Final Evaluation of the Isange One Stop Center January 2013



Final Evaluation 
Of
Rwandan Government 
And
ONE UN 
ISANGE One Stop Centre
FINAL REPORT

By
Tania Bernath, International Consultant 
Liberata Gahongayire, National Consultant 




January 2013




Acknowledgment

This evaluation was made possible thanks to the efforts of many people and organizations. We would like to warmly thank those whose contributions have been vital for this study to become a reality. First, we would like to thank UNICEF whose financial support made this evaluation possible. 

We also thank the One UN partnership (UNICEF, UN Women, and UNICEF) and Isange One Stop Center (IOSC) for their cooperation and support throughout the evaluation. 

We also thank members of civil society that participated for their valuable contribution and participation. 

We are grateful for the participation of victims.

Tania Bernath
Liberata Gahongayire












[bookmark: _Toc219954610]


List of Acronyms

AIDS: 		Acquired Immunodeficiency Syndrome
AJO: 		Access to Justice Offices
AJIPRODHO: 	Youth Association for Human Rights Promotion and Development 
ARV: 		Antiretroviral
CBO: 		Community-Based Organization
CDGBV: 	Child Domestic Gender Based Violence
CSOs: 		Civil Society Organizations
EDPRS: 	Economic Development and Poverty Reduction Strategy
FGDs: 		Focus Group Discussions
GBV: 		Gender Based Violence
GMO: 		Gender Monitoring Office
GOR: 		Government of Rwanda 
HIV: 		Human Immunodeficiency Virus
ICT: 		Information and Communication Technology
IOSC: 		Isange One Stop Center
JPO: 		Judicial Police Officer
KPH: 		Kacyiru Police Hospital
M&E: 		Monitoring and Evaluation
MAJ : 		Maison d’Access à la Justice
MDIIT: 		Multidisciplinary Interventions and Investigations Team
MIGEPROF: 	Ministry of Gender and Family Promotion
MINALOC: 	Ministry of Local Government
MINEDUC: 	Ministry of Education 
MINIJUST: 	Ministry of Justice
MINISANTE: 	Ministry of Health
MYICT: 	Ministry of Youth and ICT
NACC: 		National Aids Control Commission
NCC: 		National Children’s Commission
NGO: 		Non-Governmental Organization
NPPA: 		National Public Prosecution Authority
NSP: 		National Strategic Plan
NWC: 		National Women’s Council
OSC: 		One Stop Center
OVC: 		Orphans and Vulnerable Children
PEP: 		Post-Exposure Prophylaxis
RNP: 		Rwanda National Police
STI: 		Sexually Transmitted Infection
UNICEF: 	United Nations Children’s Fund
UN WOMEN: 	United Nations Entity for Gender Equality and the Empowerment of Women
UNFPA: 	United Nations Population Fund
USAID: 	United States Agency for International Development
USD: 		United States Dollars
VAC: 		Violence Against Children
VCT: 		Voluntary Counseling and Testing



Table of Contents 

Table of Contents 	5
Executive Summary 	6
1.	ISANGE OSC Programme Description	12
2.	Evaluation Purpose	14
3.	Evaluation Methodology	14
	3.1 Ethical Considerations	17
4	Findings and Analysis	19
4.1 	Relevance and Validity of Design	19
4.2.	Effectiveness	32
4.3	Efficiency	37
4.4	Sustainability	40
5.	Conclusions and Lessons Learnt	45
6.	Overall Recommendations 	47
7. Bibliography	51
8. Annexes	52





Executive Summary 
Background and programme description 
Rwanda is one of the eight pilot countries for the One UN Delivering as One approach. In 2008, One UN in Rwanda set up a Joint Intervention with the Government of Rwanda (GOR) to prevent and respond to gender based violence and child abuse. The main UN agencies involved are UNICEF, UNFPA, and UN WOMEN. 

One of the key activities has been to work in partnership with the Rwanda National Police (RNP) to set up the Isange One Stop Centers (IOSC). The IOSC is located in the Kacyiru Police Hospital (KPH) in Rwanda’s capital city of Kigali. The IOSC utilizes a multi-sectorial team approach to address victims’ needs across health, social services, legal, and police sectors. The One UN is also working closely with the GOR to help support the planned scale-up of One Stop Centres (OSCs) in district and provincial hospitals across the country.  

At the IOSC, there is one coordinator, nine psychologists, one gynecologist, six social workers, three medical doctors with medical forensic expertise, four general practitioners, one psychiatric nurse, and one police officer called a Judicial Police Officer (JPO). They provide a free 24-hour service available seven days per week with provisions for emergency contraception, HIV prophylaxis, STI prevention, and other medication. Every victim who arrives in the IOSC is initially seen by a social worker who provides information and access to medical, psychosocial, and police services. Once the victim is assessed and examined the case processes according to the victim’s immediate needs. There is a safe house available with three beds and basic provisions. In theory follow-up of the victim and other support is also provided to those in need. 

The overall budget for the IOSC program is difficult to asses as the KPH includes the total amount of all hospital salaries into the IOSC program budget. This brings the total amount for the three and half years of IOSC operation at approximately USD 1,898,352.  UN agencies have provided significant funding to the IOSC according to the thematic areas where the agencies have comparative advantages. These contributions include: UNFPA through reproductive and medical assistance, UNICEF largely through psycho-social assistance, training, and capacity building assistance, and UN WOMEN through awareness raising, police, and legal support.

Overseeing the coordination of the IOSC is a Steering Committee, consisting of the agency heads from UNFPA, UN WOMEN, and UNICEF, and the leadership of the RNP. Provisions have been made for other ministries such as Ministry of Gender and Family Promotion (MIGEPROF), Ministry of Health (MINISANTE), and Ministry of Justice (MINIJUST) to participate on the Steering Committee on an ad hoc basis. Working collaboratively with the Steering Committee, a Technical Committee has also been set up. This committee consists of the IOSC Coordinator, and technical staff from the gender, child, and human rights divisions of UNICEF, UN WOMEN, and UNFPA who meet on a more regular basis to discuss to the programme’s technical issues.  

Objectives of the evaluation and methodology
In 2012, the One UN agencies and the RNP commissioned a final evaluation of the IOSC. The evaluation is formative with the goal of trying to understand what can be learned from this model for the scale-up of the OSCs across the country. However, the evaluation team was also tasked with looking at the relevancy of the design, the effectiveness, efficiency, and the sustainability of the IOSC itself. The main overall objectives of the final evaluation were to: 

1) Provide an understanding of the overall programme and to move the partnership between One UN with IOSC forward; 
2) Assess the way holistic care is currently being provided by IOSC to victims of gender based violence and child abuse in Rwanda; 
3) Propose solutions to address the possible gaps in service delivery: and, 
4) Inform the direction of the on-going scale-up process of OSCs across the country.  

The main audiences for the final evaluation are the RNP, MINISANTE, MIGEPROF, and MINIJUST, as well as ONE UN Agencies including UN WOMEN, UNFPA, and UNICEF. As the RNP expressed a strong interest in focusing on the IOSC only, the report is divided in two parts with the main report focusing on the IOSC with an annex that covers a brief analysis and recommendations for the OSC scale up. 

An evaluation team comprised of a national and international consultant carried out the final evaluation between 12 November and 20 December 2012. 

A mixed methods approach was used to conduct the overall evaluation. The evaluation relied heavily on qualitative methods such as interviews, focus group discussions, and two half-day verification workshops: one with government and UN agencies, and one with members of civil society. A field trip was made to the Gihundwe OSC that has also been receiving support from the One UN agencies since 2010 to understand how the OSC is functioning in a regular hospital. There were also a significant number of feedback sessions and bi-lateral discussions with the staff of the IOSC to both gather and verify information. 

A desk review of existing policies, laws, reports, and policy papers on OSCs and GBV was also carried out. Significant effort was made to gather statistical data from IOSC, the Gender Desk of the Police, National Public Prosecution Authority (NPPA), and Gender Monitoring Office (GMO) to complement and triangulate the qualitative research. 

Overall findings
The overall findings include a focus on the relevance and validity of the design, effectiveness, efficiency, and sustainability.  

· Relevance and Validity of Design
In Rwanda, the legal and policy framework to both prevent and respond to gender based violence and child abuse is robust. A strong legal framework that meets international standards in the protection of gender based violence and child abuse in Rwanda demonstrates this. This is equally reinforced by a strong policy framework. Policies and strategies exist in all relevant legal, police, and social welfare sectors from the highest to the local level. 

Addressing and responding to gender based violence and child abuse is given priority attention in the government’s seven-year national development plan (2011-2017). It is also a major priority of the RNP who set up a Gender Desk in 2002 and the NPPA has made prosecuting cases of rape and sexual violence a priority and already has proven to have relatively high conviction rates. In 2011, a draft OSC protocol on the multi-disciplinary treatment of gender based violence and child abuse was developed providing overall guidance nationally and is now in need of official adoption. 

Reliable studies such as the Demographic Health Surveys (DHS) 2010 suggest that there are high incidences of rape, sexual violence, and domestic violence in the country, but reporting to the RNP and other structures is low largely due to the culture of silence. Social pressure, although changing, often prevents cases from being reported. While services to prevent and respond to gender based violence and child abuse increasingly are becoming available throughout the country they are not well coordinated and rarely provide comprehensive high quality services.   

Since IOSC’s services were introduced in 2009, it has developed a comparative advantage over other similar services that include: 
	
· The medical and forensic capacity exceeds anything else available in the country: Institutions such as the NPPA have put their faith in the IOSC, and prefer to send victims to the IOSC to obtain medical reports for the cases they prosecute. 

· Strong links with policing structures: Every victim that seeks services at the IOSC is also seen by the JPO who has close links with the Gender Desk of the RNP and immediately starts an investigation. Additionally approximately a third of the cases that are received by the IOSC are referred through the Gender desk. The IOSC also benefits from the awareness raising carried out by the community policing structure.

· The high quality and availability of service: The IOSC has been recognized and praised by national government institutions such as the GMO for its high quality of service. The IOSC provides victims with high quality medical-legal, psychological, and police support. Between July 2009 and December 2012, approximately 4725 victims of gender based violence and child abuse sought treatment at the IOSC. The quality of services provided by the IOSC has remained high throughout the three and half year period due to the quality and number of staff available to meet the demand. Training and capacity building efforts and the availability of drugs have also ensured a high quality of care. The adoption of the draft treatment protocol would greatly contribute to a further enhancement of the quality of services being provided by IOSC.

Some of the weaknesses of the overall programme and which could be a threat to the sustainability of the IOSC are:  

· Inconsistent awareness raising activities: Although awareness raising activities took place in the beginning stages of the programme these were not sustained throughout the three and half year period reducing the exposure that the IOSC has had to the general public.   
· Poor links with relevant ministries: Poor links with ministries such as MINISANTE, MIGEPROF, MINIJUST and civil society actors at the strategic and local level have resulted in little awareness of what services are available locally. Better links to other structures/initiatives could increase the relevance of the programme and the uptake of services.  
· Inadequate follow-up of victims once they return to their communities: Due to limited time and resources, IOSC staff are unable to follow up cases on a consistent basis and at times victims do not return to the IOSC for their follow up visit. Reliance on untrained Child Protection and GBV committees and policing structures at local level are inadequate and in some cases has resulted in putting victims at risk in their homes and communities to further violence and stigmatization.  

· Legal aid unavailable on a consistent basis: Although legal aid was initially part of the design of the programme and has been budgeted for, it was not made available to victims of violence and child abuse on a consistent basis. This gap needs to be addressed with MINIJUST to ensure that sufficient and quality legal support is provided systematically to the victims visiting the IOSC. 

· Unavailabiliy of ‘victim’s choice’ results in some victims reluctance to seek services in a police hospital: The fact that services are being provided at a police hospital might have deterred some victims from seeking out services, out of fear that they would be forced to report their case to the police. Under Rwandan law both adult and child victims are compelled to report cases of violence to the police in order to gain access to services. Additionally the RNP is compelled to investigate all forms of violence and abuse, which essentially gives the victim no choice but to report their case to the police if they desire services at the IOSC. This requirement violates the principle of victim’s choice as laid out in the draft OSC protocol for the treatment of gender based violence and child abuse.  

· Effectiveness and efficiency 
Around the indicators of effectiveness and efficiency, the evaluation found the following weaknesses in the current programme:
· Lack of systematic monitoring and reporting of the programme by the IOSC: The lack of a robust monitoring and data collection system and reporting on such data have made it extremely difficult to assess the overall effectiveness of the IOSC. Inconsistency in sharing of data among the One UN agencies and the IOSC as well as the fact that a monitoring and reporting system was never set up has resulted in a weak evidence base to guide programme interventions, demonstrate results achieved and address gaps. 

· The lack of monitoring and reporting on programme activities has also made it difficult to assess the efficiency of funds being provided by the One UN agencies. Funds allocated for the provision of drugs and support to victims seems to have been relatively well spent and well managed whereas fur funds given for awareness raising support and provisions made for legal aid it is impossible to assess their efficiency due to lack of demonstrated results.
 
· Training plan and needs assessment for staff capacity building is absent: Despite significant efforts by the One UN partners to provide training and capacity building opportunities to IOSC the impacts of such education efforts have not been well documented. Other than reports of the 2011 MDIIT training, where staff from the IOSC participated, no records demonstrating what training has been completed by which staff is available. Some IOSC staff have not received any formal training at all, even staff who have been in their positions for more than one year. Many staff members have received on-the-job training, but that too has not been carried out in any systematic way, demonstrating clearly evidence of knowledge or skills acquired or upgraded.

· Sustainability
Finally, with regard to sustainability, the current management of the IOSC as a Center of Excellence and Referral Center is largely financially reliant on One UN funds. As the One UN is phasing out its operational support in 2013-14 and moving towards providing more strategic, high-level support, significant steps need to be undertaken as of now to ensure sustainability in the long term. 

Some of the indications that the move toward greater sustainability is already being undertaken are that: 

· KPH is a fully equipped facility with sufficient infrastructure. Staff salaries are paid on a regular basis. IOSC medical staff have the necessary skills to continue the work, and regularly carry out on-the-job training for those who need refreshers; 
· The close and strong link to the RNP gives the IOSC sustained access to the Police Gender Desks and the Community Policing structure in order to continue to raise awareness about their services and to refer cases for investigation and prosecution.     

Areas that are a threat to IOSCs’ sustainability include:  

· The current heavy reliance on the UN funding for essential services that enable the IOSC to be a Center of Excellence and Referral Center such as emergency drugs and support to victims. 
· The IOSC’s relative weakness in programme management, budget and data management, monitoring and reporting.
· The overall lack of integration, understanding, and engagement with community structures and initiatives beyond those that have been set up and created by the RNP or those that the RNP engage with such as GBV/CP committees and Community Policing structures. 
· The reliance on weak community structures to carry out referral and follow up activities.

Conclusions and lessons learned 
As the IOSC is managed and coordinated by the RNP, the issue of victim’s choice is not an option. This is given that under Rwandan law victims of violence are compelled to report their case in order to gain access to services and this violates the principle of victim’s choice. Therefore, as services are provided in a police hospital, it is critically important for awareness raising activities to explain the importance of reporting cases, the impact on the victim if treatment is not being provided and the range of services being provided at IOSC.     

Publically shared data by the IOSC is extremely limited and the team has little capacity or tools to systematically collect and aggregegate data. Consequently, no analysis of all the available data to inform the programme and guide implementation is currently being undertaken. Therefore setting up a data management system and carrying out more regular monitoring and reporting by the IOSC is critical to improve the efficiency and effectiveness of the programme. Data that is currently publically shared includes the age and sex of the victim and whether the crime committed was considered either domestic violence or sexual violence. However, the IOSC staff does collect a broader range of information than the basic information currently being shared with One UN, and this information could be used to support victims more effectively, address gaps in the programme, and carry out more effective and targeted awareness raising activities.   

There are no staff training records and overall expectations for staff skill level are not clearly articulated. Overall the IOSC staff have benefitted from a range of trainings either through the MDIIT or through short five-day or weekend courses. However some IOSC staff have not received any formal training at all, even staff that have been in their positions for more than one year. Largely these staff members have relied on on-the-job training. 
The set up of a sustainable system for support and follow-up of victims must be a priority for the IOSC. Much of the support that is currently being provided to directly benefit victims such as the vulnerability and survivor funds, support for survivors in the safe house, the toll-free hotline, and the follow-up work of the IOSC staff comes from the funds being provided by the One UN agencies. As the UN moves towards providing strategic rather than operational support, there is a need to ensure that victims continue to be supported through the IOSC and existing community structures.   

Being able to provide victims with long term solutions is critical to the relevance and sustainability of the programme. This will not only make the IOSC more sustainable, but will also truly enable the IOSC to be a Center of Excellence and a Referral Center that not only provides high quality medical and psycho-social emergency service and has a high rate of successful prosecutions, but also plays a role in finding sustainable solutions for all victims. If this is combined with the legal, judicial and police aspects of preventing violence then IOSC can be a significant model both nationally and regionally. 

In order for long-term sustainability, there must be recognition that the IOSC is carrying out legal, medical and psychosocial work and that victims have a complex set of needs. Once treatment has started, the IOSC has an obligation to the victims in the post crime period, to facilitate victim’s access to legal, psychosocial, socio-economic, and/or educational opportunities. While it is clearly not the role of the IOSC to provide all of these services, it is critical that they serve as a pathway for victims to be able to access them. 

Based on the above findings the overall recommendations to the GoR and their relevant ministries, especially the RNP, the IOSC and to the One UN agencies to ensure the continued relevancy, effectiveness, efficiency and sustainability of the overall programme are as following; 


The IOSC should strengthen its programme through the following urgent actions:
1. Review, adapt, and adopt the draft OSC treatment protocol
2. Developing a robust referral network specifically for victims of gender based violence and child abuse that takes into account both their immediate and long term needs.  
3. Setting up a data management system and committing to collection, management, and reporting of data and regularly monitoring and reporting on programme outputs 
4. Developing a comprehensive electronic database of victims
5. Developing and budget for a long term strategy for the support to victims 
6. Developing and budget for a training plan and strategy centered around the MDIIT approach
7. Developing and budget for a coordinated awareness-raising strategy 

The IOSC with time-limited operational support from One UN agencies should strengthen their programme through: 
8. Hiring a lawyer and developing a legal component

The GoR should further demonstrate its commitment to the IOSC programme through:
9. Making a public commitment to taking over the operational budget by end 2013 

The One UN agencies should further strengthen the IOSC externally through: 
10. Facilitating IOSC staff to mentor and carry out training in the other OSCs through the expansion of the MDIIT training initiated in 2011. 
11. Hosting and convening strategy meetings 
12. Playing a more robust monitoring and technical capacity building role with the IOSC
13. Assist in attracting new partners and donors to support the IOSC and the overall scale up




1. [bookmark: _Toc342947655][bookmark: _Toc219954612]ISANGE OSC Programme Description

History of the programme
ISANGE One Stop Center (IOSC) is an interdisciplinary programme aimed to provide psychosocial, medical, police and legal services to adult and child survivors of gender based violence and child abuse. It is housed within the KPH in Rwanda’s capital city of Kigali. KPH is a public hospital that is managed by the Rwandan National Police (RNP) and provides services to both police and civilians. The IOSC began its work in July 2009 as a pilot project between the One UN in Rwanda and the RNP. 

IOSC offers a free twenty-four hour service available seven days per week with a multi-disciplinary team present at the hospital and other staff on call. IOSC has provisions for emergency contraception, HIV prophylaxis, STI prevention, and other medications. IOSC provides services to men, women, and children who have experienced physical, sexual, or psychological violence based on gender, occurring in the family or in the community at large. 

The original IOSC programme design was devised after a workshop that took place in May 2009. The workshop was facilitated by staff members from UNFPA and UNICEF and brought together 20 people from the RNP Gender Desk, KPH, the Ministry of Gender and Family Promotion (MIGEPROF), and the Ministry of Justice (MINIJUST). The two-day workshop succeeded in developing a common vision for the IOSC. The original program design details an overall approach to responding to and following up with victims, and highlights the roles and responsibilities of each sector including the medical, psychosocial, and police aspects. 

The Multi-disciplinary Investigative and Intervention Team (MDIIT) model is utilized at the IOSCand adapts evidence-based, international best practice protocols for working with victims of gender based violence and child abuse. Each IOSC staff has been trained in the MDIIT model either through a formal education programme or on-the–job. The MDIIT model has aided the range of staff to work together with the highest level of collaboration. 

