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CARE Rwanda OVC Program

Section C1 – Theory of change

CARE Rwanda’s OVC Program is centered around a theory of change. The theory of change
consists of a strategic goal, three domains of change and a number of pathways. Achieving a
strategic goal is a long-term process of change, affecting many dimensions of life. In order to
achieve the lasting impact on vulnerable women’s lives as described in the strategic goal, it is
essential to achieve change in each of these domains of change. The different pathways under
each domain of change show the road that CARE Rwanda will be taking to contribute to this
change.
In summary, the theory of change for the OVC program including its pathways, looks like this:
Strategic goal:
By 2025, orphans and vulnerable children (OVC) aged under 18 enjoy their human rights and live in dignity

Domain of Change 1:
If OVC have equitable
access to and use of social
and economic services and
resources

Pathways:
P1: Education
P2: Health
P3: Food security and
nutrition
P4: Economic
P5: Access to markets
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+

Domain of change 2:
If social and cultural norms
are transformed in order
to promote equitable
support, opportunities and
participation for OVC

Pathways:
P6: Rights and protection
P7: Participation
P8: Gender and GBV
P9: Girls’ leadership

x

Domain of change 3:
If the legal environment
and community-based
mechanisms for OVC
protection are improved
and enforced to address
their needs and rights

Pathways:
P10: Advocacy
P11: Grassroots
P12: Local government
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The Strategic Goal
In CARE International’s definition, a program’s strategic goal is “a 10 to 15 year ambition, specifying the kind of
enduring impact we would like to see achieved in the lives of the impact population group, at broad scale”. Based on
the analysis of the poverty and vulnerability situation of OVC in Rwanda (see section A2 in ‘Why the OVC Program?’),
the strategic goal that CARE Rwanda strives to achieve, together with its partners and allies, is:

By 2025, orphans and vulnerable children (OVC) under 18 enjoy
their human rights and live in dignity
For a definition of OVC, including the specific sub-groups of OVC that CARE Rwanda aims to target, please refer to
section B1 in ‘Who the Program is for’.

The domains of change
As said in the introduction above, the strategic goal can only be achieved by bringing about change in multiple
domains of life. This reflects CARE’s recognition that poverty and vulnerability are neither simple nor one-dimensional
phenomena.
Three areas of life in which change needs to happen for the strategic goal to be achieved have been identified. These
include:
o the human conditions in which OVC live,
o their social position in society, and
o the enabling environment that surrounds them.
The domains are interdependent, and influence and complement each other. In each area, underlying causes of OVC’s
poverty and vulnerability can be found (see also section A2, situational analysis in ‘Why the OVC Program?’). For each,
a domain of change has been identified. Therefore, a sustainable impact in the lives of OVC can only be achieved if
change takes place in all domains, and if these changes support each other.
The three domains of change are formulated as follows:

If OVC have equitable
access to and use
quality social and
economic services
and resources
(Domain of Change 1)

+

If social and cultural
norms are
transformed in order
to promote equitable
support,
opportunities and
participation for OVC
(Domain of change 2)

x

If the legal
environment and
community-based
mechanisms for OVC
protection are
improved and
enforced to address
their needs and rights
(Domain of change 3)

The mathematical symbols in the theory indicate that the effects of change at individual and socio-cultural levels (the
two hypothetical statements between parentheses) can be multiplied and made more sustainable if the legal
environment becomes fully appropriate and effective. Positive change in the legal environment can ensure formal
recognition of the (need for) change at the individual and socio-cultural level, and makes the government and its
institutions a more likely ally in the strive for these changes.
Below, each of the domains of change and its pathways are discussed in more detail.
Section C1 – Theory of change
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Domain of change 1: If OVC have equitable access to and use quality social and economic
services and resources
The first domain of change addresses the human conditions that OVC live in. Human conditions are aspects of quality
of life, well-being and opportunities. These include the necessary material and physical conditions for a good and
healthy life (including secure and adequate livelihoods, income and assets, access to enough food and clean water at
all times, health and education security, physical security, shelter, etc).
The domain specifically looks at services and resources, assuming that equitable access to and use of these services
and resources by OVC is essential for them to achieve the material and physical conditions as described above, to live
their lives in dignity and develop to their full potential. A number of important elements can be identified by
unpacking this domain of change:
o

