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Key actors in Government’s response to OVC are noted in the NSP for OVC:  

Table 3:  Actors and Responsibilities

Agency Responsibilities
Ministry of Gender and Family Promotion (MIGEPROF)

Co-ordination and oversight of all OVC responses.  

Implementing the national policy on OVC.

Implementing the NSP.

Co-ordinating Vision 2020 and EDPRS response to OVC.

Ministry of Local Government (MINALOC)

Oversee the Social Protection Policy which provides a policy framework for reducing vulnerability and promoting sustainable 
economic and social development.

Supporting decentralisation and, for OVC, supporting implementation of OVC programmes and capacity enhancement through 
decentralised structures.

Implement FARG.  

Decentralised Authorities

Oversight of OVC support activities within Government.

Co-ordination and quality control of NGO implementation of OVC support activities.

Technical Working Group on OVC

Support co-ordination of the OVC response.

Serve as a venue for discussing best practices in responding to the needs of OVC.

Children’s Cluster

Set up in 2005, and headed by a Steering Committee under the chairpersonship of MIGEPROF, establishes priorities and 
monitors impacts of interventions.  

Ministry of Education (MINEDUC)

Primary, secondary, and post secondary education.

Literacy.

District Education Funds to support OVC access to education.  

Ministry of Health (MINISANTE)

Play a lead role in the HIV&AIDS response.

Implementation of the mutuelle de santé health insurance scheme.

Treatment and Research AIDS Centre (TRAC) -  responsible for all HIV/AIDS surveillance, and the focal point for the development 
of clinical guidelines

National AIDS Commission (CNLS)

Co-ordinate the HIV&AIDS response.  

Monitor health service provision to children living with HIV&AIDS.

Co-ordinate the activities of organisations of people living with HIV.

Monitor OVC interventions implemented through various bodies, including the National Council for Women, the National Council 
for Youth, the HIV/AIDS NGO Forum, and the umbrella body RRP+ Network of People Living with HIV/AIDS.

Office of the First Lady

Implementation of the Programme of Protection and Care for Families against HIV/AIDS (PACFA).  

Ministry of Justice (MINIJUST)

Design and review of policy and legislation around children.

National Commission for Human Rights

Includes a Child Rights Unit, which monitors and investigates complaints regarding the violation of children’s rights.

Ministry of Labour (MIFOTRA)

ILO Convention on the Elimination of Worst Forms of Child Labour

National Action Plan for Children involved in Harmful or Hazardous Child Labour
National Five Year Action Plan for the Elimination of Child Labour
National Policy on the Elimination of the Worst Forms of Child Labour

Ministry of Defence (MINADEF)

Protection of children against recruitment and participation in armed conflicts.

Rwanda Demobilisation and Reintegration Commission, responsible for the prevention of the recruitment of child soldiers and the 
rehabilitation and reintegration of ex-child soldiers.

Technical Working Group on OVC

Support co-ordination of the OVC response.

Serve as a venue for discussing best practices in responding to the needs of OVC.

Office of the Minister of State for HIV/AIDS and Other Large Epidemics

Treatment and care of those who are HIV positive.

Currently a key constraint in the national response to OVC 
is problems with MIGEPROF.  The Ministry itself only has 
two officers at the national level, and relies on officers 
seconded by NGOs.  In ten years, the Ministry has been 

restructured seven times, and only became MIGEPROF in 
2006.  Only 60 officers nationwide are employed to deal 
with ‘social matters’ that include OVC, all of whom fall 
under the Ministry of Local Government. 

There are, nevertheless, a number of NGOs and development 
partners active in the HIV&AIDS arena, including some 
who include programmes focused on children in need.  
A mapping of actors and activities involved in the OVC 
response in Rwanda was underway at the time the situation 
analysis was being prepared, but among the key actors 
indicated in interviews are the following:

•	 ActionAid
•	 ADRA - Adventist Relief Agency
•	 Africare
•	 AVEGA - Association of the Widows of
	 Genocide - Agahozo
•	 Bamporeze Association
•	 CARE - CARE International in Rwanda
•	 Compassion International
•	 FARG - Fund for the Survivors of Genocide
•	 FHI - Family Health International
•	 Hanguruka
•	 Intra Health International
•	 Oxfam
•	 PACFA - Protection and Care for Families against
	 HIV/AIDS
•	 PEPFAR - United States President’s Emergency Plan
	 for AIDS Relief
•	 RDRC - Rwanda Demobilisation and Reintegration
	C ommission
•	 Right to Play
•	 RRP+ - Réseau Rwandais des Personnes Vivant avec
	 le VIV
•	 Save the Children
•	 SOS International
•	 UNDP - United Nations Development Programme
•	 UNFPA - United Nations Fund for Population Activities
•	 UNICEF - United Nations Children’s Fund
•	 USAID - United States Agency for International
	D evelopment
•	 World Bank - Multisectoral AIDS Project
•	 World Vision

Most of the international NGOs work with local partner 
NGOs.  There are some reasonably strong local NGOs, 
according to key informants, with PACFA, FARG, Haguruka, 
RRP+, and AVEGA mentioned.

There has also been some progress in terms of the 
district and sub-district (sector) response.  The Rwandan 
Association of Local Government Agencies has been 
working with local authorities on the integration of OVC 
matters into district planning and implementation processes.  
The Mayor of Muhanga District, Mr. S. Ngirinshuti (RANGA, 
2007) presented an update of progress in this respect at 
the 3rd National Paediatric conference in December 2007.  
In the progress update, Mr. Ngirinshuti noted that fifteen 
of Rwanda’s thirty districts had conducted initial analysis 
on the situation of OVC in their districts, and how the 
districts should respond.  In seven of the fifteen districts, 
committees had been established for OVC at both district 
and sector levels, collaborating with the district-level 
HIV&AIDS co-ordinating infrastructure (the CDLS).  At the 

district level, co-ordination was done through the District 
Sub-Committee in charge of OVC, reporting to the Steering 
Committee of the CDLS, and working with the Joint Action 
Forum, the Health Section, and the Family Protection and 
Promotion Unit.  At the sector level, OVC matters fell under 
Social Affairs, and included members from CSLS, RRP+, 
and any OVC actions (e.g., NGOs, CBOs, educationalists, 
anti-AIDS clubs, etc.).

1.5	 The Challenge Remaining

Despite the establishment of institutions, systems, policies 
and plans to tackle the problem of OVC, and despite the 
considerable reach of Government and NGO programmes 
to respond to the dramatic impacts of the genocide, many 
challenges remain.  The majority of Rwanda’s children are 
OVC, and levels of poverty are extreme.  Many orphans and 
other vulnerable children and their caregiving households 
remain in poverty, and just over 10% of OVC have received 
two or more components from a ‘minimum package’ 
of support they need.  In a situation where social capital 
remains weak following the severe stresses resulting from 
the genocide, rebuilding this social capital and a sense of 
community, in order to be able to meet these needs through 
local initiatives, is problematic.

1.6	 Rationale for a Situation Analysis of OVC

Despite considerable policy, strategy, and programmatic 
progress, a major gap in responding to the problem of 
OVC in Rwanda was a dearth of information for advocacy, 
planning, monitoring, and evaluation purposes.

The 2007 National Strategic Plan for OVC in 
Rwanda included, among six priorities, the con-
duct of a Situation Analysis of OVC.

One key aim of the NSP is to ensure that the OVC response 
in Rwanda is based on solid evidence.  Such an evidence-
based approach is central to building a more effective 
response, and is central to a more efficient response to 
assess, over time, the impacts of various interventions.  
As part of the NSP, Government indicated its intention to 
commission a study into the situation of OVC in Rwanda.  In 
early 2007, Rwanda and one of its partners in development, 
UNICEF, released Terms of Reference (TOR) for the conduct 
of a Situation Analysis of OVC in Rwanda.

The Situation Analysis represents one key tool aimed 
at considering where Rwanda is today in responding to 
the needs and potential of orphans and other vulnerable 
children, where the gaps are, and to establish the strengths 
and weaknesses of various interventions.  In the absence 
of considerable data, Government commissioned an 
extension situation analysis that included wide-ranging 
activities including the design and implementation of a 
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quantitative questionnaire covering a variety of topics around 
OVC, the collection of household listing data to determine 
the proportion of orphans and other vulnerable children 
as compared to all children, focus group discussions, 
stakeholder consultations, key information interviews, an 
extended review of materials, and case studies of child-
headed households.  

After a tendering process, the contract was awarded to 
a Namibian firm, Social Impact Assessment and Policy 
Analysis Corporation (Pty) Ltd. (SIAPAC), experienced 
in the conduct of numerous OVC-related assessments 
in Mozambique, Zambia, Swaziland, Tanzania, Lesotho, 
Botswana, Namibia and Angola, and previous experience 
in Rwanda.  The award was issued in late August, 2007, 
with completion over an eight month timeframe.  

The aim of the Situation Analysis of OVC in Rwanda is to 
“Support implementation of the National Strategic Plan for 
OVC by providing information of relevance to assessing status 
and progress on desired objectives”.  

The goal of the Situation Analysis of OVC in Rwanda is to 
“inform the National Strategic Plan and support an enhanced 
OVC response in Rwanda by providing robust, statistically 
generalisable quantitative data, as well as important qualitative 
insights, through the conduct of an OVC assessment and 
preparation of a user-friendly situation analysis report”.

The broad objectives of the situation analysis are as 
follows:

•	 Assess and describe the status, experience and 
underlying causes of children orphaned and made 
vulnerable living in households (with or without adults, 
institutions and in/on the street in Rwanda).

•	 Identify the responses of families, communities and 
institutions coping with orphans (children left with 
only one parent or no parents) and vulnerable children 
(using defined vulnerability criteria); assess capacities, 
problems and the root causes of these problems (e.g. 
fostering practices).

•	 Assess existing models of care and identify successes, 
best practices, and areas for further development, 

focusing on what is already done in Rwanda.
•	 Describe the roles, programmes, coverage and 

approaches of government bodies, international 
organizations, NGOs, religious bodies, civil society 
organizations and grass roots groups currently involved 
with children orphaned or made vulnerable.

•	 Recommend to the Government, the OVC technical 
working group, and other partners appropriate 
strategies for addressing the needs of communities 
coping with orphaned children.  Identify priority 
interventions, geographical areas and needed effective 
laws and policies to address critical needs.

The specific objectives of the situation analysis are as 
follows:

•	 To provide information for key indicators listed in 
the National Plan of Action for Orphans and other 
Vulnerable Children.  

•	 Provide Rwanda with data of relevance to its reporting 
on MDG progress concerning orphans.  

•	 Provide quantitative data from which to establish reach 
and the effectiveness of targeting.

•	 Review the National Plan of Action for Orphans and 
other Vulnerable Children, and package information 
from the Situation Analysis so that this information will 
be specifically useful to measuring progress in Plan 
activities.

•	 Working with TRAC and the CDC, update orphan 
projections associated with AIDS, and provide an 
estimate of the proportion of children orphaned due 
to AIDS and those orphaned due to other causes, 
projecting this into the future.  This projection should 
carefully consider the quantitative impact of genocide 
orphans reaching the age of 18 on the model.  

•	 Assess the living conditions of OVC caregiving 
households.  

•	 Assess the particular situations facing orphans and 
other vulnerable children in households caring for 
orphans, and households caring for other vulnerable 
children. 

•	 Determine the percentage and number of OVC who are 
living in child-headed households, as well as children 
living ‘rough’, and other children who may be in similar 
severe circumstances.  

•	 Estimate the number of orphans living in caregiving 
institutions.  

•	 Provide an overview of coping strategies adopted 
by households caring for OVC.  Consider where 
coping strategies have failed, and how households, 
communities, and the authorities have tried to 
overcome these problems, and to what extent they 
have succeeded.  Consider entry points in terms of 
local Government and CBO response opportunities.

•	 Disaggregate the OVC population to establish those 
most vulnerable and in need of urgent support, those in 
critical need of support but less vulnerable, and those 
in need of general social service support.  

•	 Consider transition issues as children become orphans, 

and establish what mechanisms are employed by 
households, extended families, neighbours and others 
to ease this transition.

Establish when transition coping mechanisms are o	
unsuccessful, and what the implications of this are 
for orphans.  

•	 Determine the percentage of OVC reached by services, 
the nature and character of this support, and perceived 
impacts.

•	 Establish the extent to which OVC caregiving 
households have been reached by support networks 
through their extended families, communities, informal 
and formal community-based organisations, non-
governmental organisations, regional authorities, and 
other actors.  

Consider the perceived importance of this support o	
by those who are being reached, and establish 
priority areas for reach.  
Determine the relevant importance of each in the o	
lives and well-being of OVC.  
Consider entry points to strengthen informal and o	
formal systems of community-level support.

•	 Establish awareness of support opportunities among 
OVC caregiving households, and the extent to which 
these sources of support have been approached.  

•	 Obtain district plans associated with OVC support and 
establish the extent to which the actions indicated 
therein covary with outreach to affected households in 
these districts.  

•	 Discuss ‘best practices’ currently being implemented 
in Rwanda in supporting OVC, and consider best 
practices from other countries.

•	 Consider how these best practices can be scaled up 
to reach more OVC, with specific attention devoted to 
strengthening local responses.  

•	 Measure other variables of relevance to the lives and 
well-being of OVC, including immunisation status, use 
of mosquito nets, and related variables.  

•	 Assess the extent to which social ills/social pathologies 
affect households caring for OVC (e.g., abuse, neglect, 
etc.), and the impacts of these problems on OVC.  

•	 Recommend to the Government of Rwanda, NGOs and 
development partners appropriate strategies that would 
address the needs of communities and households 
supporting OVC.  Identify priority interventions, 
geographical areas and effective policies to address 
critical needs.  To the extent possible, suggest funding 
mechanisms best practiced to provide such support.

•	 Consider the results of the OVC situation analysis in 
terms of implications for the National Multisectoral 
Strategic Plan on HIV and AIDS, and the Economic 
Development and Poverty Reduction Strategy.

Key benefits of the situation analysis are intended as 
follows:

	 Effective Planning - With the Situation Analysis of OVC, 
Rwanda is in a position to consider, in a well informed 
manner, how to improve the efficiency and scope of 
service delivery in the OVC arena.  

	 Advocacy - The Situation Analysis is particularly 
important in helping to strengthen Rwanda’s already 
strong national OVC response, supporting the 
momentum exhibited since the establishment of multi-
sectoral initiatives and CNLS.  In this manner, the OVC 
investigation fits into a broader integrated framework 
of inclusive, participatory consultations designed to 
effect policy development and reform and programme 
innovation.  

	 Comprehensiveness - The investigation included an 
assessment of the care and protection of orphans 
and other vulnerable children.  Through a primary 
data collection activity focusing on OVC caregiving 
households, supported by qualitative insights into 
these households, the OVC themselves, and key 
stakeholders, Rwanda has prepared one of the more 
comprehensive OVC investigations, a central element 
to achieve the goal, aim and objectives and help 
Rwanda better meet the needs of OVC. 

	 Evidence-Based Planning - The Situation Analysis 
means that the situations facing OVC have an empirical 
basis. This should help to support access to finance 
for proposed activities, significantly strengthening plan 
implementation.  

	 Participation - One key aim of the investigation is to 
consider how to directly involve OVC and caregivers in 
desired interventions not just as beneficiaries but also 
as involved parties. The 2007 National Strategic Plan 
for OVC highlights how this has occurred to date, and 
this situation analysis report shows how the situation 
analysis process can strengthen such involvement.

1.7	 Approach to the Situation Analysis

As per the TOR, the approach to data collection for the 
situation analysis comprised:

	 1.	 Materials assembly and review.
	 2.	F ormative research - qualitative and participatory
		  data collection and consultation, in part to inform
		  quantitative data collection.
	 3.	 Quantitative data collection.  
	 4.	A nalysis, write-up and stakeholder consultation.

The collection of valid, statistically generalisable information 
on the situation of OVC and their caregiving households 
is central to an accurate understanding of the situation of 
OVC, and the lack of such data has hampered planning and 
implementation to date.  For this reason, a quantitative data 
collection exercise proved central to primary data collection. 
Supported by insights obtained during formative research 
comprising materials review and the use of qualitative 
and participatory approaches and discussions with 
stakeholders, these data accurately reflect the dimensions 
of the problem, the extent of OVC in greatest need, and their 
situation.  Further, based on a household listing approach 
described below, the number and distribution of OVC and 
OVC caregiving households has been established.  
In addition, there has been broader consideration of 
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available materials that contextualise the situation of 
OVC, a description of various agencies that are (or could 
be) involved in helping OVC and caregivers respond to 
their situations, an assessment of the potential for an 
expanded response from these various agencies, a review 
of programmatic responses and policies, consideration of 
needed programmes and policy reform/initiatives, and a 
review of policies and legislation of relevance to OVC.

Fortunately, there is an emergent consensus about how 
to approach the conduct of a Situation Analysis of OVC.  
In 2004, a detailed document was prepared by USAID, 
with assistance from Family Health International (USAID, 
2004:  “Conducting a Situation Analysis of Orphans and 
Vulnerable Children Affected by HIV/AIDS.  A Framework 
and Resource Guide”).  Many of the issues identified in the 
USAID/FHI document are included in the objectives noted 
above.  Based on these objectives, and considering best 
practices learned from elsewhere, three basic approaches 
to the preparation of the Situation Analysis of OVC in 
Rwanda were used:

	 1.	 Primary Data Collection: Conduct a situation
		  analysis and measure other livelihoods and socio
		  economic status variables through household i
		  terviews.  Employ both quantitative and qualitative
		  approaches to collect primary data, ensuring that
		  the Situation Analysis of OVC is extremely well
		  informed to allow evidence-based planning and
		  implementation to take place, and to provide data
		  for evaluation purposes. 
	 2.	 Extensive Materials Review: Review of available
		  materials of relevance to preparing an OVC
		  Situation Analysis Report, including exploration of
		  existing databases, websites and unpublished
		  materials.
	 3.	 Soliciting Opinions and Information: A broad range
		  of key informant interviews were conducted
		  specifically to fill information gaps and solicit
		  insights from actors involved in the OVC arena. 
		T  hese took place at the national and provincial,
		  and district levels.

1.8	 Methodology

1.8.1	 Secondary Materials Assembly and Review

A comprehensive review of available documents was 
conducted at start-up, and this informed both the formative 
research stage and quantitative data collection.  The 
documents consulted are included in the bibliography at 
the end of this volume.

1.8.2	 Primary Data Collection

Primary data collection was divided into two components:  
1) formative research at start-up, including secondary 
materials review, key informant interviews (national and 
district), focus group discussions, and live-in case studies; 

and 2) informed by the formative research, the design and 
conduct of a quantitative survey.

The following primary data collection took place.

Formative
	 Implementation of a National (30) Level Key Informant 

Interview Instrument.  
	 Implementation of a District (15) Level Key Informant 

Interview Instrument nationwide.

Quantitative
	 Implementation of a highly-structured Quantitative 

Questionnaire (3,600) nationwide.

Community consultations

Consultative
	 Implementation of a Focus Group Discussion (20) 

Instrument nationwide.  Same sex discussion groups 
were assembled in most cases, while in other cases, 
groups of males and females were grouped.  For 
those under the age of eighteen, only same sex 
discussion groups were assembled.  

	 Implementation of a Case Study (13) Guide in orphan 
caregiving households nationwide.

	 Review of the results of the recently-completed 
Children’s Forum.

	 Stakeholder consultative workshop following 
submission of the draft report.

	 Implementation of School- based essays (150) – 15 
per school across 10 secondary schools.

The essays were marked by two team members, 
both experienced lecturers, under the guidance of the 
Management Committee.  Their recommendations were 
presented to the OVC Technical Working Group.  The issues 
raised and the quality of the presentation were assessed 
against the United Nation’s Child Status Index, and points 
allocated.  For each point raised and clearly elucidated, 
one point was allocated (the highest score could be thirty 
points).  The highest score was 29 out of 30.

1.8.2.1	 Quantitative Questionnaire

A highly-structured Quantitative Questionnaire was 
developed, based on the following procedures:

•	 A review of information needs as noted in the OVC 
National Strategic Plan.

•	 Indicators identification activity with the Client and 
partners in development via the Technical Working 
Group for OVC and a smaller Working Group.  