The initial focus of the project was ensuring that both the physical space within the IOSC and staffing were sufficient to effectively respond to needs of victims of gender based violence and child abuse. By the end of 2010 the IOSC staffing levels had reached the same level as they are today with: one coordinator, nine psychologists, one gynecologist, six social workers, three Medical Doctors with medical forensic expertise, four General Practitioners, one psychiatric nurse, and one police officer serving as the Judicial Police Officer (JPO). Other staff such as the legal advisor, the laboratory staff, the monitoring and evaluation officer, the data manager and other nurses and doctors at KPH are also available to provide services to the IOSC on an ad hoc basis.

The KPH also provides IOSC clients with a safe room, used when a victim is experiencing significant trauma and needs assistance for a short sustained period. Food, clothing, toiletries, and access to a television are also provided by the hospital to IOSC clients. Security is provided and victims have access to IOSC counseling services and medicine free of charge. Once a victim is ready to return home, transportation is provided back to their community free of charge. 

After victims are provided services, they are encouraged to come in for follow up services. To some extent the IOSC also provides outreach in the communities to those it has seen at the center. Additionally Child Protection (CP) and Gender Based Violence (GBV) Committees have a role in referral and follow up of cases of gender based violence and child abuse. Awareness raising materials have been developed and both the RNP through its Community-Policing desk and the IOSC carry out training and workshops in communities to inform people about IOSC’s services. IOSC is also closely linked with Police Gender Desks who are working in the communities at the sector level.  

Objectives of the programme
In January 2011, a new programme was developed that ran through December 2012 further building on what had been developed in the first two years of the programme. The programme goal developed in 2011 was: “The IOSC as a Center of Excellence and Referral Center to provide comprehensive, timely and effective medical, psychosocial, legal and police support to survivors of violence as well as to transmit knowledge and support to other service providers in the country.”

The following three sub-objectives and five outputs were devised to support the new programme goal. 

Sub-objective 1) To see an increased percentage of those seeking services per cases of violence due to increased knowledge and increased quality of services for survivors of violence

Sub-objective 2) Have a greater percentage of admissible forensic interviews thus leading to increased percentage of convictions

Sub-objective 3) Improved resilience between survivor and families and decreased incidence of acute traumatic stress developing into post-traumatic stress disorder among survivors of violence. Quality psychosocial support is a key in achieving the One Stop Centre expected result. 

Output 1: RESEARCH AND SPACES: By the end of 2012 the center has: gathered further evidence on CDGBV in particular on perpetrators, increased its space to include increased number of consultation rooms, including an office for the coordinator and a room dedicated for legal support.

Output 2: ADVOCACY and HOTLINE: By the end of 2012, Umudugudus leadership and GBV/ CP committees in the districts of Kigali are involved in referral and follow up of cases and a hotline has been set up and is functional at the center.

Output 3:  MEDICAL EQUIPMENT AND SUPPORT FUND FOR SURVIVORS:  By the end of 2012, the center has successfully given adequate medical support to all survivors seeking care at the center as well as supported the most vulnerable and in need through the survivors support fund.

Output 4:  PERSONNEL: By the end of 2012, the center has a sufficient number of professional staff for the effective care and treatment of survivors of CDGBV.

Output 5:  STAFF SUPPORT AND TRAINING: By the end of 2012, the staff has been supported in self-care exercises and support visits to MOH, training and support have been given to the Police Gender Desk and to the Community Policing project.

Budget and governance of project 
The programme budget cycle, which is under revision for this evaluation, started in June 2009 through to December 2012. The first budget ran from June 2009 through June 2010. Budgets were then administered from January to December for 2011 and 2012. However, it is not clear how budgets were allocated between June-December 2010. Funding has been allocated to the KPH from the three UN agencies in the One UN Partnership: UNFPA, UNICEF, and UN WOMEN. Budget allocations are included in the table below. 

Table 1: Funding by agency in USD
	Time-frame
	Government contributions 
	UNFPA
	UNICEF
	UN-WOMEN
	Total in USD

	June-2009-June 2010
	92,227
	60,720
	115,288
	56,500
	324,735

	Jan 2011-Dec 2011
	628,683
	22,570
	75,414
	40,000
	766,297

	Jan 2012-Dec 2012
	639,381
	35,000
	35,000
	80,000
	807,320

	Grand Totals
	1,360,291
	118,290
	225,702
	176,500
	1,898,352


Source: Gathered from IOSC project documents 
The budgeted costs that are covered by the KPH and which are supported by both MINISANTE and the RNP include the running of the hospital (including electricity and water), generic medicine, furniture for safe room, and salary provisions for all the hospital staff including medical staff, medical-legal staff, mental health professionals, lab-technicians, the judicial police officer, and the coordinator. As several staff work in the IOSC on a rotational basis, moving between the IOSC and other departments, it is difficult to give the exact figure of the KPH’s financial contribution to the IOSC.

UNICEF provides funding for psycho-social support to victims specifically follow up visits, a support fund for vulnerable groups, a free hotline, a portion of the gynecologist’s salary, infrastructure, communication-costs between stakeholders, and capacity building support to the staff including the development of training curriculum, development of a treatmentprotocol, and the training of OSC staff in the multi-disciplinary approach. 

UNFPA provides support for specific medication for survivors of gender based violence and child abuse unavailable at the hospital including STI, GBV, and HIV prevention drugs, funds for a baseline assessment, a Training of Trainers on medical care, the organization of a study tour, awareness-raising activities, and the portion of the gynecologist’s salary not paid by UNICEF and the KPH. UNFPA also pays for medical legal equipment and supplies. 

UN WOMEN supports awareness raising both through training and through the development of advocacy materials largely targeting the police through the Police Gender Desk and Community Policing structure and community structures such as Umudugudus committees and GBV/CP Committees. UN WOMEN has also provided support for the legal component of the project, for international and regional study visits of police staff, and for a strategic planning process for the KPH.  
2. [bookmark: _Toc342947656][bookmark: _Toc219954613]Evaluation Purpose
Several objectives have guided this final programme evaluation. The first objective was to assess the programmatic effectiveness and the cost-effectiveness of the IOSC model on health, legal, and psychosocial outcomes for gender based violence and child abuse. The second objective was to identify strengths and weaknesses of the programme and to make recommendations for the set-up of planned OSCs in the future and for improved functioning of IOSC. A third objective of the evaluation was to use these findings to determine the sustainability of this model of multi-stakeholder investment. Lastly, the evaluation seeks to analyze the effectiveness of the overall strategy and approaches of the IOSC programme, particularly in terms of data collection, knowledge generation, and knowledge dissemination. 

The main audiences of the final evaluation are the Rwandan government including the RNP, the MINISANTE, MIGEPROF, and MINIJUST, and the ONE UN Partner Agencies. This final evaluation should provide these groups with an understanding of the overall programme in order to move their partnerships with IOSC forward, assess the way holistic care is currently being provided by the IOSC, propose solutions to address the possible gaps in service provision, and inform partnering organizations on the direction of the process of scaling up the formation of OSCs across the country. 
3. [bookmark: _Toc342947657][bookmark: _Toc219954614]Evaluation Methodology
Design of the evaluation 
In order to meet the multiple objectives of the evaluation a key activity during the inception phase was to meet with the key UN and Government stakeholders to make sure that the goals of the evaluation were clear. This culminated in an inception report, which laid out in detail the methodology, the work plan, and the range of stakeholders that the evaluation team planned to be engaged with. An evaluation matrix also accompanied the inception report that outlines how the assessment criteria are dealt with in order to fulfill the objectives of the evaluation. The inception report and the evaluation matrix were shared with members of the Evaluation Management Team for feedback and adoption on the 21 November 2012. The evaluation matrix is included as an annex.  

After the adoption of the inception report, it became clear in individual meetings with the RNP that their interest was to ensure that the evaluation focused only on the IOSC. Therefore, in order to accommodate the need to also include information about the OSC scale up as agreed in the terms of reference originally agreed upon by all stakeholders, the evaluation team proposed to focus the main report on the IOSC and information about the OSC scale up in an annex. The evaluation team then discussed this with all key stakeholders including the One UN agencies and the RNP agreed upon this strategy. 

During the course of the research, the evaluation team visited the Gihundwe hospital with the aim of gaining a better understanding of how a OSC with One UN support works in a regular hospital. The main purpose was to equip the evaluation team with information about how they could make better recommendations for the OSC scale up rather than to make a comparison to the services being provided in IOSC. Therefore, for purposes of clarity this evaluation is considered an adequacy evaluation[footnoteRef:2].  [2:  The evaluation was considered an adequacy evaluation as the evaluation team was not tasked by the key stakeholders to make a comparison between the Gihundwe and IOSC.  ] 


The evaluation team utilized a combination of the objective and indicators from the programme document and the draft OSC Protocol for the Multidisciplinary Treatment of Gender Based Violence and Child Abuse in Rwanda (draft OSC protocol) to serve as the benchmarks against which performance of the programme was assessed. Although the draft OSC protocol has not been officially adopted it became critical to have a combination of ways of assessing the performance of the programme to ensure the credibility of the findings. 

Data Collection 
A mixed methods approach was used to conduct the overall evaluation however it was heavily reliant on qualitative methods to gather information. Initially a desk review was conducted, and a thorough review of existing policies, laws, and reports on OSCs and GBV was carried out.

The range of qualitative methods of data collection used included: semi-structured individual interviews, group discussions in workshops, and direct observation in the OSCs. Interview guides guided all of the semi-structured interviews. A list of those interviewed is attached as well as those that participated in the half-day verification workshops.

Sampling methods used to identify victims who had used the services of the center included both interviewing those that were present and available while the evaluation team was at the IOSC and through recommendations made by the IOSC staff. A day was set-aside at the IOSC to interview victims. Sampling methods used to identify civil society actors and government officials were by recommendations made at the half-day verification workshop and partners of UN agencies. Sampling methods used for IOSC staff included trying to interview as many staff that were available at the IOSC during the visits by the evaluation team, accompanied by numerous feedback sessions. 

Significant effort was also made to gather statistical data from IOSC, the Gender Desk of the Police, the NPPA, and the GMO to enhance and enrich the qualitative research. IOSC data from the last three and half years was also collected. Information was also gathered from the 2011 IOSC annual report. 

1. Interviews with ISANGE and Gihundwe OSC staff
The evaluation focuses on the work of IOSC. However, the evaluation team also visited Gihundwe OSC in Ruisizi in the western part of Rwanda to gain a better understanding of the ways in which a OSC operates in a regular hospital managed by MINISANTE rather than a hospital managed by the RNP. In both the IOSC and in Gihundwe OSC efforts have been made by the evaluation team to look at the way that the entire OSC team works together. Interview guides were developed for interviews with IOSC and Gihundwe OSC staff. These interviews focused on attitudes, their own practices, and general knowledge about the problem of gender based violence and child abuse related to each individual’s respective specialization. Questions also broached such topics as management practices, coordination, data collection, and training. 

2. Two half-day verification workshops
Two half-day verification workshops were held. During the workshop, the evaluation team recorded participants’ group work. The evaluators also collected samples of written and oral work that were produced in group work discussions. The first half-day workshop was held on the 20 November with key UN and Government partners including MINISANTE, NPPA, MIGEPROF, IOSC UNFPA, UNICEF, UNHCR, and UN WOMEN. 

The second workshop was held on the 26 November with organizations that support survivors and civil society organizations. These organizations included: Women to Women International, Legal Aid Forum, Care, Action Aid, International Justice Mission (IJM), AJPRODHO-Jijukirwa, Lawyers of Hope (LOH), and HAGURUKA. 

Both the workshop agenda and participation lists are included in the annex. 

3. Interviews with Victims
Interview guides were developed for individual interviews with victims in order to understand the quality of care they received, how the victims understood and engaged with services provided at the IOSC, and to understand both the motivations that individuals had that prompted them to seek care and their experiences seeking care. Generally victims were not asked to recount the violence they experienced to minimize any level of re-traumatization. This kind of information was only sought where relevant with regard to understanding the victim’s choice to seek care.  

4. The UN and Government stakeholders
The interviews with UN and government stakeholders focused on resource allocation, the effectiveness, and efficiency of services, and programme sustainability. Efforts were made to understand the level of coordination and the relationship between and among the relevant stakeholders and how that affected the quality of service and the likelihood of sustainability in the longer term. Views on scaling up the services to other hospitals around the country were also elicited from interviewees. 

Data analysis
The framework for gathering data was based upon a set of questions that the One UN partnership agencies and the RNP had jointly come up with. These questions were included under the following set of criteria: the relevancy and validity of the programme’s design and the efficiency, effectiveness, and sustainability of the program. Data gathered from interviews and group discussions were grouped under common themes in answer to the questions. Information gathered from project documents including independent assessments, monitoring reports, minutes, statistics, and training reports were used to enrich and make the findings as robust as possible. Additionally anecdotes and quotes are used in the report to highlight specific points and form part of the analysis. Sources of information are attributed in footnotes however individual names are not disclosed for confidentiality purposes.  

Presentation of Findings and Feedback sessions
The evaluation team held numerous feedback sessions with key stakeholders including One UN agencies, the RNP, and other key stakeholders. These also served as useful feedback sessions with opportunities to discuss the more controversial aspects of the programme. Feedback from these sessions was incorporated in subsequent drafts of the report.    

Overall Calendar of events and presentation of findings:
· 21 November: Inception Report Finalized
· 29 November: Presentation of Findings to One UN Partnership: UNICEF- CP Gender Officer, Deputy Representative, Chief of Child Protection, UN WOMEN- Program Officer, and UNFPA- Gender and Human Rights officer  
· 30 November: Presentation of Findings to IOSC: Director of Medical and Legal Services within the RNP and the Coordinator of the IOSC.  
· 30 November: Presentation of Findings to GBV Advisor for the MOH. These sessions were held at different times on the 30 November. 
· 6 December: Validation meeting with IOSC staff 
· 14 December: Validation meeting with the Technical Committee
· 17 December: Final meeting with Deputy HoA and ONE UN Staff  
· 19 December: Final meeting with RNP including the IGP and the Director of Medical Legal Services

The Evaluation Team:
An international consultant led the evaluation, served as Team Leader, and worked closely with a national consultant hired by UNICEF.  
Limitations 

· The national consultant joined the international consultant halfway into the data-gathering phase (November 21), which resulted in fewer interviews and focus group discussions being carried out than had been planned. Plans to interview victims that had not benefitted from services from the IOSC to understand their experiences seeking care in different institutions and to learn if they purposely chose not to seek care at the IOSC was not carried out. Instead, the evaluation team relied on second-hand accounts from civil society organizations that support victims as to the reasons why victims made the choices they did on where they sought care. The evaluation team met with these groups at the half-day workshop for members of civil society who work on behalf of victims and at individual meetings with Haguruka, GMO, and the Legal Aid Forum. In the end, the evaluation team felt confident that the civil society members had represented the views of victims appropriately and was sufficient for the purposes of the evaluation. 

· Inability to obtain requested information in a timely manner from various government institutions. For example, the IOSC team was told that the Police Gender Desk collects general information on the number of successful convictions. When the evaluation team followed up with the Police Gender Desk to request this information, the Police Gender Desk replied that they would need a letter from the leadership of the RNP in order to provide this information. When the evaluation team followed up with the leadership of the RNP, they were told that since the evaluation was focused on the IOSC and not on the police, the RNP could not provide the evaluation team with that type of information. Although the evaluation team was eventually able to convince the IOSC management and the RNP leadership of the utility of the IOSC monitoring and reporting on the number of successful convictions, it still did not result in the evaluation team being able to access this type of information from the Police Gender Desk.  

· Dearth of available data on the IOSC programme made it difficult to clearly assess the effectiveness and efficiency of the overall programme. The lack of available data has also made it very difficult to provide an in-depth analysis in certain areas of the report. 
[bookmark: _Toc342947659][bookmark: _Toc219954615]3.1	Ethical Considerations
The following ethical measures were taken during this study:
· Respondents’ anonymity and confidentiality was guaranteed;
· Verbal informed consent was practiced, whereby respondents are provided with all the necessary information regarding reasons for the interview before they give their consent;

· Seeking all required authorizations and appointments before embarking on fieldwork.
With regard to the obligations the evaluation team has to participants and the principle of the avoidance of harm, special attention was given to the highly sensitive nature of adult and especially child victims. The evaluation team took into consideration the consequences that gender based violence and child abuse victims may face for speaking out about their experiences, in terms of their security, their standing in the community, and their emotional and psychological state. Victims can be threatened with further harm by the perpetrators of the crimes against them, or others in the community if they speak out. Speaking out may also stigmatize victims further in their community or family. 

Given these concerns, interviews have been conducted with significant attention to confidentiality, in the presence of only a female interpreter, if needed, and a family member, friend, or other support person, if the interviewee wanted such a person present during the interview. Before the interview or focus group discussion commenced, the research team explained the nature and purpose of the research. Interviewees had the ability to decide whether they wished to participate or not. In cases where victims experienced renewed or intensified psychological and physical stress during the interview, it was up to the interviewees to decide whether they wished to continue or not although this did not take place. 

Special consideration was also made with children throughout the research process. All actions regarding children such as interviewing children in the presence of their parents were done with the best interests of the children in mind.  

To guarantee the confidentiality of all information, the names of victims, and, if requested, information regarding the date and location of the interview have been omitted unless the interviewee specifically requested otherwise. 

Every effort was made to ensure that reports were accurate, complete and reliable based on sound data collection protocols and strategies of analysis. UN guidelines require that if there is any evidence found of any wrongdoing or unethical conduct, evaluators should report it to the proper oversight authority. There was none.	
[bookmark: _Toc342947660]
[bookmark: _Toc219954616]4.	Findings and Analysis
[bookmark: _Toc342947661][bookmark: _Toc219954617]4.1 	Relevance and Validity of Design
This section will assess whether the program objectives were in line with the rights and needs of victims according to international and national standards. It will highlight IOSC’s unique contribution in the provision of services to prevent and respond to gender based violence and child abuse. The coherence of the IOSC program design and the goals, outcomes, and outputs of the project will be assessed. 

International and National Standards
The Government of Rwanda recognizes the importance of addressing gender based violence and child abuse. The legislative framework supports prevention and response, and provides an opportunity for further advancements. The Rwandan Constitution affirms the fundamental rights of all citizens of Rwanda as found in the United Nations Declaration of Human Rights and other international human rights instruments. 
Combating gender-based violence and child abuse requires a multi-sectoral approach, and therefore implicates a number of laws, including but not limited to:
· Law No 59/2008 of 10th September 2008, on the Prevention and Punishment of Gender-based Violence;
· Law No 22/1999 of 12th November 1999,to supplement Book one of the Civil Code and to institute Part Five regarding Matrimonial Regimes, Liberalities and Successions
· Organic Law No 08/2005 of 14th July 2005, Determining the Use and Management of Land in Rwanda;
· Law No 13/2009 of 27th May 2009, Regulating Labor in Rwanda; 
· Amended 2001 for 2012 Law No 27/2001 in 2012 Relating to Rights and Protection of Children against Violence;

Under Rwandan law, GBV is defined as: “[Any] act that result in a bodily, psychological, sexual and economic harm to somebody just because they are female or male. Such acts results in the deprivation of freedom and negative consequences. This violence may be exercised within or outside the household.”[footnoteRef:3] [3:  Under CEDAW, the UN defines “gender-based violence as violence that is directed against a person on the basis of gender or sex. It includes acts that inflict physical, mental or sexual harm or suffering, threats of such acts, coercion and other deprivations of liberty.”] 


Domestic violence is defined in Rwandan law as, “the physical, sexual, psychological harm and economic exploitation done by one party to another within a domestic relationship.” Most often, this refers to a current or former spouse or intimate partner. Domestic violence may also involve a parent, child, or any other member of the family or household such as domestic workers. Domestic Violence takes on many forms. 
· Physical violence includes beating, hitting, slapping, burning, or strangulation of a person.
· Sexual violence includes rape, refusal to practice safe sex, or forcing a person to do sexual acts against their will.
· Emotional violence includes threatening, intimidating, shouting, isolating, or humiliating a person.
·   Economic violence includes not allowing a person to work, taking all their earnings, or not allowing them to participate in financial decision-making.