o

o

o

OVC  Orphans and Vulnerable Children, being the group that the OVC program aims to have a positive
impact on. Please refer to section B1 in ‘Who the Program is for’ to read more about the definition of this
impact group.
Equitable  Equitable is not the same as equal. It is not sufficient to ensure that OVC have the same
opportunities to access and use services and resources as other children. ‘Equitable’ means that the special
needs that each group of OVC has, are responded to.
Access to and use  Access and use go hand in hand, and imply a need for change at two levels. First, there
is the level of the services and resources. They (or the underlying mechanisms of the distribution of their
benefits) need to be OVC-friendly, allowing their access. For example, a school needs to be constructed in
such a way that it is accessible to children with special needs. Then, there is the level of the OVC, who need
to have the awareness, capacity and confidence to then actually use these service and resources.
Social and economic services and resources  OVC need a range of services and resources in order to live in
dignity and develop to their full potential. Through this domain of change, CARE Rwanda is particularly
addressing their access to and use of educational services (see pathway 1), health services (see pathway 2),
land and food resources (see pathway 3), economic services (see pathway 4) and markets (see pathway 5).

Five pathways contribute to achieve the change as described in this domain:
Pathway 1: Promote sustained access to quality education services for OVC, especially girls. This includes early
childhood development, basic-primary, secondary and vocational education. Through this pathway, CARE promotes
both improvement of the education services at the side of the service provider, as well as their use at the side of the
service user (the OVC).
Pathway 2: Promote access and quality use of healthcare services (including psychosocial services) for OVC. The
pathway focuses on the Essential Package of healthcare priorities for OVC as developed by the Government of
Rwanda.
Pathway 3: Promote improved utilization of food resources and more equitable intra-household distribution of food.
This is expected to lead to improved quality and quantity of food intake and as a result to improved and sustained
nutrition of OVC.
Pathway 4: Promote the economic security of households containing OVC. This includes:
o Access to savings and credit;
o Skills in enterprise development;
o Facilitation of cooperatives;
o Ensuring equitable distribution of the benefits of economic activity within the household.
Pathway 5: Facilitate OVC and households containing OVC to set up enterprises and access markets, as such
supporting the role of OVC as market actors in their own right, and promoting responsible private sector engagement.
Each pathway is in detail described in a strategic brief, which can be found in section C5.
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Domain of change 2: If social and cultural norms are transformed in order to promote equitable
support, opportunities and participation for OVC
Domain of change 2 aims to achieve change at the level of OVC’s social position. Social positions are peoples’ position
in society, including the way that others look at them, the social and cultural norms attached to the group to which
they belong, their perceived added value to the community, etc.
No-one lives in an isolated environment. The society in which we live and specifically our position in that society has a
large impact on us. One the one hand, one’s social position directly influences quality of life. Being respected, valued,
listened to, etc. are of great importance to one’s emotional and psychosocial well-being today and in one’s further life.
On the other hand, social position influences human conditions, the first domain of change, as the opportunities to
access and use services and resources partly depend on one’s social position. A particularly highly valued and
respected group in society will more often see its needs reflected in decision making on the provision of services or
resources and receive practical or moral support in accessing them, while a marginalized group is more likely to find
that services are not catering for its specific needs and find that their attempts to access services and resources are
consciously or unconsciously obstructed by mainstream society.
Again, it is worth unpacking the domain of change in order to look at its main elements in detail:
o

o
o

o

o

Social and cultural norms  Norms are those formal and informal rules or guidelines for what is considered
‘normal’ social behavior. Often, they are applied unconsciously and pressure to comply is high, since they are
considered ‘normal’, taken for granted and thus rarely questioned or discussed. In Rwanda, children in
general and in particularly girls and OVC, are seen as less important in the household and the society, as a
result of which the protection of their rights does not have high priority.
Transformed  In order to sustainably transform social and cultural norms, this transformation needs to
come from within. As norms are deeply engrained in a society, they change slowly.
Equitable  As explained under domain of change 1, equitable is not the same as equal. The support,
opportunities and participation to OVC need to reflect their particular vulnerable situation and the specific
challenges they may face to make use of already existing, ‘mainstream’ opportunities.
Support, opportunities and participation  This refers to the level of support that OVC receive from other
community members to fulfill their rights, the level of society’s support of their opportunities to access and
use services and resources (ref. domain of change 1) and the extent to which OVC are allowed and
encouraged to participate in decision making that affects their lives.
OVC  Orphans and Vulnerable Children, being the group that the OVC program aims to have a positive
impact on. Please refer to section B1 in ‘Who the Program is for’ to read more about the definition of this
impact group.

