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Figure�8:�Prevention�Strategic�Framework:�Impact,�Outcomes,�Intermediate�Outcomes�and�Outputs
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OUTCOME�1.1:�REDUCTION�OF�SEXUAL�TRANSMISSION�OF�HIV�

Epidemic�monitoring�and�modeling�suggest�that�sexual�transmission� is�responsible�for�the�majority�
of�new�HIV� infections� in�Rwanda.� �Three� intermediate�outcomes�will� contribute� to� reduced�sexual�
transmission:� reduction�of� risky� sexual� intercourse;� reduction�of� susceptibility� to� infection� through�
increased�male�circumcision;�and�reduction�of� susceptibility� to� infection�through� increased�correct�
treatment�of�STIs.�

Progress�in�achieving�Outcome�1.1�will�be�tracked�by�the�indicators�shown�in�Figure�9.�

Figure�9:�Indicators�and�targets�for�Outcome�1.1:�Reduction�of�sexual�transmission�of�HIV�

Number� Indicator� Baseline� Target�by�
2012�

1.1a� Percentage� of� most�at�risk� populations
(female�sex�workers,�truck�drivers,�men�who�
have�sex�with�men,�prisoners)�who�are�HIV�
infected��

FSW:�baseline�2009�
Truck�drivers:�baseline�2009�
MSM:�baseline�by�2010�
Prisoners:�baseline�by�2010�

50%�
reduction�
from�
baseline��

1.1b� Percent� of� discordant� couples� that� remain�
discordant� after� enrolment� to� couples’�
counseling�and�testing�at�12,�24,�36�months�

Baseline�by�2009� 90%� at� 36�
months�

�
The� approach� for� achieving� this� Outcome� represents� a� number� of� significant� shifts� in� Rwanda’s�
approach�to�preventing�new�HIV�infections�through�sexual�transmission:�
�

� As�well�as�redefining�the�priority�target�groups�and�most�at�risk�populations�based�on�the�most�
up�to�date�epidemiological�information,�strategies�are�tailored�to�the�specific�needs�of�different�
population�groups.���

� The� strategies� place� a� particular� emphasis� on� the� participation� of� the� different� population�
groups�in�identifying�the�main�factors�placing�them�at�risk,�and�in�defining�the�most�appropriate�
community�responses.�

� Strategies�have�been�defined�so�as�to�ensure�that�HIV�prevention�programs�are�comprehensive,�
with�the�different�components�(such�as�education,�communication,�skills�building,�clinical�service�
provision,� access� to� commodities,� and� sexual� and� reproductive� health)� effectively� “linked� up”�
rather�than�being�delivered�in�a�fragmented�or�vertical�manner.�

�
INTERMEDIATE�OUTCOME�1.1.1�REDUCTION�OF�RISKY�SEXUAL�INTERCOURSE�
The� interventions� under� this� Intermediate� Outcome� are� designed� to� support� individuals� and�
communities� to� protect� themselves� from� becoming� infected� with� HIV.� � Risky� sex� is� not� solely�
determined�by�an�individual’s�knowledge�and�skills,�so�in�order�to�achieve�this�result�programs�will�
intervene�not�only�at� individual� level�but�will�also�help�address�relevant�community�and�structural�
factors.�

The�epidemiological�analyses�carried�out� in�preparation� for� the�development�of� this� strategic�plan�
showed� that� it� is� likely� that� majority� large� proportion� of� new� HIV� infections� occur� in� three�
populations:� sex� workers,� discordant� couples,� and� young� women� aged� 19�24.� � Each� of� these�
populations� has� a� number� of� specific� vulnerability� factors� that� need� to� be� addressed� through�
targeted�interventions�to�reduce�HIV�infection.��Many�other�groups�have�been�identified�as�being�at�
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risk�for�HIV�infection�because�of�their�behaviors�or�situations�(for� instance�men�who�have�sex�with�
men,�mobile�populations,�prisoners,�and�people�with�disabilities),�and�although�these�groups�do�not�
account�for�as�high�a�proportion�of�new�HIV�infections,�it�is�still�important�that�they�are�reached�by�
prevention� programs.� � At� the� same� time,� strategies� are� also� included� to� ensure� that� the� entire�
population� has� comprehensive� knowledge� on� HIV� and� AIDS� and� has� access� to� a� basic� prevention�
“package”.�

Many� of� the� interventions� will� contribute� not� only� to� stemming� the� spread� of� HIV,� but� also� to�
improving�life�skills�in�general�and�sexual�and�reproductive�health�in�particular�–�not�only�are�these�
important�ends�in�themselves,�but�they�are�also�known�to�be�good�entry�points�for�HIV�prevention�
efforts.�

Progress�in�achieving�Intermediate�Outcome�1.1.1�will�be�tracked�by�the�indicators�shown�in�Figure�
10.�

Figure�10:�Indicators�and�targets�for�Intermediate�Outcome�1.1.1�Reduction�of�risky�sexual�intercourse��

Number� Indicator� Baseline� Target�by�2012�

1.1.1a� Percentage�of�women�and�men�aged�
15�49�who�reported�using�a�condom�the�
last�time�they�had�high�risk�sexual�
intercourse�(non�married�non�
cohabitating�partner)�(disaggregated�by�
age�and�sex)�

RDHS�2005:��
26.0%�in�women�15�24
19.7%�in�women�15�49
39.5%�in�men�15�24�
40.9%�in�men�15�49�

60%�in�women�15�24�
and�15�49�
�
75%�in�men�15�24�

and�15�49�

1.1.1b� Percentage�of�young�women�and�men�
aged�15�24,�and�18�24,�who�have�had�
sexual�intercourse�before�the�age�of�15,�
and�18,�respectively�

RDHS�2005:�
Before�age�of�15:�
3.9%�in�women�15�24�
13.2%�in�men�15�24�
Before�age�of�18:�
17.6%�in�women�18�24
27.2%�in�men�18�24�

�
�
�
Before�age�of�18:�
12%�in�women�18�24�
18%�in�men�18�24�

1.1.1c� Percentage�of�population�aged�15�49�
who�had�more�than�one�sexual�partner�
in�the�past�12�months�(disaggregated�by�
age�and�sex)�

RDHS�2005:��
0.6%�in�women�15�49�
5.1%�in�men�15�49�

Stabilize�at�<5%�

1.1.1d� Percentage�of�sero�discordant�
cohabiting�couples�reporting�consistent�
and�correct�condom�use�during�
reporting�period�

Baseline�by�2009� 50%�increase�from�
baseline�

1.1.1e� Percentage�of�men�reporting�the�use�of�
a�condom�the�last�time�they�had�anal�
sex�with�a�male�partner�

Baseline�by�2009� 50%�increase�from�
baseline�

1.1.1f� Percentage�of�female�sex�workers�
reporting�condom�use�during�last�sex�
with�a�client�

BSS�2006:�86.6%�� 93%�

1.1.1g� Percentage�of�other�most�at�risk�
populations�reporting�condom�use�
during�last�sexual�intercourse�with�non�
married�non�cohabitating�partner�
(disaggregated�by�risk�group)�

BSS�2006:�82%�in�
Truck�drivers�(Other�
baselines�to�be�
gathered)�

90%�(Truck�drivers)

�
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Strategies�are�organized�under�seven�Outputs.� �The�first�five�Outputs� incorporate�actions�aimed�at�
reducing� risky� sexual� behavior� within� the� different� population� groups� according� to� specific� risk�
factors;�Output�6�deals�with�a�specific�context� for�HIV�transmission,�sexual�violence;�and�Output�7�
deals�with�the�distribution�of�condoms.�

� Output�1.1.1.1.�General�population�reached�by�comprehensive�HIV�prevention�programs�
Key�strategies:�
i. Outreach� programs� promoting� safe� sexual� behavior� including� HIV/STI� prevention� education,�

anti� gender�based� violence� communication� and� counseling,� family� planning,� and� condom�
promotion�

ii. Community� sensitization� for� promotion� of� safe� sexual� behaviors,� including� HIV� testing� and�
condom�promotion�

iii. Involvement�of�local�authorities�in�community�sensitization�
iv. Involvement�of�medias�in�community�sensitization
v. Extension�of�youth�friendly�HIV�prevention�and�reproductive�health�services���
vi. Integration� of� sexual� and� reproductive� health� and� HIV� prevention� component� into� schools'�

curricula��
vii. Outreach� work� and� provision� of� complete� package� of� prevention� with� out�of�school� youth�

through� peer� education,� including� provision� of� information� on� SRH,� HIV� and� STIs,� gender�
based�violence,�condom�promotion,�life�skills,�and�referral�for�HIV�testing�and�STI��

viii. Extension�of�counseling�and�testing�services����
ix. Improvement�of�quality�of�counseling�and�testing services

�
The�key�indicators�and�targets�for�Output�1.1.1.1�are�shown�in�Figure�11.�

Figure� 11:� Indicators� and� targets� for� Output� 1.1.1.1.� General� population� reached� by� comprehensive� HIV� prevention�
programs��

Number� Indicator� Baseline� Target�by�2012�
1.1.1.1a� Percentage�of�population�who�both�

correctly�identify�ways�of�preventing�the�
sexual�transmission�of�HIV�and�who�reject�
major�misconceptions�about�HIV�
transmission�(disaggregated�by�age�and�sex)�

DHS�2005:��51%�in�
women�15�24;�54%�in�
women�15�49�
54%�in�men�15�24;�
58%�in�men�15�49�

70%�in�men�and�
women�aged�15�
24�and�15�49�

1.1.1.1b� Number�of�couples�who�have�received�
couples�HIV�counseling�and�testing�and�who�
know�their�results�in�the�last�12�months�

TRAC�Plus�2008:�
101,139�couples�
tested�

200,000�couples�
tested�per�year�
by�2012�

�
The�main�focus�of�this�Output�is�to�ensure�that�all�members�of�the�Rwandan�population�are�informed�
about�HIV�and�STI�prevention,�and�the�existence�of�key�services�such�as�family�planning,�HIV�testing,�
and�condoms.� �A� range�of� strategies�will�be�used�such�as�mass�media�communication,�community�
events�and�outreach,�and�campaigns.���

Young� people� will� be� reached� through� school� based� sexual� health� and� AIDS� education,� Anti�AIDS�
clubs�and�outreach�work� for�out�of�school�youth.� �School�based�education�can�be�controversial�as�
many� believe� it� encourages� sexual� activity.� � However,� there� is� currently� strong� evidence� that� sex�
education�for�young�people�can�encourage�safer�practices�and�delays�in�sexual�debut.�
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Informing�people�about�HIV�and�AIDS,�and�increasing�their�ability�to�act�on�that�information,�will�be�
complemented� by� improved� access� to� services.� � Availability� of� HIV� testing,� STI� treatment� and�
condoms� will� be� expanded,� so� as� to� ensure� that� the� Rwandan� population� has� access� to� these�
essential�services.��Making�HIV�testing�and�condoms�accessible�to�young�people�that�need�them�is�a�
key�strategy�under�this�Output�–�for�instance�through�training�for�“youth�friendliness”�or�integration�
of�services�into�youth�centers.��A�particular�emphasis�will�be�the�promotion�and�provision�of�couple�
counseling�and�testing�for�HIV,�as�an�entry�point�for�focused�prevention�work�with�people�living�with�
HIV� and� with� sero�discordant� couples� (see� Output� 1.1.1.5).� � Activities� under� this� Output� will� be�
carried�out�at�national,�provincial,�district�and�cell�level.���

� Output�1.1.1.2.�Women�aged�15�24�are�at�reduced�risk�of�HIV�infection�
Key�strategies:�
i. Improve�understanding�of�specific�vulnerabilities�of�women�aged�15�24�
ii. Outreach� work� with� women� aged� 15�24� to� promote� safe� sexual� behaviors� on� HIV� and� STIs,�

referral� for� HIV� testing� and� STI� diagnosis,� reproductive� health� services,� condom� promotion,�
gender�based�violence��and�PMTCT�

�
The�key�indicator�and�target�for�Output�1.1.1.2�is�shown�in�Figure�12.�

Figure�12:�Indicator�and�target�for�Output�1.1.1.2.�Women�aged�15�24�are�at�reduced�risk�of�HIV�infection�

Number� Indicator� Baseline� Target�by�2012�
1.1.1.1a� Percentage�of�women�aged�15�24�who�both�

correctly�identify�ways�of�preventing�the�
sexual�transmission�of�HIV�and�who�reject�
major�misconceptions�about�HIV�
transmission�(disaggregated�by�age)�

DHS�2005:��51%�in�
women�15�24�

70%�in�women�
aged�15�24��

�
There� is�evidence�that�women�aged�20�24�are�at�much�higher�risk�of�HIV� infection�than�their�male�
peers.��It�is�likely�that�a�significant�proportion�of�new�infections�occur�through�sex�with�men�at�higher�
risk�of�HIV,�for�instance�older�men.��Programs�will�work�(separately)�with�adolescent�women�(15�18)�
and�young�adults�(19�24)�to�better�understand�the�risk�factors�and�to�help�them�to�respond�to�the�
complex�factors�in�the�most�realistic�way.��Women�in�these�categories�will�be�supported�to�carry�out�
participatory�assessments�with�their�peers�in�order�to�assess�what�puts�them�at�risk�for�HIV�infection�
and� the� obstacles� they� face� when� trying� to� protect� themselves� from� HIV.� � These� assessments� will�
form� the� basis� for� developing� a� range� of� communication,� education,� skills� building,� as� well� as�
community� advocacy� activities� aimed� at� challenging� norms� (including� gender� norms)� that� make�
young�women�more�vulnerable.��Finally,�recognizing�that�the�vulnerability�of�this�population�group�is�
closely� linked� to�behaviors�and�attitudes�of� their� sex�partners,� the� findings�of� assessments�carried�
out� in� this� group� will� be� used� to� inform� and� strengthen� strategies� targeting� other� relevant�
population�groups� (for� instance,�males� in�the�general�population�and�mobile�populations).� �Finally,�
services� (in�particular�HIV� testing,� family�planning,�STI� treatment)�will�be�made�more�accessible� to�
these� groups,� paying� particular� attention� to� barriers� to� accessing� services� that� they� themselves�
identify.��Programs�with�this�population�group�will�be�carried�out�in�all�cells�by�the�end�of�2012.�

�
�
�
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� Output�1.1.1.3.�Sex�workers�are�reached�by�comprehensive�prevention�programs�
Key�strategies:�
i. Conduct�research�to�improve�understanding�of�vulnerability�and�needs�of�sex�workers�(some�

components�planned�and�costed�in�the�M&E�plan)�
ii. Outreach� to� sex� workers� through� peer� education� programs� involving� training� sex� workers�

including�provision�of�information�on�HIV�and�STIs,�condom�promotion,�life�skills�and�referral�
for�HIV�testing�and�STI�diagnosis,�violence,�reproductive�health�services�VCT�and�PMTCT�

iii. Reduce�socio�economic�vulnerability�of�sex�workers�
iv. Strengthen�sex�worker�participation�in�policy�development�and�program�implementation
v. Improve�the�environment�for�program�with�sex�workers�
vi. Extension�of�HIV�(including�testing),�STI�and�family�planning�services�to�sex�workers�

�
The�key�targets�to�be�achieved�for�Output�1.1.1.3�are�shown�in�Figure�13.�

Figure� 13:� Indicators� and� targets� for� Output� 1.1.1.3.� Female� sex� workers� are� reached� by� comprehensive� prevention�
programs�

Number� Indicator Baseline Target�by�2012
1.1.1.3a� Percentage�of�sex�workers reached�with�HIV�

prevention�programs��
Baseline�by�2009�
(Triangulation)�

60%��

1.1.1.3b� Percentage�of��sex�workers�who�both�correctly�
identify�ways�of�preventing�the�sexual�
transmission�of�HIV�and�who�reject�major�
misconceptions�about�HIV�transmission��

BSS�2006:�36.2%�

�

70%��

�

Although� situations� in� each� location� vary,� some� of� the� specific� vulnerability� factors� for� female� sex�
workers� include:� discrimination� in� access� to� services;� stigma� in� the� community;� violence;� high�
numbers� of� sexual� partners;� limited� ability� to� negotiate� safe� sex.� � A� specific� strategy� has� been�
included�to�empower�and�strengthen�the�participation�of�sex�workers�in�the�definition�of�priorities,�
the�design�and�implementation�of�programs,�and�the�conduct�of�advocacy�to�tackle�broader�causes�
of� vulnerability.� � Sex� workers� will� be� supported� to� carry� out� participatory� assessments� with� their�
peers� in�order�to�assess�what�puts�them�at�risk�for�HIV�infection�and�the�obstacles�they�face�when�
trying�to�protect�themselves�from�HIV.��These�assessments�will�form�the�basis�for�developing�a�range�
of� communication,� education,� skills� building,� condom� distribution� (including� female� condoms,� see�
Output� 1.1.1.7)� and� advocacy� activities� aimed� to� help� sex� workers� protect� themselves� from� HIV�
infection.���

HIV� testing� and� treatment,� family� planning� and� STI� diagnosis� and� treatment� service� providers� will�
receive� training� to� ensure� that� the� attitudes� of� health� care� workers� are� not� a� barrier� to� access� to�
health� care� for� sex� workers.� � Health� insurance� (Mutuelle)� will� be� provided� to� reduce� financial�
barriers� to� access.� � Programs� will� also� incorporate� advocacy� with� local� authorities� and� law�
enforcement�agencies� in� order� to�ensure� that� the�environment� is� supportive�of�prevention�efforts�
with� sex� workers.� � Sex� workers� are� often� discriminated� against� in� access� to� other� development�
programs�such�as� income�generation,�adult�education,�and�education�for�their�children.� �Programs�
will�also�aim�to�tackle�this�discrimination�and�improve�access�to�these�opportunities�for�sex�workers,�
as�a�strategy�for�further�reducing�their�vulnerability.��Programs�with�sex�workers�will�be�carried�out�
in�each�district�by�the�end�of�2012.�
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� Output�1.1.1.4:�Other�vulnerable�and�most�at�risk�populations�are�reached�with�comprehensive�
prevention�programs�
Key�strategies:�
i. Operational�research�to�identify�risk�populations�and�routine�surveillance�to�monitor�trends�in�

behavior,�prevalence,�etc.�(planned�and�costed�in�the�M&E�plan)�
ii. Provision�of�specific�counseling�services�for�people�with�disabilities�
iii. Outreach�for�people�with�disabilities�
iv. Outreach� work� with� prisoners� and� prison� workers� including� HIV� awareness� campaigns� and�

anti�AIDS�clubs�
v. Advocacy�with�authorities�to�ensure�a�supportive�environment�for�prevention�with�prisoners�
vi. Extension�of�testing,�HIV�and�sexual�health�services�to�prisoners:�mobile�VCT�
vii. Outreach� programs� to� migrant� and� mobile� workers� (truck� drivers,� moto� taxi� drivers,�

Fishermen)� � through� peer� education� programs� involving� training� about� prevention� among�
MSM,�provision�of� information�on�HIV�and�STIs,� referral� for�HIV� testing,�condom�promotion�
and�STI�diagnosis�

viii. Outreach� for� men� who� have� sex� with� men through� peer� education� programs� including�
provision�of�information�on�HIV�and�STIs,�referral�for�HIV�testing�and�STI�diagnosis�

ix. Extension�of�testing,�HIV�and�sexual�health�services�to�MSM�
x. Outreach�for�military/people�in�uniform�through�peer�education�programs�including�provision�

of�information�on�HIV�and�STIs,�referral�for�HIV�testing,�condom�promotion�and�STI�diagnosis�
xi. Extension�of�counseling�and�testing services�to�military/men�in�uniform:�mobile�VCT�
xii. Maintain�HIV�prevention�programs�for�refugees�and�surrounding�communities���

�

The�key�targets�to�be�achieved�for�Output�1.1.1.4�are�shown�in�Figure�14.�

Figure� 14:� Indicators� and� targets� for�Output� 1.1.1.4:�Other� vulnerable�and�most� at� risk�populations� are� reached�with�
comprehensive�prevention�programs�

Number� Indicator� Baseline� Target�by�2012�
1.1.1.4a� Percentage�of�other�most�at�risk�populations�

reached�with�HIV�prevention�programs�
(disaggregated�by�population)�

Baseline�by�2009�
(Triangulation)�

60%�in�all�most�
at�risk�
populations�

1.1.1.4b� Percentage�of�other�most�at�risk�populations�
who�both�correctly�identify�ways�of�preventing�
the�sexual�transmission�of�HIV�and�who�reject�
major�misconceptions�about�HIV�transmission�
(disaggregated�by�population)�

BSS�2006:�Truck�
Drivers:�39.1%�
Other�baselines�to�
be�obtained�

70%�in�all�most�
at�risk�
populations�

This� Output� incorporates� a� number� of� specific� populations:� MSM,� prisoners,� migrant� workers,�
people�with�disabilities,�people�in�uniform,�refugees).��Some�of�these�groups�have�been�shown�to�be�
at�high�risk�for�HIV�infection�because�of�specific�risk�factors�(MSM,�prisoners),�while�for�the�others�it�
is� important� to� implement� specific,� targeted�programs�because� they�are�not�always� systematically�
reached�by�the�broader�general�population�programs.��Addressing�sex�between�men�in�general,�and�
within�prisons,�is�a�new�area�of�work.��Operational�research�will�be�carried�out,�and�an�emphasis�will�
be� placed� on� ensuring� MSM� are� active� in� the� design� and� implementation� of� these� programs,� to�
ensure�that�they�are�carried�out� in�the�most�appropriate�way.� �A�specific�activity�will�be�to�ensure�
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access�to�condoms�and�water�based�lubricant�for�men�who�have�sex�with�men�(see�Output�1.1.1.7).��
For�all�of�the�population�groups�under�this�Output,�attention�will�be�paid�to�the�various�barriers�they�
encounter� in� accessing� information,� services� and� products� for� HIV� prevention.� � Health� insurance�
coverage�to�ensure�access�to�HIV�and�sexual�health�services�will�be�provided�as�necessary.�

� Output�1.1.1.5.�People�living�with�HIV�including�sero�discordant�cohabiting�couples�are�provided�
with�prevention�services�
Key�strategies:�
i. Outreach�with�PLHA�through�prevention�programs�
ii. Expansion�of�CT�for�families�and�partners�of�PLHA
iii. Expansion�of�diagnosis�and�treatment�of�STI,�OIs�for�PLHA (activities�under�Result�2)�
iv. Expansion�of�access�and�utilization�of�FP�and�reproductive�health�services�by�PLHA��
v. Increase�of�treatment�adherence�for�PLHA�(activities�under�result�2)�
vi. Outreach�work�with�sero�discordant�cohabiting�couples�including�ongoing�counseling,�referral�

for�HIV�testing,�reproductive�health�services�and�PMTCT�
�

The�key�target�to�be�achieved�for�Output�1.1.1.5�is�shown�in�Figure�15.�

Figure�15:� Indicator�and�target� for�Output�1.1.1.5.�People� living�with�HIV� including�sero�discordant�cohabiting�couples�
are�provided�with�prevention�services�

Number� Indicator� Baseline� Target�by�2012�
1.1.1.5� Percentage�of�those�testing�positive�for�HIV�

receiving�complete�prevention�package�
TRAC�Plus�2008:�5%� 80%�

�
“Prevention� with� positives”� is� an� integral� component� of� the� comprehensive� package� for� care,�
treatment� and� other� support� offered� to� people� living� with� HIV.� � In� terms� of� implementation,� this�
Output�is�therefore�combined�and�related�to�Outcome�2.3:�People�living�with�HIV�receive�care�and�
support�according� to�needs.� �People� living�with�HIV�will� receive�counseling�and�support� to�protect�
themselves�and�others�from�further�infection�(including�HIV�infection).��The�prevention�package�will�
also�include�comprehensive�care�and�treatment�for�HIV�and�opportunistic� infections,�and�access�to�
family� planning/reproductive� health� services.� � Particular� attention� will� be� paid� to� prevention� with�
people�in�sero�discordant�couples�are�supported�to�protect�themselves�from�HIV�infection.�The�main�
risk�factor�for�discordant�couples�is�not�knowing�about�the�discordance.��In�Rwanda,�and�elsewhere,�
condom�usage�among�stable�couples�is�very�low.��Knowledge�of�sero�discordance�is�therefore�a�key�
factor� in� motivating� couples� to� protect� themselves� –� as� part� of� a� “Prevention� with� positives”�
package.� � Because� discordance� is� not� a� characteristic� of� any� given� population� group,� discordant�
couples� will� be� targeted� through� a� broad� strategy� of� promoting� couple� counseling� and� testing� to�
people� in� stable� relationships,� as� an� entry� point� for� “prevention� with� positives”� and� discordant�
couple�prevention�(see�previous�Outputs).���

�

� Output�1.1.1.6.�HIV�infections�resulting�from�sexual�or�gender�based�violence�are�prevented�
Key�strategy:�
i. Reinforcement�of� linkages�and�referral�systems�between�the�community,�police�authorities�

and�health�services�for�comprehensive�care�of�victims�of�sexual�and�gender�based�violence�

The�key�target�to�be�achieved�for�Output�1.1.1.6�is�shown�in�Figure�16.��
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Figure� 16:� Indicator� and� target� for� Output� 1.1.1.6.� HIV� infections� resulting� from� sexual� or� gender�based� violence� are�
prevented�

Number� Indicator� Baseline� Target�by�2012�
1.1.1.6a� Percentage�of�health�facilities�with�post�

exposure�prophylaxis�(PEP)�available��
SPA�2007:�28%� 100%�

1.1.1.6b� Percentage�of�women�presenting�at�health�
facilities�reporting�rape�who�receive�PEP�
according�to�national�guidelines�

Baseline�by�2009� 100%�

�
This� result� will� be� achieved� via� a� two�pronged� approach.� � The� first� is� to� support� efforts� aimed� at�
preventing� violence,� including� gender� based� violence.� Communication� on� the� unacceptability� of�
gender�based�violence�will�be�integrated�into�different�HIV�communication�programs�(see�previous�
Outputs);� community�outreach�efforts�will� also�work� to�encourage�reporting�of� sexual�and�gender�
based� violence.� � The� second� component� relates� to� preventing� new� infections�as� a� result� of� SGBV.�
This�is�the�provision�of�support�for�victims�of�sexual�or�gender�based�violence.��A�key�component�of�
this�will�be�access� to�post�exposure�prophylaxis,�and�addressing� the�barriers� to�accessing� services.��
For�instance,�at�present�the�point�of�entry�for�victims�of�gender�based�violence�is�the�legal�system,�
which� can� delay� the� provision� of� urgent� medical� attention� –� this� issue� will� be� addressed� at� policy�
level.���
�

� Output�1.1.1.7.�Male�and�female�condoms�are�available�and�accessible�for�all�populations�
Key�strategies:�
i. Increase�in�social�marketing�of�both�male�and�female�condoms�
ii. Strengthening� of� � community� based� distribution� initiatives� of� condoms� to� most� at� risk� and�

other�vulnerable�groups�
iii. Strengthen�initiative�for�promotion�of�female�condom�use�
iv. Expanding�distribution�of�condoms�in�the�private�sector�
v. Strengthening�of��linkages�between�FOSA�and�CSO/CBOs�for�the�distribution�of�condoms�
vi. Strengthening�of�CSO�umbrellas�involved�in�prevention�

�
The�key�targets�for�Output�1.1.1.7�are�shown�in�Figure�17.�

Figure� 17:� Indicators� and� targets� for� Output� 1.1.1.7.� Male� and� female� condoms� are� available� and� accessible� for� all�
populations�

Number� Indicator� Baseline� Target�by�2012�
1.1.1.7a� Total�number�of�condoms�available�for�

distribution�nation�wide�during�the�last�12�
months�

Rwanda�RHC�2009:�
Approximately�
15,000,000�condoms�

26,000,000�
condoms�

1.1.1.7b� Percentage�of�young�women�and�men�aged�
15�24�who�report�they�could�get�condoms�
on�their�own�

DHS�2005:�
37%�in�women�15�24�
73%�in�men�15�24�

60%�in�women�

80%�in�men�

�
Condoms� are� one� of� the� essential� tools� for� preventing� sexual� transmission� of� HIV,� for� preventing�
many� STIs� and� for� preventing� unwanted� pregnancies.� � Condoms� are� often� stigmatized� as� being�
indicative� of� “immoral”� conduct.� � Communication� efforts� described� in� Outputs� 1.1.1.1�1.1.1.5� will�
help�to�open�attitudes�towards�condoms.�
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Rwanda�has�had�a�national�condom�policy�since�2005.��However,�the�joint�review�of�the�2005�2009�
NSP�and�a�Rapid�situational�analysis�for�condom�programming�in�Rwanda�conducted�in�the�second�
half� of� 2008,� identify� a� number� of� gaps� in� the� implementation� of� condom� programs.� � Sector�
strategies�to�explicitly�address�the�identified�gaps�will�be�set�in�the�detailed�condom�strategy�and�the�
2009�2012�NSP�will�take�the�recommendations�into�account�to�ensure�more�effective�availability�and�
accessibility� of� condoms� both� to� the� general� population� and� to� specific� target� groups,� especially�
most�at�risk�populations.�

Social� marketing� programs� will� be� improved� to� support� public� and� private� sector� strategies� for�
promotion� of� correct� and� consistent� condom� use� and� distribution� of� condoms� to� ensure� better�
access� to� condoms� by� the� general� population.� � Greater� emphasis� than� before� will� be� paid� to�
promotion�of�correct�and�consistent�condom�use�for�its�dual�role�in�terms�of�protection�against�HIV�
infection� and� unwanted� pregnancies.� � Mass� media� communication� on� condoms� will� also� be�
increased:� this� approach� is� required� to� raise� awareness,� increase� acceptability� of� condoms� in� the�
general� population,� increase� visibility� of� condoms� and� points� of� sales,� as� well� as� creation� and�
promotion�of�new�and�easily�accessible�outlets�at�the�community�level�(Umudugudu�level)�especially�
in�the�most�hard�to�reach�geographical�locations�in�the�country.�

Condom�programming�by�different�sectors�i.e.�Public,�private�and�social�marketing�sectors�will�also�
include� advocacy� and� involvement� of� authorities� to� influence� behavior� and� destigmatize� condom�
use,�as�well�as� reinforcement�of� linkages�between�FOSAs�and�CSOs,�LNGOs�and� local�communities�
for�condom�promotion�and�distribution.�

Initiatives�for�promotion,�distribution�and�training�about�consistent�and�correct�female�condom�use�
will�be�strengthened�especially�among�women�groups�to�meet�the�preferences�of�condoms�as�well�
as�empower�women�to�make�decisions�about�safer�sex.�

Reliable�availability�of�condoms�in�FOSAs�is�an�important�component�for�community�based�programs�
as�well�as�prevention�with�positives�and�or�discordant�couples�at�the�health�facility�and�community�
levels.� � In� addition,� more� attention� will� also� be� given� to� initiatives� for� promotion� of� correct� and�
consistent�condom�use�and�distribution�by�community�based�groups� including�LNGO,�Associations,�
peer� groups,� health� volunteers� and� CHWs.� In� addition,� trained� CHWs� in� collaboration� with� their�
respective�health�facilities�will�facilitate�other�groups�in�their�local�villages��to�provide�interpersonal�
communication� and� sensitization� about� condom� promotion� as� well� as� consistent� and� correct�
condom� use.� � These� interpersonal� and� community� level� condom� promotion� activities� will� be�
integrated�into�targeted�HIV�prevention�programs�described�in�Outputs�1.1.1.1�to�1.1.1.5�above.��

Targeted�condom�distribution�programs�will�ensure� that�most�at� risk�populations�have�continuous�
access.��This�will�be�carried�out�through�outreach�programs�(condom�promotions�and�distribution)�as�
well�as�distribution�in�specific�sites�such�as�“hotspots”.� �Each�sector�i.e.�Public,�private,�civil�society�
and�social�marketing�will�have�community�distribution�strategies�that�suit�specific�target�groups�of�
communities.��

INTERMEDIATE�OUTCOME�1.1.2�INCREASED�PREVALENCE�OF�MALE�CIRCUMCISION�
High� coverage� of� male� circumcision� has� been� shown� to� be� effective� in� reducing� heterosexual�
transmission�of�HIV� infection.� �Under�this�Outcome,�circumcision�will�be�promoted�to�adult�males,�
with� the� aim� of� increasing� the� prevalence� of� circumcision.� � In� addition,� although� circumcision� of�
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newborn� boys� will� not� contribute� to� the� result� of� reduced� sexual� transmission� of� HIV� during� the�
period� covered� by� this� NSP,� it� is� nonetheless� an� important� long�term� strategy� for� reducing�
susceptibility�to�HIV�infection�in�the�Rwandan�population.�

Progress� in� achieving� Intermediate� Outcome� 1.1.2� will� be� tracked� using� the� indicators� shown� in�
Figure�18.�

Figure�18:�Indicators�and�targets�for�Intermediate�Outcome�1.1.2�Increased�prevalence�of�male�circumcision�

Number� Indicator Baseline Target�by�2012

1.1.2a� Prevalence�of�male�circumcision�among�
adolescent�and�adult�men�(disaggregated�
by�age�[10�19,�20+])�

Intermediate�DHS�
2007/8:�15%�in�males�
15�59�

50%�in�men�10�
19;�30%�in�men�
20+�

1.1.2b� Proportion�of�males�born�in�the�last�12�
months�circumcised�at�a�health�facility�

Not�available� 50%�of�newborn�
males�in�2012�

�

� Output�1.1.2.1.�Newborn�boys,�adolescents�and�adults�have�increased�access�to�circumcision�
Key�strategies:�
i. Advocacy�for�integration�of�circumcision�in�minimum�package�of�health�centers�
ii. Promotion�and�provision�of�male�circumcision�for�adolescents�and�adults�
iii. Promotion�and�provision�of�male�circumcision�for�newborn�boys

�
The�key�target�for�Output�1.1.2.1�is�shown�in�Figure�19.�

Figure� 19:� Indicator� and� target� for� Output� 1.1.2.1.� Newborn� boys,� adolescents� and� adults� have� increased� access� to�
circumcision�

Number� Indicator� Baseline� Target�by�2012�
1.1.2.1� Percentage�of�health�facilities�with�staff�

who�can�perform�male�circumcision�
SPA�2007:�21%�of�
health�facilities��

80%�

�
Making� circumcision� available� to� both� adults� and� newborns� will� require� considerable� capacity�
building�and�advocacy�to�ensure�that�health�centers�are�able�to�offer�the�service,�as�well�as�providing�
any� related�communication�and� follow�up�activities.� � It�will�be�progressively�made�available� in� the�
majority�of�FOSAs.�

Different� strategies� will� be� adopted� for� promoting� and� providing� circumcision� to� adults� and�
newborns.��In�the�case�of�adults,�it�is�widely�acknowledged�that�low�risk�sexual�behavior�(reduction�
in� concurrent� sexual� partnerships� and� consistent� condom� use)� continue� to� be� important� for�
circumcised� men,� and� that� circumcision� programs� should� address� the� potential� for� behavioral�
inhibition� among� men� who� accept� circumcision.� Communication� on� circumcision,� which� will� be�
integrated�into�broader�HIV�communication�efforts�(see�Intermediate�Outcome�1.1.1),�will�take�this�
into�consideration.��Although�circumcision�will�be�available�to�all�adult�males,�voluntary�circumcision�
will�be�particularly�promoted�to�men�with�higher�risk�factors�for�sexual�transmission�of�HIV,�and�men�
in�settings�such�as�the�military,�prisons�and�higher�education�establishments.�

Circumcision� for� newborn� boys� is� not� problematic� in� terms� of� the� potential� impact� on� sexual� risk�
behavior;� nonetheless� it� is� important� for� service� providers� to� clearly� communicate� to� parents� the�
purpose�and�advantages�(not�just� in�relation�to�HIV)�of�circumcision.��Routine�offer�of�circumcision�
for�newborn�boys�will�be�integrated�into�infant�immunization�programs.�
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INTERMEDIATE�OUTCOME�1.1.3�INCREASED�QUALITY�TREATMENT�OF�STIS�
Awareness�of�the�symptoms�of�STIs�and�of�the�importance�of�timely�and�correct�treatment�is�limited�
in� Rwanda,� and� availability� of� high�quality� services� for� STI� diagnosis� and� treatment� is� also� limited.��
Screening�for�syphilis�in�women�attending�antenatal�clinics�in�2007�shows�prevalence�of�2.4%�(3.5%�
for� the� city� of� Kigali,� 2.5%� for� other� urban� sites� and� 2.4%� for� rural� sites).� However,� while� the�
prevalence�of�syphilis�among�HIV�negative�is�2.2%,�the�prevalence�of�syphilis�among�HIV�positive�is�
9.1%.��HIV�prevalence�among�RPR�positive�women�is�15.9%�while�among�RPR�negative�women�it� is�
4.0%.� � Increasing� treatment� rates� for� STIs� is� an� important� strategy� both� in� its� own� right� and� for�
further�reducing�susceptibility�to�HIV�infection.���

Progress�in�achieving�Intermediate�Outcome�1.1.3�will�be�tracked�by�means�of�the�indicator�shown�in�
Figure�20.�

Figure�20:�Indicator�and�target�for�Intermediate�Outcome�1.1.3�Increased�quality�treatment�of�STIs�

Number� Indicator� Baseline� Target�by�2012�

1.1.3� Percentage�of�people�reporting�symptoms�
suggestive�of�STIs�and�seeking�treatment�
from�clinical�services�(disaggregated�by�sex)�

DHS�2005:�
12%�in�women;�14%�in�
men�

60%�in�men�
and�women�

�

� Output�1.1.3.1.�Increased�awareness�of�STI�symptoms�and�demand�for�STI�treatment��
Key�strategy:�
i. Integration�of�communication�on�STIs�into�general�prevention�communication�

�
The�key�target�for�Output�1.1.3.1�is�Indicator�1.1.3�(above).�

Focus� group� discussions� conducted� during� the� Joint� Review� of� the� NSP� 2005�2009� indicated� that�
levels� of� knowledge� of� STIs� and� STI� symptoms� are� very� low,� and� that� there� is� a� lot� of� discomfort�
discussing� STIs� and� acknowledging� their� existence,� because� they� have� negative� connotations� with�
sexuality.��In�this�context�of�denial�it�is�hard�to�ensure�better�rates�of�treatment�of�STIs.�

Increased� communication� on� STIs,� in� particular� the� symptoms,� consequences,� links� with� HIV�
transmission,� availability� of� treatment� and� the� importance� of� seeking� prompt� treatment� from� a�
reliable�source,�will�be�a�key�strategy�for�increasing�the�rate�of�treatment.��Communication�on�these�
subjects� will� be� integrated� into� the� HIV� prevention� communication� strategies� targeting� different�
population�groups�described�above�(See�Outputs�1.1.1.1�to�1.1.1.5),�reflecting�the� importance�of�a�
“comprehensive”�package�approach�rather�than�a�fragmented�one.���

� Output�1.1.3.2.�Increase�availability�and�accessibility�of�high�quality�STI�treatment�
Key�strategies:�

i. Enhancing�laboratory�capacity�for�STI�testing�
ii. Integration�of�STI�management�into�HIV�services��
iii. Provision� of� "friendly"� STI� diagnosis� and� treatment� services� for� sex� workers� and� their�

clients,�and�to�MSM�
iv. Provision� of� youth�friendly� STI� screening� and� referral� services� for� the� youth� by� youth�

friendly�services�
�
�
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The�key�target�for�Output�1.1.3.2�is�shown�in�Figure�21.�
�
Figure�21:�Indicator�and�target�for�Output�1.1.3.2.�Increase�availability�and�accessibility�of�high�quality�STI�treatment�

Number� Indicator� Baseline� Target�by�2012�
1.1.3.2� Percentage�of�health�centers�and�hospitals�

offering�STI�treatment�that�have�capacity�to�
test�for�syphilis�

SPA�2007:�40%� 100%�

�
STI� service� provision� is� currently� limited� and� strengthening� health� service� capacity� to� provide�
effective�STI�treatment�is�therefore�an�essential�condition�for�achieving�this�Intermediate�Outcome�
on�STI�treatment.���

Special�attention�will�be�given�to�new�treatment�guidelines�recently�adopted�and�to�be�implemented�
from�the�beginning�of�this�NSP�period.�These�new�guidelines�will�be�disseminated�during�training�and�
refresher�courses�for�health�care�providers.�Health�facilities�will�be�supported�to�improve�laboratory�
capacity�and�procurement�of�STI�medications.��

Attention� will� also� be� paid� to� ensuring� that� STI� diagnosis� and� treatment� are� provided� in� a�
confidential�and�non�judgmental�manner,� in�particular� to�groups� that�are� stigmatized� (such�as�sex�
workers�and�MSM)�and�to�young�people.��FOSAs�will�be�strengthened�to�provide�these�services�by�
2012.�

�

OUTCOME�1.2:�REDUCTION�OF�VERTICAL�(MOTHER�TO�CHILD)�TRANSMISSION�OF�HIV�

The� estimated� current� number� of� cases� of� HIV� transmission� from� mother� to� child� is� 6.9%� at� 18�
months;� however,� Rwanda� can� still� do�more� to� improve� geographical� coverage� of�PMTCT�services�
and�rates�of� follow�up�of�pregnant�women�testing�HIV�positive.� �During� the�period�2009�2012� the�
PMTCT�program�will�be�extended�to�all�FOSAs� in�the�country;� the�program�will�be�maintained�and�
further� developed.� � In� addition� attention� will� be� paid� to� ensuring� that� HIV� positive� women� have�
access�to�family�planning�services;�and�that�pregnant�women�have�access�to�services�and�support�for�
HIV�prevention�to�avoid�sero�conversion�during�the�pregnancy�period.�

Progress�in�achieving�Outcome�1.2�will�be�tracked�by�means�of�the�indicator�shown�in�Figure�22.�

Figure�22:�Indicator�and�target�for�Outcome�1.2:�Reduction�of�vertical�(mother�to�child)�transmission�of�HIV�

Number� Indicator Baseline Target�by�2012

1.2� Percentage�of�HIV+�children�born�to�known�
HIV+�mothers�[at�6�weeks,�5�months�and�18�
months]�

TRAC�Plus�2008:�
3.2�%�at�6�weeks�
2.8%�at�5�months�
7.2%�at�18�months���

2%�at�18�
months�

�
INTERMEDIATE�OUTCOME�1.2.1�TRANSMISSION�OF�HIV�DURING�PREGNANCY,�CHILDBIRTH�AND�

BREASTFEEDING�IS�REDUCED�
This�Intermediate�Outcome�is�essentially�based�on�the�provision�and�scale�up�of�the�standard�PMTCT�
package;� attention� is� also� paid� to� improving� quality� and� follow� up.� � Progress� in� achieving� this�
Intermediate�Outcome�will�be�tracked�by�means�of�the�indicator�shown�in�Figure�23.�
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Figure� 23:� Indicator� and� target� for� Intermediate�Outcome�1.2.1� Transmission�of�HIV�during�pregnancy,� childbirth� and�
breastfeeding�is�reduced�

Number� Indicator� Baseline� Target�by�2012�

1.2.1� Percentage�of�HIV+�pregnant�women�who�received�
antiretroviral�therapy�to�reduce�the�risk�of�mother�to�
child�transmission�

TRAC�Plus�
2008:�56%��

90%�

�

� Output�1.2.1.1.�Increased�availability�and�accessibility�of�PMTCT�services�
Key�strategies:�
i. Expansion�of�integrated�PMTCT�services�in�all�health�facilities�to�ensure�national�coverage���
ii. Strengthening�integration�of�PMTCT�services�in�existing�health�facilities��
iii. Increase�ANC�attendance�by�pregnant�women�
iv. Increase�male�uptake�and�family�approach�for�PMTCT��
v. Increase�delivery�by�pregnant�women�at�health�facilities��

�
The�key�target�for�Output�1.2.1.1�is�shown�in�Figure�24.�
�
Figure�24:�Indicator�and�target�for�Output�1.2.1.1.�Increased�availability�and�accessibility�of�PMTCT�services�

Number� Indicator Baseline Target�by�2012
1.2.1.1� Number�and�percentage�of�health�

facilities�that�provide�all�four�items�from�
minimum�PMTCT�package�

SPA�2007:�35%�of�all�health�
facilities�(68%�among�all�
health�facilities�offering�any�
PMTCT�services)

60%�(90%�of�all�
health�facilities�
offering�any�
PMTCT�services)�

Scaling�up�provision�of�PMTCT�will�first�and�foremost�require�the�provision�of�capacity�building�and�
resources�in�order�to�ensure�availability�of�the�service�in�all�FOSAs.��Another�important�strategy�for�
scaling� up� PMTCT� is� to� increase� attendance� of� antenatal� consultations� (ANC);� this� will� be� done�
through� increased� community� promotion� carried� out� by� community� health� workers� and� other�
community�actors.��Provision�of�health�insurance�coverage�for�the�poorest�will�be�provided�in�order�
to� remove� financial� barriers� to� ANC.� � Sensitization� will� also� be� targeted� to� men� to� ensure� partner�
support�for�attendance�of�ANC.��The�proportion�of�deliveries�attended�by�health�care�workers�and/or�
performed�in�health�care�facilities�will�also�be�expanded�through�community�awareness�raising.�

� Output�1.2.1.2.�All�HIV�positive�pregnant�women�complete�the�full�PMTCT�program�
Key�strategies:�
i. All�pregnant�women�are�routinely�tested�and�counseled�for�HIV�during�pregnancy�(at�least�at�

first�and�last�ANC�visit)�
ii. Increase�percentage�of�HIV+�pregnant�women�receiving�ART�as�prophylaxis�in�PMTCT�setting�
iii. Increased�case�finding�so�that�HIV+�pregnant�women�who�initiated�PMTCT�are�followed�up�to�

completion�
iv. Reinforce�linkages�between�health�facilities�and�community��
v. Reinforcement�of�nutritional�support�for�pregnant�and�lactating�women�and�babies���
vi. Reinforcement�of�OI�and�STI�screening,�prophylaxis,�treatment�and�referrals�for�HIV+�pregnant�

women�
vii. Improvement�of�OI�prophylaxis�and�treatment�for�HIV�exposed�infants��

�
The�key�target�for�Output�1.2.1.2�is�equivalent�to�that�for�Intermediate�Outcome�1.2.1.�
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This� Output� is� aimed� at� ensuring� that� an� increased� proportion� of� HIV+� pregnant� women� are�
identified�and�that�they�are�supported�to�complete�the�full�PMTCT�program.��Systems�will�be�put�in�
place� to� reduce� rates� of� loss� to� follow� up,� for� instance� by� strengthening� linkages� between� health�
facilities� and� community� support� systems� and� by� ensuring� HIV� positive� women� and� infants� are�
referred�for�ongoing�HIV�treatment.�

INTERMEDIATE�OUTCOME�1.2.2�HIV�POSITIVE�WOMEN�ARE�EMPOWERED�TO�TAKE�INFORMED�

REPRODUCTIVE�HEALTH�DECISIONS�
Women� have� very� high� levels� of� unmet� family� planning� needs� in� Rwanda,� including� HIV� positive�
women.� � As� a� result� many� HIV� positive� women� are� not� able� to� take� informed� choices� about�
becoming�pregnant,�and�can�be�faced�with�judgmental�attitudes�when�they�do�fall�pregnant.��Male�
partners� also� have� an� important� role� to� play� in� ensuring� women� have� autonomy� in� reproductive�
health�decisions.���

Progress�in�achieving�this�Intermediate�Outcome�will�be�tracked�by�means�of�the�indicator�shown�in�
Figure�25.�

Figure�25:� Indicator�and�target�for�Intermediate�Outcome�1.2.2�HIV�positive�women�are�empowered�to�take�informed�
reproductive�health�decisions�

Number� Indicator� Baseline� Target�by�2012�

1.2.2� Percentage�of�women�of�reproductive�age�
attending�HIV�care�and�treatment�services�with�
unmet�need�for�family�planning�

TRAC�plus�and�FHI�
2009:�18%16�

<10%�

�

� Output�1.2.2.1.�HIV�positive�women�have�access�to�family�planning�
Key�strategies:�
i. Integration�of��family�planning�and�HIV�services���
ii. Increase�male�involvement�in�family�planning��

The�key�target�for�Output�1.2.2.1�is�shown�in�Figure�26.�

Figure�26:�Indicator�and�target�for�Output�1.2.2.1.�HIV�positive�women�have�access�to�family�planning�

Number� Indicator� Baseline� Target�by�2012�

1.2.2.1� Percentage�of�health�facilities�offering�integrated�
family�planning�services�as�part�of�ART�

Baseline�by�2009� 80%�

�
Unmet�need�for�family�planning�will�be�met�by�ensuring�greater�integration�of�services�for�HIV�care,�
support�and�treatment�and�family�planning�and�other�reproductive�health�services.��This�will�require�
the� development� of� tools,� and� the� provision� of� training� to� health� care� providers� and� community�
health� workers,� with� particular� attention� being� paid� to� addressing� the� attitudes� of� these� toward�
single� or� HIV� positive� women,� so� as� to� ensure� that� family� planning� is� provided� in� the� context� of�
needs�rather�than�imposed.��Increased�involvement�of�male�partners�of�HIV�positive�women�will�be�
achieved� through� community�level� promotion,� through� outreach� services� for� HIV� positive� women�

������������������������������������������������������������
16� Assessment� of� Family� Planning� and� HIV� Integrated� Services� in� 5� Countries.� This� is� an� aggregate�
result�for�five�countries�(including�Rwanda).�No�Rwanda�specific�baseline.�
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and� their� families,� and� through� the� introduction� of� couple� participation� as� a� criterion� for�
performance�based�funding�of�health�services.��
�

OUTCOME�1.3:�MAINTENANCE�OF�LOW�LEVELS�OF�BLOOD�BORNE�TRANSMISSION�OF�HIV�

Blood�borne� transmission�and� transmission�through�donated�organs� is�not�believed�to�account� for�
many� new� HIV� infections� in� Rwanda,� as� blood� donations� are� systematically� screened� for� HIV� and�
injection�drug�use�is�uncommon.��In�order�to�maintain�this�situation,�blood�screening�will�continue�to�
be�implemented�and�monitored,�as�will�programs�to�ensure�that�universal�precautions�are�adhered�
to�in�health�facilities.��The�importance�of�avoiding�blood�exposure�outside�of�clinical�settings�will�be�
emphasized�in�mass�communication�efforts.�

Progress�in�achieving�this�Outcome�will�be�tracked�by�means�of�the�indicator�shown�in�Figure�27.�

Figure�27:�Indicator�and�target�for�Outcome�1.3:�Maintenance�of�low�levels�of�blood�borne�transmission�of�HIV�

Number� Indicator Baseline Target�by�2012

1.3� Percentage�of�donated�blood�units�screened�
for�HIV�in�a�quality�assured�manner�

100%� 100%�

�

� Output�1.3.1.1.�Blood�borne�HIV�transmission�in�clinical�environments�is�reduced�
Key�strategies:�
i. Reinforcement�of�Universal�precautions�in�all�FOSAs
ii. Ensure�access�to�PEP�for�all�health�care�workers�and�other�cases�in�need��

�
The�key�targets�for�Output�1.3.1.1�are�shown�in�Figure�28.�

Figure�28:�Indicators�and�targets�for�Output�1.3.1.1.�Blood�borne�HIV�transmission�in�clinical�environments�is�reduced�

Number� Indicator� Baseline� Target�by�2012�
1.3.1.1a� Percentage�of�people�in�the�general�

population�reporting�that�last�injection�was�
given�with�a�syringe�and�needle�taken�from�a�
new,�unopened�package�

DHS�2005:�
94.7%�in�women�
89.4%�in�men�

100%�

1.3.1.1b� Percentage�of�health�facilities�with�safe�final�
disposal�methods�for�sharps�and�infectious�
waste�

SPA�2007:�
92%�for�sharps�waste�
88%�for�infectious�waste�

100%�

�
Reinforcement�of�universal�precautions�will�be�achieved�through�systematic�training�of�health�care�
workers� in� universal� precautions,� use� of� incinerators,� waste� management,� safe� injections.��
Equipments�and�supplies�to�ensure�universal�precautions�are�practiced�will�also�be�provided.�

In�order�to�further�reduce�the�risk�of�transmission�of�HIV�in�clinical�settings,�policy�on�post�exposure�
prophylaxis�will�be�revised,�health�care�workers�will�receive�training�to�apply�the�protocols�and�post�
exposure�prophylaxis�drugs�will�be�provided�to�health�facilities.�

These�strategies�will�be�applied�to�all�health�facilities�by�2012.�

� Output�1.3.1.2.�All�blood�donated�for�transfusion�is�screened�for�HIV�
Key�strategies:�
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i. Ensure� blood� safety� in� all� health� facilities,� e.g.� screening� for� HIV� all� blood� donated� for�
transfusion�

�
Progress�for�this�Output�will�be�measured�through�indicator�1.3.�

Blood� screening� protocols� are� already� in� place� and� being� applied� systematically.� � Appropriate�
training�of�health�care�workers�will�continue�to�be�provided,�as�will�equipments�and�supplies�needed�
to�ensure�that�blood�safety�procedures�continue�to�be�applied�systematically.�

�

� Output�1.3.1.3.�Blood�borne�HIV�transmission�outside�clinical�environments�is�reduced��
Key�strategies:�
i. Raising� awareness� of� general� population� on� blood� exposure� risks� and� about� PEP�

availability���
ii. Ensure�access�to�PEP�for�all�exposed�people�outside�of�health�facility�settings��

�
Progress�for�this�Output�will�be�measured�through�indicator�1.1.1.1.�

Although� accidental�blood�borne� transmission� probably� does�not�account� for�a�high� proportion�of�
incident�HIV� infections,� it� is�nonetheless� important� in�the�context�of�a�generalized�HIV�epidemic�to�
ensure�that�the�population�is�aware�of�the�risks�of�blood�borne�transmission�and�of�the�services�that�
are� available� in� case� exposure� to� HIV� is� suspected.� � As� much� as� possible,� this� information� will� be�
provided� through� general� HIV� prevention� communication� (see� Intermediate� Outcome� 1.1.1),�
although�clearly�it�will�not�always�be�appropriate�to�provide�this�information�in�the�context�of�sexual�
health�communication�programs.��Information�will�also�be�provided�within�health�care�settings.��All�
health�care�facilities�will�be�provided�with�the�training,�equipment�and�supplies�necessary�to�provide�
post� exposure� prophylaxis� to� patients� where� indicated.� � Capacity� building� in� this� area� will� be�
integrated�with�other�PEP�training�(see�Output�1.1.1.6�and�Output�1.3.1.1).�



Rwanda�National�Strategic�Plan�on�HIV�and�AIDS,�2009�2012�

67�

�

3.2 IMPACT�2:�MORBIDITY�AND�MORTALITY�AMONG�PEOPLE�LIVING�WITH�HIV�ARE�SIGNIFICANTLY�

REDUCED�

This� impact� result� targets� the� health� status� of� people� living� with� HIV� and� AIDS,� their� physical� and�
mental� well� being.� It� therefore� encompasses� not� only� access� to� treatment� and� care,� but� also�
adherence�to�this�treatment�and�quality�of�care.�The� indicator�chosen� for� this� result� is� taken� from�
EDPRS�and�also�used�by�all�major�international�stakeholders:�Percentage�of�people�still�alive�(adults�
and�children)�and�on�treatment�12�months�after�initiation�of�ART�(baseline:�89%�for�children,�86%�for�
adults,�target:�90%�in�2012).�This� indicator�is�not�perfect�as� it�does�not�give�any� information�about�
morbidity,�and�it�is�also�not�very�sensitive�as�the�gap�between�the�baseline�and�the�target�for�2012�
does� not� reflect� appropriately� the� amount� of� efforts� and� improvements� in� the� quality� of� services�
that�is�included�in�this�whole�care�and�treatment�section.�However,�it�is�the�best�one�we�have.�

This� result� will� be� achieved� through� the� following� three� Outcomes,� related� to� specific� types� of�
service�required�to�reduce�morbidity�and�mortality�within�the�framework�of�comprehensive�care�and�
treatment�for�people�living�with�HIV:��

� Outcome�2.1:�People�living�with�HIV�systematically�receive�opportunistic�infection�
prophylaxis,�treatment�and�other�co�infection�treatment�according�to�national�guidelines�

� Outcome�2.2:�All�people�living�with�HIV�eligible�for�ART�receive�it�

� Outcome�2.3:�People�living�with�HIV�receive�care�and�support�according�to�needs�

The�overall�strategic�framework�for�this�Result�is�shown�overleaf�in�Figure�29.�
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Figure�29:�Care�and�Treatment�Strategic�Framework:�Impact,�Outcomes,�and�Outputs�

�
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OUTCOME�2.1:�PEOPLE�LIVING�WITH�HIV�SYSTEMATICALLY�RECEIVE�OPPORTUNISTIC�INFECTION�

PROPHYLAXIS,�TREATMENT�AND�OTHER�CO�INFECTION�TREATMENT�ACCORDING�TO�NATIONAL�GUIDELINES�

This� Outcome� is� subdivided� into� three� Outputs,� designed� to� ensure� that� specific� important� co�
infections�and�morbidities�are�adequately�addressed�within�the�framework�of�a�comprehensive�care�
and�treatment�package.��Particular�attention�is�paid�to�STIs�and�tuberculosis.�

Progress�in�achieving�this�Outcome�will�be�tracked�by�means�of�the�indicator�shown�in�Figure�30.�

Figure� 30:� Indicator�and� target� for�Outcome�2.1:�People� living�with�HIV� systematically� receive�opportunistic� infection�
prophylaxis,�treatment�and�other�co�infection�treatment�according�to�national�guidelines�

Number� Indicator� Baseline� Target�by�2012�

2.1� Percentage�of�people�enrolled�in�HIV�care�and�
treatment�who�receive�cotrimoxazole�
prophylaxis�in�the�last�12�months�

Baseline�by�2009� 85%�in�adults�
and�children�

�

� Output�2.1.1.1.�People� living�with�HIV�systematically�receive�Opportunistic� Infection�prophylaxis�
and�treatment�according�to�need�and�national�guidelines�
Key�strategies:�
i. OI�Service�availability�in�each�health�facility
ii. Financial�access�to�OI�treatment�to�PLHA
iii. FOSA�capacity�building�to�administer�OI�treatment�
iv. Support�to�five�referral�laboratories�
v. Support�National�Reference�Laboratory�

�
The�key�target�for�Output�2.1.1.1�is�shown�in�Figure�31.�

Figure�31:�Indicator�and�target�for�Output�2.1.1.1.�People�living�with�HIV�systematically�receive�Opportunistic�Infection�
prophylaxis�and�treatment�according�to�need�and�national�guidelines�

Number� Indicator� Baseline� Target�by�2012�

2.1.1.1� Percentage�of�hospitals�and�health�centers�
offering�full�package�of�HIV�services�(VCT,�
PMTCT,�ART)�

TRAC�plus�2008:�
43%�

100%�

�
OI� prophylaxis:� A� recent� directive� from� TRAC+� to� no� longer� select� PLH� who� should� receive�
Cotrimoxazole�(or�alternatively�Dapsone�in�case�of�allergy)�according�to�their�CD4�level,�but�rather�to�
give� it�to�all�diagnosed�HIV+�patients� from�the�time�of�diagnosis.�There� is�no�documented�baseline�
for�this�indicator,�but�the�target�for�2012�is�that�90%�of�all�diagnosed�people�living�with�HIV�receive�
Cotrimoxazole�for�OI�prophylaxis.�

OI� treatment:� Activities� described� under� this� output� include� training� of� health� care� providers�
according�to�recently�updated�guidelines�and�support�to� laboratory�capacity� for�all�health�facilities�
(500)� but� particularly� for� 5� provincial� referral� laboratories� and� for� the� National� Reference�
Laboratory.� Increased� financial� access� to� treatment� for� people� living� with� HIV� through� Health�
Community�Insurance�is�located�here,�although�it�obviously�applies�to�the�other�aspects�of�treatment�
and�care�as�well�(ART,�other�care�and�support)�because�it�covers�all�HIV�and�AIDS�patients�who�are�
unable�to�pay�themselves�for�their�annual�Mutuelles�fee.�At�the�present�time,�70%�of�Rwandans�are�
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covered�by�this�insurance�scheme,�and�the�target�in�HSSP�II�is�that�95%�of�the�population�be�covered�
by�2012.�

� Output�2.1.1.2.�People�living�with�HIV�with�STIs�receive�treatment�for�STIs�
Key�strategy:�
i. FOSA�capacity�building�to�treat�STIs�

�
Progress�against�Output�2.1.1.2�will�be�indirectly�measured�by�Indicators�2.1.1.1�and�1.1.3.2.�

STI�treatment�is�mentioned�as�a�separate�output�because�of�the�significant�role�of�STIs�as�co�factor�of�
HIV� infection.� � No� specific� activities� are� included� under� this� Output� as� the� capacity� building� for�
increased�STI�service�provision�is�dealt�with�under�Intermediate�Outcome�1.1.3�(Increased�quality�STI�
treatment).�

� Output�2.1.1.3.�People�living�with�HIV�and�tuberculosis�receive�appropriate�treatment�for�TB�
Key�strategies:�
i. FOSA�capacity�building�to�treat�TB�
ii. Increase�case�finding�and�diagnosis�of�TB�in�people�living�with�HIV�

�
The�key�target�for�Output�2.1.1.3�is�shown�in�Figure�32.�

Figure�32:�Indicator�and�target�for�Output�2.1.1.3.�People�living�with�HIV�and�tuberculosis�receive�appropriate�treatment�
for�TB�

Number� Indicator Baseline Target�by�2012

2.1.1.3� Percent�of�HIV�positive�patients�who�were�
screened�for�TB�in�HIV�care�or�treatment�
settings�(at�the�end�of�the�reporting�period)��

TRAC�Plus�2008:�59%�
during�6�month�
reporting�period�

80%�

�
TB�collaborative�activities� are�highlighted�here�because�of� the� important� interrelation�between�TB�
and�HIV.�TB�diagnosis�in�children�is�difficult,�scoring�technique�is�proposed�as�a�method�to�improve�
identification�of�TB�infected�children.�For�systematic�screening�of�TB�among�PLHA,�the�directive�is�to�
ask�the�5�questions�at�every�consultation,�and�the�answers�should�be�noted�in�the�patient’s�record�
every�6�months�for�documentation.�TB�testing�will�be�done�for�all�patients�suspected�of�TB�according�
to�the�screening�tool.�Capacities�will�be�strengthened�in�health�centers�to�improve�TB�case�detection�
and�treatment�(or�referral�to�treatment�centers)�and�in�communities�for�improved�sensitization�and�
mobilization�on�TB.�The�objective�of�TB�collaborative�activities�is�the�setting�up�of�“one�stop�services”�
where�patients�will�have�access�to�a�complete�package�of�services�for�both�HIV�and�TB�diagnosis�and�
treatment.��This�is�consistent�with�the�national�TB�strategy.�
�

OUTCOME�2.2:�PEOPLE�LIVING�WITH�HIV�ELIGIBLE�FOR�ART�RECEIVE�IT�

Rwanda�already�has�good�coverage�of�ART�according�to�existing�protocols.��However,�the�threshold�
for� initiating� ART� has� been� increased� from� CD4<200� to� CD4<350,� so� major� efforts� are� required� to�
increase�capacity� to�deal�with�new�patients,� to� identify�new�patients,�and�to�maintain�and�further�
improve�quality.�The�main�challenge�will�be� to�attract�people�who�are� infected�but�still�healthy�to�
come�for�testing�and�subsequently�for�regular�treatment,�as�the�majority�of�people�presently�under�
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treatment�have�only�been�detected�after�symptoms�had�appeared�(mean�CD4�count�at�the�time�of�
initiation� of� treatment=144).� � � Further� expansion� of� voluntary� counseling� and� testing� as� well� as�
provider�initiated�testing�is�an�important�strategy�for�increasing�coverage�of�ART.��As�treatment�will�
progressively� be� initiated� earlier� in� the� course� of� the� disease,� this� will� have� a� positive� impact� on�
prevention�of�new�infections,�as�patients�under�treatment�have�greatly�reduced�infectivity.��

Progress�in�achieving�this�Outcome�will�be�tracked�by�means�of�the�indicator�shown�in�Figure�33.�

Figure�33:�Indicator�and�target�for�Outcome�2.2:�People�living�with�HIV�eligible�for�ART�receive�it�

Number� Indicator� Baseline� Target�by�2012�

2.2� Percentage�of�adults�and�children�
eligible�for�ART�receiving�it�
(disaggregated�by�treatment�
initiation�eligibility�criteria�[CD4�
<200,�CD4�<350])�

77%�in�adults
[CD4�<200]�
�
80%�in�children�
[CD4�<200]�

CD4�<200:�90%�in�adults�
CD4�<350:�70%�in�adults�
�
90%�in�children�

�

� Output�2.2.1.1.�HIV+�people�are�identified�in�order�to�initiate�treatment�
Key�strategies:�
i. Increase� communication� campaigns� to� encourage� HIV� testing� (costed� under� sexual�

prevention�outputs)�
ii. Increase�service�coverage�to�FOSAs�including�VCT�and�PIT�
iii. Public�private�partnerships�for�expanding�HIV�testing�

�
The�key�targets�for�Output�2.2.1.1�are�shown�in�Figure�34.�

Figure�34:�Indicator�and�target�for�Output�2.2.1.1.�All�HIV+�people�are�identified�in�order�to�initiate�treatment�

Number� Indicator� Baseline� Target�by�2012�

2.2.1.1a� Percentage�of�women�and�men�aged�15�49�
who�received�an�HIV�test�in�the�last�12�
months�and�who�know�their�results�

DHS�2005�(last�12�
months):�11.6%�in�
women�15�59�;�11%�in�
men�15�49�
BSS�2006�(ever�tested):�
12.6%�in�girls�15�24;�
11.3%�in�boys�15�24�

35%�(last�12�
months)�

2.2.1.1b� Percentage�of�pregnant�women�who�were�
tested�for�HIV�and�know�their�results�

75%�(estimation�based�
on�model)�

90%�

2.2.1.1c� Percentage�of�partners�of�pregnant�women�
in�ANC�who�were�tested�for�HIV�in�the�last�
12�months�and�who�know�their�results�

TRAC�Plus�2008:�78%� 90%�

2.2.1.1d� Percentage�of�health�facilities�offering�
Provider�Initiated�treatment�(PIT)�

Not�available� 90%�

�
The� first� condition� for� HIV+� people� to� have� access� to� treatment� is� that� they� are� aware� of� their�
serologic�status.�A�major�effort�will�be�undertaken�during�this�NSP�period�to�increase�the�percentage�
of�people� in� the�general�population�who�have�passed�an�HIV�test� in� the� last�12�months� from�11%�
(according�to�DHS�2005)�to�35%�in�2012.��Mass�communication�campaigns�will�be�conducted�both�for�
the� general� population� and� for� specific� target� groups� (see� under� sexual� prevention� strategies).� In�
order�to�respond�to�expected�increased�demand�for�HIV�testing,�capacities�will�be�strengthened� in�
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health� facilities� so� that� all� 500� health� facilities� offer� VCT� and� PIT,� increasing� both� geographic�
accessibility�and�service�availability.�Public/private�partnerships�are�promoted�to�facilitate�access�to�
care� and� treatment� for� employees� of� private� companies� or� enterprises� who� have� been� diagnosed�
HIV+�during�workplace�mobile�testing�and�need�to�have�medical�follow�up�to�receive�appropriate�HIV�
care�and�treatment.�

� Output�2.2.1.2.�Improved�HIV�exposed�infant�follow�up�according�to�national�guidelines�
Key�strategies:�
i. Promotion�community�based�follow�up�of�exposed�infants��
ii. Integration�HIV�exposed�infants�follow�up�in�MCH�(Vaccination,�IMCI)

�
The�key�target�for�Output�2.2.1.2�is�shown�in�Figure�35.�

Figure� 35:� Indicator� and� target� for� Output� 2.2.1.2.� Improved� HIV� exposed� infant� follow� up� according� to� national�
guidelines�

Number� Indicator� Baseline� Target�by�2012�

2.2.1.2� Percentage�of�children�of�HIV+�mothers�
who�received�an�HIV�test�at�18�months�

TRAC�plus�2008:�75%� 90%�

�
Community�health�workers�will�be�important�links�between�the�health�facility�where�an�HIV+�mother�
has�given�birth�and�the�community�where�she�lives�with�her�child�to�ensure�that�she�will�follow�the�
prescribed�schedule�of�visits�to�the�health�facility�and�HIV�testing�for�the�child�to�ensure�early�infant�
diagnosis�and�treatment.�According�to�the�national�guidelines,�HIV�exposed�infants�should�be�tested�
at�6�weeks,�1�month�after�weaning�and�at�9�months.�

Another� strategy� to� improve� the� follow� up� of� HIV� exposed� infants� is� to� integrate� it� with� regular�
maternal�and�child�health�activities�that�are�largely�attended�by�mothers�and�their�newborn�infants�
(Vaccination,� IMCI).� One� essential� tool� to�ensure� the� success�of� this� strategy� is� the�utilization�of� a�
single�comprehensive�health�booklet�where�all�health�interventions�for�a�child�will�be�documented.�
This� will� enable� the� health� care� provider� to� identify� infants� who� should� be� followed� up� for� HIV�
testing.�

This�Output�will�be�coordinated�with�the�PMTCT�program�described�under�Outcome�1.2.�

� Output�2.2.1.3.�Coverage�of�facilities�offering�ART�is�increased�
Key�strategies:�
i. Increase�the�availability�and�coverage�of�ART�at�health�facility�level�
ii. Strengthen�the�supply�and�distribution�of�drugs�and�commodities�
iii. Implementation�of�task�shifting

�
Progress�for�Output�2.2.1.3�is�tracked�through�Indicator�2.1.1.1.�

The�objective�during�this�NSP�period�is�that�all�health�facilities�provide�a�comprehensive�package�of�
HIV� services� including� ART� services.� This� will� include� rehabilitation� of� existing� facilities� and�
construction�of�new�ones�(about�50)�to�reach�the�target�set�by�the�MoH�to�have�a�health�center�in�
each� administrative� sector� (500� by� 2012).� Recruitment� of� additional� health� staff,� training� and�
supervision� of� health� care� workers� is� another� essential� condition� to� improve� coverage� of� ART�
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services,�with�a�particular�effort�to�implement�the�task�shifting�strategy�adopted�by�the�MoH.�With�
the�increasing�number�of�patients�under�ART,�it�is�impossible�for�all�patients�to�be�followed�regularly�
by�a�medical�doctor�as�has�been�the�case�until�now.�Prescription�of�simple�first�line�treatment�and�
follow�up�of�uncomplicated�cases�will�be�performed�by�competent�nurses�with�specific� training� to�
upgrade�their�skills�in�this�domain.�Support�to�the�supply�and�distribution�of�drugs�and�commodities,�
through� CAMERWA� and� district� pharmacies� will� be� organized� to� ensure� constant� and� regular�
availability�of�all�necessary�medications�and�other�medical�commodities�and�avoid�stock�outs.��

Presently,�217�health�facilities�provide�ART�services�out�of�471�existing�(46%)�and�the�target�is�that�
all�500�health�facilities�expected�to�exist�in�2012�will�offer�ART�services�(100%).�

� Output�2.2.1.4.�Quality�standards�for�ART�are�maintained�
Key�strategies:�
i. Establish�and�enforce�a�national�quality�standard�
ii. Strengthen�the�M&E�system�to�identify�and�trace�patients�lost�to�follow�up��
iii. PLHIV�receive�adherence�support�at�FOSAS�and�in�community�

�
The�key�target�for�Output�2.2.1.4�is�shown�in�Figure�36.�

Figure�36:�Indicator�and�target�for�Output�2.2.1.4.�Quality�standards�for�ART�are�maintained�

Number� Indicator Baseline Target�by�2012

2.2.1.4� Percentage�of�viral�load�suppression�
after�12�months�of�treatment�

Baseline�by�2010 70%�

�
National� quality� standards� will� be� established� and� systematically� enforced� through� training� and�
supervision�of�health�care�workers,�motivation�of�staff� through�PBF�(performance�based�financing)�
and�periodic�assessment�of�the�quality�of�services.�A�surveillance�system�will�be�established�to�detect�
and�monitor� the�development�of�HIV�drug�resistance�to�ensure� that�these�patients�have�access�to�
alternate� drug� regimen.� Special� attention� will� be� given� to� reduce� the� number� of� patients� lost� to�
follow� up� and� to� increase� adherence� by� improving� the� links� between� health� facilities� and� the�
community�and�to�set�up�a�system�for�the�close�monitoring�of�treatment�compliance.�
�

OUTCOME�2.3:�PEOPLE�LIVING�WITH�HIV�RECEIVE�CARE�AND�SUPPORT�ACCORDING�TO�NEEDS�

Care�and�support�outside�of�medical�treatment�is�essential�to�a�comprehensive�approach�to�care�for�
people� living� with� HIV� and� AIDS.� � Support� will� include� nutritional� support,� psychosocial� and�
community�support�and�palliative�care.�

Progress�in�achieving�this�Outcome�will�be�tracked�by�means�of�the�indicator�shown�in�Figure�37.�

Figure�37:�Indicator�and�target�for�Outcome�2.3:�People�living�with�HIV�receive�care�and�support�according�to�needs�

Number� Indicator� Baseline� Target�by�2012�

2.3� Percentage�of�adults�who�received�follow�
up�adherence�assessment�and�counseling�
as�part�of�psychosocial�support�package�

Baseline�by�2010� 90%�

�
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� Output� 2.3.1.1.� People� living� with� HIV� receive� psychosocial� support� and� community� support�
including�palliative�care��
Key�strategies:�
i. Integrate�psychosocial�support�and�mental�health�in�the�routine�follow�up�of�the�HIV�

patients�
ii. Provision�of�psychosocial�support�to�PLHA�

�
The�key�target�for�Output�2.3.1.1�is�shown�in�Figure�38.�

Figure�38:�Indicator�and�target�for�Output�2.3.1.1.�People�living�with�HIV�receive�psychosocial�support�and�community�
support�including�palliative�care�

Number� Indicator� Baseline� Target�by�2012�

2.3.1.1� Number�of�PLHIV�who�received�at�least�
one�home�visit�and/or�palliative�care�
service�in�last�12�months�

Baseline�by�2009 22,000�

After� post�test� counseling� where� people� tested� positive� for� HIV� get� appropriate� psychological�
support� to� face� their� diagnosis,� psychosocial� and� community� support� must� be� systematically�
integrated� into� the� regular� follow� up� of� HIV� patients,� with� specialized� care� for� those� who� present�
more�severe�psychological�distress�related�to�their�illness.�An�initial�psychosocial�assessment�will�be�
performed�on�all�newly�diagnosed�patients�to�identify�those�with�special�needs.�This�is�an�important�
part�of�the�strategy�to�prevent�loss�to�follow�up.�Adapted�strategies�have�to�be�developed�to�address�
special�needs�of�children�(including�“groupes�de�paroles”)�and�adolescents�who�have�grown�with�the�
virus� and� are� confronting� new� challenges� about� their� sexuality� and� desire� for� parenthood.� Self�
support�groups�should�also�be�facilitated�for�all�HIV+�patients�interested.�

All� patients� who� are� getting� at� the� stage� where� they� need� ART� will� have� pre�ART� counseling� and�
education� to� explain� to� them� possible� side�effects� and� the� importance� of� regular� treatment.� All�
pregnant� women� who� are� already� on� ART� should� have� specific� counseling.� Individual� special�
psychosocial� consultations� will� be� addressed� for� specific� situations:� poor� adherence,� treatment�
failure,�alcoholic�and�substance�abuse,�problematic�couples�among�others.��

Community�based�care�will�be�strengthened�in�particular�to�encourage�social�reintegration�activities�
and�home�visits�will�be�organized�for�lost�to�follow�up�patients�and�those�who�abandon�treatment,�
as�well�as�for�families�in�need�of�intense�counseling.�Psychosocial�palliative�care�and�support�will�be�
provided�for�all�bed�ridden�patients�and�their�families.��

All� these� different� aspects� of� psychosocial� care� and� support� will� require� recruitment,� training� and�
supervision� of� health� workers� dedicated� to� the� implementation� of� these� strategies,� and� also�
rehabilitation�of�health�facilities�to�ensure�confidentiality�during�individual�counseling�sessions.�

Target:� 91,361� beneficiaries� (all� HIV+� patients� should� have� at� least� the� initial� counseling,� and�
afterwards,�different�types�of�interventions�are�addressed�depending�on�individual�needs).�

� Output�2.3.1.2.�People�living�with�HIV�receive�nutritional�support�according�to�needs�
Key�strategies:�
i. Availability�and�integration�of�nutritional�support�in�all�ART�sites
ii. Nutritional�support�for�eligible�people�under�treatment��
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The�key�target�for�Output�2.3.1.2�is�shown�in�Figure�39.�

Figure�39:�Indicator�and�target�for�Output�2.3.1.2.�People�living�with�HIV�receive�nutritional�support�according�to�needs�

Number� Indicator� Baseline� Target�by�2012�

2.3.1.2� Number�of�people�living�with�HIV�
benefiting�from�nutritional�support�in�
the�last�12�months�

Baseline�by�2009� 42,000��

�
New� national� guidelines� for� nutritional� support� for� all� malnourished� people� describe� criteria� of�
inclusion� into� the� program� and� will� be� applied� to� PLHA� as� to� others.� Apart� from� temporary�
nutritional� supplementation,� the� program� also� includes� access� to� funds� for� IGA� and� agricultural�
production�to�ensure�better�food�security�for�vulnerable�households�in�a�sustainable�manner�(linked�
to�Result�3�below).���

�

�
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3.3 IMPACT�3:�PEOPLE�INFECTED�AND�AFFECTED�BY�HIV�HAVE�THE�SAME�OPPORTUNITIES�AS�THE�

GENERAL�POPULATION�

This�result�focuses�on�actions�to�help�alleviate�the�impact�of�HIV�and�AIDS�on�health,�economic�and�
social� wellbeing.� We� know� that� HIV� and� AIDS� have� devastating� effects,� not� only� on� the� health� of�
individuals� and� families,� but� also� on� their� economic� and� social� wellbeing.� We� also� know� that�
improvement� in� access� to� ARV� are� helping� PLHIV� to� remain� healthier� and� therefore� economically�
active�for�longer�so�that�activities�like�income�generation�activities,�capacity�building/education�are�
becoming�an�increasingly� important�part�of�the�care�and�prevention�package�for�people� living�with�
HIV� and� their� families.� Additional� to� that,� the� social� environment� of� PLHIV� has� to� be� supportive,�
exempt� of� discrimination� and� stigmatization.� And� for� that� the� legal� framework� must� be� clear�
regarding�rights�of�PLHIV.���

This� impact�result�aims�to�ensure�that�persons� infected�and/or�affected�by�HIV�and�AIDS�have�the�
same� access� to� services�as� the� rest�of� the�community,� and� that�being� infected� and/or�affected� by�
HIV/AIDS� does� not� constitute� a� barrier� or� obstacle� to� accessing� services�� social,� economic,�
psychosocial,�etc.�This� is�not�to�say�that�persons� infected�and/or�affected�by�HIV/AIDS�should�have�
more� or� less� access� than� any� other� vulnerable� group,� but� that� one’s� status� (whether� infected� or�
affected)�does�not�affect�access�or�opportunities.