In addition, under Rwandan law, child abuse or violence against children takes on many different forms. It includes[footnoteRef:4]: [4:  2012 Law relating to Rights and Protection of Children against Violence] 

· Physical Violence: or “physical abuse” can be fatal (killing the child) or non-fatal. Non-fatal violence includes hitting (slapping, spanking, smacking), kicking, shaking, biting, pulling hair, or burning, etc. 
· Neglect: means the failure of parents to meet a child’s physical and emotional needs, when they have the means to do so. Neglect can be to deliberately not take the child to the hospital when s/he is sick, not feeding the child, and/or not protecting the child from danger. 
· Sexual Violence: is an abuse of power that encompasses all forms of sexual activity between a child or adolescent and an older person. Perpetrators of sexual violence both within and outside of the family often groom or prepare the child overtime to confound/manipulate the child into compliance. Sexual violence may be physically forced, or accomplished through coercive tactics such as offers of money for school fees or threats of exposure. The perpetrator often further controls the child by threatening harm to loved ones if the child tells anyone about the abuse. Sexual abuse can involve fondling, masturbation, oral, vaginal, or anal contact. It is not necessary for sexual intercourse to occur for it to be considered sexual abuse. Sexual abuse is also the use of the child for prostitution, pornography, and exhibitionism.
· Child Marriage: for a large number of girls, and some boys, their first sexual experience is unwanted and even coerced, and a proportion of these rapes occur in the context of intimate partnerships and under-age permanent unions or marriages. According to international conventions the legal age of marriage is 18 years old and according to Rwandan law it is higher, 21 years of age.
· Psychological Violence: all physical and sexual violence involves some psychological harm; but psychological violence can also take the form of insults, name-calling, ignoring, isolation, rejection, threats, emotional indifference, and belittlement. There is a strong coexistence between psychological and physical violence. An example of this takes place in a violent family setting, where there is constant fear and anxiety caused by anticipation of physical violence and this constitutes psychological violence. 

Existing national policies and strategies support the prevention and response to gender-based violence. These include the National Gender Policy (2010) and National Gender Policy Strategic Plan (2010) that takes into consideration CEDAW actions, the National Action Plan on UNSC Resolution 1325 (2009-2012), and the GBV Policy and Strategic Plan (2011). 
The Government of Rwanda’s commitment to gender and to combating gender-based violence is also manifested through the establishment of the national “Gender machineries” institutions including MIGEPROF, GMO, and the National Women’s Council (NWC). There are two technical working groups on gender-based violence, one focusing on health aspects under MINISANTE and the other focusing on a comprehensive approach to combating gender-based violence under MIGEPROF. MIGEPROF has also set up programmes to economically empower poor women and families to contribute to reducing women’s vulnerability and in preventing gender based violence.

Other mechanisms have been established at the local level such as anti-GBV and Child Protection (CP) Committees who are raising awareness, gather information on gender-based violence, and refer cases to the relevant government entity and Anti-GBV Clubs in schools, involving both girls and boys with the goal to empower youth in schools, especially sexual harassment and abuse by teachers and fellow students.   
Gender Desks exist in the Rwanda National Police and in the Rwanda Defense Force, with staff that has received special training in GBV. The Gender Desks provide services to victims and, in many cases, are the first point of reference at the Police station. Additionally, each District has an Access to Justice Office (AJO) or Maison d'Accès à la Justice (MAJ). One of the three staff in the AJO is specifically in charge of the fight against gender based violence. Several toll-free telephone hotlines are available for emergency calls, reporting crimes or accessing information – through the Rwandan National Police, the Rwandan Defense Force, and the Prosecutor’s Office. 
The main challenge is ensuring that all these entities work and collaborate in practice. Although these laws, policies, and strategies have been created, the awareness of them is still low. Therefore not only are many Rwandans unaware of the laws that exist but there is also a lack of awareness and capacity at the local level on how to appropriately and adequately prevent and respond to gender based violence and child abuse at the village level[footnoteRef:5]. Community policing has been set up and carry out training with local community structures. These trainings are somewhat ad hoc and lack any form of monitoring to understand the effectiveness of the training[footnoteRef:6]. These efforts are also less focused on the psycho-social, medical and reintegration needs of the victim but more on the prevention and deterrence with a heavy focus on arresting the perpetrator. The GMO has been set up to monitor the array of mechanisms designed to prevent and respond to gender based violence and child abuse and to help streamline data collection throughout the country. While the GMO has made great strides in their monitoring efforts of service delivery and other prevention and response strategies, uniform standards of data collection still do not exist   [5:  Interview in December 2012 with a key stakeholder in Kigali, Rwanda]  [6:  Interview in December 2012 with a key stakeholder in Kigali, Rwanda] 


It is now widely accepted among medical, police, social welfare, and legal professionals working in Rwanda that victims of gender based violence and child abuse urgently require a variety of services ranging from medical care, protection from further violence, investigation of the crime, medical testing for evidence in courts of law, and treatment for physical and psychological trauma. As a means to address the lack of overall coordination of care and the needs of victims to obtain this wide array of services the IOSC was set up in 2009. Coordinated care in one location has been set up requiring high levels of collaboration across medical, mental health, social work, police, and legal disciplines. 
In the absence of clear guidelines on multi-sectorial approaches in Rwanda the draft OSC Protocol was developed in 2011. This provides a framework for responding to both adult and child victims of violence and abuse. It aims at providing overall guidance to the IOSC and to other OSCs throughout the country.  
The draft OSC Protocol draws upon guidance that appears in Rwandan law and international standards. As part of the development of the OSC Protocol, a workshop was held with the KPH staff and government representatives and was further enhanced through participant trainings, focus groups, and surveys from OSC staff. The draft OSC Protocol also builds on the 2009 MOH Guidelines for Clinical Management of GBV Victims and the 2008 draft Reproductive Health Protocol. 

GBV and child abuse situation analysis in Rwanda
Despite the fact that the Government of Rwanda has shown strong commitment to preventing and responding to gender based violence and child abuse, sexual and domestic violence  still a major problem. According to the 2010 DHS, two in five women (41 percent) reported that they have suffered from physical violence at least once since they were 15 years old.  This shows a 10 per cent increase since the 2005 DHS was conducted which found that 31 per cent of women have experienced physical violence since the age of 15 years old[footnoteRef:7].   [7: 2005 Demographic Health Survey, Rwanda ] 


As for sexual violence the 2010 DHS shows that one in five women (22 percent) had suffered from sexual violence some time in the past. It also shows that the main perpetrator of the first experience of sexual violence against women is a current or former husband or partner and/or someone that they know with only 10 percent reporting cases of a stranger. These findings are consistent with information found in discussions gathered with Community Policing and the Police Gender Desk. Among females who report experiencing sexual violence before age 15, the most frequently mentioned perpetrators are neighbours.
 community members, strangers, and other relatives [footnoteRef:8]. According to the police, these are also the most likely cases to be reported[footnoteRef:9].   [8:  2010 Demographic Health Survey, Rwanda p. 262-265]  [9:  Interview with key stakeholders in December 2012] 

According to police records child sexual abuse is the most commonly reported form of violence against children (VAC). A selection of cases from police records in 2010 show: 324 cases of rape, 1,654 cases of child sexual abuse, 549 cases of hitting and injuring, 35 cases of hitting resulting in death, 21 cases of family abandonment and irresponsibility vis-à-vis children, 20 cases of inhumane punishment of children, 26 cases of child abandonment and 22 cases of stealing a child.[footnoteRef:10]  [10:  ISANGE OSC Programme document 2011 p. 4] 

The IOSC and its comparative advantage 
The IOSC is seen as a model in the country and in the region, and several international and national delegations have visited IOSC. In June 2012, the IOSC won the UN Public Service Award and second place in the category of Promoting Gender Responsive Delivery of Public Services. IOSC’s advantage over other services providers is that it makes high quality, comprehensive services in the form of medical, legal, psychological, and police support available 24 hours a day, seven days a week. All services are free of charge, and victims are given access to emergency contraceptives, STI prevention drugs, and PEP.  

The IOSC is one of the few centres in the country that has been developed to address the needs of children who have experienced violence. Children are especially vulnerable and require significant support. The IOSC provides them up to date therapies difficult to find elsewhere in the country. 

According to the NPPA, the IOSC’s medical-legal forensic capacity far exceeds anything else available in the country. By the end of 2013 it will be further enhanced with a forensic laboratory that has the capacity to test DNA. Additionally there are plans to further develop the skill level of the medical staff including targeting nurses for forensic training both within the IOSC and around the country. 

MINISANTE has also recognized the experience, skills, and expertise of the IOSC staff. It regularly enlists the help of IOSC staff to carry out assessments of district hospitals as it prepares for the OSC scale up. IOSC staff regularly train and mentor other OSC staff around the country. Further, the NPPA have recognized the superior ability of the IOSC’s medical staff, including their capacity to provide the needed medical report as evidence in a more professional and timely manner than other hospitals in Rwanda. 

Finally, the links that the IOSC has to the Gender Desk and Community Policing Structures gives the IOSC a distinctive advantage over other interventions. These strong links with the police structures increase the likelihood that the chain of evidence would be preserved from the time that that victim enters the IOSC. 

The coherence of the IOSC programme design 
The overall goal of the IOSC programme is for it to become a center of excellence and referral for cases of GVB and child abuse in Rwanda. The aim of the IOSC programme is to increase victims’ access to care as well as increase their resilience through the provision of psychosocial support both in the IOSC and through follow-up activities in the community. There is also emphasis on prevention of violence through investigation and prosecution of cases.  

Further analysis as to how each sub-objective and each output addresses the rights and needs of victims is highlighted below:  

Sub-objective 1) To see an increased percentage of those seeking services per cases of violence due to increased knowledge and increased quality of services for survivors of violence

Data collected from the IOSC indicate that approximately 4-5 new victims seek treatment at IOSC on a daily basis. The data also indicates that these numbers have remained relatively consistent since 2010. These estimates do not reflect the overall number of victims that psychologists and social workers see each day, as only new cases are recorded. According to IOSC staff, approximately 2-5 cases return to the centre for follow-up services on a daily basis.

Between July and December of 2009, 393 new victims sought treatment. In 2010, the data collected shows that 1500 victims sought treatment, in 2011, 1547 sought treatment, and in 2012, approximately 1285 victims sought treatment[footnoteRef:11]. This indicates that in 2012, significantly fewer victims of gender based violence and child abuse sought treatment at the IOSC than in either 2010 or 2011. Overall, approximately 4725 victims of gender based violence and child abuse sought treatment at the IOSC between June 2009 and December 2012.  [11:  Originally, the IOSC supplied data to the evaluators up until the end of October 2012, which was further, disaggregated by sex and age, identified if the case was a domestic violence or sexual violence case, and by services provided at the IOSC. It was later reported by IOSC to UNICEF and then provided to the evaluator that in November 2012 126 victims accessed services and 110 accessed services in December. Since the evaluation was already far advanced at this point, these newly provided data could not be taken into consideration. Therefore the data that is analyzed further only focuses between June 2009 and end of October 2012. ] 


In essence, the number of victims that have received services has not increased substantially over the three and half year period except for the increase between 2009 and 2010. Overall, the year with the highest number of victims who sought treatment at the IOSC was in 2011. In addition, in 2012, there was an actual decrease in numbers of victims seeking care from 1547 in 2011 to 1285 in 2012.

Without access to more information than is currently provided within the programme it is difficult to understand the reasons why the number of victims seeking treatment actually decreased in 2012. As mentioned earlier there was an increase in number between 2009 and 2010 when the programme first started likely linked to the awareness raising that had been done at the start of the programme. However, the lack of monitoring and reporting on the programme is a major limitation making it difficult to make a deeper analysis.

Anecdotal evidence collected suggests that the lack of sustained awareness raising about the project, the fact that services are provided in a police hospital, and the opening up of other OSCs throughout the country beginning in 2010 were seen as contributing factors to the actual reduction in numbers seeking treatment at the IOSC in 2012[footnoteRef:12].  [12:  26 November half day verification workshop with members of civil society.] 


Sub-objective 2) Have a greater percentage of admissible forensic interviews thus leading to increased percentage of convictions.

As data provided in November and December was not disaggregated, only data between June 2009 and end of October 2012 is reported here. Of the 4569 cases that were recorded up until the end of October 2012, 4112 of these cases were recorded as seen by medical doctors. However the number or percentage of forensic interviews carried out by the medical doctors, the number of medical reports that were supplied to the prosecution by the IOSC and the number of successful prosecutions as a result of the medical report supplied by IOSC are not currently monitored and reported on in any systematic way. The lack of this type of reporting makes it difficult to know whether this objective was met. Given this lack of available data, it can be concluded that there is an insufficient data management system in place, which is critical to ensure that further development of the programme and provision of quality services to victims is evidence driven. 

There is a forensic medical department at KPH with three doctors who are specialists in forensic medicine and who are consulted on cases of gender based violence and child abuse. There are 12 other doctors in the hospital and all but two of them have been trained in carrying out forensic examinations and filling in the medical report. The forensic medical team at KPH also provides training to the other doctors who work in OSCs in the country. By law, doctors are compelled to carry out a medical exam and fill in a medical report that may be used as evidence in a court of law. The medical doctor provides the medical report to the JPO. The JPO provides this information to the Police Gender Desk and/or the NPPA. When the case goes to court, there is a possibility that the judge will call the doctor as a witness but normally they rely solely on the medical report. 

Successful prosecution of offenders is heavily dependent on the nature of the evidence available to corroborate what the victim has reported. The chain of evidence begins when the victim arrives to the health center or hospital for care. At that point, the integrity of the evidence can be compromised if anyone dealing with the victim from the first point of contact is not aware of the precautions to take to collect and preserve the evidence. Currently, there is a need to train all medical staff in forensic evidence collection techniques when they care for victims of violence so that the police receive and can use evidence that is uncompromised. 

Ensuring that medical staff is properly trained to collect the evidence and maintain the chain of custody is critical so that the laboratory is able to receive intact evidence from the police. Without this training, the laboratory resources will not be optimally utilized because they require intact evidence in order to make conclusive results from the analyses that are conducted. Therefore, the chain of custody will be maintained from the moment the victim receives health care to the time that the evidence is analyzed. Therefore medical staff must know what evidence to collect, and must receive training to think broadly regarding possible sources of evidence that may be unique to each case. 

A staff member at the NPPA stated that one of the most important pieces of evidence for successfully prosecuting cases of gender based violence and child abuse is the medical report. The NPPA also confirmed that the most professional and timely reports that they receive are from the IOSC. However, when the evaluation team asked the NPPA if they had any records demonstrating whether receiving referrals from the IOSC had any correlation to successful convictions, the NPPA could not provide the information. 

According to IOSC statistics between June 2009 and the end of October 2012 approximately 2327 cases were prosecuted including 2076 female victims and 251 male victims. It is also estimated that approximately half are adults and the other half are children under the age of 18 years old which includes 147 male children and 104 male adults, and 1014 female children and 1062 female adults[footnoteRef:13]. Although there is no additional information to suggest which ones were successful in obtaining convictions,  the records shared by the NPPA in the table below show an extremely high conviction rate for gender based violence and child abuse cases.   [13:  Information received from the IOSC in December 2012] 


Table 2: GBV and Rape Cases Received by NPPA 
	Year
	Received cases
	Transmitted to courts

	2007
	3123
	1829

	2008
	2756
	1555

	2009
	2368
	1234

	2010
	2556
	1177

	2011
	2275
	1045

	
CASES TRIED BEFORE COURTS


	Year
	Judged cases
	Accused
	Acquitted

	
	
	
	

	2009
	 
	1967
	674

	2010
	1588
	1681
	467

	2011
	1411
	1544
	423


Source: NPPA provided to the evaluation team January 2013

The evaluation team’s initial attempts to follow up and find information on the link between medical reports filled out by the IOSC and the rate of successful prosecutions did not yield any information. 

In the future, it will be important for this information to be gathered by the IOSC from the Police Gender Desk and the NPPA. Such information will give the IOSC coordination greater sense of the links between the quality of the medical reports that are being provided to the NPPA and the rate of successful prosecutions. Ideally gathering this information will help show where additional training of IOSC medical doctors is needed.  

Sub-objective 3) Improved resilience among survivor and families and decreased incidence of acute traumatic stress developing into post-traumatic stress disorder among survivors of violence. Quality psychosocial support is a key in achieving the One Stop Centre expected result. 

The IOSC does not have specific data that clearly shows improved resilience among victims and families or a decreased incidence of acute traumatic stress disorder. However IOSC does record the number of victims that have access to psychological help and regularly keeps track of victims’ progress including the number of visits of victims and all types of follow up activities. This information is kept up to date in each victim’s case file. However, it is not monitored and/or reported on in any systematic way. Having a good picture of the number of victims who fail to return and their reasons for doing so is critical to putting strategies in place that would help to ensure the best quality of care for victims and increase the resilience of victims and their families. To date however staff members of the IOSC have not taken these steps. 

Individual interviews with a range of IOSC staff members revealed that the multi-disciplinary team approach was working extremely well with both adults and child victims and that they not only believed that the approach increased victim and their families resiliency but there is evidence that this is one of the key benefits to the multi-disciplinary team approach. One doctor said, “After I examine an adult victim and get the results of the exam back I will meet the victim to try and assess her situation to see if she is ready to hear the results if there is bad news. Often I call in a psychiatrist or a social worker to assist and advise me. I feel more confident that I am giving the victim the best care that I can through using this team approach. In the long term this helps build up their resiliency.” 

At the IOSC, medical staff have been trained to work with children through initially playing with them and getting them to relax and open up. Often, the social workers and the psychologists will work with children first to get them to open up and then pass them on to other members of the team. One mother whose child had been a victim of sexual violence talked about how impressed she was with the level of care at the IOSC. She said, “First the doctor examined her to ensure that she did not need urgent medical care. Then the social worker, doctor, and psychologist met with my daughter and me. They spent time playing with her so she would open up. After several sessions, I noticed a huge change in my daughter as she stopped talking about what happened to her and just became more quiet and calm. I have already told my neighbors and friends about the IOSC and recommended that they come here in the event that something happens to them or their children.”

In theory follow-up is also an important piece to ensure the resilience of victims and their families. Follow up is done in two different ways. On the one hand psychologists and social workers make follow up visits to victims’ communities and homes in order to assess the victims’ situations and carry out family counseling, if appropriate. In another form of follow up, the IOSC psychologist and/or social workers request that victims make an appointment and return to the IOSC for follow-up visits for further assistance or counseling. IOSC social workers and psychologist’s information revealed that there was no standardized approach to follow-up; instead, it was heavily dependent on the needs of the victim, the availability of funds and to access to vehicles. However as both forms of follow up are not done adequately, this inevitably affects the level of resilience of the victim. 

Interviews with both adult and child victims who had benefited from the IOSC’s services revealed that they had received high quality care at the IOSC and were satisfied with the services that had been provided. However, almost all victims expressed dissatisfaction with the follow-up services. For the most part, all the victims wanted IOSC to visit them in their home to assess the situation but of the 11 victims interviewed, only one had received a home visit from the IOSC. Some had experienced significant risk when they returned home and found that they did not have anyone to turn to. In one domestic violence case, a woman had sought care at the IOSC after her husband had beaten her up. When she returned home she was further abused by her husband and too afraid to go back to the IOSC to seek further care in the event that her husband and his new wife would further harass her if she did this. She continued to tolerate the abuse until one day when the consequences were so severe that she had to seek medical treatment once again. In her case, while her situation was well known by the community no one came to aid because of the significant power that her husband wielded in the community. In these types of cases, it is critically important that IOSC follow up is carried out in order to avoid further risks to the victims.  

In another case, a woman brought her five-year-old child in to seek treatment for the sexual abuse that she suffered. After receiving care and reporting the case to the police with the hope that the perpetrator would be caught, the woman took her child back home. However, as the mother is a single mother and too poor to pay for school fees for her child she had to leave the child at home by herself while she looked for work. Leaving the five year old at home alone has put the child at the same risk that she faced when the neighbor’s son sexually abused her. Follow-up in this case would have helped the woman find a long term solution for her child so that she would not continue to be at risk in the future. 