Under domain of change 2, four pathways have been identified:
Pathway 6: Raise awareness among OVC, parents, community members and local authorities on child rights and
protection mechanisms, and challenge negative intra-household and community perceptions about OVC.
Pathway 7: Promote participation and representation of OVC in decision-making processes that affect them and their
families. These processes include planning, budgeting, social services, district priority setting, EDPRS development, etc.
The pathway focuses both on the level of OVC (capacity and confidence to access information and to participate) as
well as on the level of the decision-making bodies (receptiveness to participation by OVC and their representatives).
Pathway 8: Promote gender equity and equality among OVC by actively engaging men and boys, by preventing GBV
and by ensuring people affected by GBV have access to the services they need.
Pathway 9: Promote girls´ leadership by creating opportunities for sport, student governance, life skills and social
networking.
Each pathway is in detail described in a strategic brief, which can be found in section C5.
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Domain of change 3: If the legal environment and community-based mechanisms for OVC
protection are improved and enforced to address their needs and rights
The last domain of change focuses on the enabling environment, which can be defined as the structural environment
that recognizes and reinforces rights and responsibilities. An enabling environment consists of multiple elements that
are needed for fostering just and equitable societies. Some of these elements are:
o good governance;
o sound legal, regulatory, political and institutional frameworks;
o pro-poor policies;
o institutionalized mechanisms for transparency and accountability;
o conducive private sector social accountability mechanisms;
o strong civil society participation (freedom of expression, association and negotiation); and
o freedom from conflict
The domain looks at the enabling environment at two levels: the legal environment at the governmental level and the
different mechanisms for OVC protection at the community level. This domain of change has a multiplying effect on
the other two domains of change. Improvement of the enabling environment stimulates or even enforces change at
the level of human conditions (domain of change 1) and social position (domain of change 2). At the same time,
change in the first two domains of change that comes about without being embedded in the enabling environment,
risks to be unsustainable as there is no formal mechanism to support it.
The main elements of this domain of change include the following:
o

o

o

o

Legal environment  The legal environment includes laws, policies and strategies that specify the rights of
OVC, the government’s commitments to achieve these and the responsibilities of different actors therein.
These include laws, policies and strategies that target OVC specifically, such as the National Policy for
Orphans and Other Vulnerable Children as well as those that target citizens in generally, in which case it is
important that measures are taken to ensure that OVC equitably benefit.
Community-based mechanisms for OVC protection  Besides the legal level, it is important to look at the
community level. Community-based mechanisms for OVC protection include both those mechanisms that are
identified in laws, policies or strategies aiming at the protection of OVC and that are meant to ensure their
implementation (e.g. the Anti-GBV and Child Protection Committees as identified in the Child Care Reform
Strategy), as well as those solidarity mechanisms that exist independently from the legal environment (e.g.
the culture to, if possible, adopt orphans into another household).
Improved and enforced  The combination of these verbs points at the fact that it is important not to look at
structures or documents only, but also at their implementation. Without enforcement, an improved law does
not have any real impact on the lives of OVC. This includes awareness of duty bearers on their obligations to
fulfill rights of OVC, their capacity to do so, the budget available, the appropriateness of the systems in place
to do so, etc.
Needs and rights  Needs refers to any needs of OVC that allow them to develop to their full potential.
Rights refer to those rights as identified in two sets of rights, that are however closely related and partly
overlap. The first are the human rights as recognized internationally, and included specifically in the UN
Convention on the Rights of the Child and the Africa Charter on the Rights and Welfare of the Child, both
ratified by Rwanda. These are the underlying framework for any of our rights-based work. The second are the
rights of Rwandan children as specified in the country’s legal framework. Although the rights of all children
are the same, OVC as a vulnerable group may have specific needs in order to enjoy these rights to the same
extent as non-vulnerable children.