•	 A review of Rwanda materials of relevance to OVC, 
HIV/AIDS, and related areas.  

•	 A review of secondary materials and relevant 
websites.

•	 Consideration of earlier quantitative questionnaires 
focusing on OVC.  

•	 A review of the information already available on OVC, 
and consideration of how this information can be 
supplemented.

•	 Preparation of a pre-training draft version of the 
Quantitative Questionnaire.

•	 Discussion of the pre-training draft with the Client, 
and revision and preparation of the training draft.

•	 Enumerator training and field pre-testing, and 
consequent questionnaire revision. 

•	 Final Client comments and finalisation of the 
questionnaire.

Through such a process, the Quantitative Questionnaire was 
developed that included valid indicators (measuring what they 
are intended to measure) converted to questions that were 
implemented in a reliable fashion (implemented consistently 
across enumerator and across provinces).  This yielded Version 
16, prepared in English and translated into Kinyarwanda.

Quality control is central to the success of the investigation.  
Therefore, teams of enumerators were overseen by a 
supervisor, and two teams of enumerators were overseen 
by a field manager.  Quality control over the process of field 
implementation of the Quantitative Review procedures and 
quality control systems yielded a clear set of questionnaires 
where most problems that arose were resolved in the field in 
a timely manner. In some cases, especially in the early days, 
this included sending enumerators back to an interviewee 
to deal with any unexpected missing values. Any issues 
outstanding were checked at data entry, and resolved with 
the supervisors and field managers.  

Final checks were conducted and the dataset cleaned 
and exported to the Statistical Package for the Social 
Sciences, where an additional check was conducted.  In 
the final dataset, there were some four million data points, 
and 127 final errors were found in the Statistical Package 
for the Social Sciences (SPSS) data check (an error rate of 
0.0028%).  In addition, to further support quality control, a 
retreat involved the Management Committee and the Field 
Managers and Team Leader took place following the first 
days of implementation.

Data analysis was conducted using the Statistical Package 
for the Social Sciences (SPSS).  Data were weighted 
to accommodate the actual proportion of orphan and 
vulnerable children caregiving households in the sampled 
locations, and thereafter generalised to the district and to 
the nation.  As cautioned in the inception report, data were 
statistically generalisable to the district level, and thereafter 
generalised in a non-statistical manner to the national level, 
as the survey only covered 11 of Rwanda’s 30 districts.  
In the dataset, missing values were minimal, at less than 

In a case study of a child headed household in Nyagatare 
District, the household was comprised of four girls.  The chil-
dren lived in exile with their mother and father in Uganda.  The 
father died in 1990 in the struggle to liberate Rwanda, and the 
mother died after their return to Rwanda in 1994 of cancer.  

They live in a house made of informal materials, and it is very 
crowded.  The house is quite old, has no windows, and is 
falling apart.  They do not have a toilet, and use the bush.  
When they can afford to purchase water, they do so at a public 
standpoint.  When they do not have money, they rely on a 
small stream which is far away.  

Because of support from Government, they are able to attend 
school.  However, because of their school and home respon-
sibilities, they have little time but anything else but school and 
chores and earning income when they can.  Two have dropped 
out because of their many responsibilities, and also because 
they had to find a way of earning money.

They have not received any counselling, despite their pro-
blems.  The children all reported ‘problems with men’, with 
one falling pregnant at a young age, and others exposed to ill 
treatment, and in some cases of difficulty have had to exchan-
ge sex for goods or money.  They do know quite a bit about 
HIV&AIDS, but feel that they sometimes have little choice.  As 
they noted, ‘girls who come from poorer families are caught 
in situations of doing whatever possible in order to solve their 
immediate problems and therefore may be tempted to engage 
in poor sexual behaviours’.  

Despite their situation, the two still in school have high hopes 
of furthering their education and getting jobs, while one of the 
two who had dropped out got access to catering training, whe-
re she obtained a certificate, and she hopes to secure a job.  
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0.001%, and were assumed to distribute normally across 
the responses for each variable.  Where the number of 
respondents was too small for analysis, which applied for 
sub-questions where the response to the main question 
was quite small (e.g., those reached by community-based 
organisations), analysis was not conducted.  In the tables 
annex, this is signified by the ‘na’ notation for ‘not available’.  
Analysis was therefore only conducted when the sample 
size would allow such analysis.

1.8.2.1.1 Sample Frame Identification and Sampling

After extensive discussions with the National Institute of 
Statistics (NIS), a two-stage random cluster design approach 
was adopted, and the sample pulled by NIS.  Sampling involved 
the purposeful selection of eleven of Rwanda’s thirty districts 
(all three districts in Kigali Province, and two districts in each 
of the remaining four districts of eastern, southern, western 
and northern), with one district intended to represent locations 
where there was little outreach for OVC and particularly difficult 
economic conditions, and the second to represent districts 
that were understood to be better reached with services for 
OVC, and which had better economic conditions.  In the end, 
the following districts were selected:

•	 Kigali Province
o	 Nyarungenge
o	 Kicukiro
o	 Gasabo

•	 Western Province
o	 Rubavu
o	 Karongi

•	 Northern Province
o	 Musanze 
o	 Gakenke

•	 Southern Province
o	 Kamonyi
o	 Nyaruguru

•	 Eastern Province
o	 Bugesera
o	 Nyagatare

At the second stage, all Primary Sampling Units in each 
cluster were listed and a random starting number identified 
and an interval established, with thirty clusters for each 
district.  The number of interviews for each cluster was 
established by NIS.  In each cluster, all households were 
listed and divided into three types of households, based 
on pre-defined criteria:  households with orphans (with 
or without other vulnerable children); households with no 
orphans but with other vulnerable children; and households 
with no OVC.  From these lists, households were randomly 
selected from within each of the first two lists: orphans; and 
vulnerable children.  In a few cases, the cluster selected 
was found to be non-existent, occurring because of lack of 
up-to-date records.  In these cases, a neighbouring cluster 
would be selected to replace it.

Child-headed households were covered in the survey as 
per their representation in the population of the sampled 
locations overall, and they were classified as either orphan 
or other vulnerable children households, and were not 
classified as ‘not vulnerable’ due to the child-headed 
status (whatever their socio-economic status).  In addition, 
children living without any fixed home were also included 
in the sample, and the household defined as a grouping of 
children defined by themselves as their ‘caregiving family’.  
Sex of household head was recorded, and a variety of 
gender issues were considered in the situation analysis.

The result is the collection of statistically generalisable data 
up to the district level, and the non-statistical generalisation 
of data to the province and national levels.  Following the 
conduct of the initial survey, Rwanda intends to scale-up 
the survey to cover the remaining nineteen districts, so that 
data are available for all thirty districts, all five provinces, 
and the nation overall.  

The sample size was calculated based on three 
considerations: 1) an acceptable sampling error; 2) an 
assumption that there would be a repeat-measures 
assessment in the future that would require a sample 
sufficiently large to allow the measurement of change over 
time (as part of evaluation); and 3) a sample size that would 
yield sufficient numbers of interviews for sub-analysis of 
the majority of variables (for example, if someone says yes, 
that the orphan came from another household, it would be 
possible to assess what this means for other variables on 
transition problems, social pathologies, education status, 
etc.) and analysis by each of the five provinces.

For each province, 720 interviews were conducted, yielding 
a total of 3600 interviews overall.  The calculation per district 
was as follows:

Components of the Formula Results

Given

P1= (Proportion at Baseline: late 2007) 0.400 PBar= 0.3350

P2=(Expected Proportion at Next Measure: late 2009) 0.270

P2-P1 (Desired Change During Period) -0.130 (PBar(1-Pbar))= 0.2228

alpha (Z 95%) 1.650

beta (power: B 80%) 0.840 P1(1-P1)= 0.2400

P2(1-P2)= 0.1971

Adjust for Non-Response Rate 0.05 P1(1-P1)  + P2(1-P2)= 0.4371

Squareroot of (P1(1-P1) + P2(1-P2))= 0.6611

Z1-b* Squareroot of(P1(1-P1) + P2(1-P2))= 0.5554

Indicators (examples) Squareroot of (2*PBar(1-Pbar)= 0.6675

Proportion of OVC not in school (example above)

Proportion of OVC in child-headed households Z1-a*(Squareroot of (2*Pbar(1-Pbar))= 1.1014

Proportion of OVC households who have been reached by CBOs 
(yielding a positive P2-P1)

Numerator of the Formular= 2.7447

Denominator of the formular={(P2-P1) Squared}= 0.0169

Sample Size From the Formular 325

Adjusted for Non-Response Rate 342

Adjusted for Sampling Purposes 360

The only groups of children systematically excluded based on such an approach were institutionalised children, including 
children in prison, and Rwandan children living outside the country. Estimates for each of these populations were obtained 
through key informant interviews, and are noted in this report.  It should be noted at the outset that these populations are 
quite small in relation to other populations of OVC.

1.8.3	 Modelling and OVC Projections

Working with TRAC and the CDC, the team’s modeller prepared updated orphans projections associated with AIDS, and 

Map  8:  Districts Included in the 2007 Survey

Source:  OVC situation analysis survey, 2007.
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provided an estimate of the proportion of children orphaned 
due to AIDS and those orphaned due to other causes, 
projecting this into the future as far as reliable. 

Caregiver interviewee.

1.8.4	 Constraints to the OVC Situation Analysis

Perhaps the main constraint to the conduct of the OVC 
situation analysis was budget limitations that affected the 
number of interviews conducted (3600), and the number 
of districts where survey work could take place.  This 
principally affected measurement of outreach to OVC 
caregiving households which, at under 10%, meant that 
there were insufficient numbers to elaborate on who was 
providing which services.  Other limitations tended to affect 
sub-questions where there was a desire to explore the 
situation for respondents who gave a particular response 
(e.g., for those who were looking after children who were 
not biologically related to anyone in the household, how did 
this affect older children receiving psycho-social support 
services).  

Fieldwork implementation was slowed due to the complexity 
of the survey and household listing procedures, but also 
due to the fact that the bulk of interviews took place during 
the heavy rains, making access difficult.  Indeed, there 
were cases where roads had completely washed away, 
and teams had to arrange the rebuilding of basic paths to 
secure access to sampled communities.  

Overall, the teams worked very hard, and worked well 
together.  The co-operation of local authorities was extremely 
high, and access was secured in all cases.  Further, there 
were no cases of refusals to be interviewed out of the 3600 
interviews conducted.

1.9  Summary

As part of its commitment to improving the lives of OVC, 
the Government of Rwanda, with support from UNICEF/
Rwanda, commissioned a situation analysis of OVC in 
Rwanda.  Overseen by a Technical Working Group, the 
situation analysis comprised extensive field consultations 
in 11 of Rwanda’s 30 districts, along with consultations 
at the national level.  The OVC response in Rwanda has 
strengthened in recent years, and the policy and strategic 
context for an effective response has improved with 
adoption of relevant policies and, in 2007, the adoption 
of the National Strategic Plan for OVC.  The enhanced 
response is taking place within the context of an expanded, 
decentralised development response under the guidance 
of an increased commitment to a decentralised response.  
While still extremely limited due to financial and human 
resource constraints, a more positive environment for a 
decentralised response to OVC issues is emerging.  

One key aim of the National Strategic Plan (NSP) was to 
ensure that the OVC response in Rwanda was based on 
solid evidence.  An evidence-based approach, central 
to building a more effective and efficient response, was 
therefore one of the eight priorities of the NSP.  The aim 
of the situation analysis was to “support implementation of 
the NSP for OVC by providing information of relevance to 
assessing status and progress on desired objectives”.

The situation analysis was anchored around a highly-
structured quantitative questionnaire administered to 
3600 randomly-selected households in 11 of Rwanda’s 
30 districts.  The 11 districts were purposefully selected 
to include districts with perceived weak responses, and 
districts with perceived strong responses.  Sampling was 
undertaken by the National Institute of Statistics of the 
Government of Rwanda.  The design of the quantitative 
questionnaire itself was informed by a formative research 
stage comprising an extensive literature review and a 
series of qualitative investigations, and discussions with the 
Technical Working Group.  Modelling was also undertaken 
to establish the viability of the national non-statistical 
generalisation of the data from the 11 districts, and then 
projecting the number of OVC into the future.

Analysis was conducted using the Statistical Package for 
the Social Sciences (SPSS), following weighting of the 
data to accommodate findings from the household listing 
process, and generalised in a non-statistical manner to the 
national level.  It is intended that the remaining 19 districts 
will be reached through the roll-out of the quantitative survey 
to the rest of the country, allowing statistical generalisation 
of the study findings to the nation.
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The Extent of the OVC Problem
and the National Response

2

2.1	 Introduction

T he 1994 genocide significantly increased the number 
of OVC in Rwanda, and appreciably worsened the 

situation of these children and those who care for them.  
Coupled with high death rates arising from various health 
and livelihood challenges, the genocide compounded an 
already serious problem.  Indeed, with the genocide in the 
mid-1990s, Rwanda had the highest proportion of orphans 
as a percentage of all children aged 0-17 in the world.  

While the proportion of children who are vulnerable remains 
high, the considerable development achievements over the 
past decade, including controlling the rise in HIV infection 
and reducing malaria rates, is projected to have had 
positive impact on the number of OVC.  Further, many of 
the children orphaned or made vulnerable due to the 1994 
genocide have already grown up (and will all have grown up 
by 2012).  As a result, the proportion of OVC will decline as 
a percentage of all children and, encouragingly, the number 
of OVC overall will decline.  

In this chapter, the number and distribution of OVC as of 
late 2007 is outlined, and projections are made in terms 
of future numbers.  This is followed by a presentation of 
projections of OVC due to HIV&AIDS and other causes.  
As pointed out in Chapter 1, it should be noted that the 
2007 survey was not a national survey, as it covered 11 of 
Rwanda’s 30 districts.  While findings have been generalised 
from districts to the regions to the nation, the generalisation 
from districts to regions, and from districts to the nation, are 
based on non-statistical generalisations.  Nevertheless, as 

Levels of co-operation were high among qualitative and quantitative 
respondents.  For the quantitative data collection exercise, almost all 
respondents were rated as ‘highly’ or ‘moderately’ co-operative:
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Source:  OVC situation analysis survey, 2007.

will be shown below, findings on the number of orphans in 
particular suggest that these non-statistical generalisations 
are quite accurate.

2.2	 Number and Distribution of Orphans and Other
	 Vulnerable Children

Based on projections from the 2002 census, and assuming 
a population growth rate of 2.75% (the rate used by the 
National Institute of Statistics), as of 2007 there were 
3,395,374 children aged 0-17 in Rwanda (3.4m).  Based on 
estimates from the survey, of these, 824,065 were orphans, 
2,001,669 were vulnerable children, and 569,639 were 
neither orphans nor vulnerable non-orphans.  Overall, there 
were 2,825,735 OVC (2.8m) in Rwanda as of late 2007.  This 
means that 24.3% of all children in Rwanda are orphans, 
and 59.0% are non-orphan vulnerable children (findings 
for orphan numbers are consistent with the findings from 
the 2005 DHS, at 25%, and are consistent with trends 
suggesting a reduction in the number of orphans; see 
Government of Rwanda, 2005a).  Projections made by the 
modelling on the situation analysis team suggest that the 
proportion of orphans versus other vulnerable children will 
remain stable over time, levelling at around 25% for orphans 
and 75% for other vulnerable children.

Most of these vulnerable children are vulnerable due to 
high levels of poverty, with only one-in-six vulnerable due 
to HIV&AIDS (NIS and Macro, 2006).  This yields 83.3% 
OVC, and 16.7% non-OVC; of interest, this was remarkably 
consistent with estimates from many of the national level 
key informants, most of whom estimated figures of 70-
85%.  Based on an income calculation of those who live in 
households earning less than US$1 per day, some 85% of 
all orphans are vulnerable.  

There are also a small number of OVC who are not living in 
the general population, notably children in prison, children 
living in institutional case, child soldiers and street children. 
Perhaps more significant are returning refugees who have 
yet to leave the camps, and refugees from neighbouring 
countries, mostly the Democratic Republic of the Congo 
and Burundi. Data made available from Government in 
early 2008 shows that there are 35,413 refugee children 
living in Rwanda at this time, out of 54,701 refugees in total.  
Therefore, 64.7% of all refugees registered in Rwanda are 
children.

The number of children in prison has grown steadily from 
2005-2007 (Ministry of Internal Affairs data provided to 
the team, mimeo), from 965 in 2005, 1,072 in 2006, and 
1,139 in 2007.  Consistent with the situation worldwide, 
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households with orphans.

In terms of criteria associated with listing vulnerable 
households as vulnerable, the majority (81.8%) were 
classified as vulnerable due to severe poverty and the 
inability to meet the basic needs of children in the household.  
This was followed by children of single mothers (12.5%), 
children living in foster care (2.1%), and children living with 
disabilities (1.5%).  While these were the initial classification 
criteria, findings in subsequent chapters indicate that 
other vulnerability criteria also allow (e.g., child-headed 
households, children in conflict with the law, working 
children, etc.).  Of course, many children are vulnerable 
across multiple criteria, a problem borne out in the findings 
of this report.

2.3	 HIV&AIDS

As noted in Chapter 1, most orphans did not become orphans 
due to AIDS.  Further, despite the fact that children who were 
orphaned due to the genocide are growing up, the proportion 
who will have been orphaned due to AIDS will actually decline, 
rather than increase.  In large part this is due to two factors: 
1) continued high death rates due to a variety of causes; and 
2) low levels of HIV infection and continued downward trends 
in new infections. The national HIV seroprevalence rate in 
Rwanda is quite low compared to neighbouring countries, and 
especially in comparison to southern Africa.  Data from 2005 
gives a national prevalence rate of 3.1%.  Prevalence rates 
among 15-24 year olds is considerably lower (at 1%), in part 
due to the late entry into sexual activity, but is much higher for 
females (1.9%) than males (0.5%). 

Source:  TRAC, 2007

Map  9:  HIV Prevalence Rate by Location (2005)

the vast majority of children in prison are boys (639 in 2007 
compared to 81 girls).  For all age groups, including infants, 
there were 1,139 children in prison in 2007; a breakdown 
regarding the reasons why the children were in jail was not 
available.  Infants who are in prison with their mothers are 
currently removed from prison when they reach the age of 
four (considered to be the highest age at which breastfeeding 
stopped), and turned over to other caregivers (in all but one 
case so far, family members had been located, in the one 
case the children had been turned over to an institution).  
For 2007, 419 of the 1,139 in prison were infants, and 720 
were serving time for crimes (or charged with crimes).  A 
follow-up interview with an officer from the Department of 
Prisons noted that the boys were kept in a single, separate 
facility once they were convicted of crimes, to prevent 
sexual and other physical assault.  Those who continue 
to serve their sentences upon reaching the age of 18 are 
shifted to prisons containing adults.  For girls, there was let 
concern about assaults, and therefore the girls were kept in 
the same facilities as adult women.  The interviewee noted 
that food, toys and other needs were inadequately met, and 
that some support was offered by NGOs, but not enough 
to reach all the children in need.  Older children were taught 
technical skills, but children in prison are not enrolled in 
formal education.  In addition to these children in prison, 
there are also 3020 children who are in prevention centres 
that focus on training and skills development (MIGEPROF, 
mimeo, excel file).

There are an estimated 1539 child soldiers who remain 
unreached, and who are understood to still be with rebel 
forces.  A total of 661 child soldiers have been reunited with 
their families, and 30 children are living at a Rehabilitation 
Centre at Muhazi (figures from the Rwanda Demobilisation 
and Reintegration Commission (RDRC).

According to figures from MIGEPROF (mimeo, excel file), 
there are 29 registered orphanages nationwide in Rwanda.  
These orphanages care for 4,107 orphans, or around 0.5% 
of all orphans in the country.  The number of street children 
is unknown, but the OVC situation analysis suggests that 
0.6% of all OVC do not live in a family environment, and 
are likely to at least work in the streets or in other forms of 
exploitative child labour.  At this percentage, this would give 
just under 17,000 in this situation.  According to MIGEPROF 
(mimeo showing 2007 figures), there are some 4,098 street 
children who are reached with services of one form or other, 
suggesting that only a minority are reached.

