[image: ]



[bookmark: _GoBack]




Review of Rwanda by the Committee on Economic, Social and Cultural Rights

Submission: Elizabeth Glaser Pediatric AIDS Foundation

October 2012































[image: ]
4

Introduction 

EGPAF has been working in Rwanda since 2000, when it began providing technical support for Rwanda’s national prevention of mother-to-child transmission of HIV (PMTCT) programme. EGPAF’s work is aligned with Ministry of Health’s (MOH) priorities and national health strategies. EGPAF is working closely with the MOH, donors and international organizations to support the implementation of high quality health services in Rwanda. EGPAF supports comprehensive, family-centered HIV prevention, care and treatment services as well as quality maternal and child health services, family planning/reproductive health, and nutrition services. 

Context

Rwanda is the most densely populated country in sub-Saharan Africa.  Sixty percent of the population lives below the poverty line, with 90 percent engaged in mainly subsistence agriculture. Rwanda is ranked 166 out of 187 countries on the Human Development Index[footnoteRef:1] but has made good progress against the Abuja Declaration of 2001, with 9 percent of GDP dedicated to health expenditures. The Government of Rwanda has a strong record of financial controls and internal financial accountability, though it is still dependent on donor support for HIV and health programmes.  [1:  International Human Development Indicators, at: http://hdr.undp.org/en/data. Retrieved 26 April 2012.] 


Current situation and achievements

During the last 10 years, Rwanda, with support from its partners, has made remarkable achievements in improving HIV, family planning and maternal and child health (MCH).  It has also made great achievements in the scaling up of innovative national approaches such as performance-based financing in health and a widely-accessed community health insurance scheme. 

According to the 2010 Rwanda Demographic Health Survey (DHS)[footnoteRef:2], HIV prevalence has not changed since 2005, and is three percent for the general population (3.7 percent for women and 2.2 percent for men). HIV prevalence is three times higher in urban areas (7.1 percent) than in rural areas (2.3 percent). At the end of 2009, an estimated 170,000 adults and children were living with HIV/AIDS[footnoteRef:3] and 130,000 children younger than 17 years had lost one or more parents to the disease.  [2:  Rwanda Demographic and Health Survey 2010, February 2012.]  [3:  UNAIDS, Report of the Global AIDS Epidemic, 2010. ] 


The contraceptive prevalence rate increased from four percent to 45 percent from 2000 to 2010; the total fertility rate showed progressive decline from 6.1 children per woman in 2005 to 4.2 in 2010; almost all Rwandan women (98 percent) attend at least one ante-natal care (ANC) visit; facility-based deliveries have increased and a skilled provider assisted at 69 percent of births in 2012, compared to 30 percent in 2005. Maternal mortality decreased from 750 in 2005 to 476 in 2010 (although the MDG Goal 5 is 268). Immunization coverage is high: 90 percent of children aged 12-23 months received all the recommended vaccines. Currently, infant mortality is 50 deaths per 1,000 live births for the five-year period before the survey, compared with 73 deaths for the five-to-nine year period before the survey. Under-five mortality levels have also decreased from 133 deaths per 1,000 live births to 76. 

Progress has been made in the expansion of HIV prevention, care and treatment programmes as well. According to an equity-focused bottleneck analysis conducted by the MOH in November 2011, 89 percent of health facilities offer PMTCT services.  Male involvement in PMTCT has been extensive in Rwanda; as an example, 81  percent of male partners were counseled  and tested for HIV during ANC in 2010 from 63 percent in 2007 (MOH Annual Progress Report 2010). 

Population based data showed that in 2010, 78 percent of HIV+ pregnant women received ARVs and 74 percent of HIV exposed infants received ARV prophylaxis (which is an increase from 55 percent in 2008) and 78 percent of HIV exposed children received cotrimoxazole. (Country progress report Rwanda 2012).

As of June 2011, 96,123 people were receiving antiretroviral therapy in Rwanda. This total included 7,597 infants and children aged 0-14 (3,840 female and 3,757 male), as well as 88,526 aged 15 years and older (55,036 female and 33,490 male). In the HIV and AIDS in Rwanda 2010 Epidemiologic Update, it is estimated that there were 105,190 people eligible for antiretroviral therapy in 2011: 90,460 aged 15 years or greater and 14,730 aged 0-14 years (EPP, 2010, medium bounds). Using these data, it is calculated that 91.4 percent of HIV-positive individuals eligible for antiretroviral therapy in Rwanda are receiving it.