Domain of change 3 includes three pathways:
Pathway 10: Advocate for favorable laws and policies on access to services, inheritance and access to resources for
OVC. In its advocacy efforts, CARE looks both at the policies and laws themselves as well as at the level of their
implementation.
Pathway 11: Promote grassroots activism that advocates for policy and law enforcement and increased accountability
among law enforcers. This will result in strengthened community-level protection and representation mechanisms for
OVC.
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Pathway 12: Increase capacity of local government to engage with OVC and create space for OVC to provide feedback
to local authorities
Each pathway is in detail described in a strategic brief, which can be found in section C3 of ‘What the Program does’.
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CARE Rwanda OVC Program

Section C2 – Models for
programming

CARE Rwanda’s VW program is built on a number of strong, well-tested models. These models
have been developed and refined based on past experience of CARE Rwanda and others, as well
as theoretical research. They have proven to bring about a positive impact on the lives of VW.
CARE Rwanda is committed to scale-up these models with local partners and the Rwandan
government. This is a careful, step-by-step process, during and after which CARE continues to
contribute to their continuous improvement. In addition, we are engaged in innovative
initiatives to develop new models.
The definition of a model
Not any approach, methodology or strategy is a model. In order to define what a model is, CARE Rwanda bases itself
on WHO and ExpandNet’s definition, which states that an innovation is most likely to be successfully scaled-up if it
124
responds to the following attributes :
o Credible in that they are based on sound evidence and/or advocated by respected persons or institutions. For
CARE to advocate with other actors to adopt a certain model, it is essential for us to have successfully tested
it in the context of Rwanda;
o Observable to ensure that potential users can see the results in practice;
o Relevant for addressing persistent or sharply felt problems. In the context of CARE Rwanda’s OVC and VW
programs, this means that a gender and power analysis are carried out to ensure that the model contributes
to more gender equality and does not create any unintended risk or harm to women or girls.
o Relative advantage over existing practices so that potential users are convinced the costs of implementation
are warranted by the benefits. This also means that the model must be robust enough to be of added value in
diverse circumstances and not be applicable in only vey specific conditions only, in order to make it scalable;
o Easy to install and understand rather than complex and complicated. For CARE, this includes a strong
documentation of the model that allows partners to replicate it effectively;
o Compatible with the potential users’ established values, norms and facilities; fit well into the practices of the
national program;
o Testable so that potential users can see the intervention on a small scale prior to large-scale adoption.
This said, it is important to recognize that a model is never finalized. Implementation leads to new experiences from
which we, our partners and other users will learn. This learning will inform the models, continuously improving their
quality over time. In addition, models are not rigid but flexible and can be implemented differently in different
circumstances to ensure achieving the best possible results.

The Child Mentorship Model
Purpose: The main objective of the Child Mentorship Model is to provide
OVC without (sufficient) adult support with a voluntary mentor from their
community, who helps them in multiple aspects of their lives and who
advocates with duty bearers for OVC’s rights.
Description: The model highly values the self-determination of children.
The participating children choose adults they trust to serve as their
volunteer mentor (often called ‘Nkundabana’, which is Kinyarwanda for ‘I
love children’). With training (on e.g. gender, child rights, life skills, family
planning and psychosocial skills) and guidance from CARE, each mentor
helps several child-headed or vulnerable households. Via regular home
124