Vulnerable children in particular tend to be in larger 
households.  Therefore, while 59% of all children were 
vulnerable, they lived in 45.9% of all households.  Overall, there 
are an estimated 240,204 orphan caregiving households 
(some of which include other vulnerable children, and some 
that do not), 583,460 vulnerable children households, and 
166,042 households with children who are not OVC.  Of the 
vulnerable children, 31.5% live in households that contain 
at least one orphan, with the remaining 68.5% living in 
households with only vulnerable children (and no orphans).  
Findings highlight the vulnerability of non-orphan children in 
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In 2006, an estimated 21,000 Rwandans died of AIDS-
related illnesses, and some 150,000 Rwandans were 
living with HIV&AIDS in 2007.  Of all orphans aged 0-17 
as of 2008, an estimated 22% (185,238) are estimated to 
be orphaned due to AIDS.  While 57% of all those HIV+ 
were estimated to be women, this is consistent with their 
proportion of the population.  As of 2007, there were an 
estimated 200,000 HIV positive Rwandans, of which there 
are some 19,000 HIV positive children aged 0-14.  Of these, 
an estimated half die before the age of two.  

The national response is co-ordinated by the National 
AIDS Control Commission (CNLS), falling under the Office 
of the President.  The health response is co-ordinated 
by the Treatment and Research on HIV&AIDS, Malaria, 
Tuberculosis and Other Epidemics (TRAC).  Under CNLS, 
a decentralised response is in the process of being 
strengthened, co-ordinated through District AIDS Control 
Committees (CDLS).  The role of CNLS was to help define, 
and co-ordinate, national policy in responding to HIV& AIDS, 
co-ordinate the design and implemen-tation of strategies 
and plans across sectors, support mobilisation efforts, and 
assist in the management of development partner inputs.

Rwanda has established a solid policy environment for 
responding to HIV&AIDS, as well as other key health 
challenges.  The country has developed a Health Sector 
Policy (2005), a Health Sector Strategic Plan covering the 
period 2005-2009, a Multisectoral HIV/AIDS Control Plan 
covering the period 2005-2009, an HIV/AIDS Treatment 
and Care Plan (2003-2007) which is in the process of being 
updated, a National HIV/AIDS Monitoring and Evaluation 
Plan (2006-2009), and a  National Reproductive Health 
Policy (2003). A Policy Statement on TB/HIV Collaborative 
Activities has also been developed, in anticipation of a 
policy document in the near future.  The same holds true 
for a national policy on gender-based violence.  

The Multisectoral HIV/ AIDS Control Plan 2005-2009 has 
just been updated and is based on data, lessons and best 
practices from the previous (2002 – 2006) strategic plan.  
The key objective is to reduce the transmission of HIV and 
other STIs, and mitigate the impacts of AIDS by: 

•	 Reducing the adult HIV prevalence rate below actual 
figures (3%).

•	 Increasing adolescent (15-19) condom use.
•	 Increasing VCT coverage to 80% of all health centres.
•	 Improving management of opportunistic and 

associated diseases.
•	 Reducing mother-to-child-transmission.

VCT coverage is currently estimated at 72.3% of those in 
need, PMTCT services were estimated to cover 61.4% of 
those in need, 59% of all health facilities offer VCT, PMTCT, 
and ARV services, condom delivery meets an estimated 
58.8% of current demand, and 18.2% of those who 
should be members of PLHIV associations are currently 
members.

Caregiver interviewee.

Rwanda started conducting HIV Sero Surveillance Surveys, 
measuring seroprevalence among women attending 
antenatal clinics, as early as 1988 in four urban sites and 
two rural sites.  The number of sites was increased and 
more equally distributed across geographical areas in the 
early 2000s, resulting in 25 sites (12 urban and 13 rural) in 
2002, and 31 sites (15 urban and 16 rural) in 2005.  

The 2002 survey was the first survey with truly national 
coverage that included both urban and rural sites in all of 
the country’s 12 provinces.  The 2005 DHS (Government 
of Rwanda, 2005a) included the 2002 twenty-five sites 
as well.  The most recent finding on HIV prevalence was 
from Rwanda’s third DHS in 2005, showing a national adult 
prevalence of 3% with a variation between the sexes of 
2.3% for males and 3.6% for females, and a remarkable 
variation between geographical area of 7.6% in urban areas 
and 2.2% in rural areas.  The national adult prevalence found 
during the DHS was lower than findings from the 2005 Sero 
Surveillance Survey which found 4.05% prevalence among 
pregnant women attending antenatal clinics.  This reflects 
a consistent trend, across countries, showing that Sero 
Surveillance Surveys tend to overestimate levels of HIV 
seroprevalence.

The trend of HIV prevalence based on previous sentinel 
surveys suggest a sharp increase in adult prevalence from 
the early 1980s to the early 2000s, and thereafter a sharp 
decrease from 2001 to 2005.  Both the increase and the 
decrease, however, need to be interpreted with caution, 
because of the measurement methods and methodologies 
that were used until 2001.  Indeed, it can be concluded that 
data from sites prior to 2000 are not reliable (TRAC noted 
this in 2004).  Nevertheless, having said this, available 
evidence suggests that the HIV seroprevalence rate is 
decreasing.    

In early February, 2008, CNLS released draft findings from 
a demographic modelling exercise conducted by CNLS, 
TRAC, NIS, UNAIDS, WHO, and USAID with the Health 
Policy Initiative.  The demographic modelling exercise made 
use of the SPECTRUM Group of Models and Estimation 
and Projection Package (EPP) that are used to assess 
and project the demographic impact of HIV and AIDS on 
national populations and trends in HIV prevalence.  The 
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DemProj model was used to project demographic indicators in the absence of HIV and AIDS, while AIM was used to project 
demographic indicators taking HIV and AIDS into consideration.  EPP was used to develop an adult HIV prevalence trend, 
which was then exported into the AIDS Impact Model (AIM) to determine the consequences of HIV and AIDS on demographic 
indicators such as Total Fertility Rates (TFR), Life Expectancy (LE), total population, death rates, orphan numbers, etc.

The modellers used data from surveillance surveys and the DHS to feed into EPP in order to determine the most logical national 
HIV adult prevalence trend for Rwanda.  The draft document on the model results the first three rounds of surveillance were 
conducted in 1988, 1991 and 1996.  For this period, the median HIV prevalence was 25.7% in Kigali, 9.9% in other urban 
sites and 2.6% in rural sites.  In 2002, the surveillance system was reinforced and more sites were added.  In urban sites, 
the median of HIV prevalence went from 6.9% in 2002, to 6.3% in 2003, and 5.4% in 2005.  In rural sites, the median went 
from 3.0% in 2002, to 2.8% in 2003, and 2.1% in 2005.  The median prevalence at urban and rural sites were subsequently 
calibrated with the DHS prevalence data point for the general population in 2005 which were 7.3% in urban areas, 2.2% in 
rural areas, and 3.0% at the national level. 

The curves were created in EPP with the median prevalence because some data points appeared to be extraneous outliers. 
In addition, uncertainty analysis on urban and rural prevalence data was modelled to provide a range of results.  The most 
logical results were therefore used as the national HIV prevalence for Rwanda as per the figure below.
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Figure 2:  Projected National Adult Prevalence Rates (15 – 49 Years) (1983-2012)

Source:  OVC situation analysis survey, 2007.

Findings show that adult HIV prevalence increased sharply from the first infection in 1983 at the Centre Hospital in Kigali 
(National Policy on HIV/AIDS; MINSANTE, 2003).  The adult prevalence rate for 15 – 49 year olds increased from 0.15% in 
1983 to the highest prevalence in 1989 at 9.5%.   It decreased to 8% in 1993, continued decreasing to 3.7% in 2003 and 
2.6% in 2008.  It is projected to continue to decrease, to 2.3% in 2012.  The prevalence peak, according to the projections, 
was experienced in the late 1980s and early 1990s.  This is an unexpected trend, and does not follow other trends in the 
region, either in its rapid growth, or in its rapid decrease.  Nor does it seem to relate to events on the ground.  For example, a 
spike in infection rates would be expected given the widespread use of rape as a weapon during the genocide, yet this period 
reflects a continued downward trend.  For this reason, emphasis should be placed on trends since 2002.

2.4	 Demographic Impact of HIV and AIDS

While the adult prevalence is important to better understand trends in HIV infection, it is equally important to convert the 
prevalence rate into HIV infections and AIDS deaths, as this will yield information on the numbers of children orphaned due 
to AIDS, and children orphaned due to other causes. Based on the adult prevalence above, the number of people infected 
with HIV in Rwanda is detailed in the figure below.  (Readers are cautioned that early seroprevalence survey results are not 
necessarily reliable.)
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Figure 3:  Projected HIV Population by Age Cohort, Rwanda (1981-2012)

Source:  OVC situation analysis survey, 2007.
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Currently, there are an estimated 150,000 people living 
with HIV or AIDS in Rwanda.  Most of these infections 
occurred in urban areas due to in-migration in pursuit of 
employment, but other factors also played a role such as 
high levels of poverty, urbanisation, culture, gender and 
lack of behaviour change.  More than 250,000 people were 
projected to be infected with HIV in the early 1990s, while 
it was projected that the number of people infected started 
stabilising this year (2008).  It was projected that there will 
be approximately 150,000 people infected with HIV by 
2012.  What is important to note from the above figure 
is that most infections occurred between 15 and 49 year 
olds.  The 2005 DHS indicated that, “among young women 
and men between the ages of 15-24 years, only half have 
comprehensive knowledge of HIV/AIDS.  Furthermore, 
73% of young men know somewhere to obtain a condom 
versus only 37% of young women.  Among young single 
people between the ages of 15 – 24 years who have had 
sex, only 25% of women and 39% of men used a condom 
during their last sexual encounter” (Government of Rwanda, 
2005a: 15).  

Not many children between 0 -14 were projected to be 
infected with HIV.  The highest number of child infections was 
experienced in the late 1990s at 24,000, with a decreased 
number of just fewer than 19,000 in 2008, which is projected 
to continue to decrease to around 17,000 in 2012.  The 
number of new infections among children (0-14) is projected 
to decrease from 600 in 2008 to under 200 in 2012.

The highest number of infections is experienced in the 
age group between 20 and 39, resulting in serious 

consequences for OVC households as these infections 
usually occur among the breadwinners with young children.  
The age group with the highest percentage of infections in 
urban and rural areas is the 20 – 24 age cohort, followed by 
25 - 29 and 30 - 34 year olds.  
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has reached its peak, the time lag between infection and 
death means that the AIDS epidemic is a number of years 
behind HIV infections.  Further, with ART and PMTCT, 
peoples lives are prolonged, which means that AIDS-related 
deaths are also postponed.  The cumulative AIDS death 
rate is therefore projected to continue to increase as long 
as people are infected with HIV and die from AIDS-related 
illnesses, as shown in the following figure:

The number of new infections among adults (defined as those 
aged 15 years of age and above) is projected to continue 
to increase slightly from 7,000 in 2008 to 7,100 in 2012, in 
effect a levelling of new infections.  As people with previous 
HIV infections die, and as more people are infected, the HIV 
rate in Rwanda will mean that mortality rates nationally will 
continue to increase even when a decrease in prevalence 
and infection rates is experienced.  While HIV prevalence 
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Cumulative AIDS deaths are estimated to grow to over 
400,000 by 2012, with some 9,000 deaths due to AIDS 
per annum between now and 2012, but the growth will 
continue to slow, reflecting reduced levels of HIV infection.  
The cumulative number of AIDS deaths, decreased life 
expectancy, decreased total fertility, increased child mortality 
will inevitably result in a slower national and provincial 
population growth.

The first national population census in Rwanda took place 
in 1978, followed by another census in 1991 and the latest 
one in 2002; in 2006, an intercensal survey took place, but 
data are not yet available.  Past national censuses show 
that the population grew from close to 5 million in 1978 
to 7 million in 1991 and over 8 million in 2002.  It should 
be noted that Rwanda implemented a major administrative 
and territorial reform during the 2002 census which 
significantly modified provincial boundaries, and resulted in 
the transfer of people and territory.  “This notwithstanding, 
it must be noted that the huge loss in human life as well 

as the massive internal and external displacements and 
resettlement of populations that occurred as a result of the 
war and genocide in 1994, significantly disrupted the normal 
evolution of the population of almost all of the Provinces 
of the country” (National Institute of Statistics, 2003: 17).  
This made the projections by province difficult for the time 
being, but NIS has settled on a growth rate of 2.75%, in the 
absence of alternative information.  

Taking the above adult HIV prevalence rate into consideration 
as well as the 1994 genocide, international migration, 
total fertility rate, life expectancy, the Age Specific Fertility 
Rate, tuberculosis, and treatment for HIV/AIDS such as 
Anti-Retroviral Therapy (ART) and Prevention of Mother to 
Child Transmission (PMTCT), the following total population 
is projected for Rwanda.  Using the SPECTRUM Group 
of models, and calibrating the projections to the 2002 
census resulted in the following population projections for 
Rwanda. 
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Figure 4: Variation of HIV Infections by Age and by Geographical Setting

Source: National AIDS Control Commission in collaboration with TRAC Plus, PMU (Global Fund, MAP, ADB, UNDP), PEPFAR Steering Committee, Joint UN Team, 2006.

Figure 6:  National Population Projections With and Without HIV and AIDS, Rwanda (1983-2012)

Source:  OVC situation analysis survey, 2007.
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Figure 5:  Projected Cumulative AIDS Deaths (1981 – 2012)

Source:  OVC situation analysis survey, 2007.
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Currently (2008) the population of Rwanda is projected to be 9.3 million, taking HIV and AIDS into consideration1.  Findings 
are indicated in the following figure:

1 The modelling involves projecting from a past point, with the added benefit that this allows comparison with more recent census data.  The projected population 
estimates compare well to the 2002 population census which counted 8,162,715 people in 2002 in comparison to the projected numbers for the no AIDS and 
AIDS numbers at 8,146,496 and 7,758,453 respectively

Findings are indicated in the following figure:
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The population is projected to increase to 10.6 million in 
2012.  In the absence of HIV and AIDS the population was 
currently (2008) projected to have been 9.8 million, rising to 
11.2 million in 2012.  This means that there is a population 
deficit of 5% attributed to HIV and AIDS.  But it is not just 
the population deficit that is an issue.  Importantly, the 
population deficit will largely occur within the economically 
active age group, resulting in less human resources available 
for productive activities.

The above table also shows that Rwanda has more females 
than males and that this trend would continue into the 
future.   In 2002, the sex ratio stood at 91.5 males for every 
100 females.  In 1991 it was much higher at 95.1.  The male 
deficit worsened during the last intercensal period, largely as 
a result of the higher male mortality and male out-migration 
during the period of the war and genocide (National Census 
Service, 2003:19) Kigali City was the only province where 
the sex ratio has gone above 100, because males migrated 
to Kigali City in pursuit of better employment opportunities.
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2.5	 Projected Orphan and other Vulnerable Children 
Population in Rwanda

Using the above information, orphan numbers were 
projected into the future.  The SPECTRUM Group of Models 
was used to estimate the number of orphans due to AIDS 
and orphans due to other causes.  The model defined an 
orphan as a child under the age of 18 who has lost at least 
one parent, which is consistent with the definition of Rwanda.  
Taking past trends in fertility into consideration, as well as 
life expectancy and HIV and AIDS indicators, the number of 
children who were orphaned, and the proportion orphaned 
due to AIDS (a child who lost at least one parent due to an 
AIDS-related illnesses), and orphans due to other causes 
(child who lost at least one parent due to other causes, and 
none to an AIDS-related illness) were calculated.

Model results are indicated in the following figure:

The figure shows that the total number of orphans (all types of orphans are included) is currently (2008) projected to be 
852,795.  This is quite close to the 2007 figure calculated from the household listing process and quantitative interviews 
(824,065), and suggests that the generalisations from the eleven districts to the nation is reasonable accurate and, conversely, 
that the model results are quite accurate.  In 2007, 86,809 new orphans were projected, and roughly stabilising thereafter 
(85,052 for 2008; 83,772 for 2009; 85,395 for 2010; 87,705 for 2011; and 89,346 for 2012).

Of these total orphans, 22% (185,238) are currently projected to be children orphaned by AIDS while the remainder (692,597) 
are children orphaned due to other causes.  The total number of orphans who are orphaned due to all causes is projected to 
continue to increase until 2012, while the number of children orphaned due to AIDS had already reached its peak (in 2002).  
By 2012, children orphaned due to AIDS will constitute a lower 15% of the total number of orphans in Rwanda, down from 
22% in 2008.

More details on the number of orphans are provided in the following table:

Table 4: Projected Numbers of All Orphans in Rwanda (1985-2012)

Year
Number of Children 
Orphaned by AIDS

Number of Children Orphaned 
Due to Other Causes

All Orphans
% of All Children Orphaned by 

AIDS out of Total of All Orphans

1985 97 593,268 593,348 0.0

1986 604 594,256 594,758 0.1

1987 2,378 595,518 597,517 0.4

1988 6,608 593,980 599,599 1.1

1989 11,937 594,330 604,181 2.0

1990 3,394 594,313 593,939 0.6

1991 19,398 592,547 605,894 3.2

1992 40,207 584,422 615,741 6.5

1993 62,105 579,079 629,094 9.9

1994 92,488 579,484 656,473 14.1

1995 125,313 585,733 692,121 18.1

1996 157,794 597,668 733,273 21.5

1997 180,431 605,384 760,279 23.7

1998 198,270 614,770 784,554 25.3

1999 211,317 622,912 803,424 26.3

2000 219,918 629,908 817,387 26.9

2001 224,483 635,849 826,924 27.1

2002 225,292 641,018 832,593 27.1

2003 222,997 646,904 836,766 26.6

2004 218,229 653,736 840,127 26.0

2005 217,209 662,092 848,176 25.6

2006 205,360 671,269 847,805 24.2

2007 197,421 681,729 851,945 23.2

2008 185,238 692,597 852,795 21.7

2009 169,661 704,213 851,391 19.9

2010 154,601 716,584 851,135 18.2

2011 140,974 729,970 853,127 16.5

2012 128,159 744,032 856,385 15.0

Source:  OVC situation analysis survey, 2007.

The projections assume that the type or orphan (maternal, paternal, double) does not change over the projection period.  
Therefore, the distribution of type of orphan is consistent with the percentages calculated below.

For other vulnerable children, projections show a levelling of vulnerable children numbers as well, similar to the trend for 
orphans.  For the period 2007 to 2012, the modelling results show no appreciable increase in the number of vulnerable 
children, at 2,001,669 for 2008 and 2,005,739 for 2012.   The proportion of all children who were vulnerable therefore levelled 
at around 59% as well.

0

100000

200000

300000

400000
500000

600000

700000

800000

900000

1985
1988

1991
1994

1997
2000

2003
2006

2009
2012

Total AIDS Orphans

Total Non AIDS

Total Orphans

0

2,000,000

4,000,000

6,000,000

8,000,000

10,000,000

12,000,000

2000
2002

2004
2006

2008
2010

2012

Total Popualation

Females

Males

Figure 7:  Projected Total Population Taking HIV and AIDS into Consideration by Females and Males in Rwanda (2000-2012)

Figure 8: Projected Numbers of All Orphans in Rwanda (1985-2012)

Source:  OVC situation analysis survey, 2007.

Source:  OVC situation analysis survey, 2007.
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2.5.1	 OVC Caregiving Households and HIV&AIDS

Respondents to the quantitative questionnaire were asked 
a few questions about HIV&AIDS.  Almost all respondents 
(95.9%) had heard of HIV&AIDS.  Almost all (93.3%) indicated 
that they had received information from at least one source 
about HIV&AIDS, with little variation across provinces.  The 
level of exposure for children in the same household was 
lower, at 55.8% (and an additional 11.6% ‘did not know’), with 32.7% of households reporting that children had not received 
any information on HIV&AIDS.  When presented with a series of knowledge questions, 40.6% correctly answered eight 
out of eight questions correctly, and most of the remainder answered six to seven correctly.  Few respondents got most of 
the responses wrong.  In qualitative discussions, opinion leaders, caregivers and OVC themselves showed a high level of 
understanding of HIV&AIDS and how HIV is spread.  Encouragingly, some caregiver focus group discussion participants 
argued that ‘parents have learned to speak with their children about the spread of HIV and how one can prevent it’.  