All civil society members interviewed agreed that services provided at the IOSC were of high quality and met high standards. However, the inadequacies of the present follow-up system carried out by the IOSC left many victims at risk in their community or without further solutions[footnoteRef:14]. It is especially critical that children who face ongoing risk factors in their community are linked up to existing social services and the wider child protection system that is being set up in Rwanda. This needs to be the source for further discussions between relevant ministries. The IOSC needs to reexamine how follow-up is done and there is a need for more long-term solutions to be facilitated by key ministries supported by the IOSC based on their experience in this area. This would involve an effective monitoring, reporting and follow up structures within communities so that adult and child victims have a place to report to upon their return to the communities.  [14:  26 November half day verification workshop with members of civil society  ] 


According to IOSC staff another factor that contributed to victims increased risk was that victims often do not return for follow-up visits. On some occasions, victims called the IOSC through the toll-free hotline to let them know that they were not able to come back for a follow-up visit. However, some just do not return. Interviews with IOSC psychologists and social workers showed that some victims do not come back because they do not have money for transportation, have not prioritized the visit, and/or do not have the time. Further discussions with civil society highlighted that the “cultural of silence” also plays a major role, as many victims do not want others to know about their problems out of shame[footnoteRef:15]. Another reason given by the IOSC staff of why victims do not return is that it is not the custom for Rwandans to seek out mental health assistance and therefore they will not prioritize it; they only seek out the medical care if they are physically unwell[footnoteRef:16]. [15:  26 November half day verification workship with members of civil society]  [16:  Based on discussions held with social welfare NGOs who attended the 26 November half day verification workshop with members of civil society and through bilateral discussions with IOSC social workers and other members of social welfare agencies including Hagaruka. ] 


Output 1: RESEARCH AND SPACES: By the end of 2012 the center has: gathered further evidence on CDGBV in particular on perpetrators, increased its space to include increased number of consultation rooms, including an office for the coordinator and a room dedicated for legal support.

Indicators for Output 1
(i) Study on perpetrators available yes/no. 
According to discussions with the IOSC staff, there was no evidence that a study on perpetrators was ever carried out. Current IOSC staff were unaware that a study of this nature had been budgeted for by KPH. In discussions with UN staff, they largely seemed unaware of it. However, it was part of the budget of the KPH and not funded by any of the UN agencies.  

(ii) Statistics available and analyzed yes/no
As indicated in the table below the IOSC collects and shares data on the number of male and female victims of sexual violence and domestic violence by age. Up until September 2012, the IOSC disaggregated victims by ages 0-5, 6-10, 11-16 and then 16-20, even though Rwanda and international standards recognize persons 17 and below as minors. However, since October 2012, the IOSC data has changed to reflect this standard. Since then, categories have been disaggregated by the following age groups: 0-5 years old, 6-10 years old, 11-17 years old, and 18 years old and above as one category by itself. This change in format helps to show clear distinctions between crimes committed towards adults and crimes committed towards children.  

Likewise, the IOSC collects data on sexual and domestic violence cases. As domestic violence cases are quite broad and according to the legal definition can encompass different types of violence including sexual violence it is difficult to know which cases are considered only under sexual violence and which ones are considered under domestic violence. It is also difficult to know the breakdown of different types of violence that are categorized under domestic violence. Making a greater distinction of categories under domestic violence is recommended. The issue of data collection is further discussed in the next chapter.  

Table 2: IOSC data between June 2009 and end of October 2012 
	Ages 
	Sexual violence
	Domestic violence
	Total

	 
	Female
	Male
	Female
	Male
	 

	0 up to 15 (children)
	1,777
	234
	91
	47
	2,151

	%
	37,70%
	4,96%
	1,93%
	1,04%
	45,63%

	16 up to 20 (youth)
	766
	40
	38
	7
	848

	%
	16,31%
	1,06%
	0,85%
	0,20%
	18,52%

	Above 20 (adults)
	387
	                 47
	1,091
	45
	1,570

	%
	8,63%
	1,53%
	23,36%
	2,33%
	35,85%

	Total 
	2,930
	321
	1,220
	98
	4,569

	Total %
	64%
	7%
	27%
	2.1%
	100,00%


Source: Data provided by the IOSC to the evaluation team on 15 December 2012

The data collected over the three and half year period between June 2009-October 2012 shows that approximately 64 per cent of women and girls reported cases of sexual violence with the majority of cases impacting young women and girls below the age of 20. Cases of sexual violence against men and boys were reported at 7.5 per cent out of the total number of cases reported. Approximately 27 per cent of the women and girls reported cases of domestic violence with the majority of cases affecting women over 20 at approximately 23 per cent. Approximately 2 per cent of men and boys reported cases of domestic violence.

Given the little data available from the IOSC it is difficult to understand these statistics beyond what has been reported. However from discussions with the Gender Desk of RNP, from talking to victims and from consultations made with members of civil society it seems that while domestic violence is a huge problem in Rwanda and impacts many families and communities there is a reluctance to report and pursue these types of cases with the police.  This reluctance to report is demonstrated by the relatively low number of cases reported in comparison to the information provided by the DHS and other reliable sources. From the 2010 DHS it is also clear that less than half of all women victim of domestic violence (42.3%) have ever sought help, and less than 30 per cent of these women seek help beyond their circle of friends and family[footnoteRef:17]. [17:  2010 Demographic Health Survey (DHS) p. 264] 


(iii) Number of consultation rooms per discipline.
According to the IOSC and through on site assessment by the evaluation team, the IOSC meets the minimum standard for consultation rooms based on the standard set in the draft OSC protocol. These include: one reception area, two medical consultation rooms, two rooms for psychologists, one room for the coordinator, two adult therapy rooms, one child play therapy room, one office for the JPO, one room for the legal officer being used as a counseling room, one laboratory, and a safe room with three beds. 

While the indicator only requires that the number of consultation rooms per discipline be monitored and reported on it is also recommended that the quality, the adequacy and the appropriateness of the rooms be monitored and reported on given for example that the child’s room is often used for other purposes beyond carrying out therapy with children.  

The draft OSC Protocol also recommends that OSCs have one group therapy room, one observation room, one conference room, and a two-person staff office. There is a conference room at the IOSC, which is used largely for staff meetings and presentations. The conference room could also be used as an observation room where one or two members of the team could interview victims while the rest of the team observes. This should be used as a strategy to help reduce the number of interviews that victims have to undergo at the IOSC. This issue is further discussed in the chapter on effectiveness.  

Output 2: ADVOCACY and HOTLINE: By the end of 2012, Umudugudus leadership and GBV/ CP committees in the districts of Kigali are involved in referral and follow up of cases and a hotline has been set up and is functional at the center.

Indicators for Output 2
(i) Number of Umudugudus and GBV/CP committees referring and following up on cases
Little reliable data has been collected on the number of Umudugudus and GBV/CP committees that had either referred or followed up cases from IOSC. 

(ii) Number and type of cases referred and followed up by Umudugudus and GBV/CP committees 
IOSC staff indicated that Umudugudus and GBV/CP committees referred 251 cases of gender based violence and child abuse to IOSC between 2011-2012. The evaluation team has questioned the reliability of these data as is indicated below where 251 is also calculated as the number of follow up visits. 

In the future, efforts need to be made to monitor and report how victims were referred to the IOSC. If this information is monitored and reported systematically the IOSC would have a better idea of the actual number of referrals made to the IOSC by these committees and this would help to direct future awareness raising activities.

Likewise, in 2011 UN WOMEN supported AJPRODHO in a legal aid project. AJPRODHO was supposed to collaborate with the CP/GBV committees but found that their capacity was so low that they became a target of the intervention rather than a partner in it. CP/GBV and Umudugugu Committees have been recognized as having a key role in the prevention and response to gender based violence and child abuse at the community level. However, it seems from discussions with AJPRODHO and other members of civil society, that the CP/GBV committees lack the capacity to adequately follow-up on gender based violence and child abuse cases. It is the recommendation of the evaluation team that further investigation of other community actors such as community health workers or community social workers should be done to assess the feasibility of tasking these groups with the follow up of victims.  

Additionally civil society participants highlighted that there seemed to be a lack of a connection between the IOSC with both the local authorities and the local community also making this type of intervention challenging. It is critical for the full benefit of the victim and for the sustainability of the overall program that the IOSC begins to make official links at the national level with other ministries and at the local level with relevant structures in order to ensure that a strong referral and follow up network is created.   

(iii) Number and type of cases registered through hotline
IOSC staff members estimate that they receive approximately 15 calls on the hotline per day. The JPO and the IOSC Coordinator, responsible for answering the hotline calls, state that the line is used for a variety of purposes. These include: 1) to seek information and advice about services 2) for a victim to call for assistance or help; 3) for existing patients to call in the event that they cannot make a follow-up appointment; 4) to schedule an appointment; and 5) for police to follow-up on an existing case.

This information is not systematically recorded; therefore there are no comprehensive records available on the number of people who use the hotline for each of the various purposes described above. In the future, this information should be kept track of through recording the information in a systematic way. Also, informing the public that the hotline is toll-free should be part of an extensive awareness raising campaign.  

(iv) Number of advocacy materials prepared.
Advocacy materials that have been produced by the center to explain its services have included brochures in both English and Kinyarwanda. Additionally 900 copies of Standard Operating Procedures (SOPs) that address the prevention and handling of SGBV have been published. Advocacy materials also include: two TV spots and three TV talk show interviews. All such initiatives are intended to educate the public and police officers with respect to reporting gender based violence and child abuse to the police. The SOPs more specifically are geared toward police officers and their handling of GBV cases.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        

Additionally, at least one week every year the Police Gender Desk hosts a national GBV week, which is essentially an awareness campaign to provide the public with information about how to deal with GBV cases. The IOSC is also involved in these awareness-raising activities.  
Feedback from civil society was that much of this publicity was carried out in the beginning stages of the project in 2009 and 2010 but many felt that little publicity had taken place since then. The recommendation from civil society was that more ongoing publicity was needed on the radio and in the community at large[footnoteRef:18].   [18:  26 November verification workshop meeting with civil society in Kigali group work discussion] 


The lack of sustained awareness raising might help explain that in 2012 actually fewer victims sought services at the IOSC than either in 2010 or 2011. It is the recommendation of the evaluation team that awareness raising about the services being provided at the IOSC needs to be continuous and should be done on the radio, in schools, and at community forums. It should be a joint effort and incorporated in all messages by all actors in Rwanda that are carrying out awareness on the prevention and response of gender based violence and child abuse in Rwanda.

Output 3: MEDICAL EQUIPMENT AND SUPPORT FUND FOR SURVIVORS: By the end of 2012, the center has successfully given adequate medical support to all survivors seeking care at the center as well as supported the most vulnerable and in need through the survivors support fund.

Indicators for Output 3 
(i) Percentage and type of medical care given to survivors, 
Data provided by the IOSC states that 100 per cent of victims who came to the IOSC received medical care including the provision of treatment for STDs, PEP for cases of sexual violence, and surgery for wounds. However, the evaluation team did not access specific data on the types of injuries that were treated or the type or amount of medicine provided to victims from the IOSC staff. As this type of information is collected in victim’s individual files, the IOSC has access to this data however this information was not reported in a collective/aggregated way.  

(ii) Number of survivors supported through the survivor’s and the vulnerable people’s support funds.
Victims of gender based violence and child abuse have access to treatment free of charge. However sometimes victims who come into the IOSC are also suffering from untreated conditions not linked to gender based violence and child abuse and need health care to treat these conditions. Some victims cannot afford other treatments due to their low socio-economic status and lack of access to community health insurance. If IOSC medical staff find an unrelated complication and the victim is unable to pay for treatment, they can be assisted through the vulnerable person’s fund. The vulnerable person’s fund at IOSC is made available through funds provided by UNICEF that give victims the funds needed to access treatment for non GBV related complications. If the ailment can be treated at KPH, then the hospital absorbs the cost of the treatment. If the victim needs to be referred to another hospital the transfer and medical costs are covered by the fund. The IOSC did not have a record of the number of vulnerable patients who made use of the fund readily available to the evaluation team. However, indications from the IOSC medical staff were that the need for the fund far exceeds the amount of funds available and therefore it is unclear how many of those who needed this type of assistance actually receive it and what happened to those who did not have access to funding. 

Vulnerable people’s lack of access to health care for non-GBV and child abuse related issues is beyond the scope of this project. Rwanda is one of the few countries in the world that provides for universal health insurance for all its people. A community based health insurance scheme, the Mutuelle de Sante was established in 1999. In 2004, a Mutual Health Insurance Policy (2004) was formulated to promote financial access to basic health care and to improve inclusion of vulnerable people in the health care system[footnoteRef:19]. There remain some challenges in the distribution of benefits from the scheme, especially to the poorest people for whom the annual payments and the cost of drugs and treatments not covered under this scheme are prohibitive[footnoteRef:20].  [19: Law N° 62/2007 of 30/12/2007 obliges every Rwandan to have some form of health insurance. This scheme is organized on a per household basis, with an annual payment of Rwf 1,000 (roughly US$2) per family member. By 2008, 85% of the population was covered by health insurance (MoH). The annual payment has been increased to a minimum of Rwf 3,000 as from July 2010 based on information gathered from the Integrated Child Rights Policy 2008. ]  [20:  WHO (2008): Sharing the burden of sickness: mutual health insurance in Rwanda. Bulletin of the World Health Organization, 2008] 


While KPH can continue to treat ailments within their own capacity, the IOSC should play an advocacy role with MINISANTE and other hospitals on behalf of the victims who do not have access to community health insurance in order that they gain access to the treatment they need. 

Output 4: PERSONNEL: By the end of 2012, the center has a sufficient number of professional staff for the effective care and treatment of survivors of CDGBV.

Indicators for Output 4: 
(i) Number and type of staff working at centre, 
In line with the draft protocol and OSC scale–up strategy the minimum standard for personnel during each shift is a multi-disciplinary team with at least: a Physician (with specialty training in Medical Forensic Examination), a Social Worker, a Psychologist or multiple psychologists, a Judicial Police Officer, a Legal Officer (not required for all shifts), an Investigative (Forensic) Interviewer (with specialty training by an Investigative Interviewing), a Security Officer, and a OSC Coordinator (required only for one shift).  Given its level of staffing, the IOSC is well within this requirement. 

(ii) Type and percentage of survivors supported by each discipline 
Overall, the IOSC estimates that approximately 4569 victims of gender based violence and child abuse have been assisted between June 2009 and the end of October 2012[footnoteRef:21]. This number can further be broken down by each discipline and includes: Medical/Gynecological: 4112 cases assisted, Psychosocial: 4569 cases assisted, Laboratory: 3287 cases assisted, Police Service: 4569 cases assisted, and since 2011 when the legal advisor started he has assisted 105 cases. [21:  As already stated in footnote 14 the reason this number is used as opposed to the overall number between June 2009-December 2012 is that data was not disaggregated in November and December 2012.  ] 


The safe room is provided by IOSC for safety and psychological reasons. For instance, psychologists and social workers will recommend that a victim stays in the safe room to prevent the victim from returning to a situation that is a threat to the victim’s safety. The safe room is also used when a victim is experiencing significant trauma and needs assistance for a short sustained period. It is considered a last resort measure as the IOSC psychologists and social workers try to find alternatives in the community first. Although there are no limits set on how long a victim stays, the average stay is approximately 3-5 days. According to the IOSC in one instance, a victim stayed in the safe room for two months. 

Comprehensive data on the use of the safe room over the three and half year period does not seem to have been recorded. This makes it difficult to measure how much the safe room was actually used. The 2011 IOSC annual report stated that 100 victims had been assisted. However, details including length of stay and the gender of the victim were not included in the report. More anecdotally, interviews with the IOSC staff and KPH staff highlight the safe room’s importance and frequent use. In fact, the majority of the IOSC staff interviewed stated the need for a safe house that would provide more space, and the option of having two rooms so that men and women can stay in a safe place at the same time. The 2011 annual report referred to an instance when the safe room was occupied with female victims, and male victims had to be housed in another part of the hospital.     

Before the KPH builds a safe house, it is important to gather regular data on the use of the existing safe room over time. It would also be important to have an understanding of the range and type of resources that exist in the broader community especially the number of existing safe houses or rooms and make links with organization that have them as part of their services: for example the community-based organization Haguruka has four safe rooms including one in Kigali and three others in the provinces. Efforts should be made to explore the possibility of linking up with Haguruka to share these resources if necessary. For example, if alternatives were available for those who need to have a safe place for longer periods such as in Haguruka’s safe room, the KPH safe room could be used for its original intended purpose of keeping victims in the hospital area for 3-5 days in order to stabilize and treat them. Once the UN phases out, the costs will have to be covered by KPH.  
	
(iii) Number of survivors reporting satisfaction in relation to services.
There is currently no feedback structure in place for gathering information related to satisfaction with OSC provided services. There is some anecdotal evidence that suggests a high level of satisfaction for services provided within the IOSC that came through interviews carried out with victims who had benefitted from those services. 

Output 5: STAFF SUPPORT AND TRAINING: By the end of 2012, the staff has been supported in self-care exercises and support visits to MOH, training and support have been given to the Gender Desk and to the Community Policing project.

Indicators for Output 5: 
(i) Number of self-care exercises, 
During the feedback session, the IOSC staff reported that two self-care exercises have been carried out since the project started. Interviews with individual staff members revealed that the current level of self-care exercises being carried out is insufficient, and that more should be done.  

(ii) Number of visits to MINISANTE support group, 
Data gathered from the IOSC reported that two visits to the MINISANTE support group have been conducted since the project started. However, when this information was presented to staff at the MINISANTE they seemed unaware of these visits, which made the evaluation team question the reliability of this data.  

(iii) Number of participants trained from Gender Desk and Community Policing 
During the feedback session carried out with the IOSC, they reported that GBV trainings have targeted approximately 126 Police Investigators and 1400 Community Policing Officers. According to the 2011 IOSC annual report, the Police Management sent six police officers from the Gender Desk and the IOSC to Botswana and Uganda to attend two-week training on child investigation techniques, forensic evidence collection, and management. 

(iv) Number of cases referred to by the Gender Desk,
The Gender Desks referred approximately 37 cases to the IOSC per month. On average, the IOSC receives 90-120 new cases per month, which indicates that approximately one third of all cases received per month come from the Police Gender Desks.  

(v) Number of survivors followed up on and referred by community policing.
During the feedback, session carried out with the IOSC staff an estimated 251 cases have been referred and followed up on by Community Policing. However there are significant questions about the reliability of this number given that this is the same estimate that has been used for the number of referrals of the Umududugu Committees, the GBV, and CP committees, and the number of follow-ups reportedly conducted by the psychologists and social workers of the IOSC as is indicated above.  

Anecdotal evidence suggests that although Umududugu, GBV, and CP committees are recognized at the national level to provide referral and follow up services to victims there is little evidence that they have the capacity or make carrying out these activities a priority at the local level. Further understanding of the strengths and capacities at the local level is needed in order to determine whether these structures should be further strengthened or other structures at the local level be identified and strengthened[footnoteRef:22].   [22:  Email exchange with key stakeholder in January 2013] 

[bookmark: _Toc342947662][bookmark: _Toc219954618]4.2 Effectiveness
This section assesses the changes that the program has made on the legal and policy frameworks at the regional and national level. This chapter also looks at the results of the specific programmatic actions and whether the IOSC is making sufficient progress towards its planned outputs. The capacity building support provided by the One UN will be assessed to see if it resulted in an effective delivery of services. Data collection will be looked at based on whether the data aligns with national standards, how regularly the reports are produced, and how well data collection is coordinated with other sectors. The monitoring and reporting mechanisms will also be assessed.   

Changes in the program on legal/policy frameworks at the national and regional level
Since 2009, when the IOSC first started its work, there have been some changes to the legal and policy framework at the national level. These changes are especially linked to the Rwandan government’s recognition that OSCs are a key strategy for the prevention and response to gender based violence and child abuse. 

As an example the current seven year government program 2011- 2017 stipulates that IOSC services will be put in place in ever Community Health Center in the country and that anti-GBV Committees at all levels will be empowered, in order to totally eradicate GBV in Rwanda. Additionally, the 2009 National Reproductive Health Strategy identifies prevention and management of sexual violence as one of its priorities. As mentioned earlier, the Rwanda National Police, through their Gender Desk, focus solely on the prevention, response to gender based violence and child abuse, and the NPPA has prioritized the prosecution of sexual violence cases.    

Factors impacting negatively on the progress towards achievement of IOSC programme outputs
Some practices at the IOSC that are carried out are not totally in line with principles described in the draft OSC protocol and the IOSC project document and have affected the programme’s effectiveness. These include: victim’s choice, overburdening the victim with too many interviews at the IOSC, and poor links with community structures. 

IOSC practices in contradiction with the protocol 
On the issue of victim’s choice the draft OSC protocol states that, “At any given time that a victim is at the Centre, s/he has a right to choose which services s/he will receive. S/he has a right to choose to receive no services at all. This is true even if there is a police or prosecution order for a forensic medical examination or forensic interview”. According to the draft OSC protocol, victim’s choice is also extended to children. It states “Children with the support of parent or guardian receive or decline services following victim’s choice.”  It is considered that victim’s choice helps victims to overcome common barriers to disclosing violence. It is anticipated that the number of reports per incident of gender based violence and child abuse will increase where the principle of victim’s choice is practiced.