Based on WHO and ExpandNet, Nine steps for developing a scaling-up strategy, 2012
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visits, the mentor supports the children’s emotional well-being,
well
assesses their physical needs, and acts as advocate,
counselor, protector, friend and bridge to the community and duty bearers. The mentor can for example bring a child
to the hospital in case of sickness, talk to the local authorities if there is a dispute
te over land or property, and ensure
that the children go to school. Mentors
entors also help to channel essential services and resources such as food rations,
school equipment, school enrolment and health insurance to the OVC.
As the volunteer mentors actively involve others in the care for and protection of OVC, the
t model combines the
efforts of the mentors,, the communities in which OVC reside, local authorities, service providers and OVC themselves
to fulfill the children’s rights. To facilitate peer support as
as well as ensure a stronger voice in advocacy, mentors from
the same area are brought together in associations. Appreciation days and fun days are organized to recognize
volunteer mentors’ work, strengthen the social fabric between OVC, mentors and the wider community,
community link mentors
to local authorities to help their advocacy work, and build wider awareness of child rights.
So far, some of the main lessons learnt on the Child Mentorship Model include:
o Broad and meaningful community participation
participatio is essential. Although very time consuming, this participation
can prevent many difficulties, such as jealousy, at later stages.
o Volunteer mentors need to be motivated, retained and rewarded for their efforts. Mentors
M
agree to give a lot
of their time to
o do difficult work for the benefit of OVC and the community. Experience with similar programs
internationally suggests that a program based on the work of volunteers needs to be professionalized to the
greatest possible extent in order to maintain motivation,
motivation, quality of work, satisfaction and mutual benefit. The
work of mentors should be guided by a clear and transparent policy that regulates the relationship between
an implementing agency and the volunteer and gives guidelines on e.g. the use of incentives
incentive such as gifts and
travel allowances. In order to ensure that volunteers feel rewarded, while retaining the voluntary character
of the work, social recognition of their work through e.g. appreciation days can be encouraged.
o Interventions must be ready to meet the needs of various categories of OVC. As CARE’s experience in OVC
programming has evolved, it has paid increasing attention to the different needs of boys, girls, different age
groups and different categories of OVC. One important addition to CARE’s
CARE’s OVC interventions was the
inclusion of ECD activities, so as to better meet the needs of very young OVC. Another addition was
succession planning for children affected by HIV/AIDS.
In order for CARE Rwanda to better understand the different needs of boys and girls, and how the Child
Mentorship Model can respond better to these, a Gender Gap Analysis was carried out. This analysis helped
in better accommodating the specific needs of girls
girls in the model. This is for example done by ensuring that
the mentor’s husband or wife is included in trainings, specifically those on sexual and reproductive health.
This ensures that all OVC with a mentor can talk to somebody of their own sex on this subject.
Lastly, although CARE Rwanda’s first experiences with the Child Mentorship Model
M
were specifically to
support child-headed
headed households, initiatives to innovate with support for other OVC whereby the mentor
support the parents in their role are underway.
unde
Relevance: Many OVC in Rwanda
currently live without adult support,
support
or in families that struggle to provide
sufficient support to these children.
children
Various evaluations have found that
the Child Mentorship Model is
successful in reaching its objectives.
objective
More than 90% of OVC in were
satisfied by the quality of services
received, the relationship with their
volunteer mentor, and the impact of
the project on their well-being
well
and
integration in the community.
In addition, the model is very much in line with
with GoR’s policy, which aims at taking care of OVC in the family setting
rather than in orphanages or other institutions.
History: The concept of voluntary community mentors who look after the needs of children was first introduced by
Food for the Hungry International (FHI) in Gitarama Province in early 2000. At first, mentors mainly facilitated service
delivery, especially food distribution.
ibution. Based
B
on a holistic assessment of OVC needs, CARE Rwanda enriched the initial
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model to include child protection and psychosocial elements and to give it a stronger foundation within the
community.
After a successful pilot to test to what extent the model can be scaled up with partners, CARE Rwanda is now engaged
in discussion with the Government of Rwanda to advocate for the scale-up of the model.
Documentation: For more information on the Child Mentorship Model, please look at the following documents,
available at the resources section of CARE Rwanda’s website (www.care.org.rw):
o Nkundabana Toolkit (CARE Rwanda, 2010)
o A Model for Community-Based Care for Orphans and Vulnerable Children; Lessons Learnt (CARE Rwanda, no
date)

The Early Childhood Development Model
Purpose: To provide children under six with the holistic
support that they need to develop to their full potential.
Description: Holistic care for children of young age is crucial for
their development. CARE’s model for Early Childhood
Development (ECD) therefore gives attention to five
intervention areas at five different levels (also referred to as
the 5x5 model). The intervention areas include child
development, health, food & nutrition, economic security and
child rights & protection. These are improved by working at
five different levels: the individual child, the family or caregiver,
the childcare setting, the community and the national policy
environment.
The ECD Model comprises three main components, for
children of different ages. All are community-based and largely
community-managed.
o

ECD centers for children between 3 and 6 years old
An ECD center encompasses three classrooms with furnishings and materials, teachers (remunerated via
parents’ monthly fees) trained using the MINEDUC ECD curriculum, a Parent Committee that learns to
manage the center, and up to 30 children per class in double-shifts. Children benefit from attention to their
physical, cognitive and socio-emotional development, receive a daily amount of porridge and access health
services via links between the center, the local health facility and the Community Health Worker. Their
parents enjoy extensive training in child development, health and nutrition, income-generating activities, and
participation in VSL associations.

o

Home-based ECD for children between 18 months and 3 years old
Unlike ECD Centers, HB ECDs are managed solely by the parents of attending children. Each group is selfselecting; one family volunteers to provide an indoor room, outdoor play space and an area to store and cook
porridge. Each site is fitted with hand-washing and latrine facilities. As at the ECD Centers, a tie is developed
with the local CHW, who helps monitor children’s growth and wellbeing, brings outreach services to the HB
ECD, and oversees referrals for children needing health care. Parents (in practice usually the mothers)
develop a rotating schedule in which each woman
oversees the HB ECD for one morning a week. CARE’s
major role is to provide training and guidance to the
parents engaged in each HB ECD. Those who oversee
the children receive a shorter version of the ECD
teacher training.

