe is often combined with fruits and vegetable gardens in order to improve the quality of the food of PLWA and also as an income generating activity, since excess not consumed can be sold. Such gardens are grown in PLWA associations if they have land or at health (nutrition) center level. 

CARE also has a Memorandum of Understanding with the World Food Program to distribute food to the most vulnerable households of PLWA. However, quantities are insufficient as compared to the needs and food distributions are not sustainable. 

The recent food crisis in Rwanda has shown the importance of strengthening such livelihood and economic security interventions. In fact, with ARVs alone, PLWA will not get better. In the provinces of Butare and Cyangugu, the number of bedridden PLWHAs this quarter doubled because of the lack of food, even though the majority of people were under ARVs.
c. OVC care and support

CARE Rwanda has responded to the needs of orphans and other vulnerable children, particularly CHH with a multi-faceted approach, addressing basic needs (food, shelter, medical assistance, education, psychosocial support, and economic security). CARE Rwanda's focus on CHH began in 1998 in the districts of Muhanga, Ruhango, Kamonyi and part of Nyanza
 In 2000, the Leadership Initiative for Fighting Epidemics (LIFE) project began, offering food assistance, HIV/AIDS education, and savings and loans activities to child-headed households (CHH). Two years later, the Community Rapid and Effective Action Combating HIV/AIDS (Community REACH) project 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 was started in 2003 under the title Nkundabana Initiative for Psychosocial Support (NIPS). Literally, Nkundabana means “l love children” in Kinya-rwanda. The NIPS project expanded activities focusing on psychosocial support and education and also enabled greater scale, roughly doubling the geographic coverage and tripling the number of CHH reached. NIPS invested in a more thorough, transparent, and participatory identification of CHH by the community and in CHH selection of Nkundabana (community volunteer mentors), who are then confirmed by the community. To date nearly 500 Nkundabana have been selected, trained and organized in groups to serve 2,583 CHH, totaling approximately 6,000 children in the NIPS program area. Moreover, in 2005, CARE has started to expand and replicate the model in other parts of Rwanda
 with PEPFAR funding, bringing the total of CHHs currently being served to over 6,000 and the total Nkundabana to 1,093. It is important to note that Nkundabana in the PEPFAR funded zones are not yet “confirmed” since they are still in the process of being trained. 
The pillar of CARE’s OVC care and support strategy are the Nkundabana through whom a range of services is delivered to the children: primary and vocational, professional education, training in business literacy, health services including health insurance schemes, distribution of household materials, shelter assistance, food support, home gardens, CLASSE Intambwe and IGAs, psychosocial support, advocacy and legal assistance, sensitization in Reproductive Health and HIV-AIDS, training in life skills, facilitation of access to VCT services, referral to other services for children who test positive, organization of children in associations, etc)

Nkundabana are community-based volunteers who serve as adult mentors and role models for children. They live near the CHHs and conduct regular visits as well as provide culturally appropriate methods of support. They are first selected by the children themselves and later confirmed by local leaders. Their role is one of advocate, teacher, role model, 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, solve small misunderstandings/conflicts among children, teach life skills and provide advice. They also represent CHH in schools parents committees. 
With support from local organizations (ARCT
-Ruhuka and Haguruka
), Nkundabanas are trained in professional conduct, helpful active listening (HAL), counseling techniques, concepts of trauma and grief, sexual and reproductive health including HIV/AIDS, conflict resolution and child rights. Cross visits of Nkundabana from different provinces are also encouraged to facilitate quick learning from one another.  In addition, Nkundabana also need to be motivated by supporting them to improve their livelihood conditions. In response to this, CARE trains them in forming and managing associations, in microfinance CLASSE Intambwe methodology described above (which has also been adjusted to children) and in the design of Income generating Activities. 
Nkundabana undergo an extensive training program that starts with the so called “kick-off training” during which Nkundabana are instructed about their role, what children are expecting from them, why children chose them. Later on, children rights, Helpful Active Listening, Counseling skills, etc are taught. As Nkundabana start to work, they are also organized in associations to facilitate exchange of experience and to support one another. Community level activities (start-up event, fun days and appreciation days) are organized to gain community participation and ownership and avoid the so-called “lucky orphan syndrome”. Advisory committees gathering children’s and Nkundabana representatives, local leaders and civil society organizations are put in place. While the final evaluation of the NIPS project in Gitarama is yet to take place, the model has already been recognized as a best practice in Rwanda by the Ministry of Gender (MIGEPROF) in charge of OVCs, by the National Aids Control Commission (NACC) and by various other national and international stakeholders.
Through CHF funding, CARE is now continuing the training of the previously identified Nkundabana outside the NIPS zone, which had not been (completely) trained so far. Also, those who were trained are supervised, coached and supported on a regular basis by CARE field based staff. However, funding available does not allow the provision of the full training program, nor does it allow a level of sufficient supervision. 
The Nkundabana model’s objectives can be summarized as follows:

· Rehabilitate the psychosocial life of children in child headed households

· Give children parental love and education which was robbed from them by their parents’ death or separation 
· Sensitize and inspire communities on their responsibility to care and support for OVC;
· Put in place a structure where to go when a child feels uncomfortable or unsafe just like children in normal situations go to their parents.
So far, the following lessons have been learnt from the Nkundabana model: 
· Community participation is vital to the acceptance and success of the approach. 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; NGOs should be careful not to be used as “substitutes” of the Government. Project advisory committees provide a framework where government and civil society can meet to work together on children issues and divide tasks according to each other’s respective mandates, roles and responsibilities;

· Advisory committees are powerful tools for community mobilization and long-term sustainability; They give children a voice and have the potential to address issues of vulnerable children in general, not just CHHs;

· Aspects of the program, such as food aid, 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. CARE’s CLASSE Intambwe savings and loan methodology has been successfully adjusted to the situation of OVCY. Also 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,
· Nkundabana should not be overburdened, 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 first three years concentrate mainly on the technical capacities of the Nkundabana, while two more years are estimated to be necessary to consolidate the model’s institutional framework in order to ensure sustainability;

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

· Community norms must be respected. That way, the worst forms of jealousy and the 'lucky orphan syndrome'
 can be avoided. 
· Sustainability of the model after the withdrawal of external aid must be considered and planned for (see organization of Nkundabana in associations and networks).

· The model has potential to serve the needs of other categories of OVCY and this should be piloted. 

A formal external evaluation of the model in the former Gitarama province is being organized and should be concluded by the end of June 2006. Findings and recommendations from this evaluation will be integrated in the CHF funded zones. 
3. Non programmatic achievements
Concrete measures were taken during the reporting period to improve the efficiency of the project. The office that was rented in Butare was given back to the owner and CARE identified a smaller office space within the building of the administrative district authorities of Huye District. Key partners such as Provincial Aids Commission are also based there, therefore greatly contributing to increased cooperation. The cost reduction involved is approximately $500, - per month. The Kibuye and Cyangugu offices were also changed, resulting in a monthly reduction of approximately $1, 000, - for the two provinces. The rent of the Gitarama office was renegotiated and brought down by half. Some offices are now sharing support staff, such as book keepers and administrators. Similar measures will continue in the coming months. 
CARE also completed its own M&E plan for the HIV-AIDS program. Having 6 different HIV-AIDS projects, all with different indicators but more or less similar objectives, there was a need to harmonize indicators, consolidate them in one M&E plan and revise data collection tools accordingly. This was completed at the beginning of March. The introduction of new indicators and new data collection tools however, now require, support visits to the field to help sub-offices apply these new instruments correctly.
4. Challenges and constraints