At the IOSC, victim’s choice for both adults and children is not practiced.[footnoteRef:23] However, this principle is in violation of Rwandan law, which compels the state to pursue all serious crimes even without the consent of the victim. Under Rwandan law and in line with the 2011 RNP Standard Operating Procedure (SOP) for prevention and response of cases of child, domestic, and gender based violence all cases have to be reported to the police. These practices are well supported by the RNP leadership, which coordinate the activities of the IOSC. In order to get free access to medical care a victim must report to the local police station in order to obtain a form, which provides them access to the medical care. If the victim arrives at the IOSC without the form, the form will be supplied by the JPO at the IOSC, who will also register the case. In essence, every case that comes to the IOSC is registered with the police in order to gain access to the services. If the victim’s intention was not to report his or her case to the police, this requirement is in violation of that intention.  [23: ] 


Internationally, clear guidance does not exist on whether victim’s choice should be practiced. For instance, WHO guidelines for medical-legal care of victims of sexual violence highlights the need to respect the rules and laws in the countries where services are provided. This includes being obliged to report any allegations to the appropriate authorities and encourages health workers to have a good understanding of the local protocols, rules and laws that govern the field of sexual violence.[footnoteRef:24] Some staff members of the One UN agencies strongly believe that victims should be supported at the IOSC to make an informed choice about whether they want to report their case to the police or be free to choose to only access other types of care. Their main fear is that without the option of victim’s choice some may prefer not to report their case at all putting them at significant risk. This concern is also consistent with discussions the evaluation team held with members of civil society and the Gender Monitoring Office (GMO)[footnoteRef:25] which reinforced the reluctance that many victims had in seeking out health care at the IOSC fearful that they would be obliged to report their case to the police.[footnoteRef:26] [24:  WHO Guidelines for medical legal care of victims of sexual violence (2002) p.19]  [25:  Although the GMO is known as a monitoring organization as part of their 2011-2012 strategy for monitoring GBV service delivery at the community level, it collaborated with districts to receive GBV and injustice cases and monitored the quality of GBV services provided to survivors. In total in 2012, they received 135 cases of which 99 were women and 35 were men. The cases were predominately cases of economic violence.  ]  [26:  26 November 2012 verification workshop with members of civil society ] 


Victim’s choice also needs to be balanced by guidance that ensures that victims receive the necessary information to make informed choices about medical care that they need, especially lifesaving care. As stated by one UN staff member, “In general there should be a limit/exception to freedom of choice especially when one’s life is at stake, particularly for the cases of GBV with the risk of pregnancy, STD and even HIV infection. In addition, some GBV evidence cannot wait and side effects need to be addressed as soon as possible. Lastly, one needs also to bear in mind that, at least during the first days after violence, victims may not be in a psychologically stable situation to make enlightened decisions… especially in the case of children.”[footnoteRef:27] [27:  Interview with UN staff member in December 2012] 


The majority of the victims who were interviewed in the course of the evaluation did not highlight a problem with having to report their case to the police or make a choice about their care. In general, they felt empowered that they had the choice but felt confident with the advice provided by the IOSC medical staff and in all cases took the advice offered to them. This finding was also corroborated by the interviews that the evaluators had with the social workers of the IOSC. All of the social workers confirmed that the victims took the advice they were given. 

In general a balance is needed between ensuring victims have a choice in order that they gain a sense of control over their own lives with the requirements of the law. At the same time every effort must be made to ensure that victims do not fail to seek care because they are reluctant to report their case to the police.   

Overburdening the victim with too many interviews
Current practice is that victims are often overburdened with many interviews when they seek treatment at the IOSC. According to the draft OSC protocol and the IOSC project document, every effort should be made to limit the number of forms and interviews that a victim experiences. However in practice, they often undergo interviews with a number of different staff where they are asked the same or similar questions.  

There are two ways that the IOSC could address this issue. The first is for the conference room to be used as an observation room where one or two members of the IOSC team interview a victim while the other members of the multi-interdisciplinary team observe the interview and fill in the information they need and ask questions if the need arises. An alternative way is for the IOSC to keep one file on the victim, which is read by each member of the team before they meet the victim. This way when the staff member meets the victim, he/she only has to ask questions that have not already been asked and answered by the victim. This requires team members to have trust in one another’s interviewing skills and have confidence in the information that is provided by the victim through these other interviews. 

Poor links with community structures
The IOSC lacks integration, understanding, and engagement with community structures beyond those that have been set up and created by the RNP or those that the RNP engage with such as GBV/CP committees and Community Policing structures. While police networks have a critical role to play in crime and violence prevention it is critical that the IOSC team recognize that their work goes beyond crime prevention or police work but also carries out medical and psycho-social work and once treatment has started it has an obligation to victims in the post crime period to address their mental health, security and medical needs. While it is clearly not the role of the IOSC to provide all of these services themselves, it is critical that they serve as a pathway for victims to be able to access them.

In order for this to happen in the future it is critical for IOSC staff and especially the coordination and management staff to build links with other government entities and community structures as is advised in the draft OSC protocol. For instance more established links with government entities such as MINISANTE, MIGEPROF, MINIJUST, and MINALOC are critical. Links with MINISANTE would help to establish links with community health structures for a better follow up of victims in the community and addressing longer-term health needs. Links with MIGEPROF would assist with child related issues and for understanding the range of socio-economic opportunities available that could be a possible source of support to victims. Broader links with MINIJUST and other legal aid providers is also necessary for the option of providing legal aid assistance in the long term.  

Training and Capacity Building
Training and capacity building support by One UN partners has been critical and extremely effective. One of the first formal training workshops took place in July 2009 when the project first started. This was a five-day training entitled the “Medical management and holistic care of GBV survivors and survivors of child abuse” held to benefit medical and psycho-social staff from KPH, the RNP Gender Desk, Kinyinya and Kimironko health centers and MOH. The training was co-organized by UNICEF and UNFPA. The focus of the training was to strengthen the organizations’ capacities in order to provide holistic care to survivors of gender based violence and child abuse, and to improve the organizations’ knowledge of existing national protocols and standards about the clinical management of victims. 

Throughout 2010 and 2011 training and capacity building largely centered on initially developing and field testing the draft OSC Protocol for the multi-disciplinary treatment of victims of gender based violence and child abuse. Once the draft OSC protocol was completed it was field tested by an international consultant and the focus shifted to developing curriculum, tools, and carrying out training. 

In 2011 the “Multi-Disciplinary Investigative and Intervention Team (MDIIT) Practice: A Model for Rwanda’s OSC’s Training 1 & 2” was first conducted. The MDIIT essentially teaches the basics of how to use a team approach to deal with both adult and child victims of gender based violence and child abuse. Training modules were developed and based on content derived from the draft OSC protocol. The aim of this training was to ensure that a national pool of OSC staff including IOSC staff became familiar with the multi-disciplinary approach and were equipped to respond to the needs of victims of gender based violence and child abuse. A training plan was proposed with five levels of training geared towards all staff working in the OSC environment including: legal officers (civil attorneys/ legal advocates), JPOs, medical doctors, nurses, laboratory technicians, social workers, psychologists, and administrators.  

The proposed MDIIT training is comprehensive with five levels including Level 1 (70-hour-theory), Level 2 (30 hour-practicum), Level 3 and 4 (more advanced forms of Level 1 and 2 respectively) and Level 5 (Total of 60 hours). In November 2011 45 participants attended Level 1 and Level 2 trainings, including some members of the IOSC staff. Level 3 and Level 4 have not yet been carried out. Level 5 has been carried out but in a more informal manner, which has resulted in 10-12 trainers with the skills to be resource persons in future trainings and, if given more support, to become trainers themselves. Plans in the future are for the MDIIT training to target National and District Public Prosecutors, JPO and Gender Desk officers of the RNP, members of the Maison de l’access de Justice (MAJ), and decision makers from the MINIJUST, MIGEPROF, and MINISANTE. This training will ensure that these groups also develop a working knowledge of the MDIIT OSC approach in the context of each entity’s role and also support a unified response to gender based violence and child abuse.

Level 1 and Level 2 trainings were completed in four sessions with two groups participating in two sessions for five days at a time over a five-week period end 2011. The certification for the Level 1 and Level 2 trainings requires a minimum attendance of 63 hours out of the 70-hour course, a passing grade on tests of knowledge, and the completion of an individual 20-minute in-service presentation signed off on by the administrator of each participant’s institution. Initially there were problems with the participation of IOSC staff members to the 2011 training session, as a number of the IOSC staff missed the first few days of the training, and failed to meet the minimum attendance requirement, which affected their ability to become certified. In response to these issues, MINISANTE and the One UN agencies raised concerns with the IOSC management. 

To date MINISANTE has officially recognized the training modules for Levels 1 and 2, and aspects of the training have been translated into Kinyarwanda. MINISANTE has expressed interest in continuing with the full training program and in mid-July 2012 sent a letter to UNICEF and UNFPA to request their support to organize the next round of MDIIT trainings. The idea is that the continued trainings would build on the training conducted at the end of 2011 for service providers in existing and future OSCs. The UNICEF consultant who developed and conducted the training and the draft protocol recommended that those IOSC staff that did not receive the certification in 2011 have an opportunity to take the training again in order to earn the certification[footnoteRef:28].    [28:  Interview in December 2012 with key stakeholder in Kigali, Rwanda ] 


Support for training is in line with the strategic support that the One UN is prepared to provide in the future. Critical to the provision of this support is the assurance that MINISANTE is fully committed to these trainings and takes ownership of the process. The One UN agencies and MINISANTE need to work closely together to ensure that training needs identified are met to ensure quality services and care.

To date, the IOSC staff have benefitted from a range of training either through the MDIIT or through short five-day, weekend courses, or on-the-job training provided by the UN, the Government of Rwanda and by IOSC staff respectively. However records on which staff have completed which trainings, which skills are expected to be developed and what the impact has been on the overall programme has not been clearly laid out. In fact some of the IOSC staff have not received any formal training at all, even staff that have been in their positions for more than one year. 

Therefore, there is an urgent need to develop a comprehensive, long term training plan. An overall training strategy would begin with a training needs assessment of each staff that would be done in light of having a clear picture of minimum standards of training for each category of OSC staff, a set period for updating skills, and a series of trainings developed and implemented on a regular basis. The strategy would be developed with the IOSC staff playing a major role in the training of staff and personnel associated with the OSC scale up.  

Monitoring, Reporting and Data Collection, 
The overall data management of the IOSC is done by a two-person data management team that assists the head of each department within the KPH to collect data and to ensure quality control of the data. The data forms used to collect information on the IOSC victims were created by the MINISANTE. Every staff member of the IOSC is engaged in some form of data collection, which starts when the victim enters the IOSC. Upon receiving the victim, the social worker collects basic information on the victim. The social worker then escorts the victim to the police, medical, or psychosocial department /staff for assistance. 

The data collected on each victim is kept in an individual file and includes:  
· Name 
· Age 
· Sex 
· Current and original address of the victim 
· Type of violence
· Where the victim was referred from
· Socio-economic status of the victim 
· Services used by the victim
· Safe room use 
· Information about the perpetrators of the violence, incl. relationship to the victim 
· The location where and the time of day when the violence took place. 

In addition, when the victim seeks out psychological assistance, which in almost every instance they do, additional information is collected and includes: 
· Detailed information on the social and familial situation of the victim 
· Personal history
· Current medical and psychological status 
· Impact of the violence on the victim
· Diagnosis and recommended follow-up
· Records of follow-up visits

The purpose of data collection is 1) to help the patient and for their follow-up 2) for evidence to be used to prosecute cases in the court, 3) for purposes of advocacy and prevention work, and 4) for program planning purposes[footnoteRef:29]. IOSC social workers and psychologists keep track of victims’ progress and follow-up needs through individual files that are kept on each victim. When warranted, medical doctors and the gynecologist fill out medical reports to be used as evidence in court when the NPPA requests them. However there was little evidence found that indicates that data collected by the IOSC on the victim has been used to inform advocacy, prevention work or any kind of monitoring and program planning.   [29: Interview in December 2012 with key stake holders in Kigali, Rwanda] 


In the future, a significant effort needs to be made to monitor, collate, and report on the data being collected on victims. Currently in Gihundwe OSC where a similar range of data is collected, monthly reports are provided to the One UN. The data that is shared by Gihundwe OSC is disaggregated by age and sex, highlights where victims are referred to the OSC from, indicates the location and time of day where the violence happened, the relationship that the victim has to the perpetrator, and what kinds of services victims have accessed, among other information. Analyzing this range of data can provide useful information for both programme planning and for how to direct advocacy and prevention initiatives more strategically. The IOSC needs to expand their monitoring and reporting significantly in order to have a better understanding of how to direct their programme and to better understand how to direct their awareness raising strategies.  

As has been indicated throughout the evaluation report, systematic monitoring and reporting of the overall programme by the IOSC has not been done. This has made it extremely difficult to determine the overall effectiveness of the programme. While the overall strategic goal and objective seem clear, without any sort of regular reporting it is difficult to assess how the overall strategic goal of being a Center of Excellence and Referral Center for gender based violence and child abuse in the country has been achieved. It is also extremely difficult to know what overall changes need to be made to the programme to improve its impact.  
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4.3 	Efficiency

This chapter will look at what measures have been taken during the implementation to ensure that resources are used efficiently and outputs are delivered in a timely manner. This chapter will also assess the delivery of activities and outputs to determine if fewer resources could have been used without reducing the overall quality and quantity. The organizational structure, managerial support, and coordination mechanisms will be assessed to determine how well the program was managed. Internal communications, institutional arrangements, and the level of involvement of UN agencies in the project will also be looked at. This chapter will assess the government’s level of commitment to the implementation of the programme and the extent to which national expertise and resources have been used. The efforts made by partner institutions to ensure the participation of different stakeholders in the implementation process, and the extent of each stakeholder’s participation will be looked at. 

Overall management of the program
The IOSC is a joint program with a Steering Committee consisting of leadership from UNFPA, UN WOMEN, and UNICEF, and the leadership of the RNP responsible for the coordination of the overall program. It states in the MoU that MINISANTE, MIGEPROF, and MINIJUST are invited to participate in Steering Committee meetings on an ad hoc basis. However, according to staff from MINISANTE and the One UN, other ministries are rarely asked to join in these meetings.  

The Steering Committee is supposed to meet on a quarterly basis and is called together by the leadership of the RNP. There is also a Technical Committee, which consists of the IOSC Coordinator, the GBV Coordinator of the MINISANTE, and the technical gender, child, and human rights staff from UNICEF, UN WOMEN, and UNFPA. The committee is supposed to meet on a regular basis for technical meetings about the programme. According to the MoU and the Project Document, reporting should take place through narrative and financial progress reports, which are supposed to be submitted to the Steering Committee every six months. In practice, technical meetings were held on regular bases when the project first started, but over time these meetings have taken place on a more ad-hoc basis. 

There has been significant interest and commitment to the program from the leadership of the UN agencies involved. Their interest has been especially focused on providing multi-disciplinary approaches to prevent and respond to gender based violence and child abuse. With the RNP’s enthusiasm and the strong commitment to preventing and responding to gender based violence and child abuse, the union between the UN agencies and the RNP was initially promising, and the structure between the Steering Committee and Technical Committee worked well. 

The initial arrangement of the partnership was that it would be a two-year pilot project. However, in 2011 the One UN and the RNP signed on for another two years. In addition, in 2011, there was supposed to be an evaluation of the programme. Due to differing views on how the evaluation should be structured and carried out it never took place.  

Issues of concern in the partnership between the RNP and the One UN:
Beginning 2011 the relationship between the IOSC and the One UN became more formal and somewhat more strained, as there were divergent views in a number of areas. The main issues of concern that the technical committee raised on a regular basis concerned the unequal sharing of data, questions about the legal aid component and budgetary issues.  

Unequal sharing of data
Notes from minutes of technical meetings in late 2011 revealed a growing resistance from the IOSC coordination to share statistics with One UN partners. Reportedly, this resistance began because the IOSC felt that the data they had been sharing with the One UN agencies had been used without the IOSC’s permission. Clearly understanding this concern, the One UN agencies took steps to propose a strategy that would meet both the IOSC’s need to limit the sharing of data, and the One UN’s needs to use data to meet donor requirements and to better assist in focusing interventions. However, despite efforts made by the One UN, who made a number of different proposals to the IOSC management about data sharing, no plan has been put into place so far. In September 2012, a new IOSC coordinator took over and there are clear signs that new discussions can take place. 
Legal component 
Providing legal support through aid or advice has been an aspiration of the IOSC since the project was conceptualized. Although the MINIJUST was invited to the original planning workshop in May 2009, unlike the medical, psychosocial, and police aspects, the legal pathway was never clearly spelled out. Funds were also set aside to support a legal component to the programme. As these funds went unspent each year, this gap was repeatedly highlighted in various meeting notes and the minutes of technical meetings provided by members of the UN. 

In the original 2009 project document there is a specific objective devoted entirely to the provision of legal support accompanied by a budget line. The objective states that; “By the end of the project, the One Stop Center has the capacity to give legal support to women and children survivors of violence, gender based violence in particular.” In the accompanying budget line, it states “Funds are budgeted for training the police and those in the legal profession and funds are budgeted to provide legal aid assistance for women and children.”

In 2011, a reference to the legal component appears as support for office space for a lawyer. In the 2012 budget, the legal component appears again in two places. Under Output 4 activity 4.2, it states that the hospital will be recruiting and paying the salary for a legal advisor. And under Output 5 activity 5.2, it again states the IOSC’s goal to “enhance the capacities of the Police Officers (Gender Desk) and provision of legal services at the center to prevent and respond to GBV (100 persons).”

Legal support so far
In 2011, a legal advisor was recruited by KPH to provide legal services to both the hospital and to the IOSC. His salary is paid by KPH. However, the legal advisor is not a full time dedicated staff member at the IOSC and only provides legal advice and not legal services. To date, his interaction with victims has been limited. Data provided by the IOSC states that legal advice has been provided to 105 victims.   

Additionally, the local NGO AJPRODHO was funded for a project to increase access to justice for victims of gender based violence and child abuse. The project had a special focus on assisting victims of gender based violence and child abuse in general, but also at both the IOSC and Gihundwe OSCs to ensure a full package of services were rendered to them. However there is no record from IOSC of this support being provided to IOSC victims of gender based violence and child abuse. Additionally records and conversations held with UN agencies and AJPRODHO highlight that the attempts made by AJPRODHO to make links with IOSC were never officially done. In the end only a few of the many victims being provided medical and police services at the IOSC accessed the legal aid that had been made available to them through AJPRODHO.  

Stakeholders such as International Justice Mission (IJM), which specializes in the prosecution of child rape cases, mentioned that they had had cases referred to them from the IOSC. Once these cases were received, IJM was responsible for their legal fees. In another conversation with Legal Aid Forum, an umbrella organization of NGOs and professional associations, also being funded by UNWOMEN in 2012 they stated that while they were aware of the IOSC they did not have any official links to the IOSC programme and were not aware that they had a legal advisor, as they had not met him. The Legal Aid Forum said that they would be happy to set up links with the IOSC programme[footnoteRef:30].   [30:  Interview in November 2012 with key stakeholder in Kigali, Rwanda] 


Budgetary issues
There seem to be some misunderstandings between the One UN and IOSC on budgetary issues. The IOSC claims that they are receiving budget allocations later than expected, often resulting in delays in carrying out some of their activities. On the other hand, the One UN agencies claim that often the IOSC submits its budgets late or not at all.  

In feedback received on the issue of budgets, it appears that the IOSC is either unaware of or does not understand all of the rules linked to obtaining funding from the One UN agencies. For example, discussions about budgets need to begin in August of the year before the funds are needed in order for the funds to reach the IOSC on time. However, it seems that the IOSC initiates these types of discussions much later in the year, which has caused massive delays in obtaining funding. Another issue that needs more clarity is reporting on funds used before new funds can be allocated. Therefore when carrying out activities made available through funds from UNICEF and UNFPA, these must be reported on before new activities can be allocated. Given the misunderstandings and the low level of monitoring and reporting of the programme significantly more discussion needs to take place between the IOSC management and the One UN agencies to ensure that each understands their various constraints. It is also recommended that the IOSC staff receive capacity building assistance to enable them to develop their own budgets and submit them in a timely manner.    

Overall project funding
The overall budget for the IOSC program for the three and half years it has been in operation has been calculated at approximately USD 1,898,352. This information has been gathered from IOSC project documents and budgets, includes KPH and the ONE UN contributions, and is laid out in a table in the first chapter. 