o

Home visits for children younger than 18 months and
pregnant mothers
Home Visits for children <18 months. To reach the
youngest children in the target range, CARE developed
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the role of Mother Leader. Her focus is on the health and developmental needs of infants, toddlers and their
parents. The Mother Leader is an HB ECD parent who volunteers to regularly visit the homes of children
under 18 months, pregnant and lactating women. She encourages pre- and antenatal care, monitors child
growth, and provides parents information on fetal and child development. A cadre of Mother Leader thus
extends the reach of the CHW into households.
At the same time, they extend the CHW’s reach into HB ECDs. Each month, CHWs train Mother Leaders in a
new health or nutrition topic; the latter then share this information with other parents in the HB ECD.

Relevance: Strong evidence points to the
importance of integrated early childhood
programs that address both the biological
and psychosocial risk factors that keep
children from developing to their full
potential. For instance, investing in early
childhood development (ECD) is critical to
breaking the cycle of poverty and inequality,
particularly among the most vulnerable
125
populations . Research in ongoing ECD
programming
indicates
that
children
benefiting from the community-based ECD
Model on average have better nutritional and
health status, perform better in primary
school, show improved ability to socialize and
126
are more confident . The model is currently
further piloted and researched. New
experiences and evidence will allow to
further improve it.
127

History : In 2007, CARE Rwanda first conducted a pilot with three ECD centers for children aged 3-6 in Kamonyi
District. Within months, demand for enrolment outstripped space available. At the time, the Ministry of Education had
just approved an ECD curriculum. Besides this, many materials and approaches needed to be created from scratch. In
early 2009, CARE took three important steps to further the ECD Model:
o With additional funding, CARE launched six new ECD centers in Kamonyi and Musanze Districts.
o The capacity and quality of the centers was improved, for the centers to include three classrooms that mostly
host two shifts per day. Children can as such be separated by age, with a maximum number of 30-35 children
per class.
o After positive consultations with parents in the Kamonyi District, a new pilot started, to test the home-based
ECD for children between 18 months and 3 years old.
The success of the home-based ECD inspired CARE Rwanda to also develop a component for the youngest children,
those under 18 months old, which is currently being piloted.
Documentation: For more information on the Early Childhood Development Model, please read A Model Beginning:
CARE’s Early Childhood Development for Rwanda’s Most Vulnerable Children (CARE Rwanda, 2010), available at the
resources section of CARE Rwanda’s website (www.care.org.rw).

The Village Savings and Loans Model
Purpose: Increase economic empowerment of households containing OVC, while serving as a platform for increasing
awareness on different human rights related topics as well as increasing self-esteem and confidence.

125

CARE Rwanda, A Model Beginning: CARE’s Early Childhood Development for Rwanda’s Most Vulnerable Children, 2010
CARE Rwanda, Kuraneza Project Qualitative Assessment, 2012
127
The below paragraph is based on: CARE Rwanda, A Model Beginning: CARE’s Early Childhood Development for Rwanda’s Most Vulnerable
Children, 2010
126
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Description: The VSL Model involves the voluntary formation of groups of 20-30 self-selected participants who make
regular savings contributions. They do this by purchasing shares to a central fund, which is kept in a locked box whose
3 keys are held by different group members. With the approval of their peers, any of the members can borrow from
this central fund. Loans are paid back with interest,
causing the fund to grow. All transaction are
carried out at regular (i.e. weekly or fortnightly)
meetings in front of members.
The cycle of savings and lending is time-bound and
usually lasts between nine months and one year. At
the end of the agreed period, the accumulated
savings and interest are shared out amongst the
membership in proportion to the amount of shares
that each member has purchased during over the
course of the cycle. In this way the VSLAs, which
are autonomous and self-managing, provide simple
savings and loans facilities in communities that do
not have access to financial services. Certain VSL members, receiving additional training, subsequently function as
village agents, training new VSL groups in the same methodology. CARE Rwanda and its partners combine the VSL
Model with a number of other elements, including capacity building in cooperative and enterprise management,
functional literacy, linking to microfinance institutions and private sector, and value-chain management.
Within the OVC Program, CARE Rwanda uses the VSL Model in the first place to strengthen care-takers of OVC, as
poverty at the household level is identified as one important cause of vulnerability of OVC. Volunteer child mentors,
mother leaders, ECD teachers and other target group members are also targeted through the VSL Model, to facilitate
and motivate them to continue their (volunteer) support to OVC. At the same time, the VLS groups function as a
platform for awareness raising on e.g. child rights. Lastly, CARE Rwanda also recognizes that (older) OVC themselves
are often already economically
active. In order to support them
in their efforts, CARE Rwanda is
adapting the VSL Model to be
used with OVC, without putting
at stake their rights and needs as
children. This could for example
take the form of savings clubs,
where children in and outside of
school learn how to save and
manage their money. Again, this
also provides the opportunity to
reach
the
members
with
awareness raising on sexual and
reproductive health, life skills,
and gain leadership skills. In
other cases, VSL is combined with
vocational education, which
allows OVC to gain the
The Village Agent Approach
knowledge, experience and a
start-up capital to start their own small enterprise.
Relevance: The VSL Model has been proven to enable group members to invest in small business and as such improve
the economic situation of their household. For example, the SAFI impact evaluation shows that after two years,
involvement in VSL had led to a significant increase in food security and investments in assets and house
128
improvements among the members . Another striking example comes from Zanzibar. Between 2001 and 2002, CARE
trained VSL groups. At the end of the project, 47 groups were functional. At CARE’s exit, the groups were under the
supervision of an apex organization run by themselves, the Jozani Credit Development Organization (JOCDO). A survey
done in 2006 showed 158 operational groups, including the 47 original groups and 111 additional groups, trained by