Respondents were also presented with a series of attitudinal statements about HIV&AIDS.  Findings are summarised in the 
following table:

Table 5:  HIV&AIDS Attitudes

Response SA A D SD DK

HIV/AIDS really hasn’t hit this community/neighbourhood too hard 4.6 36.8 35.8 7.5 15.3

Orphans from parents who died of AIDS are treated no differently than orphans 
from other causes

5.8 39.1 33.2 3.7 18.2

Households that are looking after children orphaned due to AIDS are stigmatised 
by other households in the comm.

2.4 13.4 50.2 19.7 14.3

If a member of my family became infected with the AIDS virus, I would want this 
to remain a secret

13.8 37.6 35.9 12.0 0.8

If a member of my family became infected with the AIDS virus, I would be willing 
to care for them

30.2 64.0 4.0 1.1 0.8

I would still be willing to purchase fresh vegetables from a shopkeeper if they had 
the AIDS virus

30.7 58.0 7.2 2.6 1.6

If a female teacher has the AIDS virus, but is not sick, she should be allowed to 
continue teaching in school

37.6 53.0 6.6 1.6 1.3

SA = strongly agree, A = agree, D = disagree, SD = strongly disagree, DK = do not know

Respondents were ambivalent about whether HIV&AIDS was 
a problem in their community.  They were also ambivalent 
about whether they would want an infection within their 
family to remain a secret, while almost all indicated that they 
would be willing to care for someone who was HIV positive.

Most respondents did not feel that households looking after children orphaned due to AIDS were stigmatised by other 
households, but findings were more mixed in terms of the statement ‘orphans from parents who died of AIDS are treated no 
differently than orphans from other causes’.  Of interest, findings were similar for households caring for orphans compared 
to households that were not.  

Two additional stigma questions were also included, 
covering the purchase of fresh vegetables and being 
allowed to continue teaching if HIV positive.  In both cases, 
most respondents gave responses suggesting low levels of 
stigma, consistent with comments about children orphaned 
due to AIDS, and high levels of knowledge about how HIV 
is not transmitted.  Findings are consistent with national data from the DHS (Government of Rwanda, 2005a, tables 14.5.1 
and 14.5.2).  Qualitative results underline this finding, with a number of OVC and caregivers talking about how people with 
HIV can ‘live positively’, and that they are often known to be HIV positive within their communities, but people still interacted 
with them.  However, a number of focus group discussion participants did note that stigma was still there, but was often 
‘silent and within the home’.  When explored in more detail, a number of groups argued that it was not acceptable to display 
signs of stigma or discriminate against those HIV positive, as this had itself become ‘socially unacceptable’, but that people 
still had concerns about how HIV might be spread that led them to worry, in private, about how they might be at risk if they 
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interacted with those who had HIV.  
Unlike in southern Africa, where HIV seroprevalence rates 
are so high that almost everyone is directly or indirectly 
affected, HIV in Rwanda is viewed by focus group discussion 
participants as something that largely affects only those who 
are infected, rather than the broader community.  When 
asked about how communities coped with HIV&AIDS, for 
example, almost all focus groups responded that it was 
a problem at the household and individual levels, and not 
something that affected the community overall ‘except when 
families collapse and the children become delinquents’, as 
one group in Bugesera noted.

Children in one of the communities where interviews were conducted.

A proxy measure of direct AIDS impacts is measuring 
chronic illness and premature death.  Fourteen percent of 
all OVC caregiving households were affected by at least 
one member with a chronic illness, and 7.1% had had at 
least on member die in the year before the survey. One-
third of these deaths appeared to be premature, with 
deaths among 0-17s at 2.3% and among 18-25 year olds 
3.1%.  For deaths among orphans aged 0-17, these deaths 
were more likely in situations where the child came from a 
household where a parent had died of a chronic illness (chi-
square significant at the .1 level; 24.496, p=.000).  Of those 
who were ill or dying, 19.6% received external support, 
with most support offered by extended family members 
and friends and neighbours; less than 4% of all those ill or 
dying received support from a formal agency, the bulk of 
this provided by Government (compared to 12.2% for all 
chronically ill adults, DHS; Government of Rwanda, 2005a). 
The most common forms of support comprise medicines, 
followed by counselling and nutrition support, but it is 
important to remember that few received such support.

When presented with the statement “Friends and neighbours 
help households with someone ill at the beginning, but if the 
illness lasts a long time, this support fades away”, 34.9% 
strongly agreed with the statement, and 47.1% agreed.  

A more general question was presented to OVC 
caregiving households, asking them whether “in recent 
years has increased ill health or the premature death of 
adult household members undermined the ability of your 

household to cope with the socio-economic situation”.  
One-seventh (16.2%) argued that this was indeed the 
case, with orphan caregiving households significantly 
more likely to be affected than households looking after 
other vulnerable children (25.5% versus 10%, respectively; 
chi-square significant at the .1 level; 10200.983, p=.000).  
Economic and agricultural impacts were noted as ‘reduced 
labour available for agriculture’ (66.1%), ‘lost source of cash 
income’ (64.6%), and ‘reduced domestic labour’ (58.8%).   
Other impacts were noted as ‘worsened diet, we had less 
food’ (69%), ‘loss of support within the household’ (60.2%), 
and ‘loss of emotional support’ (34.5%).  Save the Children 
(2005), in “The Cost of Coping with Illness”, noted that 
poorer households had twice the illness burden of non-poor 
household, and were less able to cope with the illnesses.  

One-in-five (19.5%) of all OVC caregiving households argued 
that their household had suffered from a major ‘shock’ that 
affected their economic status negatively.  Chronic illness 
or deaths were most commonly mentioned, followed by the 
loss of economic opportunities.  

“In Rwanda for the past decade, rural households have lived 
with civil unrest and genocide, changing land laws, large 
population flows both into and out of the country, and climate 
threats with droughts and floods.  The illness and untimely 
death of prime age adults from a number of health problems 
(increasingly HIV/AIDS) adds to the stress of these households 
and has lasting effects on the ability of households to survive … 
households affected by adult illness and death strive to maintain 
their agricultural production, and work to avoid selling assets, 
yet some households appear to be in a downward spiral, losing 
assets and income earning potential.  They rely heavily on social 
networks for labor and skills, but clearly these networks will 
be stretched beyond their means in any continuing epidemic.  
Female-headed households in particular struggle to find labor 
with neighbors or work more themselves”  Donovan, Bailey, 
Mpyisi and Weber, 2003: 1.

2.6	 Orphan Status

Caregiving households looking after orphans were asked 
a number of questions about these orphans.  Questions 
comprised the following:

•	 Type of orphan - maternal, paternal, double
•	 If maternal orphan, status of the father
•	 Sex of orphan
•	 Age of orphan
•	 Whether siblings came to the same household
•	 Whether siblings were sent to a different household
•	 The foster status of the children - fostered, adopted, 

neither
•	 Whether the children are step-children to a step-

mother or a step-father
•	 Whether the children have physical or mental 

disabilities
•	 Whether the child is biologically related to any adult in 

the household
•	 If biologically related to anyone in the household, 

whether the child is living with the mother’s or the 

In the poorest households in Rwanda, AIDS-related illness and 
death lowers total household spending power by approximately 
30%.  Even if these impacts are mitigated, spending power still 
reduces by some 15%.  Prywes, 2005.  

‘Stigma and discrimination is no longer there in the community 
but it is done silently in homes’.  FGD, Karongi District.

OVC directly affected by HIV&AIDS were more likely to have had 
sex before the age of 15, holding for both males and females. 
DHS, Government of Rwanda, 2005a, table 16.5.
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Over half of the orphans had lost their fathers, at 58.5%, followed by double orphans (those who had lost both their mother 
and their father) at 26.1%, and 15.4% who had lost their mothers but not their fathers.  This varied somewhat across location, 
with the percentage of double orphans highest in Kigali Province, and lowest in the east.  For paternal orphans, in 86.1% of 
all cases, they were aware that the father was living, while 13.9% lived in households where no one knew the status of the 
father, and presumed he was dead.

father’s side of the family
•	 The total number of different families orphans being 

cared for have come from
•	 Whether any of the orphans aged 3-17 had ever 

attended pre-school
•	 Whether a verbal or written will exists that relates to 

the child
•	 Whether a child cared for a dying relative
•	 How long the orphan had been living in the current 

household
•	 Whether the orphan had been living in the household 

before becoming an orphan
•	 Whether the orphan had come from another 

community, or the same community and, if from 
another community, whether they had moved from 
an urban to a rural area, from a rural area to an urban 
area, or from urban to urban or rural to rural

•	 Whether the orphan has been registered with 
Government as an orphan

•	 The health, age, sex, and education status of the 
primary caregiver

•	 The total number of children in the household

The type of orphan is indicated in the following figure, for 
the nation as a whole, and for each province:
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The sex of orphans was divided evenly across males 
(49.1%) and females (50.9%).  There was little variation 
across province.

The age status of orphans is indicated in the following 
figure:
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Figure 10:  Age of Orphans

Source:  OVC situation analysis survey, 2007.

Only one-quarter of the orphans were under the age of 
ten, with the majority being teenagers.  Orphans in Kigali 
Province tended to be younger than those in the four rural 
provinces.

The percent of double orphans who had been fostered or 
adopted is indicated in the following figure:
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66.1%

Fostered Adopted No Formal Procedure

Figure 11:  Fostering or Adoption Status

Source:  OVC situation analysis survey, 2007.

One-third of all double orphans had either been fostered 
(most common, at 27.4%) or adopted (quite uncommon, at 
6.5%).  Two-thirds (66.1%) had been taken in by family 
members, neighbours or others without any formal 
procedures.  Fostering or adoption were most common in 
Western Province. Those who had been brought in by non-
relatives were substantially more likely to be fostered (40.5% 
for non-relatives and 11% for relatives) or adopted (7.4% for 
non-relatives and 2.2% for relatives).  Even then, however, 
52.1% of those being looked after by a non-relative had not 
gone through any formal process.  Further, wills were 
prepared (written or verbal) for only 15.8% of all orphan 
children.

Rural household, Western Province

Regarding transition issues, a number of questions were 
asked that tried to get at factors that tended to reflect more 
difficult transition issues.  Key among these was whether 
the child had to care for a dying adult, whether the child 
was moved from one household to another, from one 
community to another, and from one ‘type’ of community 
to another (urban to rural, rural to urban), whether orphans 
were moved together or separated, and whether the 
child was biologically related to anyone in the caregiving 
household.

Focus group discussion participants often noted that 
children who were transferred from one household to 
another really suffer.  Anger, depression, being lonely, 
crying unexpectedly and an inability to deal with other 
children were noted as common problems, while some 
groups argued that longer-term impacts included a loss of 
self-confidence, an inability to perform in school, difficulty 
in making decisions, and a continued inability to ‘fit in’ to 
their new family situation.  In the early days, many of these 
children received help from FARG, with children identified 
through cell level FARG committees, and while this helped 
in terms of meeting basic needs and getting children back 
into school, it did less to help the child adjust to their 
new circumstances.  Nevertheless, even though orphans 
that had to be moved tended to moved to better-off 
households, Siaens, Subbarao and Wodon (2003; no page 
given) highlight that “welcoming an orphan is still likely to 
induce a loss in consumption for a household.  According 
to preliminary estimates … the marginal impact of having 
one orphan in the household on consumption is negative 

In a case study of a child headed household in Gasabo District, 
six children lived together -- 3 boys and 3 girls.  They lived in 
a house built as part of resettlement after the genocide.  The 
children are fortunate in that they were provided with this 
housing, and further they have been able to secure support to 
attend school (from a group called Hope and Home and, for the 
two younger children, SOS Rwanda).  One of the girls joined 
other relatives, but soon returned because she was beaten and 
verbally abused, and make to work all the time. 

Despite having their own house and being resettled, with the 
support initially offered, the children were now hungry, because 
the support ended.  When they were not in school, or doing 
homework and household chores, they did informal jobs to try 
and earn money.  Even then, they only ate on average one meal 
a day.  

The children felt that they fit well within their community.  In 
part this was because all households in the area had their lives 
disrupted by the genocide.  ‘We are all in the same situation 
here, and this helps us get along’.  They noted that, like any 
other family in the community, they are helped out in times of 
real need, but only morally, not materially.  

In the early days, the children ‘were out of control’, and the 
oldest male, who became the household head, had so many 
problems controlling them.  Some even engaged in theft, and 
got into trouble.  The oldest boy beat them to make sure they 
stopped, but the children continued to perform poorly in school 
and exhibited behavioural problems.  None of the children have 
ever received any counselling, and have had to adapt to their 
lives on their own.
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Figure 9:  Type of Orphan

Source:  OVC situation analysis survey, 2007.
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for double orphans.  It was also least likely for Kigali and 
Eastern provinces (59.5% and 57.4%, respectively), and 
most likely for Western and Northern provinces (70.5% and 
70%, respectively).

In 51.2% of all cases, children were not moved either 
before or after becoming orphans.  The remaining 48.8% 
had been moved.  Of these, a high 59.2% had been 
moved from another community to their current residence.  
However, the majority of these had been moved from a 
similar ‘environment’ (71.9% rural to rural area, 4.6% urban 
to urban area), with only 18.8% moved from a rural area to 
an urban area and, of most concern, from an urban area 
to a rural area (4.7%).  OVC who were moved were least 
likely to have come from the same community in Eastern 
Province.

“… the risk for orphans or abandoned children to lose ground 
in their schooling achievements is minimized if they are placed 
with relatives.”  De Walque, 2005: 4.

Children who had had to care for a dying adult tended to 
have more emotional adjustment problems.  The percentage 
of orphans who had to care for a dying adult is indicated in 
the following figure:

When presented with the statement “In general, older orphans 
have more problems adjusting to becoming orphans than 
the younger ones”, 78.7% strongly agreed or agreed with the 
statement. 

27%

73%
Yes

No

Figure 12: % of Orphans Who Had to Care for a Dying Adult

Source:  OVC situation analysis survey, 2007.

- estimated at the sample mean, there is a net reduction in 
per capita consumption of 5.2 percent and 11.5 percent in 
urban and rural areas respectively”.

When presented with the statement “Many of the children 
that become orphans these days carry many psychological 
problems with them that make them difficult to care for”, 76% 
agreed or strongly agreed with the statement.  However, actual 
behavioural difficulties among orphan children was reported as 
quite low, with only 4.4% noting that the orphan had exhibited 
behavioural difficulties while living in the household.

Of children with siblings and who were moved from one 
household to another, 87.2% were moved together, 
and only 12.7% were separated.  Separation was most 
common in Kigali Province.  The literature also highlights 
the importance of keeping children within the extended 
family.  A total of 93.7% of all orphans were being cared 
for by a biological relative, and only 6.3% were being cared 
for by a non-relative.  This was lowest in Kigali Province, 
at 89%, but did not vary significantly across the four rural 
provinces.

Article 8 of Law No 27 of 2001 related to the rights and protection 
of the child notes that ‘Every orphan must have a guardian, an 
adoptive parent or be under the care of a specialised institution.  
The state is responsible for any child having neither a guardian 
nor an adoptive parent’.

For maternal orphans (children who had lost their mothers), 
71.2% were living with the father or, in some cases, with 
the father’s side of the family.  Only 22.9% were left with the 
mother’s family members.  Of interest, while child-headed 
households and children living rough only comprised 1.3% 
of all households with orphans (0.7% for child-headed 
households and 0.6% living rough, consistent with figures 
from the 2005/2006 EICV, National Institute of Statistics, 
2006), maternal orphans were considerably more likely to 
be living in child-headed households than double orphans, 
or paternal orphans, with 5.9% of maternal orphans living 
rough, or living in a child-headed household.  In cases 
where orphaned children were separated, OVC focus 
group participants noted that this was largely in cases of 
double orphans when extended family member households 
were extremely poor, and could not look after more than 
one orphan.  In a number of these cases, friends of the 
family took the other children in.  Unfortunately, estimates 
of the number of children in prison are not available, but it is 
expected that the number is quite small, as those involved 
in the genocide have now turned eighteen.  

The more consistent the child’s life, the better. Moving from 
one environment to another, especially for older children, 
tended to make adjustment more difficult.  In Rwanda, 
two-thirds of orphans (65.4%) had lived in the caregiving 
household their entire lives, with only one-third having been 
moved.  A similar percentage (64.9%) had lived in the same 
household they were currently living in before becoming 
orphans.  Perhaps not surprisingly, this was least likely 
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One-quarter of all orphans had to care for a dying parent. It is expected that this would be the case more for girls than boys.  
However, as indicated in the following figure, this is not the case:
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Figure 13:  % of Orphans Who Had to Care for a Dying Adult by Sex of Child

Source:  OVC situation analysis survey, 2007.

One-quarter of girls and boys had had to care for a dying relative.  This held even with controlling for age.  The proportion 
of orphans who had had to care for a dying relative was considerably higher in Kigali Province than in any of the four rural 
provinces, at almost 40%.  Only 21.8% of all parental deaths of orphan children were registered, with the figure much higher 
for Eastern Province (at 40.2%) than for other locations, and was lowest in Kigali Province.

A number of attitudinal statements were also included aimed at establishing whether people felt that orphans were worse off 
than non-orphans.  Findings are summarised in the following table:

Table 6:  Attitudinal Scale Statements:  Orphans and Non-Orphans

Response SA A D SD DK

Overall, orphans are no worse off than non-orphans in poor households in this 
community/neighbourhood

4.7 35.6 45.3 10.0 4.4

Orphans will always be at a disadvantage compared to non-orphans in living a 
happy life

22.6 58.2 15.1 2.1 2.0

One problem facing households caring for orphans is that they are targeted by 
spirits, and this brings them bad luck

5.3 17.1 32.7 29.4 15.5

The orphans I’m looking after are more ill-disciplined than the non-orphans in this 
household

1.6 7.5 58.9 30.5 1.6

Really, those of us looking after orphans are being stigmatised by other members 
of the community

3.3 10.7 55.8 28.6 1.5

Source:  OVC situation analysis survey, 2007.

Most respondents were concerned that orphans would 
have fewer opportunities in life than non-orphans, with 
only 17.2% disagreeing or strongly disagreeing with the 
statement. One-quarter were concerned that spirits would 
target households with orphans, but few felt that stigma 
was a problem.  Respondents were more ambivalent about 
whether orphans were worse off than non-orphans.  Few 
orphan caregiving households felt that orphans were more ill-disciplined than non-orphans in their households.  

Caregivers were asked whether orphan children suffered from 
some behavioural problems. A high 38.5% noted that the 
‘child rarely plays or laughs’, 23.4% ‘rarely socialised with 
other children’, and 34.9% ‘seemed isolated and depressed’.  
Stigmatisation against these children was, however, felt to be 
uncommon.  
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It is also commonly assumed that most caregivers are female.  This was indeed the case, with 78.8% of all caregivers female.  
This held across age group, as shown in the following figure:
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Source:  OVC situation analysis survey, 2007.

Figure 15:  Caregiver’s Age by Sex

Education status of caregivers is low, as shown in the following figure:
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Figure 16:  Education Status of Caregivers

Source:  OVC situation analysis survey, 2007.

Only 12.7% of all caregivers had had secondary education.  Almost half (42.7%) had no education.  Education status was 
highest in Kigali Province, where 31.6% had at least some secondary education (compared to levels well below 10% for all 
rural provinces).

While 0.7% of all households with OVC were child-headed, 
a higher 2.3% of all caregivers were aged under eighteen.  
While it is commonly assumed that caregivers are generally 
elderly, only 13.8% of caregivers were elderly (aged 60 
and older).  Including those aged 50 and older, 30.5% 
were older caregivers.  This leaves two-thirds (67.1%) 
of caregivers aged 18-49.   In part this reflects elderly 
household heads, but others in the same household that 
can care for children.

Caregiver interviewee.

2.6.1	 Caregiver Status

Three questions were asked about the status of caregivers:  
age, health status, sex, and education status.  Age status 
is indicated in the following figure:
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Source:  OVC situation analysis survey, 2007.