The first constraint was the delayed signing of the grant agreement between CHF and CARE. The agreement was signed on the 6th of February, five weeks after the official start date of the project and the first transfer of funds was received a few days later. 
The second major challenge was the administrative territorial reform in Rwanda. CARE had a Memorandum of Understanding with the Health districts for the implementation of the case management. Case managers had contracts with the health districts who where also paying their salaries with funds received from CARE. CARE was receiving contradictory information from the Ministry of Health on the one side and from the new Directors in charge of Health, Social Affairs, Family Promotion and Child Protection on the other side as to who should sign new MOUs. Finally, it was agreed to sign a tripartite MOU between CARE, the health facility where the case manager is based and the administrative district. This, however, means signing over a 150 MOUs, since there must be a MOU with each health institution where a case manager is based. At the end of March, the majority of the MOUs were signed. However in the absence of a MOU, case managers could not be paid. In March, CARE decided to pay advances to limit the turn over of case managers, however some had already resigned. Today, while the majority of MOUs are signed, the contracts between the case managers and the health institutions are still to be made. CARE is following up very closely but signing work contracts within some institutions can be very time consuming. Overall the territorial reform, followed by the elections which took most of the time of the newly appointed officials in January and February, constituted major obstacles. 
Problems of mismanagement in Kibuye which were first identified in December 2005 resulted in the dismissal of nearly the whole team of that Province. Therefore, hardly any activities were implemented in the former Kibuye Province during the reporting period. At the time of writing this report, four new field supervisors have been recruited and deployed. They have been chosen among ex HIV-AIDS program staff that had been laid off because of budget cuts in September 2005. The Project Manager of the Gisenyi province has been appointed as interim PM for Kibuye while CARE is finalizing the recruitment of a full time PM. 
The late communication by CHF of indicators to be reported against by partner organizations results in some indicators not being available yet for this reporting period. For example, the different age categories for OVC indirect beneficiaries could not be collected. It will be done starting from the next report. It is also worth mentioning that CARE lost 2 senior team members of the HIV-AIDS M&E unit, including the Head, to CHF. To date, these two positions have not been filled. 

Working primarily with CHH makes it difficult for CARE to respect the age limit of 17. Many heads of households are older than 17 years and the program cannot target their younger siblings without assisting them as well. These children truly need assistance to start with vocational training, psychosocial support, etc and they are often the most at risk of contracting HIV-AIDS. This issue should be raised in OVC coordination meetings with CHF and USAID. 
5. Highlight for the next quarter

· Training in CLASSE INTAMBWE Methodology and IGAs for PLWHA & OVC associations (490 children left to be trained);
· CLASSE INTAMBWE Kits provisions purchase & distribution to PLWA & OVC associations
· Identify and fund Income Generating Activities PLWHAs & OVC

· Ongoing supervision of savings and loan groups among PLWA, OVC and Nkundabana

· Continue facilitation for access to VCT & enrollment/adherence to PMTCT services
· Continue ARV literacy trainings for PLWHA and refresher trainings on HBC for community volunteers to reach targets

· Continue to facilitate access to CD-4 count test & other tests

· Continue support to bedridden PLWHA for transfers, OI treatment and hospitalization;

· Continue to provide critical food and nutrition support to bedridden PLWHA and vulnerable HIV+  lactating women
· Pay mutuelles de sante where not done yet;
· Selection & initial kick off training of NKUNDABANA on counseling, protection and psychosocial support skills to reach target of 300; 
· Ongoing supervision of Nkunabana;

· Distribution of household items and contribution/support for shelter CHH

· Distribution of school materials to children for the second term;

· Monitor children enrolled in different vocational training centers; 

· Purchase and distribute equipment/materials for children enrolled in vocational training; 
· Refresher training for 14 case managers in palliative care to reach target of 74; 
· Refresher training for 1000 community volunteers in ARV treatment and adherence;
· Ongoing supervision and support to case managers and community volunteers;

· Oversee signature of MOUs for case management by health institutions.

· Organize and hold quarterly planning and coordination meetings with stakeholders

�  'Community Learning and Action for Savings Stimulation and Enhancement' (CLASSE-Intambwe). Intambwe is the Kiniarwanda word for “step”. 


� 	Former Gitarama Province. 


� Former Cyangugu, Gikongoro, Butare, Kibuye, Gisenyi, and Umutara 


� ARCT stands for Rwandese Associations of Trauma Counselors 


� Haguruka is a local women association for child rights protection


� 	The 'lucky orphan syndrome' denotes a situation where, due to the intervention of humanitarian organisations, the OVCY within a given community are better off than anyone else.
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