In the first year, the KPH contribution was USD 92,227 and was linked to staff levels including six medical and psychosocial professionals, two JPOs, basic medicine, and the costs of running the hospital. The total amount increased to USD 628,683 in 2011 and USD 639,581 in 2012. Investigations reveal that the total costs of the KPH were included in the budget because it is considered an integrated program. In several Steering Committee meetings, the One UN leadership highlighted that including the entire budget of the KPH did not provide a completely accurate picture of the costs of running the IOSC. The One UN recommended that the actual costs of the IOSC should be estimated separately from the KPH in order to have a clearer understanding of the cost of running a OSC for purposes of the OSC scale up. However, each time this request has been made, the KPH has insisted that they cannot separate out costs given the integrated nature of the set up especially considering the rotation of several staff between the KPH and IOSC. 

UN agencies have also provided significant funding to the three and half year project in the areas where the agencies have comparative advantages. These contributions include: UNFPA through reproductive and medical assistance, UNICEF largely through psycho-social assistance, training, and capacity building assistance, and UN WOMEN through awareness raising, police, and legal support. There is also some overlap in the funds being provided by UNICEF and UNFPA as both agencies are sharing the cost of the salary of the gynecologist and sometimes provide joint support for capacity building. There is also some overlap between UNICEF and UN WOMEN in funds provided for follow-up activities. 

UNFPA support 
Since May of 2011 UNICEF, UNFPA, and KPH have been jointly sharing the salary of the gynecologist. The cost of the support for the gynecologist is a total of USD 43,428 per year with USD 10,000 allocated from UNFPA, and USD 8,000 allocated from UNICEF. The IOSC gynecologist is paid significantly higher amount than is paid to most Rwandan gynecologists. Although he plays a critical role at the IOSC, the gynecologist is not only a staff member there, but also shares the work at the KHP with another gynecologist. He is on call for IOSC and is called in to take on the complicated cases presented by the IOSC. Since his arrival in May 2011, he has received on-the-job training and part of his role as a medical doctor is to provide the police with medical reports as evidence for complicated gender based violence and child abuse cases.

Investigation into the reason that his salary is paid in part by the One UN instead of coming out of the KPH budget revealed that the IOSC was having some difficulty in finding qualified gynecologists in Rwanda. It therefore became necessary to seek out alternatives and an international gynecologist was hired at a higher salary than a Rwandan gynecologist would be paid. Reportedly, MINISANTE took over the cost of the other KPH gynecologist who previously was paid by ICAP, beginning in July 2012[[footnoteRef:31]. However, MINISANTE is only prepared to pay the salary of a Rwandan gynecologist and it remains to be seen if the existing gynecologist currently funded by One UN will be taken over by MINISANTE at his current salary.  [31:  Interview in December 2012 with key stakeholder in Kigali, Rwanda ] 


In 2012 funds allocated by UNFPA also include USD 15,000 per year for adult and child PEP kits, STI drugs, and emergency contraceptives. Ensuring that victims have access to these lifesaving drugs is essential to the services being provided by the IOSC. In the future, as the One UN reverts to strategic rather than operational support there will be a need for the MINISANTE to arrange for obtaining these drugs. Additionally UNFPA provided USD 10,000 for medico-legal equipment to ensure that the collection of evidence takes place in an organized and coherent manner. 

As it does not appear that there is any systematic monitoring and reporting of the use of drugs and other medical supplies it is difficult to ascertain the efficiency of the funding being provided by UNFPA to the IOSC. As this lack of systematic reporting is a problem that the overall programme faces in general, this issue needs to be addressed for the whole programme in the future.   

UNICEF support 
UNICEF has provided the widest array of support over the three and half year period in comparison to UNFPA and UN WOMEN. This has included significant training and capacity building support and support to the physical infrastructure to develop the IOSC and enable it to meet international standards. This section will largely look at the support provided in 2012, which has been primarily psychosocial support to victims and staffing support.

A follow-up activity that appears in the budget includes USD 3,000 per year based on the estimate that 400 cases per year or 33 cases per month need follow-up by IOSC staff. Funding from UNICEF takes into account both the fuel needed and the per diems for IOSC staff to carry out these activities. In a conversation with IOSC staff, they claimed that the allocation was insufficient to adequately carry out follow-up activities. They also claimed that they had made the One UN aware of the insufficiency of funds a number of times in technical meetings. 

However, in order to increase the efficiency of the follow-up activities, it is best if the IOSC keep accurate records of the follow-up visits and the costs associated with them. With accurate data and a clear understanding of costs, the IOSC would be in a better position to convince the One UN to increase the amount of funding allocated for follow up activities. 

This lack of accurate and available data is a concern for the majority of activities that the IOSC carries out. In another example, UNICEF allocates approximately USD 3,000 per year, including USD 500 for soap, to support victims in the safe room. This amount estimates that approximately 60 people per year stay in the safe room for a total of 5 days, and at USD 12 per day. However, without accurate and reliable data collected on the use of the safe room it is difficult to know if the amount allocated is sufficient.

Additionally UNICEF allocates USD 1000 per year to provide for a vulnerability fund. However there was no record made available to the evaluation team as to how this money was used. In order to facilitate communication between the IOSC staff and victims and between the IOSC staff and other service providers UNICEF has allocated another USD 2000. However there are no records and very few linkages that IOSC staff have to other services providers. 

UNICEF has provided approximately USD 5000 for awareness raising activities, largely to ensure that Umudugugu committees and GBV/CP committees refer and follow-up on cases of gender based violence and child abuse. When the evaluation team sought information from the IOSC staff about the involvement of these committees in the follow-up and referral of cases staff seemed to have very little understanding of the role of these groups, beyond that they advise the victims to go to the police to report their cases as discussed in the earlier chapter. Additionally as data on where victims hear about IOSC is not regularly monitored or reported on, follow-ups are generally inadequate and there is little understanding of what victims’ reintegration needs are, it is difficult to tell if this funding is being used efficiently. 

Overall, it appears that the funds being provided by UNICEF in order to support follow-up activities for the victims, the vulnerability fund, and to facilitate linkages to the broader community clearly supports the aims of the programme. However the lack of monitoring and reporting on these activities make it difficult to assess how efficiently these funds have been used. 

UN WOMEN support 
As with some of the other provision of services it is difficult to tell how efficiently the funds allocated by UN WOMEN were used. In 2012, UN WOMEN allocated USD 35,000 to enhance the capacities of the Police Gender Desk and for the provision of legal services. The IOSC estimates that approximately one third of cases referred to the IOSC per month come from the Police Gender Desk. The Police Gender Desk has been functioning since 2002 and their main role in the country is to prevent and respond to cases of gender based violence and child abuse. It is difficult to know how much of the funding allocated towards these specific functions is enhancing this task. Discussions with the Gender Desk and the Community Policing Desk confirmed that they were largely unaware of how much funding had been allocated for awareness raising work around the IOSC[footnoteRef:32]. Additionally there is no clear distinction made between the funding allocated for the policing structures and for the provision of legal aid. It is therefore difficult to tell how much is allocated towards each activity. Therefore it is challenging to clearly assess the overall efficiency of this budget line.  [32:  Interview in December 2012 with Key Stakeholder in Kigali, Rwanda] 


The legal aid component of the programme has not been fully implemented. In the past funds have been provided to AJPRODHO and the Legal Aid Forum by UN WOMEN for making legal advice and aid available to victims of violence throughout the country, including victims from the IOSC. However, as the link between the IOSC and AJPRODHO was never officially established this allocation of resources does not appear to have been used efficiently. Additionally, in 2012 UN WOMEN provided funds to Legal Aid Forum however in the discussion with Legal Aid Forum, they had not had any formal contact with the IOSC and therefore it appears that no legal aid was made available to any organization to assist victims of gender based violence and child abuse during 2012, further questioning the efficiency of this budget line.  

[bookmark: _Toc342947664][bookmark: _Toc219954620]Similarly, USD 20,000 of funding from UN WOMEN has been allocated towards developing a strategic plan for KPH. However, when the evaluation team followed-up with the IOSC it was unclear how this funding was spent and how it would enhance the work of the IOSC.  

4.4 Sustainability
This chapter looks at the likelihood of sustainability in the long term and what some of the key threats are to sustainability overall. The operational capacities of national partners that have been strengthened will be assessed as well as the management and operational capacities of the police involved in the center. The level of adaptive or management capacities of national and international partners and the mechanisms that have been put in place to ensure the sustainability of the IOSC program will be evaluated. The long-term sustainability of the program in the event that the ONE UN pulls out of its support role will also be assessed.  

Likelihood of sustainability in the long term
The current management of the IOSC as a Center of Excellence and Referral Center is financially reliant on One UN funds and the IOSC team will need to rethink this relationship to ensure that its programme is sustainable in the long term. However, with some adjustments to the type of support being provided, there are indicators that the IOSC can be successful with more strategic instead of operational One UN support. 

Some of the positive signs linked to sustainability of the IOSC include: 

· The recognition at the top levels of government through law and policy that the IOSC is good practice for responding to and preventing gender based violence and child abuse. Top levels of government have highlighted the need for the OSC model to be rolled out across the country. The draft protocol on the multi-disciplinary approach to gender based violence and child abuse is supported in principle by the MOH.   

· The comparative advantage that the IOSC has in medical-legal and forensic capability is clear. Additionally by the end of 2013, KPH will have the capacity to test DNA, potentially making it a regional, as well as national, resource. 

· The leadership already shown by the RNP through the Director of Medical Services to develop partnerships in order to further develop its forensic capability through forensic nursing training with the aim to roll out these new capabilities in support of the OSC scale up. 

· As the IOSC is gaining recognition in Rwanda, government entities such as the NPPA and the GMO are increasingly seeking out the services of the IOSC. The GMO[footnoteRef:33] refers cases known to them to the IOSC and the NPPA prefers to use their medical staff because of the professionalism and timeliness of their medical reports. Civil society organizations, such as Haguruka, refer victims to the IOSC due to their high level of service, further increasing the demand.  [33:  As part of the GMOs role in monitoring service provision for victims of gender based violence and child abuse in 2012, they began referring clients as part of their strategy to monitor services.  ] 


· KPH is a fully equipped facility with sufficient infrastructure. Staff salaries are paid on a regular basis. IOSC medical staff already has the necessary skills to continue the work, and regularly carry out on-the-job training for those who need refreshers. Additionally, due to the staff expertise, skill, knowledge, and experience, IOSC has the multi-disciplinary team as well as the individual staff to play a critical role in the scale up of OSCs across the country through trainings and mentorships.   

· The close and strong link to the RNP gives the IOSC sustained access to the Police Gender Desks, CID, and the Community Policing structure in order to continue to raise awareness, and to refer cases for investigation and prosecution.     

Some of the areas that are a threat to IOSCs’ sustainability: 

· Continued heavy reliance on UN funding for essential services that enable the IOSC to be a Center of Excellence and Referral Center. These dependencies include some staff salaries (gynecologist), the vulnerability fund, the payment of communication between staff and other service providers, staff support to prevent burnout, legal aid, awareness raising activities, the provision of life saving medication, and follow up activities. 

· IOSC’s relative weakness in project management, budgeting, data management, monitoring and reporting.

· The most major threat is the overall lack of integration, understanding, and engagement with community structures beyond those that have been set up and created by the RNP or those that the RNP engage with such as GBV/CP committees and Community Policing structures. While police networks have a role in crime and violence prevention it is critical that the IOSC recognize that there work goes beyond crime prevention or police work. The IOSC is also carrying out medical and psychosocial work and it is important for the IOSC to understand that victims have a complex set of needs. Once treatment has started, the IOSC has an obligation to the victims in the post crime period, including legal, psychosocial, socio-economic, and/or educational support. While it is clearly not the role of the IOSC to provide all of these services, it is critical that they serve as a pathway for victims to be able to access them. 

· The inability that the IOSC has demonstrated to assist victims to gain legal aid and advice despite that funding has been made available to the civil society organization AJPRODHO by UN WOMEN and UNICEF for the specific purpose of assisting victims benefitting from IOSC services. 

· Links with MINISANTE, MIGEPROF, and civil society need to be strengthened. Currently these are practically non-existent at the community level. These links are critical to ensure proper follow-up and community reintegration, access to emergency funds, and access to safe houses and other facilities. Further links with MIGEPROF and civil society are also critical for more access to services like income generation projects and skill training. In essence, providing victims with other options can also play a role in reducing violence and crimes such as domestic violence and sexual abuse. Providing victims with other socio-economic options is also linked to international best practice and national priorities.  

· Currently there is no clear support being provided to staff to prevent secondary trauma, although regular stress management strategies based on standards set forth by the MINISANTE and in the draft OSC Protocol are available. Without regular support being provided to staff, staff burnout is highly likely.   

Being able to provide victims with longer term violence-free solutions will not only make the IOSC more sustainable, but will truly enable the IOSC to be a Center of Excellence that not only provides high quality medical and psycho-social emergency service and has a high rate of successful prosecutions, but also assists victims in finding sustainable solutions. If this is combined with the legal, judicial and police aspects of preventing violence then IOSC can be a significant model both nationally and regionally. 
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5. Conclusions and Lessons Learned
· Overall the IOSC has provided high quality comprehensive services in the form of medical-legal, psychological, and police support to approximately 4845 victims of gender based violence and child abuse in the three and half year period under evaluation. These services are available 24 hours a day, 7-days a week and free of charge, and medical legal forensic capacity available far exceeds any other similar services available in the country. 

· The IOSC is positioning itself as a Center of Excellence and Referral Center that has been recognized and praised by other national government institutions for its high quality of services and institutions. The NPPA prefers to send victims to the IOSC to obtain medical certificates for the cases they prosecute. 

· In the future, it will be important for information on prosecution of cases to be gathered by the IOSC from the Police Gender Desk and the NPPA. Such information will give the IOSC coordination greater sense of the links between the quality of the medical reports that are being provided to the NPPA and the rate of successful prosecutions. Ideally gathering this information will help show where additional training of IOSC medical doctors is needed.  

· As the IOSC is managed and coordinated by the RNP the issue of victim’s choice is not applicable. This is given that under Rwandan law victims of violence are compelled to report these cases in order to gain access to services, which violates the principle of victim’s choice. Therefore as services are provided for cases of gender based violence and child abuse in a police hospital it is critically important for awareness raising activities to explain the importance of reporting cases, the importance of treatment being provided and the range of services available at IOSC in order to ensure that every possible step is taken to ensure that victims do not abstain from reporting because they fear taking their case to a police hospital.   

· Practices in the IOSC that need to be addressed include: Reducing the number of interviews that victims have, providing victims with access to legal aid and advice, and improving the follow up of victims by building better links with a broader base of government entities and community structures. 

· Setting up and carrying out more regular monitoring and reporting by the IOSC is critical to improve the efficiency and effectiveness of the programme. Linked to this are the concerns raised in the technical committee such as the unequal sharing of data, questions about legal aid, and budgetary issues. In this it will be critical for the IOSC and the UN to work together to address these gaps. 

· Publically shared data by the IOSC is extremely limited and the team makes little effort to carry out any sort of analysis of the data to understand what can be learned from it. Information currently being shared includes the age and sex of the victim and whether the crime committed was considered either domestic violence or sexual violence. There is also a column set aside for suspects disaggregated by age and sex. However a broader base of information is collected on victims that could be used as it is in the Gihundwe OSC to address the gaps in the programme and awareness raising activities.   

· Overall the IOSC staff have benefitted from a range of trainings either through the MDIIT or through short five-day or weekend courses. However there are no records of which staff have completed which trainings and what the overall expectations in regards to training are. No comprehensive, long term training plan is in place. In fact some IOSC staff have not received any formal training at all, even staff that have been in their positions for more than one year. Largely these staff members have relied on on-the-job training. 

· Much of the support that is currently being provided to directly benefit victims such as the vulnerability and survivor funds, support for survivors in the safe room, the toll-free hotline, essential medication, and the follow-up work of the IOSC staff comes from the funds being provided by the One UN. As the UN moves towards providing strategic rather than operational support there is a need to ensure that victims continue to be supported at the current level through increased financial commitment from the side of the GoR and/or better linkages to existing structures and initiatives.   
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6. Recommendations to the Government of Rwanda and to the One UN agencies 

To the Government of Rwanda
Review, adapt, and adopt the draft OSC Treatment protocol
The draft OSC Protocol for the Multi-disciplinary Treatment of Gender Based Violence and Child Abuse must be reviewed to ensure that it is clearly aligned with the best interests of the victim, adapted, and adopted as a matter of priority by the MINISANTE and other relevant government agencies. It should then be disseminated to all Provincial and District Hospitals in the country with those with OSCs as priority. The GoR should also make it clear to any potential donor interested in supporting the set-up of a new OSC that they have to abide by the protocol and make sure all components are in place. 

Commit to taking over the operational budget of the IOSC
The Government of Rwanda led by RNP and MINISANTE and supported by MIGEPROF and MINIJUST must officially commit to taking over the operational budget of the IOSC including ALL staff salaries, emergency drugs, safe house support, follow up and other support to victims.    

Assess capacities of mechanisms aimed at preventing and responding to gender-based violence and child abuse at the local level and develop referral guidelines  

MINISANTE, MIGEPROF, MINALOC, RNP, GMO, and MINIJUST must commit to assessing the capacities of mechanisms aimed at providing support to victims of violence and child abuse at the local level. Based on this assessment, a referral strategy should be developed that is implemented and monitored to understand where gaps are and address them as the need arises. 

To the IOSC 
	
Set up data management system and institutionalize programme culture of collection of data and monitoring for results 

In order to increase the efficiency and effectiveness of the programme it is critical that monitoring and reporting of the overall programme takes place on a regular basis. With technical assistance from the UN, the IOSC should set up a data management system. A strong monitoring and reporting framework needs to be developed, and reporting carried out on a regular basis by output and indicator. As part of this, the IOSC needs to review its current programme and indicators to ensure that they are SMART and that they are able to monitor information needed in order to help the IOSC to have an evidence based program and to learn how to improve their services and program on a continuous basis. Capacity building on the importance of regular monitoring and data collection is needed for all staff in order to ensure that the culture of data collection is institutionalized. Narrative and financial reports need to be shared on a regular basis based on a agreed template with all members of the IOSC Steering Committee as well as relevant ministries as it is stipulated in the project document. One UN and MINISANTE should support this exercise through technical assistance and capacity building of the IOSC staff, in particular the coordinator.

Review the collection, management, and reporting of data including setting up a data base for victims

The technical committee should meet to review the collection, management, and the reporting of data collected by the IOSC. A proposed data sharing strategy that takes into account all the data sharing needs from the various stakeholders including the IOSC, NPPA, the RNP Gender Desk, the One UN Partners, MINISANTE, MIGEPROF, MINIJUST and GMOshould be agreed upon. The draft strategy should also clearly reflect what data is needed, why it is needed, what it will be used for, and whom it will be shared with. This draft strategy should then be reviewed by the steering committee and adopted.

Overall long term strategy for the support to victims is needed, incl. set-up of systematic follow-up plan

The IOSC coordinator, psychologists, and social workers should be at the forefront of developing an overall strategy for supporting victims. This strategy should include a clear approach to follow-up for victims, guidelines on the use of the safe room, ensure victims in need have access to health care for non GBV related issues, access to community health structures, and access to socioeconomic activities. Additionally a strategy that supports victims must devise ways in which to seek feedback from victims on follow-up and reintegration activities. The strategy should also aim to build stronger links to other government and civil society programs that support victims. 

Coordination of the legal component

A legal component must be fully integrated into the day-to-day work of the IOSC as a matter of urgency. The IOSC and the UN should jointly monitor the intervention and should share crucial data to understand the impact. Once piloted and determined a viable project it should become fully integrated into the IOSC with a staff and a budget and monitored on an on-going basis.  

Development of a comprehensive training plan and strategy

The IOSC Coordinator should work closely with MINISANTE to come up with a training plan and strategy. Further building on the MDIIT training series already initiated the training strategy should include a training curriculum, lay out the minimum standards of training for each category of staff, set a period for updating skills, and launch a Training of Trainer’s programme. The strategy would be developed in view of the OSC scale up with the IOSC playing a major role in the training and on-the-job coaching of other staff and personnel associated with the OSC scale up.  

A more robust and coordinated awareness-raising strategy needs to be developed 

The IOSC with assistance from the RNP, other line ministries and the UN must ensure that efforts are not duplicated, better coordinated, and are carried out in a sustainable and cost effective manner. An awareness raising strategy should include clear messages about the issue of victim’s choice and balancing this information with Rwandan law and the duty to report cases of violence against men, women and children. Efforts should also be made to use cost effective strategies such as radio programmes and other cost effective strategies to reach as many people as possible. Better coordination within and outside the police structure must be developed to reach broader audiences. 