Figure 14:  Age of Caregivers (for orphan children)
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In such a situation, it would be expected that the number 
of children orphaned or made vulnerable due to HIV&AIDS 
would rise.  However, an effective national response to 
HIV&AIDS has meant that, while the overall number of 
OVC is projected to decline, the proportion of OVC made 
vulnerable due to HIV&AIDS will actually decrease.  For 
2007, it is estimated that 23.2% of all orphans had been 
orphaned due to the death of a parent to an AIDS-related 
illnesses (the figure was highest in 2001-2, at 27.1%), which 
by 2012 is expected to decline to 15%.  

Projections for orphan number show a levelling in the 
number, at around 850,000, between 2007 and 2012.  For 
other vulnerable children, projections show a levelling of 
vulnerable children numbers as well, similar to the trend for 
orphans.  For the period 2007 to 2012, the modelling results 
show no appreciable increase in the number of vulnerable 
children, at 2,001,669 for 2008 and 2,005,739 for 2012.   
The proportion of all children who were vulnerable therefore 
levelled at around 59% as well. 

One-quarter (26.1%) of all orphans were double orphans, 
meaning that they had lost both their mother and father, 
58.5% were paternal orphans, meaning that they had lost 
their father but not their mother, and 15.4% were maternal 
orphans, meaning that they had lost their mother but not 
their father.  Figures ranged across the country, with the 
highest proportion of double orphans occurring in Kigali 
Province.  Qualitative discussions suggest that this is due to 
the collapse of coping mechanisms in rural areas for double 

Three-quarters of caregivers were healthy (76.2%), 20.2% were sick but not bedridden, and 3.6% were infirm/bedridden.  
Perhaps not surprisingly, most of those who were sickly or infirm were older caregivers:
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Figure 17:  Age of Caregivers by Health Status

Source:  OVC situation analysis survey, 2007.

More than half of caregivers in their sixties were ill, and one-
in-six of these were infirm or bedridden.  Even among those 
aged 50-59, 40.1% were sick or infirm.  

2.7	 Summary

It is estimated that, as of late 2007, there were 2.8 million 
OVC in Rwanda.  One-quarter (24.3%) of all children aged 
0-17 were orphans, and 59% were vulnerable children, 
yielding a total of 79.3% of all children as OVC.  This finding 
was consistent with the Demographic and Health Survey 
estimate for orphans, and consistent with estimates of total 
OVC numbers given by a number of key informants.  The 
vast majority of these OVC are living in households with 
adult caregivers, with relatively small populations living as 
refugees, living rough on the streets, living in child-headed 
households, in prison, or serving as child soldiers.  Overall, 
it is estimated that there are 240,204 orphan caregiving 
households nationwide, 583,460 vulnerable children 
caregiving households, and 166,042 households with no 
OVC.  Most vulnerable children were vulnerable due to 
extreme poverty, but some also faced other aspects of 
vulnerability.

The 1994 genocide was a key factor in rapidly increasing 
the number of OVC in Rwanda.  2007 data highlight the 
fact that many orphans are at least 13 years old.  However, 
by 2008, many of these children had reached the age of 18 
and, while often still vulnerable, were no longer classified 
as OVC under the national definition.  This is also reflected 
in a relatively small percentage of all orphans living in 
child-headed households, now at only 1.3% of all orphan 
caregiving households.  

orphans, and their move to Kigali to live with more distance 
relatives who are perceived to be better able to afford to 
care for them.   

In two-thirds of all cases, no formal procedures for adoption 
or fostering was used with the arrival of orphan children.  
Perhaps not surprisingly, fostering or adoption was more 
common in the case of non-family members, while for 
relatives, it was felt that cultural systems of child caregiving 
meant that no formal procedures were required.  Wills were 
only prepared by parents for 15.8% of all orphan children. 

In 93.7% of all cases, orphans were being cared for by 
a biological relative.  Most of these were living with the 
surviving parent, even for maternal orphans.  Half of all 
orphans did not move after becoming orphans, having 
lived in the household usually all of their lives.  For those 
who had been moved, most had been moved to a similar 
environment.  One-quarter of all orphans had to care for a 
dying parent, with no variation across boys and girls.  

While child-headed households were relatively uncommon 
(at 0.7%), a worryingly high 16.7% of all orphan caregivers 
were other children aged under 18.  Unexpectedly, only 
13.8% of caregivers were elderly (aged over 59).  Education 
status of caregivers was quite poor, with almost half having 
no education, and only a small percentage having any 
secondary schooling.  One-fifth (20.2%) of caregivers with 
either sick or infirm.
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3.1	 Introduction

I n this chapter, two aspects of OVC and OVC caregiving households are considered:  socio-economic status, and access 
to services.  Under socio-economic status, income (in cash and in kind) and employment are considered, as is the criteria 

for including households as vulnerable.   Regarding social services, a key goal of the NSP for OVC is to improve access to 
services, so that OVC and OVC caregiving households have the same level of service delivery as non-OVC.  Therefore, a 
broad range of issues are covered under social service access and use.

3.2	 Demographic Overview

Household structure is indicated in the following table:

Table 7:  Structure of OVC Caregiving Households

Response All OVC Orphans Other VC

Male Female Male Female Male Female

Aged < 1 Year 18396 18396 3905 3163 14491 15233

Percentage < 1 Year 3.3 2.9 2.0 1.3 4.1 4.0

Aged 1-4 years 77398 72154 18814 18591 58584 53563

Percentage 1-4 Years 13.9 11.5 9.5 7.4 16.5 14.2

Aged 5-17 Years 237024 245935 105045 107641 131979 138294

Percentage 7-17 Years 42.7 39.1 52.8 42.7 37.1 36.7

Aged 0-18 332818 336485 127764 129395 205054 207090

Percentage aged 0-18 59.9 53.5 64.3 51.3 57.6 54.9

Grouped % aged 0-18 56.5 57% 56.2%

Aged 18-25 Years 71,419 86,445 31798 36160 39621 50285

Percentage 18-25 Years 12.9 13.8 16.0 14.3 11.1 13.3

Aged 26-49 Years 111,672 155,249 25221 55555 86451 99694

Percentage 26-49 Years 20.1 24.7 12.7 22.0 24.3 26.4

Aged 50-59 Years 22,959 29,627 6741 16302 16218 13325

Percentage 50-59 Years 4.1 4.7 3.4 6.5 4.6 3.5

Aged 60+ Years 15,717 21,483 7252 14891 8465 6592

Percentage 60+ Years 2.8 3.4 3.6 5.9 2.4 1.7

Total in OVC HHs 554,585 629,289 198776 252303 355809 376986

Mean 4.98

Median 5

Source:  OVC situation analysis survey, 2007.

The average OVC caregiving household had five members (median, mean = 4.98), with over half of the members under the 
age of 18.  Household size was smaller for orphan caregiving households, with the mean at 4.73 members, with the mean 
for vulnerable children caregiving households higher at 5.14. The percentage of under eighteens was similar for orphan 
caregiving households, and households caring for other vulnerable children.  This compares with lower household averages, 
with 4.6 members nationally.

Demographic and Socio-Economic 
Status and Access to Services Among 
OVC Caregiving Households

3
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Education status was low for almost all household heads:
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Source:  OVC situation analysis survey, 2007.

Figure 19:  Education Status of Household Heads:

Two-thirds (66.5%) of all OVC caregiving households are 
male-headed.  For most of the remainder (27.4%), females 
headed the household with no senior male present, while an 
additional 6.1% were stated as male-headed, but the male 
head was absent at least six months over the past twelve.  
OVC caregiving households were more likely to be female-
headed (33.5%) than households in the general population 
(27.6%; see National Institute of Statistics, 2006).  There 
was minimal variation across the five regions.

What is of most interest about this figure is the remarkable 
difference between orphan caregiving households and 
households looking after other vulnerable children.  An 
extraordinary 59.6% of all orphan caregiving households 
were headed by females, compared to only 16% for 
vulnerable children caregiving households (chi-square 
significant at the .1 level; 51034.751, p=.000).  This held 
across all locations in the survey.

One-third of all households are headed by females, as noted in the following figure for the total population of OVC caregiving 
households, and also for orphan versus vulnerable children households:
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Figure 18:  Sex of Household Head

Source:  OVC situation analysis survey, 2007.

Umuganda at one of the sampled communities

Forty percent of OVC caregiving household heads had 
no education, and almost all the remainder had primary 
education.  The situation was worse for orphan household 
heads than for the heads of other vulnerable children 
(chi-square significant at the .1 level; 4926.801, p=.000), 
although education levels were low for both.  The education 
status was lower for female-headed households, with half 
having no education.  Education status was higher for 
household heads based in Kigali, with little variation across 
the four rural provinces.

This difference between male- and female-headed 
households held for both orphan caregiving households 
and household caring for other vulnerable children (chi-
square significant at the .1 level, 4851.754, p=.000 for 
orphan households; 935.695, p=.000 for vulnerable 
children households), and was especially pronounced for 
orphan caregiving households.  In part this is due to female-
headed households being older (44.6 years, versus 40.2 
years; f = 1465.512, p=.000), with 16.7% of all female-
headed households being aged sixty or older, compared to 
9.2% for male-headed households (chi-square significant 
at the .1 level; 3184.807, p=.000).  Household heads in 
Kigali Province tended to be considerably younger than 
household heads in the four rural provinces.

3.3  Poverty, Income and Employment

3.3.1  Poverty and In-kind/In-cash Income Status

At the end of the quantitative interview, enumerators were 
asked to rate OVC households in terms of six poverty 
categories.  These poverty categories were derived from 

the participatory poverty assessment exercises conducted 
as part of preparation of the first Poverty Reduction Strategy 
Paper (PRSP, Government of, 2002e), and thereafter second 
Economic Development and Poverty Reduction Strategy 
(EDPRS; MINECOFIN, 2007) in 2007, and consisted of the 
following:

•	 In abject poverty (umutindi nyakujya) - Those who 
need to beg to survive.  They have no land or 
livestock and lack shelter, adequate clothing and food.  
They fall sick often and have no access to medical 
care.  Their children are malnourished and they 
cannot afford to send them to school.

•	 The very poor (umutindi) - The main difference 
between the umutindi nyakujya and the umutindi is 
that this group is physically capable of working on 
land owned by others, although they themselves have 
either no land or very small land-holdings, and no 
livestock.

•	 The poor (umukene) - These households have some 
land and housing.  They live on their own labour and 
produce, and though they have no savings, they can 
eat, even if the food is not very nutritious.  However, 
they do not have a surplus to sell in the market, their 
children do not always go to school and they often 
have no access to health care.

•	 The resourceful poor (umukene wifashtje) - This group 
shares many of the characteristics of the umukene 
but, in addition, they have small ruminants and their 
children go to primary school.

•	 The food rich (umukingu) - This group has larger 
landholdings with fertile soil and enough to eat.  They 
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Consistent with findings from situation analyses from other countries in the region (e.g., Zambia, Mozambique and Namibia), 
orphan caregiving households tend to be better off than households caring only for vulnerable children.  Findings are indicated 
in the following figure:
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Figure 21:  Levels of Poverty by Orphan Versus Vulnerable Children Households

*  Chi-square significant at the .1 level; 4936.992, p=.000.
Source:  OVC situation analysis survey, 2007.

have livestock, often have paid jobs, and can access health care.
•	 The money rich (umukire) - This group has land and livestock, and often has salaried jobs.  They have good housing, 

often own a vehicle, and have enough money to lead and to get credit from the bank.  Many migrate to urban centres.

Among the poor, the distinction is made between those who are poor but still control capital that can help them escape 
poverty (the resourceful poor), those who are poor but need external support in time of need (the poor), those who will remain 
marginal even with outside assistance (the very poor’), and the destitute (in abject poverty).  The critical distinction here is 
between households where outside support may enable them to escape poverty (the resourceful poor, and the poor), and 
those who will remain poor despite access to such resources (the very poor, in abject poverty).  Findings are indicated in the 
following figure:
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Figure 20:  Classification of OVC Caregiving Households by Poverty Category

Source:  OVC situation analysis survey, 2007.

Of all the OVC caregiving households, all but 2.2% were rated as poor, across the four ‘poor’ categories.  The majority of 
these households were rated as ‘very poor’ or ‘poor’, while only 7.1% were rated as ‘resourceful poor’, and only 12% were 
rated as ‘in abject poverty’.  Assuming that some half of those classified as ‘poor’ could emerge from poverty with the right 
support, overall, some 70-90% of all households caring for OVC are likely to remain in poverty for the foreseeable future.
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Households with vulnerable children are significantly more 
likely to be classified as poorer than households looking 
after orphans.  Of households looking after orphans, 14.1% 
were not in poverty, and up to an equal number were in a 
situation where they could escape from poverty under the 
right circumstances.  This compared to a lower 5.7% for 
vulnerable children households.  OVC caregiving households 
in Kigali Province were least likely to be in abject poverty or 
very poor, compared to the four rural provinces.

‘We only eat once or twice a day, and never special meals.  We 
eat to survive’.  OVC focus group, Southern Province.

Poverty findings are consistent with the findings for income 
status.  Overall, only 13.6% had incomes/own production 
valued at over US$.33 per day, or US$10 per month (and 
US$120 per annum), and most of these averaged around 
US$35 per month.  As with findings for poverty, households 
looking after vulnerable children are somewhat more likely 
to earn less than US$10 per month than households with 
orphans (chi-square significant at the .1 level; 3318.389, 
p=.000).

A total of 8.8% of all OVC caregiving households have 
received some training in income generation, as had 0.4% 
of children in these households.  Access to such training 
was highest in Kigali Province, at 14.8% (17.6% for orphan 
caregiving households, and 11.7% for vulnerable children 
caregiving household).  A total of 15.3% had at least one 

member involved in a micro-finance initiate or a rotational 
savings and loan scheme, highest in Kigali and Northern 
provinces.  There were no clear patterns of variation 
across orphan caregiving households and vulnerable 
children caregiving households.  FGD participants noted 
that access to credit was extremely limited, and that this 
was a key problem hampering the ability of households to 
improve their lives, and undermined grower and marketing 
co-operatives.

“The 2006 Comprehensive Food Security and Vulnerability 
Assessment showed that 28% of households across the 
country were food insecure (poor consumption and weak food 
access), rising to as much as 40% in the Bugesera region, and 
the western Lake Shore region.”  UNDP, 2007.

An extremely high 69.9% of all households noted that they 
had been unable to eat on at least one occasion due to a 
shortage of food in the week before the survey, and an even 
higher 84.4% had had to substitute food types because of 
shortages of preferred foods; there was no variation across 
orphan caregiving households and households looking after 
other vulnerable children.  Findings were similar for children 
in the household as well, at 60.3% for missed meals, and 
83.8% for substituted food; again, there was no variation 
across orphan and non-orphan households.  According 
to the Demographic and Health Survey (Government of 
Rwanda, 2005a), almost half of all children (45%) were 
malnourished, while they also found no difference between 
orphans and non-orphans in the population as a whole. 
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Not surprisingly, given low levels of income, most 
households owned few assets, with the exception of radios 
and goats.  Cattle ownership was uncommon, and is well 
below national figures of some 33%, and even national 
figures for poor households, at 23%.  For each asset, 
except radio and animals, orphan caregiving households 
were significantly more likely to have assets than households 
with other vulnerable children.  Radio ownership in the EICV 
survey of 2005/2006 (National Institute of Statistics, 2006) 
gave a figure of 52.9% nationally, divided into 40.6% for 
poor households and 67.2% for non-poor households.  
Assuming continued growth in ownership (ownership grew 
from 22.8% in 2000/2001 for poor households), figures for 
OVC caregiving households may be consistent with figures 
for other poor households, but remain below levels for non-
poor households.  Bicycle and phone ownership was higher 
than figures for poor households in the EICV, and was more 
consistent with national figures.  The rapid increase in cell 
phone ownership in the past few years may mean that the 
figures for OVC households are approximate to other poor 
households in 2007.   Electricity access was low, at 7%, but 
is consistent with national figures (at 4.8%).

Two-thirds (68.4%) of all OVC caregiving households 
owned farm land.  Of these, 20.3% felt that their household 
had inadequate labour to farm effectively over the past year, 
and 62.2% felt that their household did not have sufficient 
inputs for farming (seeds, fertilisers, pest control, etc.).  
A very high 78.8% felt that their farm land was too small 
to meet their needs.  There was little difference between 
orphan caregiving households and households looking 
after other vulnerable children.  Crops grown varied across 
location, with crops included rice, sweet potatoes, beans, 
tomatoes, millet, sorghum, cassava, groundnuts and maize 
largely for home consumption. A few had animals, including 
chickens, rabbits, goats, and milk cows.  OVC caregivers 
reported that they rarely had surplus crops for sale.  OVC 
themselves supported home production, and sometimes 

3.3.2	 Assets

Ownership of key assets is indicated in the following table:

Table 8:  Ownership of Key Assets (% of households with asset)

Response All OVC Orphans Other Vulnerable Children

Electricity 7.0 11.4 4.0

Television 3.0 6.2 0.9

Refrigerator 1.6 3.3 0.4

Phone (mobile, land) 9.0 13.6 5.9

Car/Pick-Up 0.8 1.1 0.5

Bicycle 11.1 8.8 12.7

Radio 47.0 46.5 47.3

Cattle 9.4 9.0 9.6

Milk Cows/Bulls 14.6 13.2 15.5

Goats/Sheep 32.9 32.1 33.5

Chickens 21.2 19.4 22.4

Pigs 6.0 5.1 6.7

Source:  OVC situation analysis survey, 2007.
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provided labour to other households through casual labour 
on farm and off farm, including ‘children who had no family 
and no where to go’.

Tending livestock in one of the sampled communities

An average of 2.6 OVC share a sleeping room, with 4% 
sleeping five or more in a single room.  Density was higher 
for households looking after vulnerable children (mean = 
2.8, median = 3) compared to households with orphans 
(mean = 2.3, median = 2).  
A total of 6.2% of OVC caregiving households had been 
dispossessed of land.  This was least common in Kigali 
Province, with little variation across the four rural provinces.

 “When parents die while their children are still very young, their 
inherited land is usually controlled by relatives from the extended 
family who are also supposed to look after the orphans until 
they reach maturity but who do not always look after the land in 
the orphans’ best interest … Orphans would therefore like the 
government to strengthen their rights over their inherited land.”  
DFID and HTSPE, 2006: para 6.3.1. 

In one-quarter (26.9%) of all cases, this had happened to 
a woman after she became a widow (this compares to 

one-third for all widows nationally, see National Institute of 
Statistics, 2006), despite legislation from the 1990s that 
allowed women to inherit land within marriage.  Of interest, 
there were few cases of dispossession of inheritance land to 
orphan or non-orphan children (1% and 0.4%, respectively, 
which did not vary across boys and girls; this may, however, 
be under-reported, as land grabbing may have occurred 
within the new caregiving household, something that key 
informants felt remained a problem).  Few orphan children 
had inherited land that they rented out, suggesting that 
most ‘brought’ the land to the caregiving household, or (in 
the case of orphans who did not leave the household they 
were living in) retained the land.  Findings suggest low levels 
of land loss arising from orphanhood.  This held true even 
for double orphans.  Having said this, in discussions with OVC themselves many noted that, while double orphans indeed 
‘brought land’ with them, they felt that their inheritance to the land was at risk when they grew up ‘because the adults use 
the land as theirs’ and seemed to have every intention of keeping the land in the future.

Having said this, however, it appears that other assets are not brought by orphans as part of inheritance.  When asked 
about these other assets, 75.3% of orphan caregiving households noted that these assets were lost.  This is despite wide-
spread agreement (86.5%) with the attitudinal scale statement “Children should get the main inheritance if their parents die, 
rather than the other relatives”. 

3.3.3  Employment Status
OVC caregivers were asked about the employment status of household members, and whether their households had cash 
income.  Only 20.8% of all households reported no cash earnings.  Of the remainder, the majority had one or two members 
earning cash (42.2% and 31.2%, respectively).  Of the households with members earning cash income, 96.3% contributed cash 
income to the needs of the household on a regular basis (defined as at least four times per annum).  Most of those in employment 
were involved in agricultural production for sale of at least part of the produce, reflected in the low value of income. 