Rwanda has committed itself to eliminating the transmission of HIV from mother to child to below 2 percent at 18 months by 2015,[footnoteRef:4] and has placed elimination high on the national policy agenda. In May 2011, the First Lady of Rwanda launched the National Initiative to Eliminate MTCT of HIV. The country drafted a national strategy and operational plan (2011-2015) for the elimination of mother-to-child transmission of HIV in Rwanda and is in the process of engaging all 30 health districts in the country to create their own elimination plans and targets.[footnoteRef:5] In order to reach more women with more efficacious ARV regimens, the government has adopted Option B+, along with the implementation of a task-shifting policy to allow nurses to prescribe ARVs.[footnoteRef:6]  [4:  2 percent transmission at 18 months]  [5:  The national elimination strategy will complement the National Strategic Plan on HIV and AIDS 2009-12 and the Health Sector Strategic Plan (HSSP) 2009-2012.]  [6:  For pregnant HIV-infected women whose CD4 count is over 350, Option A involves 1) a daily dose of AZT (an antiretroviral drug) during pregnancy, 2) a combination of several ARVs during labour, delivery and one week post-partum. Option B and Option B+ call for the administration of triple combination ART. Under Option B, antiretroviral therapy would be stopped after the breast feeding period for women with CD4 counts above 350, while Option B+ calls for life-long treatment for HIV-positive pregnant and breastfeeding mothers regardless of CD4 count.] 


The use of performance-based financing (PBF) and Imihigo (performance contracts) has significantly contributed to improvements in service quality and achievement of targets in Rwanda.  Under Imihigo, district mayors, governors, and ministers sign six-month performance contracts with the President of the Republic. These contracts focus on priority areas and include specific outputs, indicators, and targets. 

Challenges

Despite the excellent progress Rwanda has made in health indicators, some gaps and challenges remain to achieve MDGs 5 and 6. Although 98 percent of Rwandan women attend at least one ANC visit, only 35 percent had the recommended number of four ANC visits (DHS2010), the health system is sub-obtimal in tracking loss to follow-up of mother-infant pairs, the country still has human resource constraints, and missed opportunities exist regarding HIV testing for infants at six weeks and 18 months.

The aforementioned district-level EMTCT plans are intended to address some of these challenges. EMTCT will be included in the goals under Imihigo, set to increase the accountability of district mayors to attain positive performance against health indicators in their districts. EGPAF is currently supporting a number of districts to develop their elimination plans. The district elimination plans will be finalized in 2012, but achieving the targets may require additional technical and financial support from 2013-2015.

Given the rapid scaling up of HIV services, including ART, over the last five years, the country had to ensure appropriate delegation of healthcare tasks from medical doctors to nurses to meet the growing demand for services. Task Shifting was an urgent option for HIV/AIDS management in Rwanda, in line with the WHO global recommendations and guidelines on task shifting, which propose the adoption or expansion of a task shifting approach as one method of strengthening and expanding the health workforce to rapidly increase access to HIV and other health services. By adopting this strategy, Rwanda has trained nurses to conduct some activities that were previously only offered by doctors, among them: ART first line prescription, the follow up of HIV-infected or HIV-exposed patients, early identification of therapeutic failure in patients on ART, identification and management of side effects, STIs and TB screening, and use of new patient files and registers. 

To further address the critical shortage of physicians and other health care cadres in Rwanda, the government is looking at one of the root causes of this shortage—the inadequate number of faculty staff to train future health professionals who can ensure high quality care. To address this problem, in 2011 the MOH developed a 5-year national Human Resources for Health (HRH) strategic plan, aiming to guide the health sector in the effective planning, development, management and utilization of human resources in Rwanda. A newly funded HRH programme plans to establish strong institutional capacity to maintain and grow the number of locally-trained specialists, doctors and nurses, thereby reducing the need for foreign assistance.[footnoteRef:7] [7:  The HRH initiative is lead by the MOH and implemented by 13 U.S. based universities. Over 100 faculty members from U.S. universities are expected to work with the national universities and teaching institutions beginning in the fall of 2012.
] 


Conclusion

It is clear that Rwanda has made great strides in improving its health indicators not only in HIV, but also in maternal and child health and family planning.  But there are some notable gaps that risk limiting the achievement of Rwanda’s EMTCT strategy and its Health Sector Strategic Plan III and the attainment of its MDG 5 and 6 targets. 

There is also a need to strengthen the M&E system in order to monitor progress against defined targets, and HIV services provision is not yet optimal for high-risk groups such as sex workers, prison inmates and men who have sex with men.

The government’s goal of health systems strengthening at the decentralized level to effectively deliver health services, as set forth in the Rwanda Decentralization Strategic Plan for 2011-2015, has not yet been fully achieved. Based on an evaluation of the previous phase of the Decentralization strategy, the MOH has identified some gaps and is implementing solutions in both the capacity of the local and central government to be able to monitor, evaluate and mentor health managers within districts, hospitals and health facilities. Even with a dramatic improvement in human resources for health, this gap will persist over the next three or more years, as the system catches up with planned improvements. 

Rwanda benefited from an abundance of donor resources following the 1994 genocide and has taken advantage of the donor and partner support to establish a functional health system. With rigorous financial controls and systems in place, excellent leadership, the transition of bilateral and multilateral fund to support national ownership and systems has been more rapid in Rwanda than in several other countries. However, Rwanda will still need targeted technical assistance to support the delivery of quality services through the period of transition. 
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