Initiate dialogue with relevant institutions for taking over of the operational budget by the end of 2013
The IOSC should take the lead to initiate dialogue with the RNP, MINISANTE, MIGEPROF and MINIJUST to take over the operational budget by the end of 2013.  
 

To the One UN: 

Provision of strategic support from 2013 onward 

Continue to support the IOSC to enhance it as a Center of Excellence and Referral Center and support its role in scaling up OSCs across the country which includes facilitating them to mentor and carry out training in the other OSCs. In line with the shift towards providing more strategic, high-level supportfrom 2013 onwards, support should be given to training and helping to build further staff capacity, developing TOT curriculum and support TOT training about a range of issues linked to MDIIT, finalizing and developing protocols, hosting and convening strategy meetings, and assisting and enhancing data collection. 

In general support for salaries of staff should be kept to a minimum and if salary support is needed it should be given with a planned exit strategy for the cut off of the support, either with guarantees that the responsibility would be taken over by the government at a fixed time and/or by only supporting fixed term positions. Other types of operational support (safe room, communication, transport, medication, etc.) should also be phased out by end 2013, with a clear commitment from the GoR to fully take over the operational budget of IOSC to ensure sustainability.

Provision of specific training and capacity building support and support to revision, adaptation and adoption of the OSCs treatment protocol 

The One UN should assist in the finalization and adoption of the training curriculum MDIIT Practice and provide specific support for the development of weekend and five-day courses using and adapting the curriculum as needed.
Capacity building support should also include the timely revision and validation of the draft OSC protocol for the treatment of gender based violence and child abuse. Moreover, it is suggested that two user-friendly handbooks that focus on treatment of adult and child victims and those with disabilities based on the draft OSC protocol be developed and produced. One handbook would focus on the treatment of children and the other on adult victims. Funds should also be made available for their dissemination to IOSC and all OSCs in the country. 

Commit to playing a more robust monitoring and technical capacity building role with the IOSC

Significantly more effort should be made by the One UN agencies to play a more robust monitoring role in the future on the programme and projects that are being funded. This monitoring and technical capacity building role should be done with a view to identify gaps in the programme in the early stages and address them immediately. 

Provide technical expertise to assist IOSC in building a sustainable strategy to support victims

As part of the development of the project the One UN agencies should convene a meeting inviting all key relevant stakeholders to design a strategy which ensures full support to victims and includes a clear approach to follow-up services for victims, guidelines on the use of the safe room, the vulnerability fund, establishing links with community health structures, and providing access to socioeconomic activities. The strategy should aim primarily at building stronger links to other government and civil society programs that support victims. The UN should utilize its in-house expertise and knowledge as much as possible, and use its existing links to relevant partners to enhance coordination and to avoid the duplication of support and programs. For example, the IOSC should link with other existing projects that deal with ending GBV through economic empowerment such as the Agaseke project or the MIGEPROF access to finances project. The development of a comprehensive strategy for supporting victims should coincide with the gradual phase-out of funds currently being provided for follow-up, support to the safe room, and the vulnerability fund.  

Provision and monitoring of legal assistance provided

A lawyer should be attached to the IOSC for a period of one year funded and monitored closely by the One UN. During this period the One UN should take a critical look at the effectiveness of having a lawyer based in IOSC. At the same time, efforts should be made to provide technical support to the IOSC to help them build linkages to MINIJUST, MAJ, and legal aid and assistance providers within civil society with the aim to build a sustainable model for the legal assistance in the OSC scale up and broaden the base of responsibility to other government entities and partners. 

Provision of technical expertise to build a more robust awareness raising strategy  

A more robust and coordinated awareness-raising strategy needs to be developed for the IOSC that ensures efforts are not duplicated, better coordinated, and are carried out in a sustainable and cost effective manner. An awareness raising strategy should include clear messages about the issue of victim’s choice and balancing this information with Rwandan law and the duty to report cases of violence against men, women and children. Efforts should also be made to use cost effective strategies such as radio programmes and assure the most effective use of scare resources in reaching as many people as possible. Better coordination within and outside the police structure must be developed to reach more broad audiences. 
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Annex 1: The Scale up of the One Stop Centers
Background
One Stop Centers (OSC) are designed to meet the needs of men, women, and children who have experienced physical, sexual or psychological violence and abuse. It is focused on supporting the well-being and resilience of the victim and his/her family and on avoiding causing further harm or suffering to the victim and his/her family; and to break the cycle of violence, increase the number of convictions and mobilize communities and local leaders to prevent and respond to violence.

The OSC’s multi-disciplinary intervention and investigation model has been developed to train the police, as well as medical and legal service providers to best serve the physical, mental health, social protection and legal needs of victims. Utilizing approaches that take into consideration the victim’s point of view offers trauma-based and developmentally appropriate methodologies and techniques.   

The Draft OSC Scale Up strategy and the setting up of OSCs across the country 
Recognizing the importance of the multi-disciplinary approach and the positive results experienced from the IOSC, The Ministry of Health (MINISANTE) with the help of the One UN through: UNICEF, UN WOMEN, and UNFPA developed a Draft National OSC Scale Up Strategy (draft scale up strategy) to help guide the process.  

The draft scale up strategy both guides and highlights the various roles of the key government stakeholders including MINISANTE, the RNP, the Ministry of Justice (MINIJUST), and Ministry of Gender and Family Promotion (MIGEPROF). It recommends the key components of the OSC model, includes a budget for start-up and annual running costs, and demonstrates a plan for scale-up based on geographical location and the needs in the area. It emphasizes the need to establish good working relationships between the various service providers including health institutions and the broader community. The strategy also defines a coordination and quality-assurance mechanism to allow the Government of Rwanda (GoR) to provide multi-disciplinary services to victims, to improve coordination and to ensure monitoring, evaluation, and periodic review of experiences among the various centers.

Status of scale up activities so far
Following the opening of the IOSC in 2009, three more OSCs opened up in 2010 and 2011. The first was set up in Rusizi in Gihundwe district hospital in 2010, the second in Rubavu in Gisenyi district hospital in 2011, and the third in Nyagatare in the Nyagatare district hospital 2011. In May 2012, new assessments were conducted in Byumba district hospital located in Gicumbi District, Eastern Province, and in Kibungo district hospital, Ngoma District, Eastern Province. An assessment visit was also undertaken to Kanombe Military Hospital in Kigali. The assessments were all led by MINISANTE and involved the participation of the IOSC using a standardized criteria assessment tool that looked at the numbers of gender based violence and child abuse victims, the status of facilities, the capacity of the existing staff, existing links to the community, data management capacity, and costing for the scale up of the OSC[footnoteRef:34].    [34:  MOH, GBV assessment Kibungo District Hospital, Ngoma District Field mission report 8th May 2012, MOH GBV assessment Byumba District Hospital, Gicumbi District Field mission report, 30th May 2012

] 


Gihundwe OSC
The Gihundwe OSC is set in a provincial hospital that is managed by MINISANTE. Gihundwe OSC is the only one besides IOSC that is being provided financial support from the One UN. The first phase of the project began in 2010 when Gihundwe OSC first opened and has been focused on building the physical infrastructure, improving staff skills, and providing drugs including STI, PEP, and HIV prevention drugs. Support to victims through follow up, safe house support, the vulnerability fund, and for awareness raising activities in the community about the services provided in the Gihundwe OSC has also been prioritized. The One UN agencies are also providing support for staff salaries for the gynecologist and lawyer, and educational outreach activities directed at community structures in Rusizi and Nyamasheke districts. One UN support to Gihundwe OSC in 2012 was USD 128,810 with total costs reaching USD 167,740 USD.  
 
The Gihundwe OSC has successfully built relationships with the government and community structures. As a result, some of the local government administrators and the surrounding health centres refer victims to the Gihundwe OSC. Currently Gihundwe psychologists and social workers follow up with victims in their communities. The caseload of Gihundwe has increased considerably since 2010 from approximately 17 cases of GBV and child abuse per month, to approximately 31 new cases per month by the middle of 2012.   

The second phase of the project began in early 2012 and is planned until the end of 2013, the focus will be on improving the services at the OSC through continuing training of staff, strengthening data collection, and awareness raising activities in the communities surrounding the hospital. 

Monthly reports are provided to the UN, which include data that is disaggregated by age and sex, from where the victims are referred to the Center, the location and time of day where the violence happened, information about the perpetrator, and what services the victim has used. 

Regular monitoring has also taken place by the UN, which has helped to identify and address gaps in a timely manner in the program. Data is primarily used to help victims and to improve the program. 

Gaps in services provided so far
In 2011, the Gender Monitoring Office (GMO) carried out monitoring visits to IOSC, Gihundwe, Gisenyi, and Nyagatare. Overall they found that many GBV victims are not aware of the OSC services, and in Gisenyi and Nyagatare especially they found that there were more victims that needed services than staff available to cater to their needs. The GMO also found that except for the IOSC, other OSCs did not have police officers based in the hospitals and that they lacked many of the required equipment or testing services. They also found that many of the staff in the other OSCs had limited knowledge and skills to appropriately address GBV issues. 

As a result of their visit, the GMO made the following recommendations:     
· Police officers be present in all OSCs;  
· There should be more training of OSC staff so that they know how to respond to victims of gender based violence and child abuse; and, 
· Awareness raising activities of available services targeting the overall population should also be carried out[footnoteRef:35].  [35:  Gender Monitoring Office, Annual Report 2011-2012, November 2012 , p. 17] 


Since the visit of the GMO, a police officer is now based in the Gihundwe hospital serving as the JPO and there has been a noticeable difference in the level of service. The Gihundwe Coordinator said that having the police based inside the hospital has improved the level of service and the relationship within the multi-disciplinary team significantly. 

Future plans for the scale up
According to the draft scale up strategy, OSCs operate at two levels. The OSC at the provincial level is provided with staff and financial resources to support District OSCs and should be integrated into a broader national health strategy. At the national level, a National Coordination Mechanism will manage the project and committees will be established at the district level to coordinate activities of the OSCs that have been established in the various districts in each province. 

For a Provincial level OSC the start-up cost (including first year) is estimated at USD 194,249, and the running cost of the center is estimated to be USD 134,974 per year. For District OSCs, the start-up is approximately USD 49,476 with running costs at approximately USD 28,476. However the funds that are being sought from partners over the five year period between 2011 to 2016 are: Provincial level at USD 166,773 for start-up costs, and USD 71,204 for running costs and for District Hospitals USD 41,000 for start-up costs and then USD 20,000 each year. These estimated costs are per each Provincial and District Hospital for a five-year period. There are a total of three Provincial Hospitals and twenty-one District Hospitals in which future OSCs are planned according to the draft scale-up strategy. 

Table: Costs being sought for the scale up for both start up and running costs
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	Totals
In USDs
	
	371,773
	668,750
	598,612
	698,612
	716,612


Source: 2012 national scale up strategy (draft)

Concerns with outside funding being sought
The funds being sought for both start up and running costs include: provision for infrastructure, training and capacity building of staff, some staff salaries, a vulnerability fund for victims who can not afford health care, GBV, STI, and HIV prevention drugs, staffing support, technical expertise for monitoring and reporting of data and funds to carry out awareness raising activities.   

All outside support sought for start up and running costs should focus on physical infrastructure, building staff capacity, emergency drugs and technical support for the monitoring and reporting of data collection. Support for physical infrastructure should focus on: the number, type, and quality of rooms meets draft OSC protocol standards, capacity building of staff including strategies to take care of the carers, and technical support should be provided for monitoring and reporting of data. 

Concerns about the draft national OSC scale up strategy 
· The draft OSC strategy does not calculate the overall accumulated cost over time. 
· A plan does not exist with steps as to how these costs would be taken on by the various structures, specifically the MINISANTE, the MIGEPROF and the MINIJUST during the five-year period and and raises questions about its overall sustainability.
· The rationale for the scale up in these specific locations and how they determined need for the 19 district hospitals and 4 provincial hospitals that have been targeted for the five-year period from 2012-2016 is not included.   
· The manner in which OSCs would work with IOSC as a Center of Excellence and Referral Center is not explained. 

The potential role for IOSC as Center of Excellence and Referral Center in the scale up and includes: 

· To play a key advisory role in the design and implementation of the scale up strategy and to continue to assist in carrying out assessments; 
· To serve as a referral center for complicated cases of gender based violence and child abuse specifically on sexual and domestic violence for treatment and for medical legal/forensic support;  
· To provide training and mentoring services to other OSCs around the country either by the IOSC team travelling to sites or multi-disciplinary teams travelling to IOSC or both, depending on what is most practical and cost effective, and;  
· To send for DNA testing once this facility is in place. 

The role of the Government of Rwanda in the overall OSC scale up includes: 
· Ensuring that the IOSC has a critical role and is incorporated into the strategy of the scale up: 
· Ensuring that efforts are made by the OSCs to make links with relevant community structures with the aim of setting up a more sustainable referral system between the hospital and the existing community structures;   
· Ensuring that MINISANTE and the other relevant government institutions such as MINIJUST and MIGEPROF are responsible for all staff salaries and any other form of support for staff; 
· Ensuring there is a JPO in the OSC and the JPO is female; 
· Ensuring that MINIJUST and legal aid organizations around the country are engaged and that each OSC has at least one lawyer attached to it; 
· Ensuring that clear referral networks feature more prominently in the scale-up strategy, including an outline of how the follow up of victims will be done; 
· Ensuring that the monitoring and reporting of data take place on a regular basis to be used to improve the quality of the program and include a strategy for addressing gaps as they are  identified. Data should be gathered in a harmonized manner by all OSCs so as to allow aggregation and comparability of the data. 
· Ensuring that MINISANTE develops a data collection tool that will be utilized by all OSCs.


The One UN’s Role in the Scale up of the OSCs includes:  
· Facilitating the approval of the draft OSC protocol for Multi-disciplinary Treatment of Victims of Gender Based Violence and Child Abuse as a matter of urgency by ensuring it is on the agenda of the MCH Technical Committee for March 2013; 
· Facilitating the finalization of the national OSC scale up strategy for approval and support and the initiation of its implementation;  
· Monitoring data collection, the functioning of the multi-disciplinary teams, and ensuring that referral mechanisms are functioning well;  
· Assisting in developing links with, RNP, MINIJUSTE and MIGEPROF for the overall support to the OSC scale up; 
· Coordinating overall funding support to the OSCs with other international and national partners;     
· Providing training support and the finalization of the training curriculum and training strategy that will be utilized for all OSCs; 
· Hiring a highly skilled and qualified international expert for a period of one year with the possibility of an extension for two years to be seconded to MINISANTE. The role of the expert would be to assist MINISANTE in setting up the entire system for the OSC scale up including the development of a national database, development of a monitoring and reporting system, and a strategy for quality control. Capacity building through training and skill sharing would be a key part of the role. 

Annex 2: List of Interviewees, Workshop, and Activity Time Line

9 November-20 December 2012   

12 November 2012
Meeting with Technical Committee including UNICEF, UNFPA, UN Women, MINISANTE, Coordination of ISANGE One Stop Center. 

13 November 2012
Inception Report

14 November 2012
Inception Report 

15 November 2012
Field Visit: IOSC
Dr. Francois Sinayobye, Forensic Medicine Specialist, KPH
Ms. Alphonsine Mukandinda, Clinical Psychologist, Head of the Psycho-social Unit, IOSC
Dr. Francois Xavier Hakizimana, Forensic medicine department, KPH
Carine Mukangamije, Head of the Social Work Department, KPH
Solange Mwiseneza, Psychologist, IOSC 
Anicet Rangira, Psychologist, IOSC 

16 November 2012
Dr. Dusabe Toussaint, GP, Clinical Doctor in-charge of IOSC
Florentine Ingabire, Social Worker, IOSC
AIP Vestine Uwizeyimana, Judicial Police Officer (JPO), IOSC
Shafiga Murebwayire, IOSC Coordinator 
Arthur Kayitana, Legal Advisor, KPH
Augustin Ndekezi, Monitoring and Evaluation Officer, KPH 
Emile Kanyamugenge, Data Manager, KPH 

19 November 2012
Dr. Wilson Rubanza, Director of Medical/Legal Services of the RNP

20 November 2012
Workshop with Government and UN agencies 
Mari Aaagaard, CP Officer UNICEF
Hilde Deman, Gender and Human Rights Program Analyst, UNFPA
Liberata, Gahongayire, Consultant, Evaluation of IOSC
Caroline Mukasine  GBV Unit, MCH, MOH
Georgine Uwigiriye, OSC, Gihundwe, Coordinator
Shafiga Murebwayire, IOSC Coordinator
Mathilde Iyobukeye, MIGEPROF, Gender Mainstreaming officer
Agnes Muhongerwa, NPPA, Prosecutor
Doreca K Musenga, UN Women Program Assoc. 
Cristina Plana, UNHCR, Deputy Head 

21 November 
Mrs. Clara Anyangwe, Deputy Head of Mission UNWOMEN
Dr. Samuel Kagali Gynecologist IOSC

22 November 
NA-Victim from IOSC  
Andrews Katanga, Coordinator, Legal Aid Forum
Alice Karekezi, Legal advisor, Legal Aid Forum
Paola Foschiatto, Gender officer, Legal Aid Forum 

23 November 
Field Visit: Gihundwe
FD -Victim
VD-Victim
FD -Victim 
LD-Victim  

Esperance Mukarugaba  Clinical Psychologist, GOSC 
A. Francine Nyiraminani, JPO, GOSC
Alice Batamuliza, Social affairs  at the Sector level
Dr. Placide Nshizirungu, Director of  Gihundwe Hospital
Georgine Uwigiriye, OSC, Gihundwe, Coordinator

24 November 
Police Station: Rusizi

25 November
IOSC 
MC -Victim
CD -Victim
SD-Victim 
VD-Victim 
RD-Victim
EF-Victim
NA-Victim
FE-Victim
MM-Victim
MK-Victim

26 November
Inspector General of RNP Emmanuel .K. Gasana
Dr. Daniel Nyamwasa,  Medical Director of  KPH

Workshop with civil society 
Cristelle Karekezi/Action Aid
Francois Sikubwabo/ Handicap International
Lane Mears/ Internaitonal Justice Mission 
Vestine Uwamariya/ Wibabara Foundation
Olive Uwamariya/ CARE International
Benon Kabera/ UN -Women
Mari Ansgaard/ UNICEF
Ancilla Nibigira/ Commission Episcopale justice & paix Eglise Catholique
Joelle Mutamgampumdu/ CLADHO
Josepha Masika, SEVOTA
Talemwa Jackson, AJPRODHO-Jijukiwa
Liberata/Gahongayire Consultant
Julienne Dusingizimana/ Association Icyuzuzu

27 November
Cheik Fall, Acting Representative UNFPA
Spt. Eric Kayiranga, Director of CID, RNP 
Alex Vuningoma, Director of  Community Policing, RNP
Angelique Uwamaliya, Acting Director of Police Gender Desk, RNP

28 November 
Francesca Chief Child Protection, UNICEF 
Francois Mugabo, Child Rights Expert, UNICEF
Caroline Mukasine GBV, MCH
Ms. Egidia Rukundo, Gender Cluster Coordinator MIGEPROF
Mme Christiane Umuhire Gender Mainstreaming and GBV in MIGEPROF 
Mathilde Iyobukeye, Gender Mainstreaming in MIGEPROF
Judith Mukazayire, Gender Technical Advisor, MIGEPROF 
Sophia Mutoniwase GBV Unit, GMO

29 November
Presentation of Findings 
UNICEF-Deputy Representative, Chief of Child Protection, Gender and CP Programme Officer Gender and CP Project Officer, UN-Women, UNFPA 

30 November
Presentation of Findings 
Caroline Mukasine GBV IN MINISANTE
Dr. Wilson Rubanzana. Director of Medical Legal Services of the RNP
Krista Swanson, Consultant formally working on IOSC
Agnes Muhongerwa, NPPA

8 December 
Validation meeting with IOSC Staff
Ms. Alphonsine Mukandinda, Clinical Psychologist, Head of the Psycho-social Unit IOSC
Dr. Francois Xavier Hakizimana, Forensic medicine department, KPH
Dr Kagali Gynecologist at IOSC/KPH
Carine Mukangamije, Head of the Social Work Department, KPH
Anicet Rangira, Psychologist IOSC
Dr. Dusabe Toussaint, GP, Clinical Doctor in-charge of IOSC
Florentine Ingabire, Social Worker IOSC
AIP Vestine Uwizeyimana, Judicial Police Officer IOSC
Shafiga Murebwayire, IOSC Coordinator 

10 December 2012
Carolyn Garcia, University of Minnesota, School of Nursing
Dr. Wilson Rubanzana, Director of Medical/ Legal Services, RNP 

17 and 19 December 2012
HOA Presentation of Findings
IGP RNP Presentation of Findings 

Annex 3: Evaluation Matrix 
	Evaluation Questions 
	Methods and Targets 
Who to target for this?   
	Indicators/basic available data 
	Verification  

	Relevance 

	R-1 Are the ISANGE OSC programme objectives addressing identified rights and needs of the target group(s) according to international and national standards?
	Identify Programme objectives
Interviews with the designers of the program at the ONE UN and RNP, MOH, Prosecutors office to understand how they identified client’s needs.  Interviews with a 10 GBV survivors to understand if their needs were met through the program. 