3.4  Social Services
Key social service status variables are summarised in the following table:

Table 9:  Access to Key Social Services

Response All OVC Orphans Other Vulnerable Children

Human waste system

Unimproved Pit Latrine 80.0 75.8 82.9

Improved Pit Latrine 11.8 14.9 9.7

Public Pit Latrine 4.6 4.0 4.3

Bush/Fence 2.4 2.4 2.4

Flush Toilet 0.9 1.7 0.4

Other 0.3 0.2 0.3

Drinking Water Source

Improved Waterpoint 49.4 46.3 51.5

Surface Water 13.9 13.4 14.3

Tap in Yard 8.4 11.3 6.5

Neighbour’s Tap 8.2 8.9 7.8

Spring 7.1 7.6 6.7

Open Well 7.0 6.1 7.6

Capped Well 4.6 4.5 4.6

Main Fuel Used for Cooking

Firewood 86.8 81.8 90.2

Charcoal 11.0 15.3 8.0

Paraffin 1.4 1.6 1.3

Electricity 0.7 1.2 0.3

Source:  OVC situation analysis survey, 2007.

“Families headed by orphans are a unique group.  The majority 
of these families have inherited land from their parents and 
other relatives, and in many cases their inherited landholdings 
are relatively large, yet they face particular problems as a result 
of their relative poverty … When parents die while their children 
are still very young, their inherited land is usually controlled 
by relatives from the extended family who are also supposed 
to look after the orphans until they reach maturity but who do 
not always look after the land in the orphans’ best interests.  
Orphans may be allowed to cultivate their land but cannot rent-
out or sell orphans’ land and keeps the proceeds for themselves 
…”  From ‘Results of Preparatory Field Consultations in Four 
Trial Districts” under Phase 1 of the Land Reform Process for 
Rwanda, HTSPE, 2006: 6.3.1
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capped wells, and it is not certain whether these were safe 
sources.  If these are assumed to be partially unsafe, this 
would suggest that almost one-third of all OVC caregiving 
households relied on water sources that were not safe 
at the source, compared to a slightly lower 29.6% for all 
households).  For the remainder, most relied on improved 
waterpoints.  Only 16.6% had a tap in their yard or a 
neighbours yard, and none had water in the household.

Unimproved latrine

Almost all households relied on firewood as the main means 
of fuel for cooking, followed by charcoal (mostly used in 
urban areas).  This was consistent with national figures 
from the EICV for 2005/2006 (National Institute of Statistics, 
2006).  

Only 2.4% of all OVC caregiving households had no access 
to improved means of human waste disposal, meaning that 
97.6% had access to an improved means.  This was slightly 
better than national figures for all households, where 6.4% 
did not have improved access, and in part reflected a more 
urbanised population of OVC households than the national 
EICV sample.  Nevertheless, most households relied on 
unimproved pit latrines, with the consequent health risks 
associated with poor ventilation, poor construction, etc.  
Households with OVC were somewhat more likely to rely 
on unimproved pit latrines than the population overall 
(DHS results, 80% versus 66.9%, National Institute of 
Statistics, 2005a). There was no difference across orphan 
caregiving households versus vulnerable children caregiving 
households.  Qualitative findings highlight that those without 
direct access to improve means of human waste disposal 
can rely on their neighbours.

“Most Rwandans die of diseases that could be prevented and/
or cured through increased access to safe water and improved 
sanitation, simple health interventions and sensitisation on 
disease prevention, nutrition and good hygiene practices.”  
UNDAP 2008-2012 Framework, UN, 2007.

Only 20.9% of all OVC caregiving households relied on 
drinking water sources that were likely to be contaminated 
at the source (surface water and open well), which is 
consistent with water sources for all households (17.8%, 
EICV, National Institute of Statistics, 2006).  An additional 
7.1% relied on springs (9.3% for the EICV) and 7% on 
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3.4.1  Birth Certificates

OVC caregiving households with children aged 0-4 years were asked whether these children had had their births registered.  
Findings for males and females, orphans and non-orphans, are indicated in the following figure:
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Source:  OVC situation analysis survey, 2007.

Figure 22:  Birth Certificates

Just over half of all children aged 0-4 had had their births registered.  Figures were higher for males than for females.  
Findings indicate that birth certificates are far less common among OVC than among children overall (DHS findings, 78%; 

Government of Rwanda, 2005a), and were especially less 
common for female OVC than females overall.  A number 
of checks were made of birth registration and access to 
services.  No clear patterns emerged showing the absence 
of birth certificates as a hindrance to service access, with 
one exception:  those without birth certificates were slightly 
less likely to be attending primary school (and slightly less 
likely to have ever attended for those who never went to 
school), holding true especially for orphan children.

There was considerable variation across the five provinces, 
with birth registration at a very high 97% in Western Province 
and 93.5% in Eastern Province, compared to a much lower 
43.2% in Northern Province.

3.4.2  Education

In 2006 the Ministry of Education (Ministry of Education 
and UNICEF, 2006) adopted a policy on education for 
OVC.  The policy goal was (2006: 7) “to promote a quality 
education for all children in Rwanda through the eradication 
of barriers that result in inequity in schooling”.  Objectives 
all focused on keeping OVC in school and ensuring no 
discrimination, as well as mobilising to support improved 
education access for OVC.  As a recent United Nations 
(UN, 2006) report notes, Rwanda has made considerable 
progress in increasing primary school enrolment rates for 
both boys and girls.  Males and females are equally likely 
to attend primary school, and girls progress on average as 
far as boys.  Unfortunately, some 70% of total enrolment 
is in grades 1 through 3, and drop out rates from grade 4 
are extremely high.  Those who make it to upper primary 
usually go on to secondary school, but even then only 
10.6% of all boys and 9.5% of all girls make it to secondary 

school.  Almost one-quarter of all Government expenditure 
goes to education, and over 40% of this goes to primary 
level education (UNDP, 2007).   Rwanda has in place an 
Education Sector Policy (2002; MINEDUC, 2002) that 
includes provision for ‘special needs’ groups, including 
orphans, street children and children from child-headed 
households, and more recently also prepared an education 
sector policy for OVC for possible adoption (see the Ministry 
of Education and UNICEF, 2006).  

Further, MIGEPROF (2005) adopted a Strategic Plan for 
Street Children, highlighting in particular the importance of 
education in improving the lives of these children.  Despite 
the allocation of considerable funds for education by 
Government, as well as support from various NGOs, the 
costs of secondary school remains prohibitive for many 
students.  The 2005 DHS estimated costs at around 
Rwf68,000, or approximately US$125 per student, well 
beyond the means of most Rwandan households.  Primary 
schooling, at Rwf1,845, or approximately US$3.50, was 
still a burden for some households, with most of the cost 
related to the school uniform.  

According to the DHS, just over 28% of all children had 
attended pre-school.  From the survey, the figure for OVC 
was 20%, below the national average.  Attendance was 
lowest in Northern Province, and highest in Kigali Province.

Respondents were asked a number of questions about 
the education status of 6-17 year olds in their households.  
Findings for orphans, as compared to other vulnerable 
children, are summarised in the following figure:
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Figure 23:  Education Status of 6-17 Year Olds

Source:  OVC situation analysis survey, 2007.
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Available data suggests that male and female children are 
equally likely to be in primary school, and literacy rates for 
males and females aged 15-24 are similar. 

The majority of OVC aged 6-17 were attending school 
(85.4% for orphans, 91.6% for other vulnerable children; 
this compares to an overall total of 135.2% gross enrolment, 
see DHS; Government of Rwanda, 2005a).  These findings 
are consistent with findings from other sub-Saharan African 
countries (see Case, Paxson, and Ableidinger, 2003), which 
notes that orphan school attendance is lower than non-
orphan school attendance, even among other vulnerable 
children, even though the economic status of orphan 
caregiving households is better than for households looking 
after other vulnerable children.  Re-analysis of the 2005 
DHS data (personal communication, UNICEF/Nairobi) found 
that OVC were 25% less likely to complete primary school 
than non-OVC.  While the DHS definition of OVC was much 
more constrained that the broader definition used by the 
Government of Rwanda, the finding does suggest that OVC 
access to, and completion of, education is lower than for 
non-OVC.

Enrolment rates were consistent with primary school rates 
as per the 2005/2006 EICV (National Institute of Statistics, 
2006), at 85.9% for all children.  However, consistent with 
national conditions, the bulk of the enrolment was in early 
primary (grades 1-3), and there were a number of overage 
learners even at this level (described below).

School fees were the main deterrent for lack of secondary 
school attendance, while funds for other school-related 
costs (uniforms, other) were important for primary and 
secondary school.  Poor performance in school, the 
need for labour at home, and emotional difficulties were 
cited much less commonly for both orphans and other 
vulnerable children.  However, only 4.4% of orphans and 
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4% of vulnerable children who dropped out of school 
did so because they did not pass the P6 exam.  At the 
secondary level, no orphans and only 0.8% of vulnerable 
children dropped out because they did not pass their S3 
exam.  Focus group discussion participants argued that the 
problem with access to schooling for OVC was mostly at 
the secondary level, and was related largely to the high cost 
of school fees.  While a few children were receiving such 
support, most were not.  

When presented with the statement “Really, it is more important 
to keep boys in school, because they have more of an ability to 
bring in money when they grow up”, three-quarters disagreed 
with the statement.   

Of those who dropped out of school, 6% of orphans and 
3% of other vulnerable children did proceed with non-
formal education.  For orphans aged 12-17 years, 1.3% 
received vocational training, and a higher 7.5% the same 
age had received apprenticeship training.  For vulnerable 
children, 1.4% received vocational training, and 6.2% aged 
12-17 had served as apprentices.  Those who had served 
as apprentices were somewhat more likely to have gone 
on to earn cash income (chi-square significant at the .1 
level; 21.736, p=.000).  Of interest, households with older 
OVC who had either received vocational training or who 
had served as apprentices were more likely to have had 
an adult member reached with income-generation training, 
and considerably more likely to have been involved in a 
micro-finance initiative.  Access to apprenticeship positions 
were significantly higher in Western Province compared to 
the other four provinces.

While most orphans and other vulnerable children were 
attending school, the vast majority of those attending were 
overage for the grade they were in, as illustrated in the 
following figure:

Over 80% of all orphans attending school, and 70% of all vulnerable children attending school are over age for the grade they 
are attending; over 20% of all primary school attendees were over the age of 13 when they should have left primary school 
(UNFPA, 2005).  In such a situation, it is perhaps not surprising that 42.2% of all orphan children had repeated at least one 
grade, and one-in-eight (12.9%) missed at least one year of school.  The findings were similar for other vulnerable children, 
with 40.5% repeating, and 8.1% missing a year.  OVC repetition rates are higher than the repetition rates found in the EICV 
(National Institute of Statistics, 2006), where 18% repeated a grade from P1-P5.  School performance was best in Kigali 
Province.

Only 2.4% of orphan children aged 6-17 had a learning disability, as did 1.8% of vulnerable children (low numbers meant that 
further analysis on school attendance and learning disabilities was not possible).  Further, only 1.7% of orphan children aged 
6-17 and 1% of other vulnerable children aged 6-17 had a physical disability.  A few orphan children had multiple physical 
disabilities (11.8% of those with physical disabilities had more than one).  There was little variation across location.

3.4.3  Health Status

3.4.3.1  Immunisation Status

OVC caregiving households with children aged 12-23 
months were asked questions about the immunisation 
status of these children.  Full immunisation included 
tuberculosis, polio (1, 2 and 3), whooping cough, tetanus, 
diphtheria, and hepatitis (DPT 1, 2 and 3), and measles.  
An extremely high 93.4% of all 12-23 year olds in OVC 
caregiving households were fully immunised, and virtually all 
of the remainder were partially immunised (6%, with 0.6% 
with uncertain immunisation status).  In addition, 95.9% 
received vitamin A supplementation, which is higher than 
the rate for children overall only two years earlier (late 2005) 
as reflected in the DHS (Government of Rwanda, 2005a), at 
84%.  Immunisation status was lowest for Kigali Province.

3.4.3.2	 Diarrhoeal Diseases, Acute Respiratory Infections, Skin Diseases
Households with underfives were asked whether any underfives had had three or more watery stools at some time over the 
past two weeks.  These same households were also asked about acute respiratory infection, noting whether ‘over the past two 
weeks, have any underfives begun to suffer from a runny or blocked nose, coughed continuously for more than one day (but 
less than 2 weeks), been sneezing, had difficulty swallowing/
sucking well, had a wheeze in the chest, breathed faster 
than usual because the chest is tight, and suffered a fever 
with any one of these symptoms’.  They were thereafter 
asked about skin diseases - ‘over the past two weeks, have 
any underfives begun to suffer from a rash on the body and/or the face and has the child scratched him/herself continuously, 
or had chicken pox, and perhaps has swollen glands in the neck’.  Findings for all three are indicated below:
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Figure 24:  Correct Grade for Age (for those in school)

Source:  OVC situation analysis survey, 2007.

Based on a review of various materials and consideration of 
lessons learned, priority actions for education and OVC were as 
follows (UNAIDS and UNICEF, 2004: 2):

*  To ensure access to education for all, including orphans and 
vulnerable children, through initiatives such as abolishing school 
fees, reducing hidden costs and opportunity costs, establishing 
community networks, and monitoring progress.
*  To manage the supply and ensure the quality of education by 
strengthening education management and information systems, 
as well as building teacher/administrator HIV/AIDS capacity, and 
establishing policies and practices to reduce their own risks.
*  To expand the role of schools to provide care and support 
to orphans and vulnerable children through measures such 
as linking with community social services and networks and 
coordinating multi-sectoral and partner involvement.
*  To protect orphans and other children made vulnerable by 
HIV/AIDS by developing policies and practice to reduce stigma 
and discrimination, as well as sexual abuse and exploitation.

In every focus group discussion, caregivers noted that all the 
children they were caring for had been immunised.
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Figure 25:  Disease Incidence in Underfives (two weeks prior to the survey)

Source:  OVC situation analysis survey, 2007.
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emphasis on protection underfives.  The majority of these 
underfives and children slept under treated nets.  Of the 
51% who reported that at least one member slept under 
a mosquito net in the past year, a remarkably high 92.1% 
reported that at least some household members slept under 
a mosquito net the night before the survey.  The scaling up 
in the distribution of mosquito nets in the past two years 
has been remarkable, indeed in 2005 only 18.2% of all 
households owned a net, and only 15.1% had a treated net 
(DHS results; Government of Rwanda, 2005a). 

3.5  Summary

Median household size for OVC caregiving households was 
5, above the national average of 4.5.  Households with 
vulnerable children tended to be larger than households 
with orphans.  Two-thirds (66.5%) of all OVC caregiving 
households were male-headed, with 33.5% female-
headed, above the national average of 27.6%.  However, 
59.6% of orphan caregiving households were female-
headed, almost twice the national rate, compared to a low 
16% female-headed households for vulnerable children.  
Education status was low for most heads of OVC caregiving 
households, but was especially low for female heads.  

A total of 97.8% of all OVC caregiving households were poor, 
divided into ‘in abject poverty’ (12%), ‘very poor’ (47.3%), 
‘poor’ (31.5%), and ‘resourceful poor’ (7.1%).  Households 
looking after vulnerable children were especially likely to be 
classified as ‘very poor’, but orphan caregiving households 
were twice as likely to be classified as ‘resourceful poor’, and 
considerably more likely to be ‘food rich’ and ‘money rich’. 

One-in-ten OVC caregiving households had received some 
training in income generation, and one-in-seven had at 
least one member involved in a micro-finance initiative.  
Two-thirds (69.9%) of all OVC caregiving households were 
food short at the time of the survey, with no variation across 
orphan caregiving households and vulnerable children 
caregiving households.  
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Two-thirds of OVC caregiving households owned at least 
some farmland, almost all of which lacked labour and 
other inputs sufficient to be able to farm effectively.  Almost 
80% noted that their farmland was too small to meet 
needs.  There was little variation across orphan caregiving 
households versus households caring for vulnerable 
children.  A total of 6.2% of OVC caregiving households 
had been dispossessed of their land, but this was rarely 
associated with inheritance matters for orphan children.  
Asset dispossession was, however, common for orphans, 
where 75.3% of orphan caregiving households noted that 
assets had been lost following the death of a parent.  

While poor, 79.2% of all OVC caregiving households 
reported at least some cash income over the past year, with 
almost all reporting income at least four times.  Most of this 
employment related to agricultural production and sales.  

Almost all OVC caregiving households had access to 
improved means of human waste disposal, consistent 
with national norms, but OVC caregiving households were 
more likely to rely on unimproved pit latrines than others.  
Four out of five OVC caregiving households had access to 
improved waterpoints.  

Just over half (53.5%) of all OVC aged 0-4 years had a 
birth certificate, with the figure lowest for female orphans. 
This compares to 78% birth registration for all households, 
suggesting much high registration rates for non-OVC.   
For those OVC aged 12-23 months, 93.4% had been 
fully immunised.  A total of 95.9% received vitamin A 
supplementation.  

A total of 11.1% of all OVC caregiving households has at 
least one member with malaria in the two weeks prior to the 
survey, with many of these households having a child under 
the age of five with malaria (8.3%).  Half (51%) of all OVC 
caregiving households had at least one member sleeping 
under a mosquito net, with 82.3% of these treated nets.  

School enrolment rates for OVC were substantially below 
rates for non-OVC, with enrolment rates lower for orphans 
than for other vulnerable children.  School-related costs 
were the main reasons for non-enrolment.  For those in 
school, 80.6% of orphans and 69.5% of other vulnerable 
children were overage for the grade they were in.

Respiratory infections were quite common, affecting almost 
half of all underfives in the two weeks before the survey.  
Diarrhoea affected almost one-quarter, and skin diseases 
13.4%.  Sisens, Subbarao and Wodon (2003), in a study 
assessing orphans and vulnerability compared to other 
children, noted that there was no difference between 
orphans and non-orphans in terms of diarrhoeal disease 
incidence (the study did not include comparisons for acute 
respiratory infections or skin diseases).

The seriousness of hygiene challenges at the OVC 
caregiving household was ranked by enumerators.  In half 
of all cases (49.3%), the hygiene challenges were ranked at 
‘very serious’ or ‘somewhat serious’.  

3.4.3.3	 Malaria and Mosquito Nets

An estimated 41.2% of all households had had at least 
one member with malaria in the year prior to the survey.  
Of these, 27% had had malaria in the past two weeks, 
yielding a figure of 11.1% of all OVC caregiving households 
having at least one member with malaria in the two week 
prior to the survey.  Malaria rates were especially high for 
underfives, with 8.3% of all underfives having had malaria 
in the two weeks prior to the survey, as did a much lower 
3.2% of those aged 5-17.  In the year before the survey, the 
respective figures were 18.6% and 14% for underfives and 
5-17s, respectively.

In the year before the survey, 51% of all OVC caregiving 
households reported that at least one member slept under 
a mosquito net.  A very high 82.3% of all nets were treated 
nets.  Access to mosquito nets was substantially higher in 
Eastern Province (at 69.8%) than in any other location, but 
Eastern Province had the lowest proportion of nets that 
were treated.  

Of households that had used at least one net during the 
year prior to the survey, virtually all had had all underfives 
under these nets, as did 59.5% of 5-17s, suggesting an 
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4.1  Introduction

R espondents were asked about external support offered to OVC and OVC caregiving households to help those in need to 
care for their children. Questions covered the nature of support offered, the agencies involved in providing the services, 

perceived impacts of support offered, gaps in support, and support provided over the past year.  Following a discussion of 
types of support obtained, respondents were asked to consider which sources were most important, second most important, 
etc.  Questions on social networking and the strength of social capital were also included.  

4.2  Awareness

As a first question, respondents were asked whether they were aware of any organisations or institutions that were involved in 
providing support to households with orphans and/or other vulnerable children.  Only 28% of respondents indicated that they 
were aware of such outside support.  Findings were similar for orphan caregiving households and households caring for other 
vulnerable children (26.8% for orphan caregiving households, and 28.9% for vulnerable children caregiving households).  The 
average is distorted by a very high level of awareness of Eastern Province, at 62.6%, compared to figures between 18-25% 
for all other provinces.  

For those aware of such support, 78.3% could name at least one type of support.  Overall, this gives 21.9% who were aware 
of organisations/institutions and who knew what types of support were offered.  