128

CARE USA, Impact of a Village Savings and Loan intervention; Evidence from Rwanda Sustainable Access to Financial Services of Investment
project; Impact Evaluation Report, 2012.
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JOCDO. Of the original 47, only one group had been reconstituted and its name changed due to initial poor leadership.
The survey showed that 22% of members had improved standards of living, 21% had improved housing and 20% had
129
increased income .
History: CARE pioneered the savings group model in Niger in the early 1990s, and its Village Savings and Loans (VSL)
Model has since become familiar across Africa and beyond. In Rwanda, CARE first introduced the VSL methodology in
1999, adapting it to the local context. The methodology became known as CLASSE-INTAMBWE, CLASSE standing for
Community, Learning and Action for Saving Stimulation and
Enhancement, and INTAMBWE being a Kinyarwanda word that
figuratively means ‘Step by Step’. The methodology was first
piloted in the former province of Gikongoro, in the current
Southern Province. Over time, experience helped to improve
and develop the model as it is used today, for example by
adding the component of linking VSL groups to financial
130
services, allowing them to access external credit . CARE
Rwanda’s SAFI project conducted an analysis of what would be
the most efficient way of scaling up the model, which led to the
decision to work with local NGOs and Village Agents to reach as
131
many impact group members as possible .

Documentation: For more information on the Village Savings and Loans Model, please look at the following
documents, available at the resources section of CARE Rwanda’s website (www.care.org.rw):
o Empowering Rwandan Communities One Step at a Time; How Voluntary Savings and Loans Build Access to
Financial and Social Services (CARE Rwanda, 2010)
o SAFI Technical Briefs (CARE Rwanda)
o Mind the Gap; Exploring the Gender Dynamics of CARE Rwanda’s Village Savings and Loans (VSL)
Programming (CARE Rwanda, 2012)
o Connecting the World’s Poorest People to the Global Economy; New models for linking informal savings
groups to formal financial services (CARE International, 2013)