	Review of baseline study
Review of Project document International and national policies and legal framework to address GBV and child abuse.  
	Review baseline information and assess if information gathered from interviews with GBV clients was well reflected in programme objectives. 
Carry out an analysis as to whether the model measures up to international and national policies and the legal framework.  

	R-2 How did the allocation of resources reflect the needs and priorities of survivors of violence?

	Individual interviews with ISANGE staff to find out if they have enough resources ot carry out their work. Focus groups & Individual Interviews with 30 Adult and child GBV survivors to determine whether they felt available resources matched their needs in the program and to determine gaps.  
Individual meetings with UN and government to determine how resources were determined. 
Participant observations  
	
Project document 
Log frame
Budget 
Monitoring and narrative reports. 
	 Determine if money was spent as planned and whether key stakeholders felt that it was sufficient allocation of appropriate resources. Triangulate this with attitudes of GBV survivors towards their services. 

	R-3 What is ISANGE’s OSC comparative advantage in provision of services related to GBV and child abuse compared to other actors in the same field/catchment area?

	Focus group &Individual interviews with 10 Adult and child GBV survivors both who have accessed the services and those that have not accessed services. 
Focus group with women’s rights groups who have an understanding of overall service provision available in the country. 
Key stakeholder interviews with ONE UN staff.  
Meeting with the Gender Monitoring office to gather statistics.  
	Program documents of other similar services
ISANGE OSC project proposal
GMO reports. 
	Comparing and contrasting responses of GBV survivors who benefitted from the program versus those that did not access the ISANGE OSC program and triangulating this information with responses from focus group discussions of women’s groups and interviews carried out with key stakeholders and responses received from ISANGE OSC Staff. Statistic data gathering will also take place to determine the numbers accessing ISANGE OSC services vs. other services and qualitative data will enhance understanding.  

	R-4 Is the ISANGE OSC programme design articulated in a coherent structure? Is the definition of goal, outcomes and outputs clearly articulated and were these achievable?

	Interviews and 
focus group discussions with 
10 Adult and child GBV survivors
Individual interviews with ISANGE OSC staff to understand if they understand their own job descriptions and how they work together.   
	Project document 
Monitoring and reporting documents
	Responses by the GBV Adult and child survivors will be compared with project documentation and responses of ISANGE OSC staff to determine whether the goals, outcomes and outputs articulated what was needed and whether these were actually achieved. 

	Effectiveness 

	E-1 What are the changes produced by the programme on legal and policy frameworks at the national and regional level?

	Interviews with government officials including Ministry of Justice, Police Commissioner, Ministry of Health, and GBV/CP Committees. Interviews with representatives from the ONE UN agencies 
	Legal and policy documents, 
Planning documents, M & E reports 
	Information gathered from planning documents would determine what policy and legal changes were intended and information gathered from key government officials would determine if policies changed and what influenced them to change. 

	E-2 What are the results of the specific programmatic actions? Is the ISANGE programme making sufficient progress towards its planned outputs? 

	Participant observation at ISANGE OSC
Meetings with head and coordinator of ISANGE OSC and the MINISANTE
Individual and focus group interviews with 
GBV adult and child survivors 
	Project documents 
M & E reports of program
ISANGE Plan of action 
	Through reviewing M & E reports assessing progress of the specific programmatic actions toward planned outputs and triangulating with information gathered from head of ISANTE and MINISANTE. 

	E-3 Have the quantity and quality of the results produced so far been satisfactory? 

	 Individual Interviews with survivors who have accessed the service and have received follow up. 
Participant observation  at the ISANGE
Interview with M & E staff of ONE UN staff members and ISANGE OSC

	Project documents 
Gathering statistics from police and hospital centers. 
GMO reports 
G
	Gathering statistics as to the number of those using the centers and triangulating with information gathered from GBV survivors about how they view the quality of the service and information gathered from One UN M & E staff and the ISANGE OSC.  
Writing up case studies based on GBV survivor’s experience of the service.

	E-4 How effective is the ISANGE One Stop Centre in providing holistic, timely and high quality multi-sectoral services to survivors of GBV and child abuse?

	 Focus group and individual interviews with at least 30 
Adult and child survivors and chose 5 to do more in-depth interviews with. Participant observation of ISANGE OSC 
Individual interviews with ISANGE OSC staff 
	M & E reports
Planning documents
Short reports 
Police and prosecution statistics
	 Development of case studies highlighting the holistic nature of the experience for the GBV survivor through triangulating information from interviews and self-assessment questionnaires. 

	E-5 How has the support of the One UN contributed to capacity building of the ISANGE OSC team to ensure effective delivery of services?

	Participant observation of ISANGE OSC  
Individual interviews with ISANGE OSC 
Individual interviews with ONE UN staff
Interviews with at least 10 GBV adult and child survivors as to how they view the skill level of staff. 
Views from key stakeholders 
	Training reports
Project documents 
Budget allocations
GMO statistics and narrative reports. 
	Review baseline data on skill level and compare it current skill level triangulate with information gathered from training reports and M & E reports specifically before and after training events.  
Triangulate information from the experience of the GBV survivor as to whether they saw a change in service over time.  

	E-6 How is data collected? Is the data aligned with national standards? Is it aligned with GBVIMS? Are reports generated regularly? Is the system computerized? Who is in charge of the data (the police?) and is this coordinated with other sectors?

	Individual interviews with ONE UN staff 
Individual interviews with management staff of ISANGE OSC including M & E staff. 
Participant observation of ISANGE OSC 

	M & E reports 
Training reports 
Records kept by the police and hospitals. 
Read GBVIMs standards
 


	Review of data collected looking at type of data, timeliness of data, computerized, how shared and what it done by the ISANGE OSC compare it to national standards and triangulate information with data review of program reports. 

	E-7 How effective is the monitoring and reporting mechanisms?

	Interview of M & E staff at the ONE UN
M & E staff at the ISANGE ONE UN
Individual meetings with ISANGE OSC 
Meetings with survivors to understand process for providing feedback
	M &E reports 
Planning documents 
	Through reading M &E reports and triangulating with information from M & E staff as to what has changed over time as a result of the monitoring reports. Include impressions from ISANGE OSC staff as to what changed over time and the reasons that it changed. 

	Efficiency 

	EF-1 What measures have been taken during the implementation to ensure that resources are efficiently used?

	Interviews 
With ISANGE OSC staff including management staff to understand the role of each staff.  
Interviews with ONE UN staff especially the designers and M &E staff in the program. 

	Log frame
budget
Log frame
Monitoring reports
Project documents 
Log frame
Output document
Review of salary structure
Review of management structure. 

	 Identifying all the components contributing to the program and dollar value calculated including training costs of staff.  This could be done through a document review of the budget and then assigning value to each activity. 
Review of number of victims accessing the services on a daily basis and comparing that to the number of staff in service. 

	EF-2 Have the outputs been delivered in a timely manner?
	
	
	

	EF-3 Could the activities and outputs been delivered with fewer resources without reducing their quality and quantity? 

	
	
	

	EF-4 Is the managerial and staff structure of the OSC cost-effective? Is it adequate to current context and demand?
	
	
	

	EF-5 Have ONE UN’s organizational structure, managerial support and coordination mechanisms effectively supported the delivery of the ISANGE programme? How well was the programme managed? Also assess ONE UN internal communications, institutional arrangements and level of involvement of UN Agencies.

	Individual interviews and Focus group discussions 
Participant observation at relevant UN meetings where ISANGE is discussed.  
 
	Program document, M &E reports, log frame
Reports and internal communication about the program across UN agencies and internally. 
	Through creating a stakeholder analysis in order to identify gaps in ISANGE OSC and triangulate with information gathered from interviews.

	EF-6 The adequacy of the government commitment to the ISANGE programme; and extent to which national expertise and resources have been used;
	Individual interviews and focus group discussions 
Government stakeholders, 
and ONE UN staff members 
SAQ for ISANGE staff 
	Job descriptions Contracts with ISANGE OSC 
Government records
	Analyze the number of public announcements, types and level of resources that have been utilized gathered though an analysis of government documents by the government about the ISANGE OSC, putting a stakeholder analysis together of national counterparts to understand role. 

	EF -7 The efforts made by the partner institutions to ensure participation of different stakeholders in the implementation process and extent of their participation; 
	Interview with ONE UN to understand the content of meetings, who involved, and  outcome of meetings
Participant observation in ISANGE OSC 
Partner institutions 
Interview with ISANGE OSC staff 

	Training reports Project documents 

	Develop stakeholder analysis based on partner involvement including the extent of their participation.  This could be developed from triangulated interview and SAQ data. 

	EF-8 Whether stakeholders have a sense of ownership of the ISANGE programme; Whether there were any conflicts of interest among stakeholders, and if so, the steps taken to resolve these conflicts.

	Individual meetings with ISANGE staff their level of feeling of ownership. 
Individual meetings with ONE UN staff. 
	M & E reports 
Reporting documents 
Guidelines 
	Triangulate information gathered from training and capacity building reports with information gathered interviews. 

	Sustainability 

	S-1 Is the ISANGE programme technically, financially or otherwise supported by national/local institutions? Do these institutions demonstrate leadership commitment and technical capacity to continue to work with the ISANGE programme or support the scale up strategy? 

	Half day workshop with key government and UN stakeholders to understand all aspects. Interviews and with members of national institutions 
Individual interviews with ISANGE OSC 
Interview with members of ONE UN. 
Participant Observation in meetings with national institutions.  
	Project document
Project budget 
Project reports 
National strategic plans of MOH, Police, Gender ministry
	Review if OSC is part of the overall strategic plans for MOH, Police, and MOJ and triangulate this information with information gathered from interviews with staff from the ONE UN, national institutions, and ISANGE OSC 

	S-2 What adaptive or management capacities of national and international partners, such as learning, leadership, programme and process management, networking and linkages have been supported? 

	Interviews with ONE UN staff 
Participant Observation in ISANGE OSC and in meetings about OSC.  
Interviews with ISANGE OSC
Interviews and focus group discussions with National and International partner organizations
	Budget and funding documents
 Workshop and training reports 
Training planning documents

	Assess the type and range of training opportunities that have been provided to national and international partners in support of the program through reviewing project documents and triangulating the information from interviews from ONE UN, ISANGE OSC and from what is observed at meetings.  Assess what skills have been developed over time.   

	S-3 What mechanisms have been put in place to ensure the sustainability of ISANGE OSC programme results? Is there evidence of interest or concrete plans for scaling up or replication of successful experiences?
	Interviews with 
ISANGE OSC management and coordination . 
Interview with ONE UN staff  
	Project planning documents 
M & E reports 
National Scaling up strategy
Plan of action of OSC
Training documents
	Put together an overview of the mechanisms that have been planned and which ones exist to ensure the sustainability of the program. Developing a checklist of criteria that leads to successful experiences to assess whether these criteria can be found in planning documents.  

	S-4 What is the likelihood that benefits from ONE UN support will be maintained for a reasonable long period of time if the One UN was to pull out?

	Interviews and Focus group discussion with ONE UN
SAQ for ISANGE OSC 
Women’s Groups 
	Planning documents 
Project proposals
Reporting documents 
	Assessing skills and level of commitment of staff, and funding options that are in place.  

	S-5 What operational capacities of national partners, such as technology, finance and staffing, have been strengthened? What about management and operational capacities of the police involvement in the centre?



	Interviews with Police and National partners. Interviews with staff from ONE UN. Individual interviews with Adult and Child Survivors to understand their opinion of the capacity of the police and other national partners. 
Individual  ISANGE OSC 
	Reporting documents 
Training documents 
	Carrying out a stakeholder analysis of all national partners assess whether job descriptions have been drawn up especially for police officers.  Triangulate information with and checking if job descriptions have been drawn up for police officers.  





Annex 4: Interview Guides
1.Victims 
2.IOSC and Gihundwe staff 
	a.Coordination
	b.JPO
	c.Medical doctor/Gynecologist
	d.Social Worker/Psychologist

1. Victim/Survivor Questionnaire
Name
Date accessed service
Type of case
Type and level of service provided to you
Point of entry to service: 
Motivation/Awareness 
Why did you decide to go to the One Stop Centre (OSC)? 
How did you know about the OSC? 
Experience using the service
Tell me about your experience? 
What services did you access? 
How long did you spend? 
What questions were asked? 
How were you treated? 
What made you decide to access the services that you accessed? 
Have you been followed up since you left the OSC? How did that work? 
Do you currently have a case with the police? 
Tell me about that experience? 
Do you have a case with the court? 
Tell me about that experience? 
Broader community 
What do you tell your friends about the service? 
What is the communities impression of the service?  Does their perception match your experience?
2. IOSC/Gihundwe 
a. Coordination/management level 
Job Title: 
Location:
Length of service at your job
Amount and level of training received for the job
Assessing behaviors 
How do you feel the OSC is working overall? 
What is the main benefit that it provides to the survivors/victims? 
Assessing content knowledge 
What is your main role? 
What rights so victims/survivors have?  
What mechanisms do you have in place to seek feedback from victims/survivors?  
Assessing critical understanding of the problem
What are the most common reasons that people will come to the OSC? report an incident of GBV to the police? 
How do you believe the center contributes to preventing the violence in the first place? 
Relevance
What are the resources you need to do your job? List 
Did you feel you had sufficient resources to do your job?

What are the main reasons that victims give for coming to the ISANGE Center? 
What kind of training did you receive in order for you to do your job? How long? What was the content? What other training is needed and have you requested it? 
Effectiveness 
Have there been any relevant legal or policy changes since you started working at ISANGE? 
How do you assess progress in your program? What type of data are you gathering?  Has the type of data that you are gathering changed over time?  
What kind of training have you received in order to gather the appropriate data?  What other kind of training have you received?  What do you most remember from the training? 
Efficiency
What resources do you need to do your job efficiently and effectively?  
Do you feel there are sufficient number of staff on call at one time?  Is it too many-where could you cut back without undermining the quality of the program?? Is it insufficient-if so what other staff do you need?  
Are there areas where you feel there needs to be more support from the government? From the UN?  
How are conflicts resolved when they arise? 
Sustainability
How would you assess the sustainability of this program? 
What steps have been taken by key stakeholders that you are aware to ensure that this program is sustainable?  Are you aware of the action plan to scale up and were you a part of the development of that plan? 
What evidence have you seen that the government is committed to sustaining this program once the UN pulls out? 
Do you feel there are sufficient number of staff on call at one time?  Is it too many-where could you cut back without undermining the quality of the program?? Is it insufficient-if so what other staff do you need?  
Are there areas where you feel there needs to be more support from the government? From the UN? 
How are conflicts resolved when they arise? 
b. For JPO/LEGAL ADVISOR 
Interview guides for staff from ISANGE
Job Title: 
Location:
Length of service at your job
Type and level of training received since starting at OSC
Assessing behavior toward victim/survivor 
What is the most important message for a victim/survivor from your perspective? 
Name three criteria of the code of conduct? 
Assessing content knowledge 
What is the advice that you provide to the victims/survivors? 
What are the relevant laws that you refer in the majority of the cases? 
Which policies do you refer to?
What do you tell the victims/survivors their rights are in these cases? 
Assessing critical understanding of the problem
What are the reasons that cases are taken forward? 
What are the reasons that cases are not taken forward? 
What measures need to be taken to increase the number of cases going forward? 
Relevance
What are the resources you need to do your job? 
Did you feel you had sufficient resources to do your job?
What are the main reasons that victims give for coming to the ISANGE Center? 
What kind of training did you receive in order for you to do your job? How long? What was the content? What other training is needed and have you requested it? 
Effectiveness 
Have there been any relevant legal or policy changes since you started working at ISANGE?
How do you assess progress in your program? What type of data are you gathering?  Has the type of data that you are gathering changed over time?  
What kind of training have you received in order to gather the appropriate data?  What other kind of training have you received?  What do you most remember from the training? 
Efficiency
What resources do you need to do your job efficiently and effectively?  Have you had access to these resources?  If not, why not? If so, are they available on a regular basis? 
Do you feel there are sufficient number of staff on call at one time?  Is it too many-where could you cut back without undermining the quality of the program?? Is it insufficient-if so what other staff do you need?  
Are there areas where you feel there needs to be more support from the government? From the UN in the sense that there would be an improvement in quality? 
How are conflicts resolved when they arise? 
Sustainability
How would you assess the sustainability of this program? 
What steps have been taken by key stakeholders that you are aware to ensure that this program is sustainable?  Are you aware of the action plan to scale up and were you a part of the development of that plan? 
What evidence have you seen that the government is committed to sustaining this program once the UN pulls out?  
C. Medical Doctors/Gynecologists 
Job Title: 
Location:
Length of service at your job
Amount and level of training received for the job
Assessing behaviors 
How open do you find that victims/survivors are to the advice that you give them? 
Assessing content knowledge 
What medical issues do you advise victims/survivors on? 
What are you required to do by law? 
Assessing critical understanding of the problem

What do you find are the most common medical consequences of GBV? 
Relevance
What are the resources you need to do your job? 
Did you feel you had sufficient resources to do your job?
What are the main reasons that victims give for coming to the ISANGE Center? 
What kind of training did you receive in order for you to do your job? How long? What was the content? What other training is needed and have you requested it? 
Effectiveness 
Have there been any relevant legal or policy changes since you started working at ISANGE? 
How do you assess progress in your program? What type of data are you gathering?  Has the type of data that you are gathering changed over time?  
What kind of training have you received in order to gather the appropriate data?  What other kind of training have you received?  What do you most remember from the training? 
Efficiency
What resources do you need to do your job efficiently and effectively?  Have you had access to these resources?  If not, why 
Sustainability
How would you assess the sustainability of this program? 
What steps have been taken by key stakeholders that you are aware to ensure that this program is sustainable?  Are you aware of the action plan to scale up and were you a part of the development of that plan? 
What evidence have you seen that the government is committed to sustaining this program once the UN pulls out?  
D. Social Worker/Psychologist
Length of service at your job
Type and level of training received since starting at OSC
Assessing behaviors 
What approach is most successful to ensure that the patient is feeling comfortable and able to listen to you? 
How do you conduct your information sessions? 
Assessing content knowledge 
What are the different options for victims/survivors? 
If a victim/survivor does not want any of the services what do you do? 
If the victim/survivor wants all or at least one of the services what do you do? 
Assessing critical understanding of the problem
What types of services do the victims/survivors usually request? 
Which types of services are they less interested in? 
What do you think the reasons that the victims/survivors make the various choices that they make? 
Relevance
What are the resources you need to do your job? 
Did you feel you had sufficient resources to do your job?
What are the main reasons that victims give for coming to the ISANGE Center? 
What kind of training did you receive in order for you to do your job? How long? What was the content? What other training is needed and have you requested it? 
Effectiveness 
Have there been any relevant legal or policy changes since you started working at ISANGE? 
How do you assess progress in your program? What type of data are you gathering?  Has the type of data that you are gathering changed over time?  
What kind of training have you received in order to gather the appropriate data?  What other kind of training have you received?  What do you most remember from the training? 
Efficiency
What resources do you need to do your job efficiently and effectively?  Have you had access to these resources?  If not, why not? If so, are they available on a regular basis? 
Do you feel there are sufficient number of staff on call at one time?  Is it too many-where could you cut back without undermining the quality of the program?? Is it insufficient-if so what other staff do you need?  
Are there areas where you feel there needs to be more support from the government? From the UN in the sense that there would be an improvement in quality? 
How are conflicts resolved when they arise? 
Sustainability
How would you assess the sustainability of this program? 
What steps have been taken by key stakeholders that you are aware to ensure that this program is sustainable?  Are you aware of the action plan to scale up and were you a part of the development of that plan? 
What evidence have you seen that the government is committed to sustaining this program once the UN pulls out?  
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