4.3	 Assistance Received Over the Past Year

Respondents were asked whether they had received medical assistance, emotional/psycho-social support, or social/material 
support at any time over the past year.  Findings are summarised in the following figure:

Most OVC caregiving households received no external 
support over the past year, holding true for orphan 
caregiving households as well as households looking after 
other vulnerable children.  While low, however, medical and 
social/material support reflected an increase from the 2005 
DHS (where 8.4% received medical assistance and 2% 
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Source:  OVC situation analysis survey, 2007.

Figure 26:  Assistance Received Over the Past Year by OVC Caregiving Households

“The vulnerable population now benefits from several 
government programmes and from numerous and fragmented 
donor projects.  The programmes could be targeted more 
effectively, managed at lower cost, and thus reach more 
vulnerable households if they were consolidated”  Prywes, 2005.
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4.3.1  Education Support

While overall support only reaches a minority of children, 
there is evidence of targeted support reaching select 
children.  For example, 9.8% of all orphans attending 
primary school had received some support to meet primary 
school costs.  Support was lower for other vulnerable 
children, at 6.6%. 

Of interest, while secondary school attendance was low, 
at under 10%, one-third of orphan children (36.8%) who 
were in secondary school had received support to attend.  
The figure was much lower, at 18.7%, for other vulnerable 
children, but still high.  

For primary school support, the following agencies were 
most commonly mentioned:

MINALOC (15.3%)-	
World Vision (15.2%)-	
CRS/Caritas (14.2%)-	
FARG (10.3%)-	
Compassion International (7.9%)-	

Most recipients were offered two or more types of support 
(the average was 2.2 per child), with books (69.3%), paper/
pens/related (46.7%), school uniform (47.8%), and other 
school costs (43.3%) mentioned most commonly.  In those 
cases where respondents could remember how long it 
took to obtain the support, most received support within 
three months.  Most had heard about the support received 
via a local official (48.9%), followed by friends/neighbours 
(32.5%), public meetings (24.7%), or church groups/leaders 
(21.9%).  When asked to note what the most important 
impacts, 82.7% noted that the child attended school when 
s/he would otherwise not have been able to, followed by 
improved performance in school (34.7%), adapting to 
school better (31.9%), and an improved view about school 
(28.8%).  When asked about gaps in support, 41.5% felt 
that the support was inadequate to meet the education 
needs of the child, followed by the child going to school 
hungry (31.8%), and a lack of important school materials 
(30.4%).  For non-orphan children, insufficient numbers 
received support to be able to conduct further analysis.  

Regarding secondary school support to orphans, 50.8% 
indicated that they received support from FARG, with few 
other organisations mentioned.  Each orphan supported 
for secondary school received an average of 2.3 types of 
support.  School fees were most commonly mentioned, 
followed by school uniforms, books, and paper/pens/
related.  Most heard from local officials, followed by friends/
neighbours and public meetings.   When asked what 
impacts the support had had, most respondents argued 
that the child was able to attend school when this would 
not have been possible otherwise (83.3%).   For non-orphan 
children, insufficient numbers received support to be able 
to conduct further analysis.  Secondary school support was 
most commonly provided by MINALOC and FARG.  

As an example of the type of education support on offer, 

received social/material support; Government of Rwanda, 
2005a). Of those who received support, medical support 
was most commonly mentioned, followed by social/
material support.  Support tended to be more common for 
orphan caregiving households than for households looking 
after other vulnerable children for psychosocial and social/
material support (chi-square significant at the .1 level; 
256.191, p=.000 for psychosocial support, and 286.850, 
p=.000 for social/material support).  Overall, only 9.1% of 
OVC caregiving households have received two or more 
types of external assistance.  There was significant variation 
across location, with households in Kigali, Southern and 
Eastern provinces (ranging up to 30%), and lowest in 
Western Province (7.9%).

Access to services was checked against various categories 
of need.  Key findings are as follows:

•	 Poorer OVC caregiving households were more likely to 
have received support to access medical and social/
material services, but less likely to receive emotional 
support services.

•	 There was little variation across orphan household 
versus vulnerable children households in terms of 
access to services.

•	 Child-headed households were as likely as households 
headed by adults to have received services.

•	 De facto female-headed households (that is, 
households where the male head is absent at least six 
months over the past twelve months) were less likely to 
have received any types of services than male headed 
or de jure female headed households.

•	 Households where incoming orphans are reported to 
have behavioural problems were more likely to have 
received psychosocial support services.

•	 Households with OVC with reported emotional 
problems were no more likely to have had the child 
received psychosocial support services than children 
without emotional problems.  
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a key informant interview was conducted with an officer 
from the Catch-up Programme in Nyagatare District in the 
north east of Rwanda.  The programme is supported by 
ADRA, the Adventist Relief Agency, and is co-ordinated 
with the Ministry of Education.  The aim of the programme 
is to get children who had dropped-out back into school, 
and to support young children who had not been able to 
attend school to so attend.  Started in 2002 with three pilot 
school, by 2007 the programme had expanded to include 
35 schools across the country, covering at least one school 
in each district.  In Nyagatare District alone, 2537 students 
are supported through the Catch-up Programme.  

Children in priority need are identified by local authorities.  
Objectives include eventually reaching 80% of those who 
dropped out before finishing primary school to complete 
their primary schooling, and to offer other skills training as 
available.  Children are classified in three categories:

•	 Those who drop out in grades 1 or 2, who are supported 
until they reach grade 3.

•	 Those who drop out in grades 3 or 4, who are supported 
until they reach grade 5.

•	 Those who drop out in grades 5 or 6, who are supported 
until they reach grade 7, and thereafter supported to 
write their primary school leaving exams and, if passed, 
supporting their entry into secondary school.  Those 
who fail their exams are supported to enrol in vocational 
training opportunities and other training opportunities.  

At the very minimum, the children are provided with 
‘competence-based training’ to ‘help them find solutions 
to their daily problems.  The intention is to enhance the 
childrens’ capacity to learn, value what they learn, and access 
to opportunities based on their performance in school.  
Where other education support needs are identified, to the 
extent that resources are available, additional resources are 
provided (e.g., scholastic materials). 

4.3.2  Health Support

As the Ministry of Health (MINISANTE, 2004: 4) noted that 
“One of the most frequent reasons for the non-utilization 
and failure to meet health services is the high cost of health 
care.  Indeed, financial barriers to access to care result 
in different forms of exclusion, including total exclusion 
or poverty, seasonal exclusion, temporary exclusion and 
partial exclusion.  The risks of total exclusion or poverty are 
higher among the extremely poor population.  The risks of 
seasonal temporary or partial exclusion are higher among 
population groups living on low and irregular income, 
the majority of whom are in rural areas.”  In response, 
Government significantly expanded health insurance policy 
access to cover poorer households under the mutuelle 
de santé health support scheme, and prepared a Mutual 
Health Insurance Policy to this effect (adopted in December 
2004). 

Respondents were asked whether any children were 
reached by the mutuelle de santé health support scheme.  
Findings are indicated in the following figure:

56%

44%

Yes - access No - no access

Figure 27:  Coverage by Mutuelle de Santé

Source:  OVC situation analysis survey, 2007.

Over half (56.4%) of all OVC caregiving households were 
covered by the mutuelle de santé scheme.  This compares 
to a lower figure of 38.2% found in the 2005/2006 EICV 
(National Institute of Statistics, 2006; the 2005 DHS found 
coverage of 47% for all health insurance schemes), and 
likely reflects continued growth in access to the scheme in 
the two years between the two surveys.  Orphan children 
were slightly less likely to be covered than other vulnerable 
children, and girls were more likely to be covered than boys; 
FGDs with street children highlighted low access to the 
scheme.  These children were reached by the scheme in 
part through the activities of NGOs, as well as community 
level mobilisation schemes.  For access to mutuelle, 18.2% 
were reached by Government (level not stated), 2.4% were 
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reached through NGOs, 1.7% were reached through local 
government authorities, and 0.9% were reached through a 
community-based organisation.  There was little variation in 
access to mutuelle de santé across province.

A number of OVC focus group participants argued that many 
OVC had access to health care due to the mutuelle scheme.  
Of interest, some also noted that friends and neighbours often 
offered additional support when children were sick, such as 
providing them with food and helping transport them to the clinic.

For those covered by the scheme, 24.1% had their full costs 
covered during their last visit to a health facility, and virtually 
all of the remainder had costs partially covered (75.4%); only 
0.5% of those covered by the scheme who took a child to 
a health facility did not have any costs covered.  For those 
where costs were only partially covered or not covered at 
all, 57.1% indicated that they had no idea why all costs 
were not covered.  In only 36.2% of all cases were they 
informed why partial costs were not eligible for coverage.  
Nevertheless, while 57.1% indicated that they did not know 
why all costs were not covered, half of these felt that the 
decision must have been fair, and that there were reasons, 
albeit not explained to them.  When this was explored in 
more detail in focus groups, many of the participants noted 
that ‘special’ drugs that cost a lot of money were not fully 
covered by the scheme.  In some cases, this meant that the 
drugs were not secured.  

Perhaps the most interesting finding about the scheme 
is that, when asked if they would have taken the child to 
the clinic without the scheme, a fully 52.9% indicated that 
they would not have done so, and an additional 9.8% were 
not certain what they would do.  Findings suggest that 
the scheme has played a role in health care treatment for 
OVC.  This conclusion is underlined by a 2005 Save the 
Children Report ‘The Cost of Coping with Illness’, which 
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found that “There was a clear link between treatment-
seeking behaviour and wealth group, with a significantly 
larger proportion of the poorer wealth group snot seeking 
treatment than the better-off groups.  In both the ‘poor’ and 
‘poorest’ groups, formal health services were only accessed 
as a last resort.”  Nevertheless, the cost of medicine remains 
a serious constraint.

4.3.3  Support From Different Institutions

Respondents were asked a series of questions about their 
ability to rely on various institutions for support.  Responses 
are summarised in the following figure.  It should be noted 
that the responses rely on respondent’s identification 
of organisations, and therefore the classification into 
community-based organisations, faith-based organisations, 
and non-governmental organisations is based on their 
comments and identification of agencies, and the 
enumerator’s classification based on a listing discussed 
during training.  With this caution in mind, support from 
various institutions is indicated in the following figure:

With the exception of support from Government, few OVC 
caregiving households have received any support over the 
past year.  Further, in three-quarters of all cases, this support 
was only offered a single time from each source.  For NGOs, 
World Vision was most commonly mentioned, followed 
by Compassion International, with few other agencies 
mentioned.  NGO support was most commonly mentioned 
for orphans versus other vulnerable children (6.1% versus 
4%, respectively), and was highest in Southern Province 
(14.6%), followed by Western Province (6.8%) and Eastern 
Province (5.4%), and lowest in Northern (3.4%) and Kigali 
(3.6%) provinces.

A number of OVC focus group participants argued that many 
A number of focus groups noted that, just after the genocide, 
NGOs were very active in offering emergency support.  In more 
recent years there was less support offered by fewer agencies, 
targeting those most in need such as widows and orphans without 
shelter, those who didn’t even have clothes, and those who 
were hungry.  In Bugesera, CARITAS was commonly mentioned.
Of interest, some also noted that friends and neighbours often 
offered additional support when children were sick, such as 
providing them with food and helping transport them to the clinic.

For those who received support from two or more sources, 
most ranked Government as the most important source, 
followed by NGOs and thereafter CBOs/FBOs.  When asked 
how important the ‘value added’ was of different sources, 
Government was again ranked as most important, followed 
by NGOs and thereafter CBOs/FBOs.  When friends, 
neighbours, extended family members, and churches and 
other local institutions were also included, friends and 
neighbours came as second most important following 
Government.  Surprisingly, extended family members were 
rated as less important than both Government and NGOs 
in terms of the importance of the support they offered (this 
is discussed in more detail in the following section).  CBOs/
FBOs were most commonly mentioned in Eastern Province, 
followed by Kigali Province.  For support from Government, 
this was least common in Western Province (8.5%, versus 
23.5% overall), and highest in Eastern Province, at 33.2%.
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All 4.0% 2.1% 4.9% 23.5%

Orphans 5.3% 2.7% 6.1% 24.3%

VC 3.1% 1.7% 4.0% 23.0%

Local Institutions CBOs/FBOs NGO Government

Figure 28:  Support from Various Institutions

Source:  OVC situation analysis survey, 2007.

Despite relatively low numbers of households having 
received direct support from NGOs, most adult FGD 
participants could name numerous NGOs that were 
involved in supporting OVC, or assisting people living with 
HIV.  Organisations mentioned included World Relief, FARG, 
Haguruka, Avega, CARITAS, CHAMP, the Red Cross, 
RRP+ Association of People Living with HIV/AIDSP, PACFA, 
Africare, Compassion International, MAP, World Vision, 
and Uyisenga N’imanzi; in the north, Muslim community 
associations were also commonly mentioned.  Further, 
despite low levels of support overall, qualitative findings 
highlight that communities where NGOs are active are often 
well served by these agencies, but only with a limited range 
of services.  Finally, those directly affected by the genocide 
were said to have been reached for many years by FARG in 
particular, and that those who were still alive continued to 
receive support.

Beyond having heard of the organisations, most adult 
respondents could also explain what each organisation did.  
They also noted the strategic importance of this support, 
especially with regard to basic needs associated with food, 
as well as skills development and access to school.  When 
asked about limitations, three common concerns were 
stated: 1) identification of children in need did not tend to 
involve community members, and sometimes did not reach 
the children most in need; 2) the range of support offered 
was insufficient to meet key needs; and 3) the agencies did 
not come back and find out how things went, and what 
gaps remained. 

 ‘If supporting organisations could make a comprehensive 
follow-up, find out the successes and weaknesses of 
their programmes and activities, and then adjust them 
accordingly, then programmes in support of OVC would 
succeed and improved living conditions and give OVC a 
future’.  FGD of community opinion leaders, Kamonyi District.

In the ‘Story With A Gap’ section of the focus group 
discussions, respondents were asked to consider their 
‘ideal future’ in ten years from now, compare this with their 
current circumstances, identify what was blocking them 
from attaining their ideal future, and ask them what was 
positive in current society that could be ‘built upon’ to 
help attain an ideal future.  Across focus groups, a few key 
themes emerged that were felt to be central to attaining an 
ideal future:

•	 Better co-ordination of efforts by external agencies, 
including Government, NGOs, local non-governmental 
organisations, and the private sector.

•	 Enhanced involvement of local stakeholders, in 
particular caregivers and OVC themselves, in decisions 
made about them.  

•	 Access to education for OVC.  
•	 Access to credit and training for income generation.  
•	 Access to housing materials.  

The mapping exercise conducted by RAGLA (2007) 
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For four of these districts (Nyarugenge, Kicukiro, Nyaruguru, 
and Musanze), the numbers listed by the districts were 
compared to projections made under the OVC situation 
analysis.  The ratio of OVC identified through the district 
listing process versus the number of OVC calculated by the 
situation analysis is as follows:

•	 Nyarugenge - 53 : 1
•	 Kicukiro - 39 : 1
•	 Musanze - 10 : 1
•	 Nyaruguru - 3 : 1

Findings suggest considerable variation across location, 
with one out of every 53 OVC in Nyarugenge listed for 
support, compared to a low of one out of every 3 OVC in 
Nyaruguru.  It is interesting to note that the ratio does not vary 
significantly across the number of organisations providing 
support, suggesting varied reach across organisation.  

4.4  Social Networks

As noted repeatedly in earlier chapters, almost all coping 
with the problems of OVC occurs within households, and 
thereafter to varied levels within extended families and 
among friends and neighbours.  Most coping is local, and it 
relies on kinship and friendship networks, and other means 
of local support, particularly churches and local authorities.  
Sectorally, support is offered through schemes such as 
the mutuelle de santé scheme for health care, through the 
absence of school fees at the primary level, and through 
training schemes.  The social capital so important in the lives 
of OVC is nevertheless strongly challenged by Rwanda’s 
recent history that tore communities apart and undermined 
trust in local systems.  As one national level key 

indicated the number of OVC interventions by districts.  
Findings are summarised below:

•	 Western Province
o	 Rutsiro - 13
o	 Ngororero - 8
o	 Rusizi - 5

•	 Eastern Province
o	 Kayonza - 26
o	 Rwamagana - 6

•	 Northern Province
o	 Burera - 13
o	 Rulindo - 9
o	 Musanze - 7 

•	 Southern Province
o	 Muhanga - 12
o	 Ruhango - 9
o	 Huye - 7
o	 Nyaruguru - 5
o	 Kamonyi - data not available

•	 Kigali Province
o	 Kichkiro - 15
o	 Nyarugenge - 3 

Of the fifteen districts, almost all offer support in terms of 
education, nutrition, and health.  Only a few offer other 
support (2 districts offer psychosocial support, 1 district 
offers legal support, and only a few offer shelter, training, 
and support for HIV+ positive.  In the rare cases where legal 
support has been offered, few had had much luck in terms 
of resolving the problem at hand.  Most cases ended up 
being reverted back to traditional authority channels, or 
were left unresolved.
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When asked about the future, most of the street children argued 
that they did not see an improved future.  Many wanted to go to 
school, those who were living alone wanted to go back to their 
relatives, but all of them felt that these were hopes that could not 
be fulfilled.  Overall, education was perceived to be the only hope.

informant put it, ‘The genocide of 1994 created suspicion 
and mistrust amongst the entire population and community 
structures that previously cared for OVC disappeared’.  
In such an environment, the re-establishment and/or 
strengthening of local systems of social capital is doubly 
important.  Respondents were therefore asked a number 
of questions trying to better understand how resilient these 
systems were.  

Despite its importance, only 6.5% reported that they had 
received cash or in-kind support from extended family 
members in the same community in the year before the 
survey and, in half of these cases, this only occurred once.  
A similar percentage (6.6%) of extended family members 
from outside the community also provided support over 
the past year, and this was more consistent (with most 2-3 
times during the past year).  Access to such support was 
highest in the most urbanised province -- Kigali Province, at 
8.9% among extended family members in the community, 
and an even higher 11.8% from members outside the city, 
perhaps due to in-transfers associated with education for 
children from households outside the city sending children 
for education in Kigali.

One OVC focus group noted that the genocide destroyed 
any sense of community and that ‘people who survived no 
longer trust each other’.  This made it difficult for the children 
who had lost their families to the genocide to be able to 
rely on others.  As a result, they noted that a lot of children 
in their situation left their towns to go and look for work.  

Qualitative findings have highlighted high levels of poverty as 
a key factor in support not being offered.  Having said this, 
in some of the focus group discussions, female caregivers 
noted that neighbours sometimes came together to provide 
combined labour so that they could be paid in crops or in 
cash, and that they would share the proceeds.  

Looking beyond economic support, respondents were 
asked about social networking with these members.  Of 
those who had an extended family member nearby 
(72.3%), 48% reported weekly visits, and most of the 
remainder reported monthly visits.  Further, when asked 
how well neighbours knew each other, some 85% reported 
that people knew each other ‘very well’ or ‘somewhat well’.  
There were similar findings when respondents were asked 
to rate the ‘sense of community’ in their area, referring 
to “…how much people feel that they share a common 
history, have a common bond, identify with each other, 
and respect each other …”, with 82.1% rating the sense of 
community as ‘very strong’ or ‘somewhat strong’.  ‘Sense 
of community’ was rated lowest in Kigali Province.

But, when asked “When you need help or have a serious 
problem where you need outside assistance, can you 
usually rely on members of your birth family for support”, 
only 11.9% reported that they could ‘always’ rely on them.  
While most reported that they could ‘sometimes’ rely on 
them (37.6%), half of the respondents indicated that they 
could ‘rarely’ (24.8%) or ‘never’ (24.7%) reply on them.  
Further, when presented with the attitudinal statement “My 
problems are many, and no one wants to listen to them”, 
half agreed or strongly agreed with the statement.  Further, 
when presented with the statement “Friends and neighbours 
help households with someone ill at the beginning, but if 
the illness lasts a long time, this support fades away”, 82% 
agreed or strongly agreed with the statement.  According 
to the focus group discussions, what does appear to have 
changed, associated with the collapse of much of the social 
capital systems that existed before the genocide, was 
that links with local authorities had significantly increased 
because of more community level activities, and the 
reduction in informal channels. 