The Community Scorecard Model
Purpose: The Community Scorecard (CSC) is a participatory process designed to engage citizens in assessing and giving
feedback on the quality and effectiveness of the public services they receive. It aims to improve citizen participation in
decision making, transparency and accountability, while at the same time improving the quality of service delivery to
the citizens.
Description: The UN Convention on the Rights of the Child, stipulates that children have the right to express their view
132
freely in all matters that affect the child, and that these views should be given due weight in decision making .
Currently, few opportunities however exist. The CSC process engages both ‘Service Users’ (citizens) and ‘Service
Providers’ (duty bearers) in a discussion around the issues that affect service delivery and is adaptable to be used with
children and youth. Specific attention is given to the inclusion of OVC, who otherwise have less chance than others to
have their voices heard and influence decision making. The process then brings them together to share their
perspectives and develop a joint action plan to improve services. As such, citizens (including children) are enabled to
advocate with the service providers and local authorities to solve certain problems or prioritize specific areas of
service delivery. At the same time, service providers have the opportunity to explain their decisions and challenges,
and engage citizens in service provision.
The process involves a series of stages which are organized and facilitated in each Village by two Community
Animators, with support from a District Field Officer. In summary, the process includes the following stages:
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Input Tracking is the process of gathering information about the community’s entitlements and the ‘inputs’
budgeted for in relation to a service. The community then has an opportunity to compare this with what has
actually been received.
The Community Scoring is the process whereby citizens score the service in question against indicators they
have themselves developed, based on the issues that concern them most.
The Service Provider Self-Assessment provides an opportunity for service providers to raise and discuss issues
from their perspective and to assess their own performance.
When these three stages have been completed, the service users and service providers come together in the
Interface Meeting, to discuss their scores and the recommendations arising from them. At the end of the
discussion a joint action plan is produced which sets out mutually agreed, achievable actions to improve
service delivery in the village. These are then monitored and followed up locally. A second scoring process
and interface meeting after an agreed period of time serves to show the progress made vis-à-vis the action
plan.
Meetings with higher levels of decision-makers are held to ensure that they take note of the aggregated
results of the different Community Scorecards in the villages in their area, and allow them taking into account
these results in their decision making.

Experience shows that both citizens and service providers are in first instance to a certain extent apprehensive about
the community scorecard process. Service providers are afraid that CARE and its partners are taking an unjust role of
controlling government services or are uneasy about being evaluated by citizens. Service users do not always dare to
openly speak out to the decision makers in their community, and are often unsure of the advantages of investing their
time without receiving tangible benefits. CARE’s role is therefore primarily focused on raising awareness, building
trust and positive relations and showing the advantages of the CSC for all participating parties. Simultaneously,
community animators are trained and coached so that they are able to facilitate repeated cycles of CSC once the
process is widely appreciated and supported.
The Community Scorecard is flexible and can be adapted to be used for different types of services and different types
of service providers. CARE Rwanda is for example exploring the model with VSL groups to discuss on GBV issues. In
other countries, CARE has used the Community Scorecard to increase participation of and accountability to impact
groups and target groups in its own activities.
Relevance: As one study on the impact of Community Scorecards notes, there is a growing body of evidence that
demonstrates that achievements in increasing citizens’ voice and accountability does not necessarily directly lead to
better service delivery outcomes. The link between voice and
accountability on the one hand and quality of service delivery on the
other seems to depend on the existence of ‘collaborative spaces’, fora
which bring together duty bearers and rights holders. The study found
that “where service delivery improvements were beginning to be
realized, it was in large part because communities, service providers,
local authorities and others were brought together to collectively solve
service delivery problems, with each type of actor contributing to
133
improvements according to their endowments” , which is exactly
what CARE Rwanda through the use of the Community Scorecard aims
to do.
In Rwanda, CSC has generally been highly appreciated by local authorities. One district where CARE Rwanda facilitated
the implementation of the CSC, Gisagara District, ranked first in a national campaign organized by the ombudsman to
identify best practices in the fight against corruption, injustice and promotion of good governance, as a result of its
continued use of the CSC.
History: CARE Malawi developed the Community Scorecard in 2002 as part of a project aimed at developing innovative
and sustainable models to improve health services. Since then, it was adapted to serve other sectors of service
delivery as well. Other CARE offices as well as other actors (including the World Bank) adopted the model. CARE
Rwanda started using the CSC Model in 2009, when it implemented a good governance project implemented in
collaborated with NPA and Save the Children. The module was adapted to the Rwandan context, and piloted in
Nyaruguru District. The positive experiences led to the decision to continue using the same model.
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Currently, CARE Rwanda is adapting the CSC Model in order to make it more suitable for inclusion of OVC, in the
context of its Keeping Girls in School Project.
For more information on the Community Scorecard model, please look at the following documents, available at the
resources section of CARE Rwanda’s website (www.care.org.rw):
o The Community Score Card (CSC): A generic guide for implementing CARE’s CSC process to improve quality of
services (CARE Malawi, 2013)

Models under development
CARE Rwanda is currently looking into developing a model to engage men, boys and parents in the protection and
empowerment of OVC. This model will base itself on successful models and approaches used in the Vulnerable
Women Program with the objective to engage men in women’s empowerment, as well as those used by other
organizations. These include amongst others Journeys of Transformation and the Social Analysis and Action from the
VW Program, and experiences with role model boys in the OVC Program.
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