In one FGD in Southern Province, community opinion leaders 
noted that, while in Rwandan culture family members and 
neighbours helped each other, the genocide had done much 
damage to society.  It was now more common for local authorities 
to effectively mobilise people for community labour and similar 
support but, as this group and many others noted, this was 
because their was the potential for penalties if they did not do 
so.  An OVC FGD in Southern Province noted that they were 
involved in community labour contributions, attended community 
meetings, and gacaca courts, just like the adults.  Further, a 
number of focus groups noted that community labour projects 
were sometimes targeted to helping OVC. One FGD in Musanze 
gave an example of home building for child-headed households.  
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households were also those identified at the umudugudu 
level as households in priority need, suggesting quite 
distinct processes of identification, or confusion about 
whether households can be listed in both ways (chi-square 
significant at the .1 level; 3582.088, p=.000).  Further, the 
Ubudehe listing system did not bias towards inclusion of 
households looking after orphans.  Indeed, households 
looking after other vulnerable children were more likely to 
have been included than households with orphans (36.3% 
versus 32.2%, respectively) (chi-square significant at the .1 
level; 509.717; p=.000).

OVC focus group participants in Bugesera argued that 
there was such a thing as community in their area, 
‘because people let us do work such as cultivating for 
them in their gardens so that we do not suffer from famine’.

In the table asking questions about orphan children in the 
household, caregivers were asked whether the child was 
registered with local authorities or another agency as a 
child in need of support.  Two-thirds (65.4%) had not been 
registered as a child in need of support, and an additional 
12.8% did not know whether this had been done, leaving 
only 21.8% registered as in need of support.  Focus group 
discussion participants noted that services provided 
following this registration occurred at times of particular 
stress, involving things such as feeding schemes for children 
and vulnerable adults.  Participants noted the importance 
of local churches in feeding people in times of particular 
stress, including feeding people who were constantly 
food insecure such as OVC and elderly caregivers.  The 
importance of broader support schemes that reached 
people through local registration was said to be related to 
preventing some households from falling into destitution.  In 
the past, and in the months following the genocide when 
emergency relief did not reach everyone, families sold off 
many of their belongings, and sent their children away to 
provide labour to others.  

Orphan caregiving households were compared to households 
looking after other vulnerable children.  Orphan caregiving 
households were less likely to have birth family members 
nearby (69.7% versus 74.1%; chi-square significant at the 
.1 level; 553.588, p=.000). Orphan caregiving households 
were also less likely to interact with birth family members 
than households caring for vulnerable children, and were 
more likely to report that they could ‘rarely’ or ‘never’ rely 
on family members.  Overall, households caring for other 
vulnerable children were more slightly more likely to receive 
support from extended family members, while households 
looking after orphans were slightly more likely to rely on 
friends and neighbours.  Orphan caregiving households 
report drawing on such support more often than households 
looking after other vulnerable children.  

In such an environment, it appears that the ability of 
households caring for OVC to rely on family members, 
friends and neighbours is problematic at best.  In exploring 
this issue further in the focus group discussions, many of 
the respondents noted that it was only in extreme situations, 
and only for very poor households (’umutindi nyakujya’, 
those in ‘abject poverty’).  

4.4.1  Ubudehe and Registration as a Household in Need

Ubudehe is a Government programme that aims to re-
establish systems of social capital and social protection.  
It focuses on collective action and local decision-making.  
Almost one-third of all households (30.9%) with OVC were 
registered at the umudugudu because of their looking after 
OVC, with registration lowest in Kigali Province.  The figure 
was substantially higher for households caring for orphans 
(43.5%) compared to households with other vulnerable 
children and no orphans (22.6%) (chi-square significant at 
the .1 level; 11728.428, p. = .000).   

In addition, 34.6% of all OVC caregiving households 
had been identified as households in priority need via 
the Ubudehe system. Of interest, only one-third of these 
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4.5	 Summary

Many OVC caregiving households had been enrolled in, 
and benefited from, the mutuelle de santé medical health 
insurance scheme (56.4%).  Beyond this, however, few 
other services were provided to households in need.  
Just over one-quarter (28%) indicated an awareness of 
outside support for OVC, holding true for orphan as well 
as vulnerable children caregiving households.  Of this 28%, 
78.3% could name at least one type of support.  Overall, 
this yields 21.9% awareness of organisations/institutions 
who knew what types of support were offered.  

In the year prior to the survey, 17.2% of all OVC caregiving 
households had received medical support, 6.3% received 
social/material support, and 1.1% received psychosocial 
support.  Households caring for orphans were more likely 
to have received all three types of services. Overall, 9.1% 
of OVC caregiving households had received two or more 
types of external assistance.  Child-headed households 
were equally likely to have received services as adult-
headed households. Just under 10% of all orphans 
attended primary school had received support to attend 
primary school, with the figure lower for other vulnerable 
children at 6.6%.  For those orphans who had made it 
to secondary school (secondary school attendance was 
only 10% for all children), one-third had received support 
to attend secondary school, with the figure much lower, 
at 18.7%, for other vulnerable children.  FARG was most 
commonly mentioned in terms of support for schooling.  

Overall, Government was most commonly mentioned in 
terms of receipt of external support, followed by NGOs, 
local institutions, and finally CBOs/FBOs.  NGO support 
was more commonly provided to orphan caregiving 
households.  

Survey findings highlight serious limits on the ability to 
rely on extended family members in times of crisis, and 
low levels of social capital overall.  Emotional support and 
kinship networks were nevertheless important in giving 
people a ‘sense of community’, but that in most cases 
these networks could not be relied on in times of financial 
need, nor when problems went on for some time (e.g., 
chronic illness).  
Given the destruction of social institutions during the 
genocide, Government has devoted attention to rebuilding 
social capital networks at the local level. Ubudehe, a 
Government programme aimed at strengthening the local 
response, focuses on collective action and local decision-
making, as do other programmes (e.g., umuganda, a 
community labour contribution programme).  Over one-third 
(34.6%) of all OVC caregiving households were registered 
as households in need under ubudehe, which is intended 
to link these households with support initiatives; there was 
no variation across households caring for orphans or other 
vulnerable children. 
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5.1  Introduction

F or each respondent household, one child was randomly selected and the caregiver asked about child discipline patterns, 
among other questions.  A series of behavioural issues were discussed, as well as how behavioural problems were dealt with.  

5.2  Engagement With Children

For each respondent household, one child was randomly selected and the caregiver asked about interactions between the 
child and adults in the household.  Six interactions were queried:  reading, telling stories, singing songs, going somewhere 
together for fun, playing together, and spending time naming, counting, and drawing.  Findings for orphan children are 
summarised in the following table:

Table 10:  Interactions With Children

Type of Interaction Yes No

Read books or look at picture books 13.0 87.0

Tell stories to him/her 46.8 53.2

Sing songs with him/her 45.7 54.3

Take him/her outside the home for an outing 12.7 87.3

Play with him/her 42.7 57.3

Spend time with him/her, naming, counting and/or drawing things 18.1 81.9

Source:  OVC situation analysis survey, 2007.

With low literacy rates, and high levels of poverty, it is perhaps not surprising that few interactions involve books and other such 
materials.  Perhaps more accurate measures of interaction 
comprise those that do not involve materials, and in these 
cases, just under half of all orphan children had interacted in 
a positive fashion with an adult in their household. However, 
in only 12.7% was the child taken someone for an outing, 
suggesting home-based interactions predominate.  

5.3	 Child Discipline

Respondents were asked how they responded to behavioural problems with children in their households.  Responses are 
indicated in the following table:

Table 11:  Disciplining Children

Type of Discipline Yes No

Took away privileges, forbade something the child liked, or did not allow the child to leave the house 20.6 79.4

Explained why the behaviour was wrong 80.5 19.5

Gave the child something else to do 30.6 69.5

Shouted, yelled at or screamed at the child 54.5 45.5

Called the child stupid, lazy, or another name 31.4 68.6

Shook the child 20.9 79.1

Spanked, hit or slapped the child on the bottom with a bare hand 37.6 62.4

Hit the child on the bottom or elsewhere on the body with something like a belt, hairbrush, stick or other hard object 8.2 91.8

Hit or slapped the child on the face, head or ears 4.9 95.2

Hit or slapped the child on the hand, arm or leg 16.9 83.1

Beat the child with an implement over and over 5.6 93.3

Source:  OVC situation analysis survey, 2007.

According to the 2005 DHS, 30.7% of all women had been 
exposed to at least one form of violence since the age of 15.  
Violence against women did not vary across wealth quintile. 
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groups of community opinion leaders, caregivers and OVC 
themselves, the following were uniformly unacceptable 
forms of discipline:  denying the child food, beating them so 
that they were injured, chasing them from their home, doing 
heavy tasks that could harm the child’s health, burning a 
child, and denying them access to health care or school.  
Cases of beating where the child really felt it were ‘properly 
limited’ to cases where the child has committed a crime.  
Boys were felt to be more difficult to discipline, and in more 
need of discipline than girls.  

A number of focus groups argued that, with low levels of 
social capital, the ‘community eye’ that is so important in 
reporting cases of severe abuse was weak, and therefore 
severe abuse was allowed to proceed without sanction.  
Most groups, however, did note that things were changing 
largely due to sensitisation around children’s rights, but that 
most serious forms of abuse were likely not to be reported.  
It was felt to be important, in these instances, that children 
be in a position to speak with each other, and report any 
abuse with their peers to the right authorities.  Mitchell and 
Kanyangara (2005) noted the potential role of the education 
system in protection children from violence, but also noted 
the particular challenges in doing so in situations where 
there is violence in the system itself.

Key informants especially noted that sexual abuse, usually 
of girls, was a serious problem, but that it received little 
attention.  Human Rights Watch (2004) noted deficiencies 
in the ability of girls and women to obtain justice in the case 
of sexual violence.

‘Today, most children no longer listen to their parents like 
before.  They think they have all the rights to do like they please 
including things that may affect their own life.  Once their 
parents tell them about their poor behaviours, they think it is 
abuse of their rights especially if children are not living with their 
real parents or if they are orphans’.  Focus group of caregivers, 
Northern Province.

Some adults were concerned that children learning about 
their rights actually made the problem worse, as children 
themselves became a problem, and little could be done 
about this.  This reinforced a tendency, already in society, 
to view children’s punishment as none of the business of 
others, neighbours included.  Of particular concern was the 
inability of neighbours and community leaders to discipline 
children when their caregivers ‘are not doing their jobs’.  As 
one group in Karongi District noted, ‘Nowadays, parents 
don’t beat their children, and this results in the children 
becoming more stubborn.  Also, parents don’t believe 
anyone else can discipline their children on their behalf’.  

However, most focus group discussion participants felt that 
children learning about their rights -- and adults learning 
about the rights of children -- was largely a good thing.  
Some gave examples of how knowing these rights could 
prevent abuse, with particular concerns associated with 
the loss of property, sexual violence, and other forms of 
serious violence.  This was felt to be particularly important 

According to WHO definitions, the actions on the bottom 
half of the table were regarded as discipline that was 
abusive.  Almost half (45.4%) had been disciplined in 
one way or another in a manner deemed abusive in the 
WHO definition.  There was little variation across orphan 
caregiving households and households looking after other 
vulnerable children (43.1% for orphan households, and 
47% for vulnerable children households).  There was no 
variation across boys and girls in terms of discipline that 
was abusive.

‘Caregivers often keep a small stick at home to use when a 
young child is disobedient, or they slap them on the buttocks 
or face.  But, when the children are older, you can reason with 
them, and advise them without hitting them’. Focus group 
discussion with caregivers, Southern Province.

5.3.1  Violence Against Children

To strengthen the response to violence and abuse against 
children, the Ministry of Local Government has appointed 
a child protection officer to co-ordinate child protection in 
each district, overseeing child protection officers appointed 
in most sectors.  However, given the magnitude of the 
problem, and given that some forms of violence are not 
considered to be violence, it is clear that the challenge is 
enormous.  

FGDs with street children highlighted the difficult situation these 
children faced.  All argued that they were treated with disrespect 
and stigmatised.  As one group in Butare noted, ‘some call us 
outlaws, others call us thieves, and they say that we deserve no 
rights’.  ‘Some people exploit us, make us do heavy work.  The 
girls are sold for sex work by older women’.  

Because of the size and complexity of the quantitative 
questionnaire, issues around violence against children 
could not be explored in any detail, save measuring 
child discipline that was considered abusive.  As noted 
in the previous section, almost half of all children in OVC 
caregiving households had been disciplined to such an 
extent that it could be consider violence against children, 
but other types of abuse were not explored.  It is interesting 
to note that, when discussing ‘acceptable’ discipline versus 
‘unacceptable’ discipline, most focus groups (including 
those with OVC themselves) argued that some forms 
of physical discipline, noted as ‘violence’ by the WHO 
definition, were socially acceptable.  Being spanked or hit 
with a small object was generally felt to be acceptable for 
smaller children, while for older children physical acts of this 
nature were not felt to be effective (although acceptable), 
so verbal discipline was common.  However, across focus 
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because local systems of justice were felt to sometimes be 
open to corruption, with adult offenders getting off with no 
punishment or only small punishment because they paid a 
bribe.
 
Street children were especially at risk because, as they 
argued, they were imprisoned for crimes (some of which, 
they noted, they committed) or for ‘idling’, while in prison 
the girls were said to be abused sexually by prison staff and 
other prisoners, and even boys attacked and raped.  Even 
in cases where they were taken to rehabilitation centres 
rather than prison, they argued that they were poorly 
treated.  ‘Security officers at the centres treat us harshly, 
on the pretext that they are disciplining us.  We are beaten, 
intimidated, and we live in harsh conditions’ (street children 
in Kigali).  Having said this, the Gitagata Rehabilitation 
Centre in Bugesera was felt to be different.  ‘At this centre, 
children are provided with different skills training.  Some 
are trained in carpentry or tailoring, while younger ones are 
assisted in going back to primary school’.  Some of the 
children in Kigali noted that, with this training, they were 
able to secure apprenticeship positions.  

5.4  Child Labour

A few questions were included in the quantitative 
questionnaire about children aged 5-17 who were working.  
The questions were carefully structured to ensure that the 
definition of work was consistent with the International 
Labour Organisation’s definitions which focused on work 
beyond household chores and related activities that are 
considered a ‘normal part of growing up’.  Cash income 
fell outside ‘normal activities’, and is classified as child 
labour, along with work that harmed the health of the child, 
or interfered with schooling and play to an extent that it 
harmed the child.  Some forms of working for cash income 
was considered acceptable for children aged 15-17, as 
long as it was not considered harmful to the child (see 
Law No. 27/2001 Law Relating to Rights and Protection 
of the Child Against Violence; also see Article 9, Paragraph 
50 of the Constitution, see Rwanda Child Labour Review 
Team, 2006).  Law No. 27/2001 protects children against 
violence, including sexual violence including prostitution, 
pornography, drug and weapon trafficking, smuggling, sale 
or slavery, or forced marriage (see Rwanda Child Labour 
Review Team, 2006)1.

As noted earlier in the report, almost 80% of all households 
had at least one member who brought in cash income 
on a regular basis.  Of these households, 14.8% had at 
least one member aged 15-17 who was contributing cash 
income, and 1.2% had at least one member aged 5-14 
who was contributing cash income.  For the 5-14 age 

1 The law around child labour refers to a variety of age groups, including 
those aged up to 13 (not allowed to work at all), up to 15 (not allowed by 
be involved in apprenticeships of similar employment), and up to 17 (not 
allowed to serve in the military, and not allowed to marry or be forced to 
marry, now allowed to work at night or in areas where they health might 
be threatened), among others.  This complexity, as well as where they are 
inconsistent with international conventions, are detailed in Rwanda Child 
Labour Review Team, 2006.

group, vulnerable children were slightly more likely to be 
working for cash income than orphans.  Paying off debts 
through the provision of labour did not affect any of the 
5-17 years olds earning cash income.  Findings suggest 
that OVC are more likely to be involved in child labour that 
children overall. According to the Rwanda Child Labour 
Review Team (2006), the 2002 census found that 10% of 
all children were involved in some form of labour, mostly 
working in the informal sector and as domestics.  

Of all 15-17 year olds, 1.2% were working in an area felt to 
be dangerous or potentially dangerous.  Of all working 15-
17 year olds, 8.1% are working in a dangerous/potentially 
dangerous area.  Orphan children were slightly more likely 
to be involved in such labour than other vulnerable children.  
For 5-14 year olds, none were reported to be working in 
any area that was dangerous.  

In street children focus group discussions, virtually all of the 
children were on the street to earn an income.  Some were 
living in households with adult members, others were living 
in child headed households, and a few were living rough.  
The range of economic activities were considerable, with 
virtually all of them begging, but many also engaged in other 
forms of labour, such as helping people carry groceries of 
other luggage, assisting households with domestic chores, 
working in gardens, selling gum and groundnuts and other 
small products on the street, and other economic activities.  
They often exchanged labour for portions of food, and those 
in urban areas noted that they were able to work around 
local restaurants in exchange for leftovers.  On market days, 
the children helped out with market sellers, and at the end 
of the day sometimes received left over food in return.  

Those living in households with adults noted that they were 
sent to the streets to beg for money or work, because 
they had little choice.  Almost all came from households in 
extreme poverty, while a few were thrown out of a wealthier 
household for various reasons.  For poorer households, 
many of the adults were said to make a living working on the 
farms of others in exchange for food.  Older street children 
tended to be on the streets because a family member had 
been affected by the genocide (either in prison or having 
been killed), while younger children tended to be on the 
streets after losing parents to AIDS.

MIGEPROF and UNICEF/Rwanda (2008) noted that the majority 
of women who had experienced violence had witnessed 
violence as a while, or were abused themselves.  Further, over 
half of male spouses who perpetrated violence were themselves 
abused as children.
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All children of all ages provided some labour towards 
meeting household needs, helping around the house, 
collecting firewood, collecting water, and related activities.  
Of those aged 15-17, over one-third of orphan children and 
over one-quarter of non-orphan children were contributing 
so much labour to these activities that ‘there is little time for 
things such as playing with other children, attending school, or doing homework.  Findings are indicated in the following figure: 
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Figure 29:	 Percent of Children Aged 15-17 Who Contribute Labour to Home Activities to a Level that it Interferes
			   with School or Play

Source:  OVC situation analysis survey, 2007.

Almost 40% of male and female orphans aged 15-17 were 
involved with so many home- and farm-related chores that 
it interfered with schoolwork, homework, and even play.  
The figure was lower for other vulnerable children, but still 
high, especially for females.  Given that few children attend 
secondary school, labour allocation appears to be one 
important determinant (this was discussed in an earlier chapter on education).  Street children in particular had little time for 
playing, and free time was often spent looking for work and trying to ‘escape’ from their troubles through the use of drugs 
and alcohol.  As one group in Kigali City noted, ‘sports is for leisure and for people who have eaten enough food, well off 
people, not for us’.  
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5.5  Summary

Almost half (45.4%) of all children in the OVC caregiving households had been disciplined in a way that was deemed abusive 
by the World Health Organisation.  This held true for both orphan and vulnerable children caregiving households, nor was 
there any variation across boys and girls. Qualitative findings highlighted what a number of adults felt were increasing 
discipline problems, particularly with boys, and a concern that social norms within the community no longer encouraged 
proper behaviour of children.  Concerns about abuse were common with regard to street children.  

Child labour for cash or in-kind payment was uncommon, until the child turned 15, at which age it was felt acceptable to 
work.  For the 15-17 age group, 14.8% of OVC caregiving households had at least one child that age contributing cash 
income, compared to 1.2% for children aged 5-14.  The figures are above the national norm for all children.  Of all 15-17 year 
olds in OVC caregiving households, 1.2% were working in an area that was deemed dangerous, including children working 
the streets.  

‘Normal’ child labour, contributing to basic needs at households, and including activities such as fetching water, sweeping 
grounds, cooking, etc., was common for the majority of children.  While these normal activities are not considered by the ILO 
to be ‘worst forms of child labour’, it was of concern that some one-third of the children were engaged in sufficient work of 
this nature to interfere with their time at play or at school, or to prepare homework.

‘We help our guardians in day to day survival by fetching water, 
working at the market, cultivating small fields, and sometimes 
help with money by renting out our farm land’.  FGD with OVC, 
Kigali Province.

Article 18 of Law No 27 of 2001 referring to the rights and 
protection of the child notes that ‘The work performed by the 
child should not burden him/her to the extent that it compromises 
his/her education, health or physical development’.  
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