Equal�opportunities�mean�persons�infected�and/or�affected�by�HIV/AIDS�are�given�the�opportunity�
to� remain,� or� become,� active� members� of� their� communities� and� to� live� without� stigma� and�
discrimination�like�others�(non�infected�or�affected�people).�

Those� reached�by� interventions�under� this� result� are:�people�who�are�HIV�positive,� the� families�of�
PLHIV�and�also� those�who�may�not�be�HIV�positive�but�who�are�affected�by� the�virus,�particularly�
orphans�and�vulnerable�children�(OVC).�

This� result� will� be� achieved� through� the� following� three� Outcomes,� related� to� specific� types� of�
service�required�to�reduce�morbidity�and�mortality�within�the�framework�of�comprehensive�care�and�
treatment�for�people�living�with�HIV:��

� Outcome� 3.1:� People� infected/affected� by� HIV� (including� child� headed� households)� have�
improved�economic�opportunities�and�social�protection�

� Outcome� 3.2:� Social� and� economic� protection� are� ensured� for� orphans� and� vulnerable�
children�

� Outcome�3.3:�Reduction�of�stigma�and�discrimination�of�PLHA�and�OVC�in�the�community�
�
The�overall�strategic�framework�is�shown�overleaf�in�Figure�40.�
�

�

�
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Figure�40:�Impact�Mitigation�Strategic�Framework:�Impact,�Outcomes,�and�Outputs�
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OUTCOME�3.1:�PEOPLE�INFECTED�AND�AFFECTED�BY�HIV�(INCLUDING�CHILD�HEADED�HOUSEHOLDS�AND�

WIDOWS)�HAVE�IMPROVED�ECONOMIC�OPPORTUNITIES�AND�SOCIAL�PROTECTION�

This�Outcome�encapsulates�a�range�of�support�designed�to�help�people� infected�with�and�affected�
by� HIV,� including� child�headed� households,� to� cope� with� the� economic� and� social� impacts� of� HIV.��
Programs�will�help�to�foster�a�culture�of�entrepreneurship�that�will�enable�beneficiaries�to�develop�
their�economic�activities�but�rely�on�their�own�initiatives�and�abilities.�This�constitutes�something�of�
a�major�shift�from�previous�programs.��Guidance�and�financial�support�will�be�provided�to�ensure�the�
success�of�the�strategy.�

Progress�in�achieving�this�Outcome�will�be�tracked�by�means�of�the�indicator�shown�in�Figure�41.�

Figure�41:� Indicator�and� target� for�Outcome�3.1:�People� infected/affected�by�HIV� (including�child�headed�households)�
have�improved�economic�opportunities�and�social�protection�

Number� Indicator� Baseline Target�by�2012

3.1� Percentage�of�PLHA�who�have�gone�
at�least�one�day�without�food�

Rwanda�Stigma�Index�2008:�
59%�(58%�females,�62%�males)�

<20%�

�

� Output�3.1.1.1.� Increased�skills�and�education�for� infected�and�affected�persons�(including�child�
household�heads)�
Key�strategy:�
i. Capacity�building�for�infected�and�affected�people�with�HIV�

�
The�key�target�for�Output�3.1.1.1�is�shown�in�Figure�42.�

Figure� 42:� Indicator� and� target� for� Output� 3.1.1.1.� Increased� skills� and� education� for� infected� and� affected� persons�
(including�child�household�heads)�

Number� Indicator� Baseline� Target�by�2012�
3.1.1.1� Percentage�of�PLHA�who�have�

no�formal�education�
Rwanda�Stigma�Index�2008:
16.8%�(19%�females,�12%�males)�

<5%�

�
Education� and� skills� are� important� to� accessing� to� access� economic� opportunities,� that� why� this�
output�is�proposed.�Support�under�this�Output�will�consist�of�literacy�training,�entrepreneurship�and�
management�training,�best�practices�sharing�between�cooperatives�etc.��

To� promote� economic� opportunities� for� people� living� with� HIV,� income� generating� activities�
undertaken�by�cooperatives�are�one�of�the�privileged�strategies.�The�review�has�shown�that�there�is�
a� marked� weakness� in� the� skills� of� people� living� with� HIV� for� planning� and� management� of� their�
cooperatives.�Training�to�improve�their�skills� in�this�domain� is�essential�to�ensure�better�success�in�
their�economic�projects.�
�

� Output� 3.1.1.2.� Creation� of� employment� opportunities� for� infected� and� affected� persons�
(including�child�household�heads)�
Key�strategies:�

i. Development�of��entrepreneurship�among�people�infected�and�affected�by�HIV�
ii. Create� links� between� the� industry� and� people� infected� and� affected� by� HIV� to� access�

markets�
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The�key�target�for�Output�3.1.1.2�is�shown�in�Figure�43.�

Figure� 43:� Indicator� and� target� for� Output� 3.1.1.2.� Creation� of� employment� opportunities� for� infected� and� affected�
persons�(including�child�household�heads)�

Number� Indicator� Baseline� Target�by�2012�
3.1.1.2� Percentage�of�PLHA�who�are�

unemployed�or�not�working�at�all�
Rwanda�Stigma�Index�2008:
20.4%�(21%�females,�20%�males)�

<10%�

�
One�of�the�key�failures�of�all�the�micro�projects�and�grants�that�have�been�given�to�cooperatives�and�
associations� has� been� this� lack� of� a� business� supportive� environment.� Access� to� business� support�
services� (market� information,� accounting,� financial� management,� business� planning,� inputs,�
technical�production�support�and�development�and�many�others)�is�therefore�a�key�component.��

As�well�as�training�people�living�with�HIV�in�livelihood�skills,�support�will�be�provided�to:�
� Assist�people�living�with�HIV�in�market�research�and�project�design�(business�plan)�to�enable�the�

project� to� compete� on� the� market� and� to� be� self�sustaining.� � This� will� include� support� on�
management� and� on� creating� market� linkages,� for� instance� through� linking� suppliers� and�
retailers,� related� industries� etc,� as� a� basis� for� assessing� potential� areas� for� business�
development.�

� Provide�small�amounts�of�initial�capital�required�to�start�up�the�IGA,�once�market�opportunities�
have�been�identified�and�linkages�to�markets�have�been�made.��Capital�support�will�be�provided�
to� viable� plans� rather� than� being� provided� in� response� to� any� request,� as� in� the� past� IGA�
programs�have�failed�because�they�have�focused�solely�on�capital�provision.�

�

� Output� 3.1.1.3.� People� infected� and/or� affected� by� HIV� (including� child� household� heads)� have�
access�to�credit�(individually�or�collectively)�
Key�strategies:�

i. Create�a�guarantee�fund�for�cooperatives�formed�by�people�infected�and�affected�by�HIV�
ii. Create�partnerships�and�alliances�with�financial�institutions�

�
The�key�target�for�Output�3.1.1.3�is�shown�in�Figure�44.�

Figure�44:�Indicators�and�targets�for�Output�3.1.1.3.�People�infected�and/or�affected�by�HIV�(including�child�household�
heads)�have�access�to�credit�(individually�or�collectively)�

Number� Indicator� Baseline Target�by�2012

3.1.1.3� Percentage�of�cooperative�members�applying�for�
credit�who�accessed�credit�mechanism�per�year�

Baseline�by�
2009�

70%�

�
Previously,� cooperatives/associations� of� people� living� with� HIV� were� receiving� financial� support�
directly� from� donors� for� micro�projects� to� develop� IGA.� The� objective� of� this� new� strategy� is� that�
financial� partners� supporting� economic� opportunities� for� people� living� with� HIV� place� capital� in�
selected� financial� institutions� (banks� or� microfinance)� so� cooperatives� will� have� easier� access� to�
credit.�Presently,�it�is�very�difficult�for�those�organizations�to�borrow�money�as�financial�institutions�
do� not� trust� their� ability� or� desire� to� reimburse� their� loan.� With� this� guarantee� fund,� these�
institutions�will�be�more�inclined�to�lend�money�to�these�cooperatives.�
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Financial� institutions� involved� in� this� strategy� are� important� and� crucial� partners� in� this� effort� to�
promote�equal�rights�and�opportunities�to�people�living�with�HIV�in�the�field�of�economic�activities.�
Regular� meetings� where� these� new� activities� are� reviewed� and� assessed� with� all� stakeholders�
involved�are�important�to�create�this�dynamic�of�partnership�for�a�common�goal.�

Provision� of� external� credit� will� not� be� the� only� strategy� for� capitalizing� projects.� � It� will� often� be�
appropriate�to�introduce�alternative�ways�of�capitalizing�cooperatives�including�internally�generated�
sources�such�as�savings,�retained�earnings�share�capital,�dividends�etc.��

� Output�3.1.1.4.�Households�of�persons�infected/affected�by�HIV�have�food�security�
Key�strategies:�

i. Improve�food�production�for�PLHA
ii. Raise�awareness�of�good�nutritional�practices�among�PLHA�
iii. Create�community�nutrition�programs�based�on�the�concept�of�positive�deviance��
iv. Increase�agricultural��skills�

�
Progress�for�Output�3.1.1.4�will�be�tracked�through�Indicator�3.1.�

This� output� is� articulated� around� two� types� of� strategy:� the� first� one,� based� on� agronomic�
techniques,�will�be�implemented�with�the�help�of�the�agriculture�sector�to�provide�agricultural�inputs�
and� technical� support� to� PLHIV� for� improvement� and� diversification� of� their� food� production.� The�
second�one�focuses�on�nutritional�education�and�improvement�of�the�way�PLHIV�and�their�families�
aliment� themselves.� Community� nutrition� programs� based� on� positive� deviance� approach� have�
proven�to�be�very�effective�to�modify�alimentation�behaviors�of�communities.��
�

OUTCOME�3.2:�SOCIAL�AND�ECONOMIC�PROTECTION�ARE�ENSURED�FOR�ORPHANS�AND�VULNERABLE�

CHILDREN�

Support�of�OVCs�is�a�major�part�of�impact�mitigation�of�HIV�and�AIDS�implemented�by�HIV�sub�sector�
but� there�are�many�others�ministerial� sectors�who�gave�support�to�OVCs.�The� lead�Ministry� in� the�
country� is�MIGEPROF�with�who�we�are�partners.�Policies�and�strategies�are�defined�by�MIGEPROF,�
and�the�HIV�sub�sector�contributes�to�OVC�national�achievements.��

An�orphan�is�a�child�who�has�last�one�or�both�parents.��A�vulnerable�child�is�a�person�younger�than�
18�years�of�age,�exposed� to�conditions�that� limit� the� fulfillment�of�his�or�her� fundamental� right� to�
development.�

Progress�in�achieving�this�Outcome�will�be�tracked�by�means�of�the�indicator�shown�in�Figure�45.�

Figure�45:�Indicator�and�target�for�Outcome�3.2:�Social�and�economic�protection�are�ensured�for�orphans�and�vulnerable�
children��

Number� Indicator� Baseline� Target�by�2012�

3.2� Percentage�of�OVC�aged�0�17�whose�
households�received�free�basic�
external�support�in�caring�for�the�
child�

DHS�2005:�12.6%�at�least�
one�type�of�support;�0.2%�all�
types�of�support�

30%�at�least�one�
type�of�support�
10%�all�types�of�
support�

�



Rwanda�National�Strategic�Plan�on�HIV�and�AIDS,�2009�2012�

81�

�

� Output�3.2.1.1.�Increased�percentage�of�OVC�have�minimum�package�of�services�
Key�strategies:�

i. Improve�management�and�coordination�transparency�of�OVC�program�
ii. Provision�of�package�of�support�to�OVC

�
The�key�targets�for�Output�3.2.1.1�is�shown�in�Figure�46.�

Figure�46:�Indicators�and�targets�for�Output�3.2.1.1.�Increased�percentage�of�OVC�have�minimum�package�of�services�

Number� Indicator� Baseline Target�by�2012
3.2.1.1a� Percentage�of�OVC�who�meet�

national�criteria�for�vulnerability�
that�are�in�district�registers��

Baseline�by�2009 100%�

3.2.1.1b� Current�school�attendance�among�
orphans�and�non�orphans�aged�10�
14�

DHS�2005:��Lost�both�parents:�
70.1%�in�boys;�78.8%�in�girls��
Non�OVC:�88.1%�in�boys,�
90.1%�in�girls�

>90%�in�boys�
and�girls�

�
The� main� challenge� in� OVC� program� is� coordination.� � Coordination� is� carried� out� at� decentralized�
level� by� district� authorities� and� at� national� level� by� MIGEPROF.� However� coordination� is� lacking�
because�districts�have�limited�capacity�to�implement�it.��The�strategy�here�is�to�strengthen�districts�in�
identification� of� OVC,� management� of� the� OVC� database� and� monitoring� and� evaluation� of�
community�programs�for�OVC.�

The� last�DHS�reported�that�only�0.2%�of�OVCs�have�access�to�at� least�3�basic�services�needed,� the�
target�set�in�the�EDPRS�by�MIGEPROF�is�1%�in�2012.�The�target�seems�low�but�this� is�explicable�by�
the�fact�that�coordination�is�still�weak,�even�though�it�is�a�condition�for�effective�support.��It�will�take�
two�years�to�build�this�capacity.��The�second�main�precondition�is�to�ensure�that�adequate�funding�is�
available�to�ensure�the�minimum�package�which�can�include�up�to�6�different�services.��
�

OUTCOME�3.3:�REDUCTION�OF�STIGMA�AND�DISCRIMINATION�OF�PLHA�AND�OVC�IN�THE�COMMUNITY�

Stigma�and�discrimination�continue�to�pose�challenges�to�efforts�to�ensure�that�people�infected�and�
affected� by� HIV� are� equal� beneficiaries� in� national� development� and� poverty� reduction.� � Specific�
measures� are� proposed� to� ensure� the� protection� of� the� rights� of� people� infected� and� affected,� in�
communities�and�in�workplaces.�

Progress�in�achieving�this�Outcome�will�be�tracked�by�means�of�the�indicator�shown�in�Figure�47.�

Figure� 47:� Indicator� and� target� for� Outcome� 3.3:� Reduction� of� stigma� and� discrimination� of� PLHA� and� OVC� in� the�
community�

Number� Indicator� Baseline Target�by�2012

3.3� Percentage�of�PLHA�who�report�fear�of�
being�physically�harassed�and/or�
threatened�

Rwanda�Stigma�Index�
2008:�36%�(32%�
female,�37%�male)�

<15%�

�

� Output� 3.3.1.1.� The� rights� of� people� infected� and/or� affected� by� HIV� are� assured� in� legal�
framework�
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Key�strategies:�
i. Review�the�existing�laws�to�ensure�the�rights�of�PLHA��
ii. Advocate�for�adoption�and�enforcement�of�laws�to�protect�the�rights�of�PLHA��

�
The�key�targets�for�Output�3.3.1.1�is�shown�in�Figure�48.�

Figure�48:�Indicators�and�targets�for�Output�3.3.1.1.�The�rights�of�people�infected�and/or�affected�by�HIV�are�assured�in�
legal�framework�

Number� Indicator� Baseline� Target�by�2012�
3.3.1.1a� Laws�are�protective�of�the�rights�of�persons�

infected/affected�by�HIV�
Baseline�by�2009� Yes�

3.3.1.1b� System�for�officially�documenting�cases�of�
stigma�and�discrimination�exist�

No� Yes�

�
The� law� in� Rwanda� is� quite� clear� that� there� should� not� be� any� discrimination� and� stigma� against�
PLHIV�on�the�grounds�of�HIV�status�in�terms�of�employment,�in�society,�in�health�services�access�etc.�
But�its�actual�implementation�by�PLHIV�is�the�challenge�because�they�didn’t�know�about�their�rights.�
Education�of�PLHIV�on�their�rights�is�one�of�the�activities�proposed�in�this�framework.�

Till�now,�no�study�has�been�done�to�show�that�there�is�a�gap�in�legal�framework�regarding�the�rights�
of�PLHIV,� this� activity� is� proposed�and� if� gaps� are� identified,�new� legal� clauses� will� be�drafted� and�
proposed�at�national�level.�

�

� Output�3.3.1.2.�People�living�with�HIV�and�AIDS�and�orphans�and�vulnerable�children�have�access�
to�legal�aid�services��
Key�strategy:�
i. Ensure�the�accessibility�of�legal�aid�services�to�infected�and�affected�by�HIV�
�

The�key�target�for�Output�3.3.1.2�is�shown�in�Figure�49.�

Figure�49:�Indicator�and�target�for�Output�3.3.1.2.�People�living�with�HIV�and�AIDS�and�orphans�and�vulnerable�children�
have�access�to�legal�aid�services�

Number� Indicator� Baseline� Target�by�2012�
3.3.1.2� Number�of�PLHIV�receiving�legal�aid�when�

needing�it��
Baseline�by�2009� [process�only]�

�
Once�awareness�of�people�living�with�HIV�on�their�rights�is�increased,�many�of�them�can’t�afford�it,�
the�reason�is�the�cost�but�also�the�lack�of�knowledge�of�where�to�seek�support�or�make�complaints.��
The�proposed�activities�aim�to�assist�people�with�legal�aid.��Training�for�paralegals�on�human�rights�
issues�for�people�living�with�HIV�and�OVC�will�also�be�provided.�

�

� Output�3.3.1.3.�Increased�acceptance�of�persons�infected/affected�in�the�community�
Key�strategy:�
i. Raise�public�awareness�of�rights�of�people�living�with�HIV�and�AIDS�

�
The�key�target�for�Output�3.3.1.3�is�shown�in�Figure�50.�
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Figure�50:�Indicator�and�target�for�Output�3.3.1.3.�Increased�acceptance�of�persons�infected/affected�in�the�community�

Number� Indicator� Baseline Target�by�2012
3.3.1.3� Percentage�of�population�expressing�

accepting�attitudes�in�relation�to�people�
living�with�HIV�

RDHS�2005:��46.1%��in�
women�15�49;�51.0%�
in�men�15�59�

90%�in�men�and�
women�

�
Stigma� and� discrimination� in� communities� will� be� reduced� through� awareness� campaigns,� largely�
integrated�with�the�overall�prevention�communication�under�Outcome�1.1.��In�addition,�awareness�
will� be� raised� in� places� of� work� by� initiating� workplace� interventions� in� public� and� private� sector,�
with� co�workers� and� employees.� � According� to� EDPRS� targets,� 60%� of� private� enterprises� are�
expected�to�have�established�an�HIV�workplace�program�by�2012.�

Another� strategy� will� be� to� promote� partnerships� between� HIV�positive� and� HIV�negative�
individuals�that�helps�break�down�stigma�and�discrimination�at�the�community�level�which�otherwise�
undermine�the�rights�of�PLHA.�

� Output�3.3.1.4.�Increased�self�acceptance�of�people�infected�and/or�affected�by�HIV�
Key�strategy:�
i. Provision�of�social�support�to�PLHA�
�

The�key�target�for�Output�3.3.1.4�is�shown�in�Figure�51.�

Figure�51:�Indicator�and�target�for�Output�3.3.1.4.�Increased�self�acceptance�of�people�infected�and/or�affected�by�HIV�

Number� Indicator� Baseline� Target�by�2012�
3.3.1.4� Percentage�of�people�living�with�HIV�and�AIDS

who��confronted,�challenged�or�educated�
someone�who�was�stigmatizing�and/or�
discriminating�them�

Rwanda�
Stigma�Index�
2008:�50%�

90%�

�
All�social�and�medical�support�provided�to�people�living�with�HIV�and�AIDS�under�this�and�the�other�
results�will�pay�particular�attention�to�the�issue�of�self�stigma.�
�
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4. RISKS�FOR�THE�NATIONAL�RESPONSE,�AND�MITIGATION�STRATEGIES�
�

A�number�of�risks�have�been�identified�as�being�particularly�important�to�address�in�order�to�ensure�
that� the� results� outlined� in� the� NSP� are� achieved.� � � The� risks� outlined� are� equally� relevant� to�
prevention,�treatment�and�impact�mitigation�efforts.�

Risk� Mitigation�strategy�

Implementers� plan� and� carry� out� their�
programs� in� an� isolated� way,� focussed� on�
their� own� priorities� and� capacities.� � The�
consequence� of� working� in� this� way� is� that�
programs�do�not�always�effectively�respond�
to�real�needs,�causing�gaps�in�key�services�as�
well�as�duplication�in�others.���

The�NSP�commits� those�responding�to�HIV�and�AIDS�
in� Rwanda� to� working� in� a� more� “integrated”� or�
synergistic�way�than�before.��This�is�quite�a�big�shift,�
requiring�well�facilitated�coordination�at�national�and�
local� levels.� �CNLS�and�CDLS�will�be�strengthened�to�
lead� this� coordination� work.� � Specific� coordination�
mechanisms� may� also� be� developed� to� ensure�
coordination�on�some�of�the�new�focuses�of�the�NSP,�
such� as� prevention� work� with� most� at� risk�
population,� and� ensuring� seamless� links� between�
community� and� facility� based� aspects� of� HIV� care,�
treatment�and�support.�
The� main� challenge� will� be� to� demonstrate� to�
implementers� that� it� is� to� the� advantage� of� the�
communities� they� are� serving,� and� to� their� own�
advantage�as�implementers,�to�plan�in�a�harmonized�
way�with�other�actors.�

Poor� continuity� of� service� delivery.� In�
treatment,� continuity� of� service� provision� is�
an� accepted� principle� because� the�
consequences�of�treatment�interruption�are�
well� understood.� � However� this� is� not� the�
case� for� prevention� efforts.� � Threats� to�
continuity�in�prevention�include:�
� Condom� stock�outs� (whether� in� health�

facilities�or�in�other�outlets)�
� “One�off”�education�and�communication�

programmes,� especially� in� institutions�
(schools,�prisons,�workplaces)�

� Sporadic� outreach� programming,�
because�CSOs�are�often�weak�and�do�not�
receive� “continuous”� funding�
commitments.���

�
Lack� of� continuity� in� community�
programmes� can� also� reduce� the�
effectiveness� of� treatment� –� for� instance� if�
there� are� interruptions� in� the� provision� of�
treatment� adherence� support,� and�
nutritional�support,�as�well�as�social�support�
for�orphans�and�vulnerable�children.��

Policies� and� guidelines� will� be� strengthened� to�
ensure�that�programs�are�designed�to�address�needs�
over�the�“long�term”�rather�than�just�providing�one�
off�actions.��Because�lack�of�continuity�is�particularly�
felt� in� community�based� interventions� (as� opposed�
to� facility�based),� additional� efforts� will� also� be�
expended� to� strengthen� community� systems.� � This�
will� require� a� substantial� shift� in� how� community�
interventions� are� funded,� particularly� in� relation� to�
most� at� risk� population� prevention� programming�
where�mobilizing�the�interest�of�marginalized�groups�
requires�long�term�programming.���
District� level� planning� mechanisms� will� be�
strengthened� so� that� they� ensure� better� integration�
between�communities�and�facilities,�emphasising�the�
dependence� of� the� clinic� on� good� community�
interventions.� �Technical� support�will�help�to�ensure�
not� only� that� the� content� of� programs� is� right,� but�
that�the�services�are�provided�adequately�over�time.�

Challenges� in� making� the� shift� toward� To�mitigate�this�risk�activities�have�been�planned�that�
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targeted� prevention.� The� prevention�
component� of� the� NSP� calls� on� actors� to�
make� a� significant� shift� from� a� general�
population� approach� toward� working� with�
marginalized� populations� such� as� sex�
workers,� men� who� have� sex� with� men,� and�
prisoners� –� or� even� sexually� active� young�
people.� � � Experience� in� Rwanda� and�
elsewhere� has� shown� that� prioritization� of�
groups� in� a� national� strategy� does� not�
always�result�in�prioritization�on�the�ground.��
This� is�especially�the�case�with�marginalized�
groups� that� are� hard� to� reach� or� that�
implementers� and� service� providers� do� not�
want� to� work� with,� because� of� judgmental�
attitudes�or�even�legal�barriers.���
�

are�designed�to�need�to�generate�leadership�on�these�
issues� at� national� and� local� level,� to� ensure� that�
sound�public�health�thinking�and�human�rights�based�
approaches� are� applied.� � These� activities� include�
measures�to�ensure�active�participation�of�the�groups�
concerned�in�assessing�the�barriers�and�in�explaining�
to� decision� makers� and� service� providers� why� it� is�
essential� to� improve� their� access� to� services.� � � In�
addition,� training� will� be� provided� to� health� care�
personnel� and� other� service� providers� in� order� to�
ensure� they� have� the� correct� skills� and� approach� to�
working�with�these�groups.�
�
Civil� society� organizations� will� be� strengthened� to�
carry� out� these� strategies,� as� they� are� often� better�
placed� to� reach� out� to� marginalized� groups,� in�
particular�when�these�groups�do�not�trust�officials�or�
service�providers.�
�
�

Persistent,� widespread� poverty� creates� a�
challenge�for�targeting�those�affected�by�HIV�
with�support�services,�as�the�needs�for�these�
support� services� are� not� solely� among�
people�living�with�HIV.�

The� NSP� includes� actions� to� harmonize� the� types� of�
service� and� support� provided,� to� improve� the�
application� of� criteria,� and� to� improve� the�
governance�of�programs� –� reflecting� the�strength�of�
purpose� of� the� current� Rwandan� government� in�
emphasizing� good� governance,� and� anti� corruption�
measures.� �At�the�same�time,�care�will�be�taken�not�
to�provide�disproportionate�support�solely�to�people�
affected� by� HIV� in� settings� where� needs� for� such�
support�are�generalized.��

Gaps� in� knowledge� of� the� epidemic.��
Although� this� NSP� is� based� on� a� thorough�
review� of� epidemiological� data,� there� are�
still� gaps� in� knowledge� and� more� data� are�
likely�to�emerge�over�the�NSP�period.��This�is�
not� a� major� risk� as� it� is� unlikely� that� major�
factors� have� not� been� accounted� for� in� the�
analysis�so�far.�

New� surveillance� will� be� introduced� among�
additional� potential� risk� groups� such� as� MSM;� and�
biological� surveillance� among� sex� workers� and�
mobile� workers� is� planned.� � With� emerging� data�
there� will� be� continuous� improvement� of� modelling�
and�updating�of�program�targets�as�necessary.�

Poor� coordination� at� local� level.� � Although�
the� CDLS� mechanisms� are� in� place,� there� is�
still� a� lack� of� skills� of� local� government�
agents� to� enhance� better� communication�
and� collaboration� between� HIV� and� AIDS�
programs� and� with� the� community.��
Moreover� there� is� a� tendency� to� resort� to�
“enforcement”� approaches� to� coordination,�
which�puts�some�actors�off�cooperating.�

Further�guidance�will�be�provided�on�how�to�operate�
coordination� at� local� level,� and� analyses� will� be�
carried�out�to� identify�how�best�to�remodel�CDLS�to�
ensure� they� are� functional.� � Training,� formative�
supervision,�clarification�of�roles�and�approaches�will�
all�contribute�to�enhancing�local�level�coordination.�

Poor�use�of� evidence� and�program�data at�
local� level� to� inform� planning� and�
implementation.� � Although� data� collection�
mechanisms�have� improved�in�recent�years,�

Further� training� will� be� provided� to� the� agents�
responsible� for� tracking� and� disseminating� data,� as�
well�as�investment�in�improving�mechanisms�for�data�
collection�and� dissemination.� � CNLS� will� support� the�
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data� usage� is� still� limited,� seriously�
compromising� the� appropriateness� of�
programs.�

CDLS� assistants� to� facilitate� data� usage� activities� at�
district�level.�

Increased� targets� for� programme�
implementation� are� essential� in� order� to�
achieve� impact� but� they� must� be�
accompanied� by� strengthening� of� capacity.��
Examples�of�ambitious�targets�are�the�target�
for�ART�coverage�(as�a�result�of�lowering�the�
threshold�for�initiating�treatment)�as�well�as�
prevention�and�impact�mitigation�targets.�

Plans� for� strengthening� health� systems� to� ensure�
absorptive�capacity�to�treat�new�ART�patients�and�to�
provide� second� line� treatment� where� needed,� are�
included� in� the� NSP.� � The� major� increase� in� support�
for� community� based� organizations� is� essential� to�
ensure� that� they� play� an� even� bigger� role� in� the�
response,� particularly� in� the� provision� of� outreach�
and�community�support�services.�

Income� generation� activities� for� people�
living�with�HIV�have� showed�mixed� results�
to�date,�and�there�is�a�risk�this�will�continue�
as� long� as� there� is� no� consensual� approach�
towards�business�development�and�financial�
support� mechanisms.� � Although� limited�
access�to�capital�is�often�cited�as�a�problem,�
poor� business� planning� is� an� even� more�
fundamental�issue.�

The�NSP�includes�plans�to�ensure�more�creative�ways�
of�supporting�IGAs.��First�and�foremost�it�emphasizes�
ensuring� that� initiatives� have� a� solid� business� plan�
and� links� to� markets.� � In� terms� of� capitalization,�
approaches�will�not�be� limited�to�direct�provision�of�
credit,� but� will� look� at� different� ways� of�
capitalization,� and� persuading� lenders� to� be� more�
open�to�support�HIV+�groups.���

There�is�a�lack�of�acknowledgement�of�how�
HIV�affects�individuals,�including�the�effects�
of� stigma� and� discrimination.� � As� a� result� it�
becomes� harder� to� design� and� provide�
targeted� support� to� people� infected� and�
affected� with� HIV,� and� can� make� it� difficult�
to�ensure�programs�achieve�planned�results.�

The� key� strategy� to� resolve� this� is� to� improve� the�
collection� of� data� on� how� HIV� does� and� does� not�
affect� people� living� with� HIV� and� those� affected.� � A�
survey� using� the� new� instrument,� the� HIV� Stigma�
Index,� was� completed� in� late� 2008� and� provides�
baselines� for� impact� mitigation� efforts� under� the�
NSP.� � This� sort� of� data� collection� will� be�
strengthened.� � Furthermore,� continued� support� will�
be� provided� to� RRP+� so� as� to� strengthen� leadership�
and� improve� the� rigour� in� describing� the� impact� of�
HIV�and�AIDS.�

�
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III:�COORDINATION�AND�IMPLEMENTATION�OF�THE�NATIONAL�STRATEGIC�PLAN�

1. INSTITUTIONAL�FRAMEWORK�

1.1 GOVERNANCE,�COORDINATION�AND�IMPLEMENTING�BODIES�

NATIONAL�LEVEL�LEADERSHIP�AND�COORDINATION�

SE�CNLS� is� the� national� coordinating� agency� responsible� for� ensuring� that� all� HIV� interventions� in�
Rwanda� are� harmonized� and� aligned� with� national� priorities� and� strategies,� in� keeping� with� the�
Three� Ones� principles� (One� national� coordinating� body,� One� national� strategy,� One� national� M&E�
framework).� To� achieve� this,� a� standard� format� has� been� designed� both� for� annual� plans� and� for�
quarterly�and�annual�reporting�that�is�used�by�all�partners�involved�in�the�national�response�to�HIV�
and� AIDS.� � Annual� plans� and� annual� reports� are� developed� by� all� districts,� economic� sectors� and�
umbrella� organizations� and� are� consolidated� into� a� national� HIV� annual� plan� and� annual� report.�
Different� steering� committees� have� been� set� up� to� coordinate� partners� in� various� domains:� HIV�
technical�working�group�within�the�Health�cluster,�IEC/BCC,�Condom,�Research,�Donors�coordination�
(PEPFAR,�ADB/UNDP,�GLIA,�GF/MAP�PMU),�OVC�support,�M&E,�Civil�society)�and�the�SE�CNLS�plays�
an�active�role�in�all�these�committees�to�ensure�adequate�collaboration�between�all�partners.���

A� number� of� other� coordination� mechanisms� are� described� below:� CDLS,� EDPRS� sectors,� Civil�
Society,�the�Private�Sector,�Regional�initiatives�and�Reference�institutions.��The�SE�CNLS�also�plays�a�
stewardship� role� in�ensuring� that�each�of� these�coordination�mechanisms� functions�effectively,�by�
providing�guidance�and�identifying�support�where�necessary.�

DECENTRALIZED/DISTRICT�LEVEL�LEADERSHIP�AND�COORDINATION�

In� each� administrative� district,� there� is� an� AIDS� Control� committee� (CDLS)� whose� mandate� is� to�
coordinate� the� local� response� at� the� district� level.� This� committee� is� under� the� administrative�
authority�of�the�district�(it�reports�to�the�district�mayor)�and�under�the�technical�guidance�of�CNLS.�It�
is� formed�of�representatives�of�decentralized�public�services�(health,�education,�planning),�of�mass�
organizations� (national�women�and�youth�councils)�and�of�civil� society�organizations� (people� living�
with� HIV� and� AIDS,� NGO,� FBO� networks� as� well� as� people� with� disabilities� in� some� districts).� It�
gathers�all�actors�of�the�local�HIV�response�to�elaborate�the�annual�work�plan�and�annual�report�at�
decentralized� level.� It�ensures�that�national�orientations�are�respected�by�the�local�actors�and�that�
local�specificities�are�taken� into�account� in�the�planning,� implementation�and�evaluation�of�district�
HIV�activities.��Each�committee�is�supported�by�two�full�time�technical�assistants.�

EDPRS�SECTORS�

Roles�of�sectors�in�implementation�

The� Economic� Development� and� Poverty� Reduction� Strategy� (EDPRS)� is� the� reference� document�
orienting�the�overall�national�effort�for�economic�and�social�development.�In�this�plan�covering�the�
2008�2012�period,�HIV�is�addressed�as�a�crosscutting�issue�and�priority�activities�have�been�identified�
in� all� 12� economic� sectors,� which� include� not� only� ministries� and� public� institutions,� but� also� all�
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private�and�community�organizations�involved�in�the�same�field�of�activities.� �The�12�sectors�are�as�
follows:�
�

� Health,�Population,�Nutrition,�HIV�and�AIDS�
� Infrastructure�and�energy�
� Justice�
� Decentralisation,� citizen� participation� and�

accountability�
� Security�
� Youth�

� Agriculture�
� Private�sector�
� Education�
� Capacity� building� and� employment�

promotion�
� Water�and�sanitation�
� Social�protection�

�
Given� the� decentralized� government� structure,� implementation� of� HIV� and� AIDS� activities� by� each�
sector� will� take� place� primarily� at� the� district� level� and,� therefore,� the� EDPRS� HIV� indicators� and�
activities�have�been�adjusted�and�incorporated�as�appropriate�into�the�5�year�District�Development�
Plans�(DDP)�and�district�annual�work�plans.�

Coordination��

Under�the�coordination�of�a�lead�ministry,�each�of�the�12�EDPRS�sectors�has�a�strategic�plan,�as�well�
as�an�annual�work�plan,�within�which�HIV�and�AIDS�activities�are�integrated.��Under�the�HIV�and�AIDS�
NSP,�the�SE�CNLS�will�support�each�lead�ministry�to�develop�the�most�effective�and�supportive�ways�
of�coordinating�the�HIV�and�AIDS�activities�undertaken�by�the�sector�at�district�level.�Each�sector�has�
put� in�place�an�HIV� focal�point�who�has�the� responsibility� to�coordinate� the� implementation�of� its�
HIV� priority� activities� at� central� and� decentralized� levels.� � In� turn� the� CDLS� will� play� a� vital� role� in�
ensuring�that�the�actions�of�different�sectors�are�delivered�in�a�coordinated�way�at�district�level.�

CIVIL�SOCIETY�ORGANIZATIONS���

Implementation�

Civil�society�organizations�will�be�major�contributors�to�the�implementation�of�the�NSP.���
�

In�the�field�of�prevention:�many�outreach�activities�for�the�general�population�will�be�implemented�
in� the�community�by�CHW�and/or�CSOs�while�some�CSOs�have�specialized� in�outreach� for� specific�
target� groups� such� as� transport� workers,� sex� workers� and� prisoners.� 37%� of� VCT� services� are�
provided� in� religious� and� private� sites17.� 36%� of� PMTCT� sites� are� managed� by� FBOs18.� Civil� society�
organizations�will� be� important�actors� for� the� implementation�of�new�strategies�developed� in� this�
NSP�for�delivery�of�a�comprehensive�package�of�preventive�interventions�for�identified�most�at�risk�
populations�and� for�different� target�groups� (people�with�disabilities,�discordant�couples,�PLHIV� for�
positive� prevention).� There� will� be� a� concerted� effort� to� improve� collaboration� and� coordination�
mechanisms�between�CSOs�and�the�health�services�to�ensure�complementarity�and�synergy�of�their�
interventions.�

������������������������������������������������������������
17�The�Global�Fund.�Multi�Country�Evaluation�Study�of�the�Scale�up�to�fight�AIDS,�TB�and�Malaria�with�Special�Reference�to�
the�Global�Fund.�Final�Country�Impact�Evaluation�Report.�Rwanda.�September�2008�
18�Ibid.�
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�
In�the�field�of�Care�and�treatment:�40%�of�health�care�facilities�are�managed�by�FBOs�and�are�fully�
integrated�in�the�health�care�system.�There�is�good�collaboration�with�MoH�and�public�coordinating�
bodies�to�ensure�quality�of�care�and�respect�of�national�guidelines.�

��
Associations�and�cooperatives�of�people�living�with�HIV�and�affected�people�have�been�key�players�in�
the�implementation�of�activities�aimed�at�mitigating�the�impact�of�HIV/AIDS�including�IGAs.�FBOs�are�
also� heavily� involved� in� the� provision�of� psychosocial� support� to�people� living�with�HIV�and�OVCs.�
Improved� harmonization� is� needed� to� provide� a� standardized� package� of� services� for� nutritional�
support,� for� a� minimum� package� of� services� for� OVC� and� to� establish� harmonized� approach� for�
stigma�reduction.�

�
In� all� these� areas� of� activities,� civil� society’s� role� as� a� major� implementer� will� be� enhanced� by�
improved� mechanisms� of� collaboration� with� public� services� and� within� the� established� national�
framework�for�comprehensive�packages�of�services.��

Coordination��

The�different�sectors�of�civil�society�are�coordinated�by�five�umbrella�organizations:�
� �
� The�Rwanda�NGO�Forum�on�HIV/AIDS�was�created�in�1999�and�has�160�member�organizations�

including� international� NGOs,� national� NGOs� (operating� in� more� than� one� district)� and� local�
NGOs� (operating� in� one� district� only).� National� and� local� NGOs� also� work� with� CBOs� at� the�
grassroots�level�(cells).�

� The�Rwanda� Faith�Based�Organizations� Network� against�AIDS� (RCLS)� was� created� in� 2003.� It�
brings� together� FBOs� from� the� five� main� confessional� groups� present� in� Rwanda:� the� Catholic�
Church,� the� Protestant� Council� of� Rwanda� which� includes� 22� Protestant� Churches,� the�
Evangelical� Alliance� of� Rwanda� which� includes� 44� Churches,� the� Muslims� and� the� Anglican�
Church.� The� Rwanda� Network� of� Religious� Leaders� living� with� AIDS� (RWANERELA+)� with� a�
membership�of�136�religious�leaders�also�belongs�to�the�RCLS.�

� The� Rwanda� network� of� PLHIV� (RRP+)� was� created� in� 2003.� Its� member� organizations� were�
originally� associations� of� PLHIV� and� people� affected� by� HIV.� More� than� 500� out� of� the� 1,361�
associations� of� PLHIV� have� already� transformed� into� cooperatives� in� order� to� conform� to�
Rwandan� legislation� requiring� that� all� organizations� undertaking� income� generating� activities�
and�redistributing�profits�to�their�members�should�have�a�cooperative�status.�

� The�Umbrella�of�People�with�Disabilities�in�the�fight�against�HIV�and�AIDS�(UPHLS)�was�created�
in�2006.�The�HIV�related�programs�of�80�disabled�people�organizations�are�coordinated�by�the�
umbrella;�

� ABASIRWA� is� a� network� of� journalists� working� in� approximately� 70� mass� media� outlets�
(newspapers,�radio�and�TV�stations).�

�
Civil�society�umbrella�organizations�have�various�roles�in�common�in�relation�to�coordination:�
�
� Encourage� and� facilitate� the� coordinated� planning� of� HIV� interventions� of� their� members� in�

order�to�avoid�the�duplication�of�interventions�targeting�the�same�groups�in�the�same�area�and�
ensure�a�good�coverage�of�the�population�by�those�interventions;��
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� Collect�and�compile�data�on�the�HIV�related�activities�of�their�members�giving�the�picture�of�the�
overall�response�to�HIV�of�their�respective�constituencies;��

� Document� best� practices� and� disseminate� them� amongst� their� members� and� to� external�
partners;�

� Represent� their� constituencies� in� national� decision�making� bodies� such� as� the� CCM,� technical�
working� groups,� steering� committees� and� other� ad�hoc� committees� where� they� work� closely�
with�the�government�while�advocating�for�a�better�recognition�of�the�role�of�civil�society�in�the�
response�to�HIV.�

�
In� addition,� umbrellas� also� have� specific� objectives� in� relation� to� building� the� capacity� of� their�
respective�constituencies.��This�is�described�in�later�sections.��

PRIVATE�SECTOR�

To�coordinate�the�HIV�response� in�enterprises�of�the�private�and�para�public�sectors,�the�Rwandan�
Private�Sector�Federation�has�set�up�an�HIV�Unit.�This�unit�has�the�mandate�to�support�and�oversee�
HIV�committees�set�up� in�private�enterprises�and�Business�Development�Committees�based�at� the�
district� level.� � This� coordinating� body� of� the� private� sector� is� still� young� (created� in� 2008)� and�
replaces� APELAS,� the� previous� umbrella� of� private� and� para�public� sector,� that� initiated� a� lot� of�
activities�but�could�never�establish�a�strong�presence�in�this�sector�because�of�lack�of�representation�
of�the�enterprises’�leadership�within�its�structure.��This�new�umbrella,�because�of�its�direct�link�with�
the�private�sector�federation,�is�well�placed�to�develop�HIV�activities�in�private�enterprises.��

REGIONAL�AND�INTERNATIONAL�PROGRAMS�

The� main� regional� program� in� action� is� GLIA� (Great� Lakes� Initiative� against� AIDS)� which� covers� 6�
countries� (Kenya,� Uganda,� Tanzania,� Democratic� Republic� of� Congo,� Burundi� and� Rwanda)� and�
focuses� on� harmonization� and� improvement� of� HIV� and� AIDS� services� to� mobile� and� migrant�
populations�(refugees,�long�distance�truck�drivers,�fishermen).��This�regional�approach�ensures�that�
people� living� with� HIV� and� AIDS� moving� across� borders� will� be� ensured� to� access� similar� services�
from�one�country�to�another,�for�a�better�quality�and�continuity�of�services.��It�also�aims�at�reducing�
the�risks�of�HIV�infection�associated�with�migration.�

NATIONAL�REFERENCE�INSTITUTIONS�

Apart� from� central� coordination� bodies,� there� are� several� technical� institutions� linked� to� the� MoH�
who�play�an�important�role�in�the�coordination�of�specific�technical�aspects�of�the�HIV�response.�

The�Treatment�and�Research�AIDS�Centre�(TRAC+)� coordinates�the�clinical�aspects�of�the�national�
response� to� Malaria,� TB� and� HIV.� Inside� of� TRAC+,� the� HAS� unit� coordinates� HIV,� AIDS� and� STI�
activities.�The�mission�of�HAS�unit� is�to�carry�out�national�monitoring�of�HIV/AIDS�and�to�provide�a�
technical�assistance�to�public�and�private�sectors� involved� in�the�prevention�(VCT�and�PMTCT)�and�
clinical�treatment�of�HIV�and�AIDS�in�Rwanda.��

The�HAS�unit�is�responsible�for�national�planning,�formulation�of�policies,�training�of�trainers�and�the�
development� of� the� curricula� for� clinical� programs.� It� provides� technical� assistance� and� gives�
guidelines�in�the�organization�and�effective�management�of�HIV/AIDS�control�programs.�
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It� is�also�responsible�for�monitoring,�evaluation�and�coordination�of�the�performance�of�the�health�
sector� as� a� whole� to� reduce� HIV/AIDS.� � It� ensures� the� coordination� of� research� on� STI,� OI,� VCT�
/PMTCT,�TB�and�ART,�as�well�as�socio�behavioral�research.��

The�National�Reference�Laboratory�(NRL)�is�in�charge�of�biomedical�aspects�of�HIV/AIDS,�OI,�and�STI�
(in�particular�testing,�quality�control�and�research).�

The�National�Center� for�Blood�Transfusion�(NCBT)�supervises�and�ensures� the�quality�of�all�blood�
transfusion�services�in�the�whole�country.�It�presently�has�3�operational�regional�blood�centres�and�
plans�to�add�two�more�to�have�a�regional�centre�in�each�province.�

�The�Health�Communication�Center� (HCC)�coordinates�both�mass�media� and� community� outreach�
campaigns,� supervises�quality�of� sensitization�messages�and�content�of� training� for� journalists� and�
for�health�workers.���

The�Central�Agency� for� the�Purchasing�of�Essential�Drugs� in�Rwanda�(CAMERWA)� imports,�stores�
and�distributes�essential�drugs,�ARV�and�medical�consumables.�It� is�responsible�for�procurement�in�
this�area�in�collaboration�with�TRAC.�
� �

1.2 IMPLEMENTATION�OF�THE�NSP�

FRAMEWORK�FOR�IMPLEMENTATION�

The�NSP�will�be�implemented�by�a�wide�range�of�actors.��Under�the�framework�of�the�EDPRS,�these�
actors�are�grouped�according�to�the�12�economic�sectors.��This�framework�helps�to�ensure�that�each�
sector� is� making� the� most� appropriate� contribution� to� the� response� to� HIV� and� AIDS,� and� more�
importantly�that�each�sector�contributes�according�to�its�potential.��The�lead�ministry�for�each�sector�
will�drive�the�process�of�mobilizing�the�range�of�entities�within�the�sector�to�engage�in�the�response.�

Although�some�sectors�have�a�clear�role� in�delivering�certain�specific�services�–�such�as�the�role�of�
the�health�sector�in�health�service�delivery�–�the�roles�of�many�of�the�sectors�may�differ�according�to�
the�specific�context�or�population�group�toward�which�programs�are�targeted.��Hence,�the�primary�
implementation� framework� for� the� NSP� is� based� on� whether� the� activity� is� implemented� in� a�
community�setting,�or�in�a�facility�or�institution;�in�addition�there�is�a�category�of�activities�that�can�
be� described� as� “enabling� environment”.� � The� distinction� between� these� three� categories� is�
important� because� the� capacities,� planning� and� funding� required� in� each� case� are� quite� different.��
These�are�further�explained�below.���

Community�settings� �

A� wide� range� of� activities� in� the� NSP� will� be� implemented� in� community� settings.� � Community�
settings� are� defined� broadly,� and� can� even� include� specific� locations� such� as� bars,� markets,� truck�
stops� –� essentially,� places� where� people� live� and� work.� � Activities� carried� out� at� this� level� will�
contribute�to�all� three�of�the�Results�of�the�NSP:�preventing�HIV� infections,�reducing�mortality�and�
morbidity,�and�mitigating� the� impact�of�HIV.� �They�will� include�“outreach”� type�activities�aimed�at�
empowering,� educating,� informing� and� supporting� communities� –� for� instance� peer� education�
activities� for� HIV� prevention;� support� groups� for� people� living� with� HIV� including� treatment�
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adherence� support;� and� psychosocial� support� for� orphans� and� vulnerable� children.� � They� can� also�
include� provision� of� services� such� as� mobile� HIV� testing� and� home� based� care� and� support� and�
training�and�education.� �Community�based�distribution�of�condoms,�and�of�nutritional�support,�are�
also�examples�of�activities�that�can�be�carried�out�in�a�community�setting.�

Activities� in� community� settings� can� be� carried� out� by� actors� that� come� from� any� of� the� different�
sectors.� � For� instance,� prevention� outreach� carried� out� in� a� truck� stop� is� likely� to� be� closely�
associated�with�the�transport�(infrastructure)�sector;�community�care�and�support�will�be�carried�out�
predominantly� by� the� health� sector� –� through� community� health� workers.� � Civil� society�
organizations,�whether�they�are�predominantly�working�within�the�health�sector�or�one�of�the�other�
sectors,� will� be� particularly� present� in� the� implementation� of� these� activities.� � A� particularly�
important� role� for� civil� society� organizations� will� be� to� work� with� marginalized� populations� which�
governmental�institutions�can�find�hard�to�reach.�

Facilities�and�institutions�

Facilities�refer,�for�the�most�part,�to�the�health�sector,�in�particular�to�community�health�centers�or�
more� specialized� facilities.� � Although� health� facilities� are� most� commonly� associated� with� the�
provision�of�HIV�testing,�treatment,�care�and�support,�they�will�also�play�a�major�role�in�preventing�
new�HIV� infections,�through�PMTCT,�male�circumcision,�STI�treatment,�and�more�broad�sexual�and�
reproductive�health�service�provision.���Skills�development�(for�HIV�prevention�or�for�socio�economic�
development),� support,� and� HIV� testing� carried� out� in� youth� centers� or� other� locations� are� also�
considered�to�be�“facility�based”.�

Institutions� is� a� broad� category� including� educational� establishments,� prisons,� and� workplaces� (in�
terms�of�the�provision�of�“classic”�HIV�prevention,�testing�and�care�services),�and�also�less�obvious�
institutions�such�as�courts�in�the�case�of�legal�aid�provision�for�people�bringing�cases�of�HIV�related�
discrimination,�and�credit,�finance�or�business�development�institutions�that�are�important�partners�
for�HIV�impact�mitigation�programs.�

Facilities�will�also�play�a�role�in�distribution�of�condoms�and�in�the�distribution�of�material�assistance�
and�nutritional�support.�

Once�again,�the�precise�type�of�activity�and�the�target�population�for�each�activity�will�be�the�basis�
for�defining�the�roles�of�different�sectors;�and�again�civil�society�organizations�will�have�an�important�
role�to�play�where�they�are�managing�facilities�or�working�to�provide�services�in�facilities.�

Enabling�environment�

Unlike�the�previous�two�categories�the�activities�in�this�category�are�not�directly�aimed�at�the�users�
or� participants� of� services� or� programs.� � The� activities� under� this� category� are� aimed� at� removing�
factors� in�the�overall�environment�that�constitute�barriers�to�effective� implementation�of�activities�
directed� at� the� population.� � These� barriers� can� exist� at� different� levels� –� for� instance,� the� lack� of�
condoms� in� prisons� or� limited� sexual� health� education� in� schools� may� be� influenced� by� policy� at�
national� level,� or� by� decisions� taken� by� staff� of� each� institution.� � Remedying� such� issues� requires�
planned,� focused�advocacy�efforts�at�the�different� levels.� �Lead�ministries�of�EDPRS�sectors�have�a�
particular� role� in� developing� good� policies� and� in� ensuring� they� are� implemented� on� the� ground;�
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however,� advocacy� efforts� will� be� most� effective� when� undertaken� by� a� coalition� of� actors� from�
different�sectors�and�from�both�governmental�and�nongovernmental�entities.���

“Barriers”� also� exist� at� the� level� of� individuals� who� provide� services� or� who� are� responsible� for�
program�implementation.��The�particular�emphasis�of�this�NSP�on�marginalized�populations�poses�a�
particular�challenge� in� this� respect�as�many�service�providers�are�not�experienced� in�working�with�
such� groups,� and� some� are� reluctant� to� do� so.� � Activities� at� this� level� include� sensitization� and�
training�aimed�at�building�skills�and�tackling�stigmatizing�attitudes.���

Bringing�the�three�categories�together�

The�dividing�lines�between�these�three�categories�of�activity�are�not�“hard”,�and�in�most�cases�the�
same�actor�will� find� themselves� intervening� in�each�category.� � This�makes� sense�because� they�are�
closely� linked,�and� it� is�especially� important� to�bring�the�experiences�of� the�population�to�bear�on�
efforts� aimed� at� making� the� environment� more� favorable.� � For� instance,� the� involvement� of�
members� of� marginalized� or� affected� groups� in� conducting� advocacy� or� training� activities� is� a�
powerful� strategy�that�will�be�employed�as� far�as�possible,�as� they�are�best�placed� to� identify�and�
explain�the�ways�in�which�they�are�excluded�from�services�or�programs.�

In�terms�of�service�provision,�strong�linkages�between�facility�based�and�community�based�activities�
are�also�essential,�because�it�is�rarely�possible�to�provide�a�complete�“package”�via�just�one�channel.��
Community�health�workers�are�at�the�nexus�between�community�and�facility�based�health�services:�
similar�models�need�to�be�found�to�strengthen�linkages�between�social�service�provision,�and�indeed�
between�the�services�provided�for�each�overall�Result�of�the�NSP.��The�CDLS,�as�described�above,�will�
play�the�major�role�in�facilitating�and�maintaining�these�connections.�

OPERATIONALIZING�OF�THE�NSP�AT�IMPLEMENTATION�LEVEL��

This� NSP� document� includes� a� general� operational� plan� identifying� for� each� activity� the� actors�
involved,�the�general�timeframe�and�the�budget�estimation.�Based�on�this�general�plan,�each�actor�
will�develop�its�own�work�plan�taking�into�account�the�orientations�given�by�the�NSP,�both�at�central�
and�decentralized�levels.�In�early�2009,�CNLS�will�develop�detailed�operational�plan�describing�each�
strategy� in� the� NSP,� working� with� sectors� and� entities� to� define� the� best� means� of� implementing�
each� activity.� This� is� particularly� important� as� several� of� the� strategies� described� in� the� NSP� bring�
new� concepts� and� working� methods� as� compared� to� the� present� implementation� of� activities.� All�
concerned� actors� and� stakeholders� will� be� invited� to� participate� in� this� reflection� with� the� aim� to�
translate�principles�and�general�orientations�of�the�NSP�into�concrete�actions�at�community�level.��

At�national�level,�each�EDPRS�sector�will�develop�its�annual�operational�plan,�drawing�on�the�NSP�to�
guide�the�implementation�of�its�HIV�priority�activities.�At�district�level,�all�actors�involved�in�the�local�
HIV�response�will�come�together�to�elaborate�the�district�annual�work�plan.�This�will�give�each�actor�
the�opportunity�to�design�interventions�that�fit�within�the�general�plan.��

Care�will�be� taken� to�ensure� that�district�plans� are� based�on� local�evidence� to� respond� to� specific�
needs� and� priorities� in� the� fight� against� HIV.� This� requires� both� a� good� communication� system�
between� all� actors� at� district� level� and� effective� technical� support� from� central� and� decentralized�
bodies�to�ensure�that�this�work�plan�is�aligned�with�the�national�strategic�plan.��
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The� SE�CNLS� will� therefore� play� a� central� role� in� this� process,� giving� all� implementing� entities� and��
the�CDLS�clear�guidelines�on�planning�methodology�and�providing�targeted�supervision�to�facilitate�
this� process� and� afterwards� to� monitor� the� implementation� of� planned� activities.� CNLS� will� work�
closely� with� EDPRS� sector� coordination� agents,� other� coordinating� bodies,� and� CDLS� technical�
assistants�to�ensure�these�agents�play�their�role� for�planning,�monitoring�and�evaluation�of�all�HIV�
activities.�

1.3 PARTNERSHIP�FOR�GREATER�HARMONIZATION�AND�ALIGNMENT�OF�DONORS�WITH�NSP�

PRIORITIES�

The�successful�implementation�of�the�NSP�will�depend,�to�a�large�extent,�on�the�continued�support�
of� Rwanda’s� development� partners,� comprising� official� donors,� local� and� international� NGOs,� civil�
society�and�the�Private�Sector.�The�government�recognises�the�key�role�played�by�dialogue�with�its�
various� partners,� and� to� this� end� it� continues� to� support� and� strengthen� a� number� of� groups� and�
forums� aimed� at� enhancing� the� quality� of� dialogue,� coordination� of� development� activities� and�
harmonisation�of�donor�assistance.�

In� line�with�the�Paris�Declaration�on�Aid�Effectiveness,� the�Government�of�Rwanda�also�recognises�
the� importance� of� mutual� accountability� in� its� relationships� with� donors,� and� will� take� steps� to�
strengthen� these� reciprocal� obligations� through� the� use� of� new� and� existing� systems.� Increased�
attention� will� be� accorded� to� aid� and� its� effectiveness� in� the� joint� sector� reviews,� with� a� view� to�
ensuring�that�external�assistance�is�coordinated�in�an�effective�manner�at�the�sector�level.�

A�large�number�of�international�NGOs�are�actively�involved�in�the�HIV�response�in�Rwanda.�Most�of�
them� are� providing� prevention,� care� &� treatment� and� impact� mitigation� services.� There� are� also�
multilateral� (UN� agencies)� and� bilateral� cooperation� organizations� (USAID,� Lux� Dev)� providing�
technical�support�to�Rwanda�in�its�fight�against�HIV�and�AIDS.�

Since�January�2007,�Rwanda�has�been�one�of�eight�pilot�countries�for�‘the�UN�delivering�as�One�or�
One�UN’.�Hence,�UN�agencies�are�working�towards�‘One�Programme’,�‘One�Budgetary�Framework’,�
‘One� Leader’� and� ‘One� Office’.� The� objective� of� the� ‘One� UN’� pilot� is� to� enable� the� UN� system� to�
better� align� its� programme� on� National� Priorities� and� to� provide� a� more� effective� and� coherent�
response�to�the�needs�of�the�Government�of�Rwanda�and�its�Development�Partners.��In�May�2007,�
The� UN� Country� Team� finalized� its� second� United� Nations� Development� Assistance� Framework�
(UNDAF)� for� 2008�2012,� which� provides� the� necessary� programmatic� coherence� for� the�
implementation�of�the�‘One�Programme’�model.�The�UNDAF�2008�2012�is�aligned�to�the�Economic�
Development�and�Poverty�Reduction�Strategy�(EDPRS)�and�Vision�2020.��

��

2. INSTITUTIONAL�CAPACITY�BUILDING�

2.1 COORDINATION,�PLANNING,�MONITORING�AND�EVALUATION�

Central�coordination�institutions�(CNLS,�TRAC+,�umbrellas)�will�elaborate�a�capacity�building�plan�for�
their�staff�in�order�to�meet�their�responsibilities�in�term�of�coordination,�planning�and�M&E.�At�the�
decentralized� level,�CDLS�will�also�strengthen�their�coordination�capacities� in�order� to�become�the�
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primary� coordinating� body� for� all� HIV� activities� taking� place� in� the� district� and� to� ensure� that�
planning�and�implementation�of�HIV�local�response�is�based�on�evidence�and�local�situation�analysis.�
Specific�training�will�be�organized�to�improve�the�effectiveness�of�CDLS�sub�committees�(cooperative�
organization,�IEC,�OVC�support).�

2.2 CLINICAL/BIOMEDICAL�SERVICE�PROVISION�

Health�care�providers�will�also�benefit� from�a�comprehensive�capacity�building�plan�to�ensure�that�
they� are� regularly� informed� and� trained� on� new� national� guidelines� and� advances� in� knowledge�
about�the�disease�and�care�and�treatment�methods.�Special�attention�will�be�given�to�the�results�of�
numerous� clinical� or� service� organization� studies/evaluation� that� give� important� indications� to�
improve�quality�of�services�and�should�be�widely�disseminated�to�health�care�providers.���

2.3 COMMUNITY�SERVICE�PROVISION�

With� the� elaboration� of� a� national� policy� on� community� health� workers,� the� content� of� these�
important�agents�at�community�level�will�be�standardized�to�ensure�homogeneous�quality�and�scope�
of� their� interventions,� regardless� of� the� development� partner� they� are� collaborating� with.� The�
interaction�and�regular�communication�between�health�facilities�and�the�community�health�workers�
will�be�an�important�channel�for�the�continuing�training�of�the�CHW.�Members�of�Community�based�
organizations�involved� in�the�provision�of�services�at�the�community� level�will�also�need�to�receive�
standardized�training�to�ensure�the�quality�of�their�interventions.�

�
A�general�observation� for�capacity�building�of� these�different�groups�of�actors� is� that�a�systematic�
training�plan� should�be� elaborated�at� central� level,�on� the�basis�of�needs� identified�during� regular�
formative� supervision� and� the� best� approach� for� complementary� training� should� be� selected�
according�to�specific�situations�and�constraints.�In�all�cases,�the�quality�of�the�content�of�the�training�
and�the�competence�of�trainers�will�be�verified.�
�

3. HEALTH�SYSTEMS�AND�COMMUNITY�SYSTEMS�STRENGTHENING�
�

Rwanda�is�recognized�as�being�a�country�where�the�rapid�expansion�of�HIV�and�AIDS�programming�
has�driven�improvements�in�the�health�sector�–�all�the�while�showing�success�in�achieving�results�in�
the�fight�against�HIV�and�AIDS.��The�example�of�Rwanda�is�particularly�important�in�a�context�where�
it� is�common�to�describe�HIV�and�AIDS�programs�as�“vertical”�and� inherently�compromising�to�the�
health�system.��In�achieving�even�more�ambitious�targets�on�HIV�and�AIDS,�this�NSP�will�continue�to�
further�expand�the�capacities�of�the�health�sector.��At�the�same�time,�renewed�attention�will�be�paid�
to�strengthening�the�community�sector,�a�vital�component�of�an�effective�response.�

3.1 HEALTH�SYSTEMS�STRENGTHENING�

In� this� section� are� listed� the� main� inputs� necessary� to� implement� all� activities� of� the� NSP.� In� the�
logical�framework�and�the�description�of�activities,�these�inputs�have�been�mentioned�more�or�less�
arbitrarily�under�the�domains�where�they�are�the�most�crucial,�but�it�must�be�understood�that�they�
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are�also�necessary�for�other�activities�under�which�they�are�not�listed�to�avoid�repetition�and�double�
counting.�
�

HUMAN�RESOURCES��

Retention�of�existing�health�staff�and�recruitment�of�additional�medical�personnel�(doctors,�nurses,�
assistant�nurses,�lab�technicians)�and�community�health�workers�is�necessary�to�achieve�the�targets�
set�for�this�NSP.�Existing�staff�and�newly�recruited�staff�need�to�be�trained�and�regularly�supervised�
and�have�refresher�courses�to�ensure�their�knowledge�is�up�to�date�and�adapted�to�new�guidelines�
and�changing�therapeutic�methods.�

Apart�from�the�needed�increase�in�number�and�competence�of�staff,�there�is�also�a�need�to�improve�
the� quality� of� services� provided� by� this� staff� by� improving� their� motivation.� Performance� based�
funding,�already� in�place� for�district�hospitals�and�for�some�specific�tasks� in�health�centers,�should�
become�generalized�in�order�to�motivate�health�staff�to�provide�the�best�quality�of�service�possible�
with�their�limited�resources.�

Task�shifting,�mainly�to�transfer�to�trained�nurses�some�responsibilities�presently�reserved�to�medical�
doctors,�such�as�ARV�prescription�and�regular� follow�up�of�ART�patients�on�first� line�drugs�without�
complications,�is�a�necessary�strategy�in�view�of�the�rapidly� increasing�number�of�ART�patients�and�
the� inability� to� staff� all� health� centers� in� the� short� term� with� medical� doctors.� This� strategy� has�
already�been�adopted�by�the�government�and�will�be�implemented�during�the�course�of�this�NSP.�

INFRASTRUCTURE/EQUIPMENT� �

In�order� to�achieve� the� target� that�all�health� facilities� (500�district�hospitals�and�health�centers�by�
2012)� provide� complete� HIV� services� (VCT/PMTCT/ART),� a� substantial� effort� will� be� made� to� build�
new�centers� (around�50)�and�rehabilitate�existing�ones�and�to�equip�them�with�necessary� items�to�
deliver�these�services.�This�includes�purchase�of�vehicles�(ambulances,�motorcycles),�ICT�equipment�
and�equipment�and�supplies�for�community�health�workers.�

Development� of� laboratory� infrastructure� and� equipment� will� be� an� important� part� of� improving�
health�facilities�capacities�to�provide�more�comprehensive�and�better�quality�services:� increase�the�
number�of�people�being�tested�for�HIV�(through�VCT,�PIT,�PMTCT�with�an�emphasis�on�the�strategy�
of�couple�and�family�testing)�and�improve�the�laboratory�capacities�of�health�centers�for�diagnosis�of�
opportunistic�infections,�for�CD4�counts�and�in�reference�laboratories�for�viral�loads.�The�target�for�
HIV� testing� is� to� increase� from� 12%� of� people� being� tested� to� 50%� by� 2012.� To� support� and�
complement� the� quality� of� laboratory� services� at� health� facility� level,� the� national� reference�
laboratory� (NRL)� and� 5� provincial� referral� laboratories� will� be� supported� with� staff� training,�
infrastructure�and�equipment�strengthening�for�bacteriology�and�parasitology�diagnosis.�

PROCUREMENT;�SUPPLY�CHAIN�MANAGEMENT�

CAMERWA�has�a�mandate�of�ensuring�availability�and�accessibility�of�quality�generic�and�essential�
drugs� to� national� health� facilities,� orders� and� distributes� 80� percent� of� medications� in� Rwanda�
including� all� essential� drugs.� It� also� oversees� procurement� for� reagents,� medical� supplies,� and� key�
health� commodities.� In� collaboration� with� the� MOH� (the� process� of� setting� up� National� Drug�
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Regulatory� Authority� is� underway),� CAMERWA� will� be� responsible� for� procuring� all� medicines,�
reagents�and�consumables�from�qualified�vendors.�All�medicines�and�reagents�will�be�procured�from�
international�sources,�as�there�are�no�local�vendors�of�the�necessary�items.�

Procurement�of�ARV�drugs�(1st�and�2nd�line�treatment),�of�drugs�for�OI�prophylaxis�and�treatment�and�
of� commodities� to� improve� access� to� various� family� planning� methods� will� be� strengthened� to�
ensure� that� there� will� be� no� stock� outs� for� all� these� essential� drugs� and� commodities.� District�
pharmacies�will�be�supported�to�achieve�this�result�in�all�30�districts.�At�central�level,�CAMERWA�will�
be� strengthened� to� increase� its� storage� capacity� and� to� establish� a� functional� active� distribution�
system.�

Once�purchased,�inventory�is�centralized�in�restricted�access�CAMERWA�storage�facilities.�Inventory�
management� is� computerized� and� carried� out� by� a� trained� pharmacist.� Eligibility� of� potential�
customers�must�be�verified�before�release�of�medications�or�products�is�approved.��

Throughout� the� public� sector� distribution� chains,� the� program� management� unit� will� ensure� that�
biweekly� checks� are� conducted� to� verify� that� products� are� being� stored� according� to� technical�
standards,� including�appropriate�humidity�and�temperature� levels� in� the� stockrooms,�as�well�as� to�
monitor� that� transfer�pricing� is�being� implemented� in� accordance�with�prices� set�by� the�PMU� and�
TRAC�and�MOH.�Moreover,�the�regular�reporting�by�CAMERWA,�and�health�districts�will�enable�the�
program�management�unit�to�ensure�that�all�commodities�are�moving�through�the�supply�chain�in�an�
efficient�manner.�

3.2 COMMUNITY�SYSTEMS�STRENGTHENING�

The� size� and� the� diversity� of� the� constituencies� of� the� umbrella� organizations� are� a� challenge� in�
terms� of� effective� coordination� of� interventions.� Most� umbrellas� have� embarked� in� processes� of�
decentralization� to� make� sure� that� the� coordination� of� their� members� starts� at� district� level� but�
decentralized� structures� are� still� recent� and� therefore� still� lack� experience.� CSO� members� of� each�
umbrella� present� in� a� district� elect� representatives� to� the� CDLS� who� are� mandated� to� facilitate�
communication�between�their�organizations�provide�this�technical�support.�Together�with�the�RRP+�
coordinator� who� oversees� the� activities� of� the� PLHIV’s� associations� and� cooperatives,� there� will�
therefore�be�in�each�district�two�agents�whose�role�will�be�to�strengthen�the�civil�society�response�
and�ensure�its�effective�coordination�with�other�local�actors.���

In� keeping� with� the� diversity� of� situations� described� above,� asymmetric� support,� adapted� to� each�
umbrella’s� reality,� will� be� provided� during� this� NSP� to� help� them� play� their� respective� roles� more�
efficiently.�Institutional�strengthening�of�umbrellas�will�also�help�them�become�more�autonomous�so�
that�they�can�improve�and�scale�up�the�technical�support�they�should�provide�to�their�members.�In�
the�short�term�some�of�the�umbrellas�should�be�able�to�become�principal�recipients�of�international�
funding�and�manage�large�grants.�

Community�systems�will�be�strengthened�at�two�levels:�
�

� CSO�implementation;��

� Civil�society�umbrella�organizations�coordinating�the�interventions�of�their�constituencies.�
�
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The�rationale�for�the�strengthening�of� implementing�CSOs� is� improved�quality�of� interventions�and�
adaptability� to� new� innovative� approaches� through� stronger� technical� programming� skills,� and�
sustainability� of� interventions� through� institutional� development.� Civil� society� umbrella�
organizations�need�to�be�strengthened�institutionally�so�that�in�turn�they�can�provide�their�member�
organizations� with� technical� support� on� organizational� issues� and� fully� coordinate� their�
constituencies.� The� emergence� of� strong� national� civil� society� champions� is� also� essential� to� the�
sustainability� of� the� national� response� to� HIV� by� reducing� progressively� the� dependence� on�
international�technical�support�from�INGOs.�

�
The�strengthening�of�community�systems�will�include�the�following�elements:�

�

� Human�resources�
Recruitment�and�retention�of�personnel:�qualified�personnel�will�be�recruited�by�implementing�
CSOs�and�CS�umbrella�organizations�at�central�and�district�level�based�on�the�needs�identified�for�
each�umbrella�and�cost�effectiveness�criteria.�

�
Training:�Training�needs�have�been�identified�in�general�to�strengthen�both�implementing�CSOs�
and� umbrella� organizations� in� the� following� areas:� planning,� M&E,� financial� and� program�
management� systems,� advocacy� and� resource� mobilization.� However� capacity� analysis� and�
capacity�development�plans�will�be�conducted�for�each�CSO�umbrella�in�order�to�define�exactly�
in�which�areas�staff�should�be�trained.�Training�materials�will�have�to�be�updated.�

�

� Information�systems:��
This� is� described� in� the� next� chapter� on� M&E� framework.� The� strengthening� of� information�
systems� is� particularly� important� for� community� organizations� to� improve� bidirectional�
communication�with� local�and�national� coordination�structures,� so� that� their� interventions�are�
better�integrated�in�the�national�HIV�response.�

COMMUNITY�SYSTEMS�PARTNERSHIPS�

In�order�to� improve�networking,�sharing�of�experiences�and� lessons� learned�and�to�strengthen�the�
negotiation�capacities�of�civil�society�a�Civil�Society�Umbrellas�Consultative�Committee�on�HIV/AIDS�
will�be�set�up.�Composed�of�the�presidents�and�executive�secretaries�of�the�five�civil�society�umbrella�
organizations� and� the� Federation� of� the� Private� Sector� the� consultative� committee� will� represent�
umbrellas�in�discussions�with�the�government�and�partners�on�HIV�policies.�It�will�be�the�civil�society�
umbrellas’� representative� body� for� the� oversight� of� the� allocation� of� funds� to� civil� society� for� the�
implementation�of�HIV�activities�in�Rwanda.�

An� organization� with� proven� experience� in� institutional� development� will� be� selected� to� provide�
technical�support�to�Civil�Society�umbrellas�during�the�first�two�years�of�this�NSP.�
�

4. FINANCING�THE�NATIONAL�STRATEGIC�PLAN�

4.1 RESOURCE�MOBILIZATION�
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HIV�has�received�substantial�and�rapidly�increasing�levels�of�funding�over�the�last�few�years,�from�85�
million�US$�in�2005�(indicative�spending�according�to�donors’�declaration)�to�195�million�US$�in�2008�
(indicative�spending�based�on�declarations�and�projections�by�donors).�According�to�2006�National�
AIDS� Spending� Assessment� (NASA),� around� 92%� of� all� HIV� funds� come� from� international� donors,�
whereas� 5%� came� from� government� ministries� and� other� public� institutions,� 2.2%� from� individual�
household�expenditures�and�0.4%�from�the�private�sector,�including�corporations.�Even�though�this�
very� important� proportion� of� funding� by� external� sources� represents� a� challenge� in� terms� of�
sustainability,� stability� in� the� level�of�external� funding� is� a� relative�compromise� to�ensure�medium�
term�continuity�in�service�provision.�Unless�the�global�economic�crisis�causes�major�reductions�in�the�
international�donors’�contribution,�Rwanda�expects�to�continue�to�benefit�from�similar�levels�of�HIV�
funding�over�this�whole�NSP�period.�

4.2 GOVERNMENT�CONTRIBUTION�

Even� though� the� percentage� of� the� government’s� contribution� to� the� overall� HIV� budget� is� quite�
small,� there� is� a� definite� effort� on� its� part� to� increase� the� proportion� of� the� total� GoR� budget�
allocated� to�health.� Although� short�of� the� target�of�12%� set� in�HSSP� I� for�2009,� the�percentage�of�
total�GoR�budget�for�health�has�increased�from�8.2%�in�2005�to�9.1%�in�2008,�translating�in�a�rise�of�
per�capita�total�health�expenditure�from�USD�6�to�USD�11,�USD�5�short�of�the�target�of�USD�16. As�
HIV� represents� over� 60%� of� the� national� health� budget,� this� effort� to� increase� the� government’s�
contribution�also�affects�HIV�funding.�

4.3 KEY�PARTNERS/FUNDERS�

According� to� 2006� National� AIDS� Spending� Assessment� (NASA),� the� main� international� donors� are�
PEPFAR� (33%),�Global�Fund� (15%)�and�World�Bank� MAP� (13%).�Other�donors� such�as� UN�agencies�
and�ADB�should�be�mentioned�even�if�their�contribution�is�lower�because�they�support�coordination�
activities�often�neglected�by�the�main�donors.�With�the�termination�of�MAP�in�2008,�and�ADB�project�
in� 2009,� the� major� donors� for� the� next� NSP� period� will� be� PEPFAR� and� Global� Fund.� Even� though�
PEPFAR�precise�funding�is�determined�yearly,�there�is�reasonable�guaranty�that�funding�will�remain�
stable�around�120�million�per�year�for�the�next�5�years.�As�far�as�Global�Fund�is�concerned,�ongoing�
projects�(Round�6�and�7)�will�run�until�the�end�of�the�NSP�period.�
A�new�perspective�is�presently�under�study�for�the�HIV�NSP�to�be�used�as�basis�for�global�funding�of�
HIV� response.� If� put� into� effect,� this� new� funding� strategy� will� undoubtedly� strengthen� the�
coherence�between�national�priorities�and�international�support.�

4.4 SUSTAINABILITY�

�

Two� major� factors� can� influence� the� sustainability� of� interventions:� one� is� the� pertinence� and�
relevance�of�the� intervention,�which�depends�on�adequateness�of�methodology,�adaptation�to�the�
needs� of� the� beneficiaries,� and� participation� of� beneficiaries� in� the� planning� and�
monitoring/evaluation� of� these� interventions,� as� well� as� in� the� implementation� of� some� of� the�
services� that�are�delivered�at�community� level�such�as�peer�education.�The�other� is� insurance�of�a�
stable� source� for� the� resources� necessary� to� implement� the� intervention.� This� means� not� only�
financial� resources,�but�also�human�and�material� resources�such�as�medications�and�commodities,�
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infrastructures�and�equipment.�A� large�proportion�of�health�services,� and�specifically�HIV� services,�
are�dependent�on�external�funding.�
�
At�community�level�most�civil�society�organizations�(CSOs)�also�depend�on�external�funding,�except�
for� a� majority� of� FBOs� who� can� secure� a� large� part� of� their� funding� from� their� religious�
constituencies.� Community�based� models� are� usually� cost�effective� because� of� the� use� of�
volunteers.� The� expansion� of� the� number� of� cooperatives� of� PLHIV� and� affected� people� aims� at�
securing�the�self�reliance�and�autonomy�of�those�organizations�through�IGAs.�However�community�
systems�need�to�be�strengthened�to�ensure�the�sustainability�of�the�interventions� implemented�by�
CSOs.�Volunteers�and�staff�of�CBOs,�local�and�national�NGOs�need�to�be�trained�in�various�areas�of�
organizational�development�such�as�project/program�management�and�governance.�They�also�need�
to� have� proper� infrastructures� and� equipment.� International� NGOs� play� an� important� role� in� this�
process�of�strengthening�the�capacities�of�national�and� local�organizations,�with�the�objective�that�
they�can�progressively�take�over�interventions�presently�implemented�by�international�partners.�
�
It�would�be�unrealistic�to�pretend�that�Rwanda�can�alone�provide�such�volume�of�financial�resources�
for� the� strengthening� of� both� health� systems� and� community� systems.� However,� stability� and�
regularity�of� this�external� financing�can�be�secured�through�responsible�and�efficient�management�
which�elicit�a�relationship�of�trust�and�confidence�between�the�Rwandan�government�and�donors.�
The�present�perspective�of�basing�future�funding�from�major�donors�on�national�strategies�such�as�
this� HIV� NSP� is� undoubtedly� a� major� step� in� this� direction� of� ensuring� sustainable� financing� for�
Rwanda’s�development.�

4.5 RESOURCE�ALLOCATION��

FUNDING�CHANNELS�

Each� donor� has� its� own� funding� mechanism,� although� they� are� all� requested� to� respect� national�
priorities� and� procedures� in� their� planning� and� resource� provision.� The� government� funds� are�
transferred�to�decentralized�coordination�and�implementing� institutions�through�the�MoH�financial�
management�system.�At�district�level,�these�funds�are�managed�by�the�district�health�director�and�by�
district� finance� department.� For� Global� Fund� projects,� a� project� management� unit� under� the�
supervision�of�CNLS�is�responsible�for�the�management�of�all�GF�projects.�The�principal�recipient�for�
all�GF�projects� is�the�MoH,�so�that�funds�are�mostly�directed�through�public�channels.�For�PEPFAR,�
funding�mechanisms�and�channelling�are�controlled�by�US�representatives�in�Rwanda�and�directed�to�
the�different�US�NGOs�implementing�the�program.�There�is�satisfactory�coordination�at�central�level�
for�identification�of�priorities,�but�very�little�control�by�public�authorities�on�actual�expenditures.�
With� the� tendency� to� decentralization,�a� larger� share� of� funds� will� progressively�be�mobilized� and�
disbursed�directly�at�the�district�level.��
�

ALLOCATION�MECHANISMS�

With� the� rapid� increase� in� funding� volume� over� the� last� few� years,� Care� &� Treatment� has�
progressively� taken� a� larger� proportion� of� funds,� whereas� prevention� has� maintained� itself� and�
impact�mitigation’s�share�has�slightly�diminished.� �The�absolute�amount�of�funds�for�each�of�these�
sectors�has�however�increased.��With�the�increase�in�number�of�patients�under�treatment,�this�trend�
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is� likely� to� continue,� especially� with� an� expected� rise� in� the� number� of� patients� who� need� more�
expensive�second�line�treatment.�

This�brings�us�to�another�aspect�of�funds�allocation�mechanisms�that�will�be�adjusted�during�this�NSP�
period,�the�prioritization�of�interventions�with�most�at�risk�populations�(MARPs).�Without�neglecting�
efforts�targeting�the�general�population,�a�larger�proportion�of�funds�will�be�directed�towards�groups�
that� have� been� identified� through� evidence�based� exercises� as� those� where� most� new� infections�
appear� and� where� interventions� are� most� likely� to� have� marked� impact� for� reduction� of� new�
infections.�One�of�the�conditions�to�ensure�proper�allocation�of�funds�to�different�community�groups�
is� to� channel� funds� in� adequate� amounts� to� civil� society� and� private� sector� organisations� that� are�
targeting�marginalized�groups�that�are�often�not�reached�by�regular�public�services�oriented�towards�
the�general�population.��

An� important� preoccupation,� and� a� responsibility� of� central� coordinating� bodies,� is� to� control� as�
much�as�possible�that�funds�are�distributed�equitably�among�all�geographic�areas.�There�is�presently�
a�tendency�to�give�a�disproportionate�part�of�funds�to�easily�accessible�districts,�where�most�of�the�
development�partners�are�working,�whereas�more� isolated�districts�are�neglected�both� in�terms�of�
implementing�partners�and�of�volume�of�funds�available.� Improvement� in�planning�and�monitoring�
mechanisms�will�enable�central�coordinating�bodies�to�ensure�correction�of�this�inequity.�

FINANCIAL�AUDITS�

Financial� audits� are� performed� regularly� (on� a� yearly� basis)� to� verify� that� spending� mechanisms�
follow� national� and� international� regulations.� The� main� institutions� for� coordination� and�
implementation�of� the�HIV� response�have� internal�auditors,�and�they�also�undergo�yearly�external�
audits� with� recognized� auditing� firms.� The� direction� of� Administration� and� Finance� of� these�
institutions�are�responsible�to�ensure�that�procurement�and�tender�regulations�are�strictly�followed�
for� all� purchases� and� management� of� activities� according� to� the� yearly� work� plan� and� to�
government’s�requirements.�

To� track� HIV�related� expenditure� in� a� calendar� year,� Rwanda� uses� the� National� AIDS� Spending�
Assessment�(NASA)�or�the�National�Health�Accounts�(NHA)�with�particular�focus�on�the�HIV�and�AIDS�
subaccount.�The�subaccounts�preserve�the�distinction�between�health�and�non�health�expenditures.�
The�NASA�approach�aims� to� inform�a�multi�sectoral�HIV�perspective.�The�data�collection�approach�
involves� the� following:� 1)� Access� original� expenditure� records� from� institutions,� 2)� Examine� other�
secondary� data� and� ongoing� surveys� and� 4)� Develop� and� implement� targeted� questionnaires� for�
donors,�NGOs,�private�and�public�employers/corporations�and�insurance�companies.�Both�NHA�and�
NASA� reflect� actual� expenditures� associated� with� the� delivery� of� a� service� or� product,� that� differs�
from�commitments�and�from�disbursements.��

Efforts�are�being�made�to�integrate�the�needs�for�HIV�expenditure�information�into�existing�routine�
data�collection� in�the�country,� in�particular�the� information�on�expenditure�by�stakeholders�that� is�
captured�by�the�database�CNLSnet.�Over�time,�the�routine�data�collection�system�will�replace�ad�hoc�
surveys�on�HIV�expenditure.�
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IV.�NATIONAL�HIV�AND�AIDS�MONITORING�AND�EVALUATION�FRAMEWORK��
�

1. INTRODUCTION�
�

1.1�SITUATION�ANALYSIS�OF�MONITORING�AND�EVALUATION�OF�HIV�AND�AIDS�IN�RWANDA�

The� National� M&E� Framework� is� primarily� divided� between� health� facility�based� and� community�
based� components� of� monitoring� and� evaluating� the� national� response,� and� is� decentralized� from�
the�national�to�district�levels.��

The�health�facility�based�components�of�the�M&E�framework�are�led�by�MOH�and�TRAC�Plus�at�the�
national� level� and� District� Health� Officers� at� the� district� level.� In� general,� health� facility�based� HIV�
M&E�is�integrated�and�mainstreamed�within�the�existing�M&E�structures�of�MOH.��

The� community�based� components� of� the� M&E� framework� generally� refer� to� community�based�
prevention�and�other�support�interventions�at�the�community�level.�The�CNLS�and�CDLS�are�the�lead�
institutions� for� the� coordination� of� community�based� components� of� the� M&E� framework� at� the�
national� and� district� levels,� respectively.� At� the� national� level,� CNLS� coordinates� the� M&E� of�
community�based�interventions�across�EDPRS�sectors,�including�public�and�private�sector�institutions�
and�the�civil�society�response�through�the�umbrella�organizations.�At�the�district�level,�the�CDLS�are�
responsible� for� the� M&E� of� community�based� interventions� from� implementing� partners� and� the�
decentralized�structures�of�the�public�and�private�sector�institutions�and�civil�society�umbrellas.��

In�general,�the�organizational�structure�of�the�M&E�system�at�the�national� level� is�well�established�
and�functional,�but�has�not�been�adequately�decentralized�to�the�district�and�community�levels.�An�
M&E� assessment� conducted� in� 2007� (see� Participatory� Approach� below)� shows� that� the� national�
level�should�improve�the�decentralized�dissemination�of�the�tools,�guidelines�and�other�reports�and�
resources� developed;� while� community� and� district�level� stakeholders� need� to� reinforce� data�
collection� and� reporting� measures� from� the� district� to� national� level.� This� would� result� in� better�
instances�of�data�use�for�decision�making�at�all�levels.��

2. �DEVELOPMENT�OF�THE�NATIONAL�HIV�AND�AIDS�MONITORING�AND�EVALUATION�

FRAMEWORK�ON��
�

2.1�RATIONALE�

As�the�Government�of�Rwanda�continues�to�implement�and�scale�up�comprehensive�HIV�prevention,�
care� and� support� interventions� for� its� population,� it� is� becoming� increasingly� crucial� to� develop� a�
strong� evidence� base� for� planning� and� programming� purposes.� It� is� not� only� imperative� to�
understand� the� dynamics� of� the� HIV� epidemic,� including� the� sub�groups� and� other� determinants�
driving� the� transmission� of� new� infections,� but� also� to� gather� objective� evidence� on� interventions�
that� effectively� and� efficiently� contribute� to� achieving� the� national� targets� of� preventing� new�
infections� and� improving� the� quality� of� life� of� people� living� with� HIV.� This� evidence� base� should�
influence� planning,� coordination,� resource� mobilization� and� allocation,� and� the� prioritization� and�
targeting�of�risk�groups�and�related�interventions.�
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With�national�and�international�donors,�development�partners,�communities�and�other�stakeholders�
contributing�to�the�overall�HIV�response�at�various�levels�and�sectors�in�Rwanda,�it�was�necessary�to�
develop� a� national� framework� that� can� accurately� assess� the� degree� to� which� interventions� are�
contributing�to�the�achievement�of�national�HIV�targets,�while�consistently�monitoring�trends�in�HIV�
incidence,� prevalence� and� related� behaviors� in� the� population.� The� framework� meets� the� data�
collection,� analysis� and� reporting� needs� of� the� Government� of� Rwanda� and� focuses� on� increasing�
availability� of� routine� information� to� stakeholders� at� all� levels� to� assist� in� more� evidence�based�
decision�making.�

2.2�GUIDING�PRINCIPLES��

This�Framework�was�developed�taking�two�major�concepts�into�account:�The�“Three�Ones”�Principle�
and�the�Organizing�Framework�for�a�Functional�National�HIV�M&E�System�

THE�THREE�ONES�

The�Government�of�Rwanda�is�committed�to�the�“Three�Ones”�principles,�agreed�upon�in�April�2004�
as�a�country�level�action�aimed�to�scale�up�the�national�AIDS�response.�This�framework�responds�to�
the�last�of�the�Three�Ones:�One�agreed�country�level�Monitoring�and�Evaluation�system.�

ORGANIZING�FRAMEWORK��

In� April� 2008,� the� UNAIDS� Monitoring� and� Evaluation� Reference� Group� (MERG)� published� a� multi�
agency� endorsed� document� introducing� an� organizing� framework� that� described� the� twelve� main�
components�to�a�functional�national�M&E�system.�The�twelve�components�guided�the�assessment�of�
the� existing� M&E� system� and� the� development� of� this� framework.� Specifically,� the� purpose� of� an�
M&E�system,�as�outlined�by�the�MERG,�served�as�a�guiding�principle:�

� To�guide�the�planning,�coordination�and�implementation�of�the�HIV�response;�

� To�assess�the�effectiveness�of�the�HIV�response;�and�

� To�identify�areas�for�program�improvement.�
�

2.3�PARTICIPATORY�APPROACH���

The� development� of� the� M&E� Framework� employed� a� participatory� approach� and� methodology,�
achieving� a� strong� level� of� participation� of� HIV� M&E� stakeholders� at� all� levels� and� ensuring� their�
commitment� to� the� successful� implementation� of� the� framework.� At� the� end� of� 2007� the� CNLS�
began� the�process�by�collaborating�with� the�Global�Fund,� the�World�Bank�Global�AIDS�M&E�Team�
(WB/GAMET),�UNAIDS�and�MEASURE�Evaluation�to�assess�the�implementation�of�the�national�M&E�
framework� to� date�according� to� the�12� components�of� a� functional� M&E� system� proposed�by� the�
global� Monitoring� and� Evaluation� Reference� Group� (MERG).� Since� 2008,� M&E� stakeholders� at� all�
levels� have� begun� to� implement� the� systems� strengthening� recommendations� of� the� assessment�
report,�resulting�in�improvements�in�the�M&E�system�that�address�the�weaknesses�found�during�the�
assessment.�

�
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The�development�of�this�plan�built�on�these�previous�planning�steps.�In�addition,�the�national� level�
indicators� for� this� NSP� were� developed� during� several� operational� planning� workshops� in� March�
2009�which�brought�together�all�national�and�district�level�M&E�stakeholders.�Further�consultations�
with� HIV� M&E� stakeholders� will� continue� to� finalize� operational� tools� and� guidelines� for� the�
implementation�of�the�M&E�framework�at�the�national�and�district�levels.��

2.4�MONITORING�AND�EVALUATION�CONCEPTS��

As� several� stakeholders� are� involved� in� monitoring� and� evaluation� activities� at� varying� levels,� it� is�
important�that�all�stakeholders�have�the�same�understanding�and�definition�of�basic�monitoring�and�
evaluation�terms.�The�definitions�below�are�the�harmonized�terminology�used�for�the�results�based�
management�(RBM)�approach,�which�was�used�for�the�development�of�the�NSP19.��

Monitoring�is�the�continuous�process�of�collecting�and�analyzing�data�for�performance�indicators,�to�
compare�how�well�a�development�intervention;�partnership�or�policy�reform�is�being�implemented�
against� expected� results� (achievements� of� outputs� and� progress� towards� outcomes).� Monitoring�
looks�at�what�has�been�done�whereas�evaluation�examines�the�effectiveness�of�what�is�being�done.��

Outcome�evaluation�is�an�in�depth�examination�of�a�related�set�of�programs,�projects�and�strategies�
intended� to�achieve�a� specific�outcome;� to�gauge� the�extent�of� success� in� achieving� the�outcome;�
assess�the�underlying�reasons�for�achievement�or�non�achievement;�validate�the�contributions�of�a�
specific� organization� to� the� outcome;� and� identify� key� lessons� learned� and� recommendations� to�
improve�performance.��

The�NSP�2009�12�has�an�overall�result�to�be�achieved�during� its� implementation�period.�Resources�
are�used� to� implement�different� interventions� that�are�expected� to�produce� desired� results�which�
over�time�contribute�to�achieving�the�overall�collective�result.�An�effective�M&E�system�establishes�a�
clear� and� logical� pathway� from� the� resources� used� to� the� achievement� of� the� overall� result.� This�
pathway�includes�the�following�major�components:���

i. Inputs:�the�financial,�human,�material,�technological�and�information�resources�used�for�the�
development�intervention.�

ii. Activities:� actions� taken� or� work� performed� through� which� inputs,� such� as� funds,� technical�
assistance�and�other�types�of�resources�are�mobilized�to�produce�specific�results.�

iii. Outputs:� the� products� and� services� which� result� from� the� completion� of� activities� within� a�
development�intervention.�

iv. Outcomes:� the� intended� or� achieved� short�term� and� medium�term� effects� of� an�
intervention’s�outputs,�usually�requiring�the�collective�effort�of�partners.�Outcomes�represent�
changes�in�development�conditions�which�occur�between�the�completion�of�outputs�and�the�
achievement�of�impact.��

v. Indicators:� quantitative� or� qualitative� variables� that� allow� the� verification� of� changes�
produced�by�a�development�intervention�relative�to�what�was�planned.��

������������������������������������������������������������
19�The�definitions�are�adapted�from�the�Glossary�of�Key�Terms�in�Evaluation�and�Results�Based�Management,�2002.�

�
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vi. Target:�reference�point�or�standard�against�which�progress�or�achievements�can�be�assessed.�
A� target� refers� to� the� performance� that� has� been� achieved� in� the� recent� past� by� other�
comparable� organizations,� or� what� can� be� reasonably� inferred� to� have� been� achieved� in�
similar�circumstances.��

�

2.5�NATIONALLY�AGREED�INDICATORS�(SEE�ALSO�SECTION�4)�

The�current� NSP� 2009�12� is�developed�using�a� results�based� planning� and� management� approach.�
There�is�a�results�framework�for�each�key�implementation�area,�identifying�key�results�or�milestones�
to� be� achieved� in� prevention,� care� and� treatment� and� the� mitigation� of� the� impact� of� HIV� on� the�
population.��

Indicators� are� assigned� for� each� level� of� result� of� the� NSP.� The� list� was� developed� with� the�
contribution� of� all� main� stakeholders.� The� indicators� are� coherent� with� key� national� indicators,�
namely�EDPRS�and�HSSPII.�Additionally,�the�list�refers�to�most�recent�international�guidelines�(MERG�
Indicator� Registry)� and� includes� a� key� subset� of� indicators� from� MDG,� UNGASS,� PEPFAR,� Global�
Funds� and� Universal� Access� Indicators.� National� indicators� will� be� monitored� regularly� (depending�
from�the� indicator�type)�and�made�operational�at�the�district� level�(at�the�process� level)�to�ensure�
adequate�data�collection�at�all�levels.��

TARGETS�

The�most�recent�baselines�and�2012�target� results�are�provided�with�each� indicator� is�Section�4.4.�
Source�documentation�for�all�baselines�is�noted.�Where�baselines�are�not�available,�a�target�date�for�
obtaining�a�baseline�is�mentioned�and�the�relevant�data�source�that�will�be�used.�Targets�were�set�at�
the� same� time� as� the� selection� of� indicators� through� participatory� workshops� and� expert�
consultation.� Where� available,� targets� are� derived� from� and� informed� by� the� country’s� long� term�
strategic�direction�and�vision�(Vision�2020,�EDPRS).���

Two�modelling�exercises�were�conducted�in�order�to�set�targets�related�to�changes�in�risk�behaviour�
and� estimations� of� the� HIV� population� over� time.� Targets� related� to� behaviour� change� were�
modelled� using� the� UNAIDS/WHO� Modes� of� Transmission� model,� where� percent� changes� in� risk�
behaviour�that�would�be�required�to�achieve�the�target�incidence�reduction�of�50%�were�estimated.�
For�example,�the�model�estimates�that�a�35%�increase� in�condom�use�among�the�population�aged�
15�49�would�reduce�50%�of�the�predicted�new�infections�in�this�population.�

The� SPECTRUM� software� package� was� used� to� estimate� the� HIV� population� over� time� based� on�
historical� epidemiological� data� from� surveys� and� sentinel� surveillance� sites� and� current�
programmatic� data.� For� example,� the� model� estimates� the� number� of� people� living� with� HIV�
requiring�treatment�each�year�which�is�used�for�ART�coverage�targets.�

Targets� for�program�level�output�results�were�provided�by� lead�government� institutions�and�taken�
from�other�strategic�plans�and�related�organizing�documents�of�other�institutions.�For�example,�the�
Strategic�Plan�of�TRAC�Plus�HAS�Unit�was�used�as�the�reference�document�for�setting�targets�such�as�
the�annual�number�of�couples�to�be�tested� in�couples�VCT�and�the�percentage�of�PLHA�enrolled�in�
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“prevention�with�positives”�programs.�All�targets�were�validated�nationally�to�ensure�commitments�
among�stakeholders�in�achieving�the�desired�results.�

�

3.�M&E�SYSTEMS�ON�HIV�AND�AIDS�IN�RWANDA�

As� described� above,� the� HIV� M&E� Framework� is� divided� between� health� facility�based� and�
community�based� components� of� M&E,� decentralized� between� the� district� and� national� levels,�
incorporating�stakeholders�at�all�levels.�Though�this�NSP�and�M&E�Plan�serve�as�the�central�planning�
and�coordination�documents�for�the�HIV�response,�HIV�interventions�are�meant�to�be�mainstreamed�
and�integrated�into�existing�sectors�and�institutions�where�appropriate�to�avoid�the�development�of�
vertical� systems.� This� is� specifically� the� case� for� the� health� sector� and� other� EDPRS� sectors.� The�
majority�of�the�Section�4.3.1�below�focuses�on�the�community�based�components�of�the�HIV�M&E�
system� and� linkages� between� the� health� facility�based� and� community�based� M&E� systems,�
referencing�strategies�for�the�harmonization�and�coordination�of�M&E�across�different�systems.��

HEALTH�SECTOR�MONITORING�AND�EVALUATION�POLICY�AND�STRATEGIC�PLAN�2009�12��

The�health�facility�based�components�of�the�HIV�M&E�system�are�integrated�and�mainstreamed�into�
the� existing� Health� Sector� M&E� system� and� Health� Management� Information� System� (HMIS)� and�
TRACnet.�The�Health�Sector�M&E�System�is�described�in�full�detail� in�the�Health�Sector�Monitoring�
and�Evaluation�Policy�and�Monitoring�and�Evaluation�Strategic�Plan�2009�12.�Though�the�framework�
described�in�detail�below�will�highlight�some�of�the�key�health�facility�based�components�of�the�HIV�
system,�the�Health�Sector�M&E�Policy�and�Strategic�Plan�serves�as�the�organizing�document�for�the�
health�facility�based�HIV�system.��

M&E�SYSTEMS�AND�PLANS�FOR�OTHER�EDPRS�SECTORS��

Similarly,� HIV� is� integrated� and� mainstreamed� into� the� existing� M&E� systems� for� the� other� EDPRS�
sectors.� MINECOFIN� is� currently� developing� a� detailed� Institutional� Framework� for� the� M&E� of�
EDPRS� which� will� describe� how� each� sector� will� integrate� EDPRS� activities,� including� HIV�
interventions,�into�existing�M&E�systems�and�frameworks.�As�a�result�this�organizing�framework�will�
highlight�areas�where�efforts�will�be�made�to�increase�coordination�and�information�sharing�across�
all�sectors�at�both�national�and�district�levels.�

3.1�ORGANIZATIONAL�FRAMEWORK�OF�THE�NATIONAL�M&E�SYSTEM�ON�HIV�AND�AIDS��

The� framework� is� divided� into� twelve� main� components,� following� the� organizing� framework� of� a�
functional� national� M&E� system.� The� twelve� components� are� displayed� in� Figure� 4.1� below,�
organized�into�three�broad�areas�with�sub�components�in�each�area.�The�three�broad�areas�and�sub�
components�are�as�follows:�

People,�partnerships�and�planning�

1.Organizational�structures�with�HIV�M&E�functions�
2.Human�capacity�for�HIV�M&E�
3.Partnerships�to�plan,�coordinate,�and�manage�the�HIV�M&E�system�
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4.National�multi�sectoral�HIV�M&E�plan�
5.Annual�costed�national�HIV�M&E�work�plan�
6.Advocacy,� communications,� and� culture� for� HIV�

M&E�
�

Collecting,�verifying,�and�analyzing�data�

7.Routine�HIV�program�monitoring�
8.Surveys�and�surveillance�
9.National�and�sub�national�HIV�databases�
10. Supportive�supervision�and�data�auditing�
11. HIV�evaluation�and�research�
�

Using�data�for�decision�making�

12. Data�dissemination�and�use�
�

The� use� of� data� for� decision�making� is� the� central� component� of� the� framework� and� reflects� the�
ultimate�purpose�of�M&E�in�general:�using�data�to�answer�fundamental�questions�about�a�program.��

COMPONENT�1:�ORGANIZATIONAL�STRUCTURES�WITH�HIV�M&E�FUNCTIONS�

Key�Strategies�for�2009�12:�

i. Strengthen� the� organizational� structure� of� community�based� components� of� M&E� system,�
including�M&E�systems�of�civil�society�organizations�

ii. Strengthen�organizational�structure�for�health�facility�based�components�of�M&E�system�
�

Role� of� CNLS:� The� CNLS� has� the� mandate� of� coordinating,� monitoring� and� evaluating� the� national�
response�to�HIV�and�AIDS�in�the�country.�The�Department�of�Planning,�Coordination,�and�Monitoring�
and�Evaluation�(PCM&E)�is�ultimately�responsible�for�HIV�M&E�at�the�national� level�with�dedicated�
staff,�including�an�M&E�Officer�and�two�data�analysts,�working�closely�with�MOH/TRAC�Plus,�EDPRS�
sectors,�CDLS�and�other�stakeholders.�In�general,�the�CNLS�monitors�all�community�based�aspects�of�
the� epidemic,� while� the� MOH/TRAC� Plus� is� responsible� for� the� health� facility�based� aspects.� The�
main�role�of�the�CNLS�includes�the�following:�

� Coordination,� supervision� and� provision� of� technical� assistance� and� guidance� to� monitoring�
and�evaluating�the�national�response,�including�tracking�progress�made�in�program�activities�at�
all�levels�and�supporting�capacity�building�and�training�for�M&E�at�all�levels;��

� Development� and� implementation� of� a� national� plan� for� monitoring� and� evaluating� the�
national�response,�including�defining�national�level�indicators,�identifying�means�of�verification�
and�setting�targets;�guiding�and�supervising�systematic�data�collection,�storage�and�analysis�at�
various� levels;� and� providing� the� platform� for� partnerships,� networking� and� collaboration�
between�all�levels�of�stakeholders�in�monitoring�and�evaluation;�

Figure� 52:� Organizing� Framework� for� a� Functional�
National�HIV�M&E�System�–�12�Components,�April�
2008�



Rwanda�National�Strategic�Plan�on�HIV�and�AIDS,�2009�2012�

108�

�

� Development� of� national� information� products,� as� agreed� upon� by� both� national� and�
international� stakeholders,� and� disseminating� these� products� in� a� user�friendly� and� timely�
manner.�
�

Role� of� District� level� CDLS� Planning,� M&E� Officers:� At� the� district� level,� each� district� has� a� District�
AIDS� Coordinating� Committee� (CDLS),� including� a� CDLS� HIV� Officer� and� an� M&E� officer.� The� CDLS�
M&E� Officers� will� work� closely� with� district�level� implementers� and� decentralized� structures,�
including� civil� society� umbrella� organizations� and� community�based� implementing� partners,� to�
ensure�the�proper�functioning�of�the�decentralized�data�collection�and�reporting�structure.�District�
level� M&E� officers� will� not� only� report� information� up� to� the� national� level,� but� ensure� that�
information� also� reaches� the� appropriate� district�level� decision� makers� and� stakeholders.� Specific�
duties�include�the�following:�

� Registration�and�submission�of�names�of�all�NGOs�and�CBOs�involved�in�the�HIV�response;�

� Coordination�and�supervision�of�planning�and�M&E�activities�at�the�district�level;�

� Timely�submission�of�all�data�to�the�CNLS�in�the�agreed�format;�

� Data�dissemination�to�local�stakeholders�at�the�district�level.��
�

Role� of� MOH/TRAC� Plus:� MOH� and� TRAC� Plus� are� responsible� for� ensuring� the� coordination� of� all�
health�facility�based�components�of�the�HIV�M&E�system�at�national�and�district�levels,�particularly�
on�data�collection�and�data�quality�at�the�health�health� facility� level.�The�MOH�and�TRAC�Plus�will�
ensure� that� the� collection� of� HIV� data� in� integrated� into� the� MOH� overall� health� management�
information�system�and�that�proper�channels�for�reporting�and�information�sharing�are�established�
between�all�relevant�institutions.�

Role�of�EDPRS�Sectors:�According�to�the�EDPRS,�HIV�is�a�cross�cutting�issue�and�therefore�each�EDPRS�
sector�and�all�government�ministries�must�integrate�HIV�interventions�into�their�logical�frameworks�
and� strategic� plans.� Within� the� framework� of� fully� integrating� HIV� and� AIDS� indicators� and�
interventions� across� all� sectors,� each� sector� will� be� responsible� for� carrying� out� the� HIV� and� AIDS�
actions� defined� in� the� EDPRS� logical� frameworks� and� meeting� the� targets� set.� Sectors� will� track�
progress�of�their�HIV�and�AIDS� indicators�and� interventions�within�their�monitoring�and�evaluation�
system,�and�report�their�progress�towards�targets�as�part�of�their�annual�reporting�process,�with�a�
copy�sent�to�CNLS.��

Role� of� Civil� Society� Umbrella� Organizations:� Civil� society� umbrella� organizations� coordinate� the�
collection�and�reporting�of�data�from�civil�society�organizations.�The�role�of�civil�society�includes�the�
following�tasks:�

� Participation� in�all�national�level�activities,� including�the�Planning,�Monitoring�and�Evaluation�
Technical�Working�Group�on�HIV�and�AIDS�(PM&E�TWG);�

� Ensuring� that� their�members�are� familiar�with�the�national�M&E� framework�and�system�and�
are�actively�contributing�to�its�proper�implementation;�

� Timely�reporting�on�HIV� indicators�to�both�the�CNLS�at�the�national� level�and�the�CDLS�M&E�
Officers�at�the�district�level�on�all�program�level�activities.�
�
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Role�of�Health�Facilities:�Health�facilities��both�hospitals�and�health�centers��require�dedicated�M&E�
staff/data� managers,� or� at� least� staff� who� have� M&E� activities� specifically� mandated� in� their� job�
descriptions,�to�ensure�the�quality�collection�of�data�at�the�health�facility�level�for�reporting�to�MOH.�
Minimum� equipment� requirements� will� be� available� at� all� facilities� to� facilitate� the� M&E� system,�
including�computers�and�relevant�software�for�data�collection,�storage�and�analysis.�

COMPONENT�2:�HUMAN�CAPACITY�FOR�HIV�M&E�

Key�Strategies:�

i. Recruitment�of�additional�M&E�staff�according�to�need�
ii. M&E�training�for�M&E�staff�at�all�levels,�including�development�of�HIV�M&E�training�curricula�
iii. Development�of�M&E�training�materials�on�data�software�and�management�

�
In� addition� to� the� M&E� staff� put� in� place� at� all� levels,� the� staff� need� to� have� the� minimum� job�
requirements� and� satisfactory� skill� sets� to� properly� perform� their� required� M&E� tasks.� Further�
human� capacity� development� is� needed� to� ensure� that� all� staff� has� the� same� skill� sets� and�
understanding� of� M&E� activities,� and� that� M&E� staff� at� all� levels� are� trained� and� informed� about�
relevant� tools.� Standardized� M&E� training� curricula� targeting� M&E� staff� at� all� levels� will� be�
developed�to�assure�consistency�in�M&E�activities.�New�M&E�tools�will�be�disseminated�and�relevant�
staff�will�be�trained�on�the�proper�use�of�new�tools.�Opportunities�will�be�available�for�participation�
in� international� conferences� and� workshops� which� will� provide� new� skills� and� strengthen� the�
capacity�of�M&E�staff.��

Community�based�Components�at�National�and�Decentralized�levels:��

The�CNLS�will�organize� targeted�M&E� trainings� for� M&E� staff� at� the�national� level,� particularly� for�
strengthening� the� M&E� systems�and� newly� recruited� M&E� staff�� of� umbrella� organizations.� Focus�
will�also�be�put�on�district�level�M&E�staff,�at�both�CDLS�and�the�decentralized�structures�of�sectors�
and� umbrella� organizations� to� improve� their� M&E� skills� and� capacities,� and� support� the� overall�
coordination�of�community�level�M&E�activities.�National�and�district�level�M&E�staff�will�be�trained�
together� on� the� operational� tools� and� guidelines� developed� at� the� national� level� to� ensure� their�
successful� implementation� at� the� district� level� and� foster� closer� collaboration� and� information�
exchange�between�the�two�levels.��

Health�facility�based�Components�at�National�and�Decentralized�levels:��

As�the�MOH�and�TRAC�Plus�continue�to� integrate�and�mainstream�HIV� into�the�existing�structures,�
data�managers�and�other�M&E�staff�from�the�health�facility�level�will�be�trained�on�new�systems�and�
tools� developed.� TRAC� Plus� will� develop� standards� and� protocols� for� clinical� M&E� at� the� health�
facility�level�and�train�all�relevant�staff,�coordinated�with�MOH�capacity�building�activities.�Refresher�
trainings�will�be�organized�annually�to�ensure�their�continued�implementation.�MOH�and�TRAC�Plus�
will�also�incorporate�M&E�capacity�building�measures�into�planned�supportive�supervision�and�data�
audit�visits�and�will�conduct�routine�mentoring�visits�for�health�health�facility�M&E�staff.�

�

�
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COMPONENT�3:�PARTNERSHIPS�TO�PLAN,�COORDINATE,�AND�MANAGE�THE�HIV�M&E�SYSTEM�

Key�Strategies�

i. Strengthen�technical�working�group�for�community�based�M&E�stakeholders�(PM&E�TWG);�
ii. Strengthen�technical�working�group�for�health�facility�based�M&E�system�stakeholders�(refers�

to�existing�MOH�M&E�group,�including�TRAC�Plus).�
�

Community�based�components:�
The�CNLS�has�created�a�national�HIV�and�AIDS�M&E�Technical�Working�Group�(TWG)�composed�of�
M&E� experts� from� government� sector� representatives,� UN� agencies,� multilateral� and� bilateral�
agencies,�civil�society�umbrella�organizations�and�other�key�NGOs,�the�private�sector,�academic�and�
research�experts� involved� in� the�community�based�M&E�system.�The�M&E�TWG�is�a�national�level�
working�group�but�will�work�with�district�level�HIV�M&E�stakeholders�to�improve�the� link�between�
the� national� and� decentralized� levels� for� M&E.� The� TWG� provides� overall� guidance� and� technical�
assistance� to� the� implementation� of� the� national� M&E� system.� The� TWG� will� meet� regularly� to�
perform�various�tasks,�including�some�of�the�following:�

� Facilitate� the� development� of� M&E� institutional� and� human� capacities� of� the� CNLS� and� all�
partners�and�stakeholders;�

� To�organize�data�reconciliation�meetings�to�agree�collectively�on�one�national�number�for�each�
of� the�selected�national� level� indicators.�The�outputs� from�these�meeting�will�be�published�on�
CNLS�website�and�Government�websites�for�easy�access�

� Provide� technical� assistance� for�data�analysis�and� feedback� to�M&E� stakeholders� and�partners�
(strengths,�weaknesses�and�recommendations);�

� Assure� that� HIV� data� is� available� and� that� data� is� used� for� evidence�based� decision� making,�
including�proposing�mechanisms�for�data�use�during�planning�processes;�

� Propose�key�prioritized�evaluation�studies,� in�addition�to�the�mid�term�review�of� the�NSP,�and�
follow�up�on�implementation�

�

Health�facility�based�components:�
An�M&E�TWG�will�be�established�for�clinical�partners,�serving�a�similar�role�and�chaired�by�MOH.�The�
clinical� partners� M&E� TWG� will� be� focused� more� on� strategies� and� techniques� to� improve� data�
quality� in�the�clinical�setting,�with�focus�on�the� integration�of�PMTCT,�VCT�and�ART�data�collection�
and�reporting�systems�into�the�existing�MOH�system.�The�TWG�will�hold�regular�meetings,�conduct�
data�quality�workshops,�and�establish�a�network�for�clinical�partners�involved�in�HIV�M&E.��

COMPONENT�4:�NATIONAL�MULTI�SECTORAL�HIV�M&E�PLAN�

Key�Strategies�

i. Adapt�the�current�operational�planning�tools�to�the�NSP�2009�12�
ii. Support�planning�processes�at�the�national,�sector�and�district�level�
iii. Organize�midterm�Review�of�National�strategic�plan�on�HIV�and�AIDS�
�
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In� line�with� the� results�based� planning�and� management� approach�adopted� for� this�NSP,� planning�
and� M&E� activities� are� interlinked.� The� NSP� serves� as� the� main� planning� document,� describing� all�
national� indicators�and�baselines,�and� the�stated�targets� to�be�achieved�at�each�result� level� in� the�
NSP.�The�overall�M&E�system�is�thus�linked�to�the�monitoring�and�evaluation�of�planned�results�and�
targets�put�forth�in�the�NSP.�The�NSP�and�integrated�M&E�part�(or�Plan)�will�be�jointly�reviewed�by�
all�public�and�private�sector�HIV�stakeholders�at�mid�term�to�ensure�that�adequate�progress�is�being�
made�towards�the�achievements�of�targets�for�2012.�The�review�will�harmonize�the�reviews�of�other�
development�partners.�The�results�of� the�review�will�be�used�to� inform,�and�reorient� if�necessary,�
the�implementation�of�the�NSP.�At�the�end�of�the�implementation�period,�a�similar�joint�commission�
will� evaluate� the� overall� success� of� the� NSP,� including� the� M&E� component,� in� order� to� assess�
achievements�made�over�the�implementation�period�and�provide�evidence�based�recommendations�
for�the�next�plan.�

Community�based�Planning�and�M&E�at�National�and�District�Level:�
A� key� strategy� will� be� to� update� the� current� operational� planning� tools� and� ensure� their� effective�
dissemination� and� implementation� at� all� levels.� The� current� tools,� based� on� a� standardized� list� of�
approximately�600�HIV�activities,�will�be�re�oriented�to�focus�on�program�level�results,�rather�than�
activities,� in� line� with� the� results�based� methodology� of� this� NSP.� District�level� community�based�
implementers�will�develop�annual�action�plans�linked�to�the�achievement�of�specific�results�outlined�
in�the�NSP.�These�action�plans�will�be�consolidated�at�the�district�level�and�submitted�via�electronic�
database�to�the�CNLS�in�the�first�quarter�of�each�calendar�year.�This�annual�planning�exercise�serves�
as�a�general�monitoring�tool�to�ensure�that�district�level�interventions�are�on�track�to�achieving�the�
overall�target�results�set�forth�in�the�NSP.�This�plan�is�also�used�to�integrate�community�based�HIV�
interventions� into� the� overall� District� Development� Plans� (DDP)� and� assure� that� district�level� HIV�
priorities�are�adequately�being�addressed�by�implementers.��
A�similar�strategy�will�be�developed�for�implementers�and�partners�working�at�the�national�level�in�
order� to� ensure� that� national�level� activities� are� planned� according� to� the� achievement� of� NSP�
results� and� that� annual� planning� is� coordinated� across� partners� and� institutions.� Annual� plans� for�
national�level�partners�will�be�updated�in�the�CNLS�electronic�database.�

COMPONENT�5:�ANNUAL�COSTED�NATIONAL�HIV�M&E�WORK�PLAN�

Key�Strategies�

i. Joint�development�of�annual�M&E�work�plan�
�
For� each� year� of� its� implementation,� an� annual� costed� national� M&E� work� plan� will� be� jointly�
developed� by� all� public� and� private� sector� HIV� stakeholders,� including� activities,� implementers,�
timelines,�and�activity�costs�for�all�M&E�activities�in�the�country�(see�Annex�for�overall�activities).�The�
annual� M&E� operational� plans� will� be� developed� and� regularly� reviewed� by� a� wide� range� of�
stakeholders,� including� the� M&E� TWG,� CDLS� M&E� Officers� and� civil� society� umbrella� organization�
staff.� Each� year,� the� work� plan� will� be� assessed� in� a� participatory� workshop� with� all� stakeholders.�
Based�on�assessment�results,�the�next�work�plan�will�be�developed.�

�

�
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COMPONENT�6:�ADVOCACY,�COMMUNICATIONS,�AND�CULTURE�FOR�HIV�M&E�

Key�Strategies�

i. Raising�awareness�of�importance�of�M&E�
�

A�general�culture�of�M&E�exists�in�Rwanda�and�is�increasing�over�time.�Stakeholders�understand�the�
importance� of� having� a� functional� M&E� system� and� incorporate� M&E�related� activities� into� their�
work�plans.�To�further�build�on�this�existing�culture,�efforts�will�be�made�to�incorporate�sessions�and�
presentations�on�the�importance�of�M&E�in�other�meetings,�workshops�and�conferences�to�further�
increase�awareness.�For�example,�data�dissemination�and�use�sessions�will�be�conducted�around�the�
two�international�conferences�organized�each�year�(HIV�and�AIDS�Research�Conference�and�Pediatric�
HIV�Conference)�for�all�stakeholders�to�improve�the�availability�of�research�findings.�The�M&E�TWG�
will�assist�in�compiling�M&E�resources�to�be�added�to�the�HIV/AIDS�digital�library�housed�at�CNLS.�

COMPONENT�7:�ROUTINE�HIV�PROGRAM�MONITORING�

Key�Strategies�

i. Strengthen�M&E�of�community�based�activities�implemented�at�the�district�level�
ii. Strengthen� routine� program� monitoring� of� M&E� system,� particularly� � programs� targeting� OVC�

and�other�vulnerable�groups�
iii. Strengthen�M&E�system�at�health�facilities�

�
Community�based�components�at�National�and�District�Levels:�
In�order�for�the�national�M&E�system�to�function,�core�data�sources�for�each�national�level�indicator�
have� been� identified� and� agreed� upon� (see� Section� 4.4).� There� are� two� major� categories� of� data�
sources:� data� sources� for� routine,� output� monitoring� indicators� and� data� sources� for�
outcome/impact�indicators.�Routine�output�monitoring�data�sources�include�program�data�from�HIV�
implementers,� community�based� organizations,� umbrella� organizations� and� other� public� sectors,�
such�as�MINEDUC�and�MIGEPROF.�
As� described� under� Component� 4� above,� planning� and� monitoring� and� evaluation� are� intrinsically�
linked.� Program� monitoring� is� based� on� the� data� collection� and� reporting� structures� related� to�
monitoring� the� implementation� of� annual� action� plans� developed� by� all� implementers� and�
stakeholders�each�year.�Over�the�course�of�the�year,�implementers�will�report�on�progress�towards�
achieving� their� annual� targets� to� the� CDLS� each� quarter.� Implementers� use� the� same� electronic�
template� used� for� planning� to� provide� their� quarterly� reports.� CDLS� will� compile� these� quarterly�
reports�and�submit�them�electronically�to�the�CNLS�via�the�web�based�database.��

The�CNLS�will�improve�data�collection�efforts�at�the�district�level�ensuring�that�collection�tools�are�in�
line� with� the� NSP� strategies.� Data� collection� tools� will� be� developed� and� standardized� across�
partners.� CDLS� technical� assistants� and� HIV� implementing� partners� will� be� trained� on� new� data�
collection�tools.�A�similar�structure�will�be�put�on�place�so�that�the�CNLS�is�collecting�program�level�
monitoring� data� from� national�level� implementing� partners.� Other� government� ministries� and�
institutions,�including�EDPRS�sectors,�will�monitor�HIV�activities�in�their�specific�structures,�produce�
information�products�and�submit�information�to�both�the�CDLS,�at�the�district�level,�and�the�CNLS�at�
the�national�level�for�aggregated�activities.��

Health�facility�based�components�at�National�and�District�levels:�
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Routine� health� facility�based� HIV� data� will� be� fully� integrated� and� captured� by� the� MOH� health�
management�information�system�(HMIS)�and�TRACnet.�The�CNLS�and�TRAC�Plus�will�ensure�that�all�
relevant�HIV�indicators�are�captured�and�reported�through�the�HMIS.��

COMPONENT�8:�SURVEYS�AND�SURVEILLANCE�

Key�Strategies�

i. DSH+�2010;�Service�Provision�Assessment�2011;�BSS�2009,�2011;�ANC�Sentinel�Surveillance�(HIV�
and�Syphilis)�;�ART�Adherence�Surveillance�studies;�Rwanda�Stigma�Index;�Surveillance�of�quality�
of�HIV�services,�HIVDR�surveys.�
�

The� production� of� timely� and� high� quality� data� through� surveys� and� surveillance� is� critical� to� the�
effective�monitoring�and�evaluation�of�the�HIV�response.�Some�national�level�indicators�can�only�be�
measured� through� surveillance� activities� and� it� is� necessary� to� ensure� that� all� surveys� and�
surveillance�activities�capture�the�appropriate�information�needed�by�the�M&E�system.�

Several�biological�and�behavioral�surveys�will�be�conducted�during�the� implementation�of�the�NSP.�
The� principal� national�level� surveys� are� the� Rwanda� Demographic� and� Health� Survey� (DHS+),�
collecting�population�based�biological�(including�HIV�prevalence)�and�behavioral�data�on�the�general�
population,� and� the� Behavioral� Surveillance� Survey� (BSS+),� collecting� biological� (including� HIV�
prevalence)�and�behavioral�data�on�defined�most�at�risk�populations.�The�BSS+�2009�will�collect�data�
from�youth,�truck�drivers�and�sex�workers,� including�HIV�prevalence�of� the�sex�worker�population.�
Future�surveys�such�as�BSS+�2011�will�continue�to�monitor�existing�and�emerging�at�risk�populations,�
based�on�epidemiological�and�behavioral�risk�data�collected� from�operational� research�and�special�
studies�on�at�risk�populations.�The�Service�Provision�Assessment�(SPA)�is�also�a�key�survey�providing�
valuable� information� on� coverage� and� the� availability� of� services� among� health� facilities� in� the�
country.� TRAC� Plus�will� monitor� the�availability� and�quality� of�HIV� services� as� well� through�annual�
surveys�of�health�facilities.�The�Rwanda�Stigma�Index�will�be�conducted�on�a�regular�basis�to�serve�as�
a� surveillance� tool� monitoring� the� manifestation� of� stigma� and� discrimination� among� members� of�
associations�and�cooperatives�of�PLHIV�in�Rwanda.�

In�addition�to�surveys,�Rwanda�has�a�functional�sentinel�surveillance�system�established�since�1989,�
with�30�consistent�ANC�sites�in�place�since�2005�throughout�the�country,�providing�HIV�and�syphilis�
prevalence�data�on�pregnant�women�every�two�years�in�order�to�follow�trends�over�time.�CNLS�and�
TRAC�Plus�will�ensure�that�data�collection�on�benchmarks�and� indicators� to�be�reported�as�part�of�
the� national� indicators� are� incorporated� into�all� surveys� and� surveillance� activities.�Quality� control�
measures� will� also� be� established� to� improve� the� data� collection� efforts� and� reliability� of� national�
surveys.���

COMPONENT�9:�NATIONAL�AND�SUB�NATIONAL�HIV�DATABASES�

Key�Strategies�

i. Strengthening�of�CNLS�district�level�community�based�activity�database�
ii. Development�of�database�in�each�Umbrella�Organization�
iii. Strengthening�of�TRACnet�health�facility�based�database�
iv. Development�of�Health�facility�Database�
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There�are�two�functional�web�based�databases�for�capturing�and�storing�data�generated�by�the�HIV�
M&E�system:�the�CNLSnet�database�for�district�level�community�based�HIV�data�(www.cnls.gov.rw)�
and�TRACnet�database�for�HIV�health�facility�site�specific�data�(www.tracrwanda.org.rw).��

Community�based�component�at�National�and�District�levels:�
The�CNLSnet�database�is�updated�by�the�CDLS�technical�assistants�who�enter�annual�action�plans�and�
quarterly� reporting� for� all� HIV� interventions� conducted� by� HIV� implementers� in� their� district.� The�
database� was� designed� with� a� focus� on� data� dissemination� and� end�user� functionality,� where� any�
user�who�has�access�to�the�internet�can�generate�custom�query�reports�on�any�data�in�the�database.��
In�addition,�other�government�institutions�and�implementers�have�other�databases�to�assist�in�data�
collection�strategies.�For�example,�the�MIGEPROF�is�developing�a�database�to�store�information�on�
all�of�the�OVC�receiving�services�in�the�country.�Databases�will�also�be�developed�at�sub�levels�such�
as�for�civil�society�umbrella�organizations�and�health�facilities�to�improve�data�storage�abilities�at�all�
levels.� Linkages� will� be� made� to� all� databases� so� that� they� are� better� sharing� information� and�
increasing�access�to�relevant�data�by�end�users.�Updated�databases�of�members�are�a�crucial�tool�to�
ensure� that� umbrella� organizations� can� coordinate� effectively� the� interventions� of� their�
constituencies.�Some�umbrella�organizations�have�already�developed�websites�to�allow�permanent�
access� to� information� for� their�members�and�enhance�networking.�These�websites�will�need�to�be�
maintained�and�upgraded.�

Health�facility�based�component�at�National�and�District�levels:�

The�TRACnet�database�currently�collects�site�level�ART�data�from�each�health�facility�providing�ART�
in� the� country.�TRACnet� will� be�expanded� to�collect�VCT�and�PMTCT� data,� and� will�be�updated� to�
include� patient�level� monitoring� from� electronic� medical� records,� in� addition� to� site�specific�
information,�so�that�real�time�data�will�be�available�on�individual�patient�outcomes�over�time.�The�
database� will� ensure� patient� confidentiality� while� improving� access� to� relevant� information� to� the�
selected�end�users.��

COMPONENT�10:�SUPPORTIVE�SUPERVISION�AND�DATA�AUDITING�

Key�Strategies�

i. Supportive� Supervision� and� Data� quality� audit� of� community�based� and� district� level�
implementers,�including�CSOs�

ii. Supportive�Supervision�and�data�quality�audits�at�health�facilities�
�

Community�based�component�at�National�and�District�levels:�
Several� different� supervisory� mechanisms� are� in� place.� The� CNLS� performs� an� annual� supervisory�
visit�with�stakeholders�including�implementing�partners,�civil�society�representatives�and�donors,�to�
each�district�and�provides�a�feedback�report�to�technical�assistants�on�progress�in�implementation�of�
HIV� activities� during� the� year.� Other� supervisory� visits� include� the� annual� supervisory� visits� of� the�
PEPFAR�Steering�Committee�and�EDPRS�integration�visits.�Despite�these�annual�visits,�better�routine�
feedback�mechanisms�and�dissemination�guidelines�will�be�developed�to�assure�that�national�level�
information� on� performance� reaches� the� relevant� decentralized� stakeholders� in� a� timely� manner.�
Guidelines� for� supportive� supervision� approaches� for� both� CDLS� M&E� Officers� and� umbrella�
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organization� decentralized� structures� will� be� established� and� implemented� to� provide� ongoing�
mentoring�to�district�level�staff�on�the�improvement�of�the�overall�M&E�system.�
An�annual�audit�is�conducted�by�CNLS�to�assess�the�completeness�of�district�level�reporting�and�the�
degree� to� which� national�level� tools� and� formats� are� being� respected� both� by� district�level� HIV�
implementers� and� CDLS� technical� assistants.� Further� efforts� will� be� made� to� conduct� annual� data�
quality�audits,�assuring�the�soundness�of�data�that�is�being�reported�to�the�national�level.�Improving�
the�quality�of�collected�data�is�essential�to�ensure�that�evidence�based�decision�making�is�informed�
by�the�most�accurate�information.�This�will�involve�both�the�CNLS�at�the�district�level�and�the�CDLS�
technical� assistants� at� the� service� delivery� level� in� order� to� identify� and� propose� solutions� for�
potential�problems�with�data�collection.��

Health�facility�based�component�at�National�and�District�levels:�
MOH�and�TRAC�Plus�conduct�annual�supportive�supervision�visits�to�hospitals�and�health�centers�to�
assure�that�quality�services�are�being�delivered�and�properly� reported�through�the�system.�Official�
guidelines�for�supportive�supervision�and�data�quality�audits�in�the�clinical�setting�will�be�developed�
and� implemented� to� mentor� health� facility�level� service� providers,� assuring� that� HIV� is� integrated�
into�ongoing�supportive�supervision�and�data�audit�strategies�already�in�place�for�health�facilities.�

COMPONENT�11:�HIV�EVALUATION�AND�RESEARCH�

Key�Strategies�

i. Development� of� national� HIV� research� agenda� (national� research� and� operational� research�
priorities)�and�implement�it;�

ii. Strengthen�the�functioning�of�the�research�committee�by�better�defining�its�role�(and�to�see�how�
to�provide�incentives�for�stronger�engagement�of�members);�

iii. Strengthen�national�clinical�research;�
iv. Conduct�special�studies�on�most�at�risk�populations�and�other�vulnerable�groups�(MSM,�migrant�

workers,�people�with�disabilities,�sero�discordant�cohabitating�couples,�men�in�uniform);�
v. Conduct�key�evaluation�studies�on�program�effectiveness.�

�
Evaluation�and�research�activities�are�key�components�in�ensuring�that�the�HIV�response�is�evidence�
based� and� responding� to� the�appropriate�aspects� of� the� HIV�epidemic� in�Rwanda.� Epidemiological�
research� linked�with�ongoing�surveillance� is�critical� in�assuring�that�the�right�populations�are�being�
targeted�by�HIV�interventions.�Operational�research�is�also�necessary�to�assess�the�effectiveness�of�
HIV� interventions.� Some� national�level� indicators� can� only� be� measured� through� specific� research�
and�special�studies,�making�it�necessary�to�ensure�that�all�evaluation�and�research�activities�capture�
the� appropriate� information� needed� by� the� M&E� system.� Some� of� this� research� includes� the�
following:�

� Special�studies�on�most�at�risk�populations�

� Operational� research,� including� male� circumcision,� integration� of� family� planning� into� HIV�
services,�and�ART�impact�evaluations�
�

The�Research�Committee�on�HIV�and�AIDS�was�established� in�2006�and� is�currently�chaired�by�the�
CNLS.�The�Research�Committee�will�develop�a�better�coordination�mechanism�with�TRAC�Plus,�who�
is�charged�with�HIV�clinical�research�in�the�country,�to�assure�one�national�research�agenda�adopted�
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by�all�partners�conducting�research�in�the�country.�A�formal�mechanism�will�be�developed�to�collect�
and�disseminate�the�results�of�research�protocols�that�have�been�approved�by�the�committee.�

The�research�agenda�will�be�based�on� information�gaps� identified� in�the�new�NSP�and�additionally�
identified� country� needs� for� research� and� evaluation,� including� HIV� risk� among� most�at�risk�
populations,�and�information�on�the�effectiveness�of�different�HIV�interventions.�It�will�be�developed�
in�a�participatory�way.�CNLS�will�also�continue�to�conduct�an�annual�HIV�Research�Conference�where�
local�and�international�researchers�can�share�their�results� in�a�national�forum.�MOH/TRAC�Plus�will�
continue�operational�clinical�research�activities�during�the�implementation�period,�including�special�
studies� on� drug� resistance,� ART� adherence� and� the� effectiveness� of� ART� and� PMTCT� services.� The�
results�of�all�research�will�be�closely� linked�with�surveillance�activities�to�ensure�that�findings�from�
research�studies�are�monitored�to�analyze�trends�over�time.�

In� addition,� national�level� M&E� stakeholders� will� work� with� CDLS� and� other� district�level�
stakeholders� to�conduct�smaller�surveys�addressing�specific�knowledge�gaps� identified�by�districts.�
These�smaller�surveys�will�focus�on�skills�transfer�and�capacity�building�for�district�level�stakeholders�
in�research�methodology�and�contribute�to�a�more�evidence�based�district�level�HIV�response.��

COMPONENT�12:�DATA�DISSEMINATION�AND�USE�

Key�Strategies�

i. Information�dissemination�
ii. Data�Use�strategy�

�
The�use�of�data�and�other�evidence�to� inform�sound�decision�making� is�the�main�goal�of�the�M&E�
system.� The� M&E�system�needs� to�develop�data�dissemination�mechanisms�at�all� levels� to�ensure�
that� all� relevant� stakeholders� have� access� to� most� up�to�date� information� available� that� can�
influence� their� program� decisions.� Data� dissemination� strategies� will� be� developed� to� assure� that�
information� is� not� only� available,� but� disseminated� to� the� appropriate� stakeholders� in� a� timely�
manner.�Data�dissemination�strategies�will�include�the�revision�of�the�HIV�and�AIDS�digital�library�to�
improve�access�to�HIV�data�in�the�country�and�expanded�training�for�stakeholders�on�the�use�of�the�
CNLSnet� database� and� its� end�user� functionality.� Major� research,� surveillance� and� programmatic�
evaluation�results�will�be�disseminated�and�validated�through�national�and�district�level�workshops�
and�all�results�will�be�housed�in�the�HIV/AIDS�digital�library.��

Principal� information�products� such�as� the�UNGASS� Progress�Report�and� the�HIV� and�AIDS�Annual�
report�will�be�regularly�disseminated�to�national�and�international�stakeholders.�The�CNLS�will�also�
develop� other� informational� bulletins� at� regular� periods� to� ensure� that� HIV� stakeholders� have� the�
most�up�to�date�information.�Focus�will�be�put�on�district�level�data�dissemination�and�use�to�assure�
that� district�specific� data� is� not� only� reported� to� the� national� level,� but� is� disseminated� locally� to�
local�HIV�stakeholders�and�used�in�decision�making.��

Better�mechanisms�will�be�established�to�disseminate�information�from�the�national�to�decentralized�
levels.� Trainings� with� stakeholders� at� varying� levels� will� be� conducted� to� improve� end� user’s�
understanding�of�data�and�increase�awareness�of�various�data�dissemination�mechanisms�in�place,�
including� the� HIV/AIDS� digital� library,� websites� and� the� relevant� databases.� For� example,� district�
level� workshops� will� be� organized� each� year� to� serve� as� a� forum� for� district�level� stakeholders� to�
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share� information,� best� practices� and� other� research� results� in� their� respective� districts� to� better�
inform�decision�making.�

�
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V.��COSTING�OF�THE�NATIONAL�STRATEGIC�PLAN�
�

1. COSTING�THE�NATIONAL�STRATEGIC�PLAN�
�

1.1� METHODOLOGY�

The�costing�of�the�NSP�was�carried�out�according�to�the�Result�Based�Framework�described�above,�
according�to�the�three� impacts�described�in�Section�II� (related�respectively�to�prevention,�care�and�
treatment,� and� impact� mitigation)� and� the� two� cross�cutting� areas:� the� institutional� coordination�
framework� described� in� Section� III� and� the� results� framework� for� Monitoring� and� Evaluation� in�
Section�IV.�The�general�strategy�of�the�plan�is�described�in�these�sections�and�a�number�of�activities�
were�defined.�It�is�at�the�activity�level�that�the�costing�was�carried�out.�The�cost�of�each�activity�was�
estimated� using� a� standardized� framework� involving� two� sets� of� assumptions:� Unit� Cost� Variables�
and� Quantitative� Assumptions.� Both� sets� of� assumptions� for� all� activities� are� linked� to� a� single�
costing�model�to�ensure�consistency,�transparency�and�reproducibility�of�the�costing�process.�
�
Unit�Cost�Variables�
In� order� to� ensure� that� the� costing� was� as� accurate� and� uniform� as� possible,� the� unit� cost� of�
individual� items� and� activities� were� estimated.� Costs� for� items� such� as� salaries,� drugs� and�
consumables,�infrastructure,�and�equipment�were�drawn�directly�from�the�budgets�of�relevant�MOH�
institutions� and� civil� society� organizations.� Other� unit� costs� were� estimated� through� expert�
consultation�with�relevant�actors�and�verified�by�multiple�sources.28�
�
Quantitative�Assumptions�
To�estimate�the�full�cost�of�each�activity,�the�unit�cost�was�multiplied�by�an�objective,�predetermined�
quantitative�assumption.�Where�appropriate,�program�targets�were�used�to�estimate�the�costs�over�
the�years.�Demographic�assumptions�were�made�using�data�from�the�Rwandan�National�Institute�of�
Statistics,� the� 2008� interim� DHS,� and� other� sources.� Epidemiologic� assumptions� were� drawn�
predominantly� from� the� CNLS/TRAC/MOH.� Because� new� epidemiological� estimates� (from�
EPP/SPECTRUM)� were� adopted� by� the� country� during� the� finalization� of� this� document,� the� drugs�
and�consumables�estimates�noted�here�are�scaled�up�by�a�factor�corresponding�to�the�new,�higher�
patient�targets.��These�numbers�may�be�revised�following�the�next�national�quantification�exercise.�
�
Assumptions�regarding�staffing,�facilities�and�infrastructure,�and�clinical�activities�were�based�upon�
the� strategic� plans� of� relevant� Ministry� of� Health� agencies,� civil� society� organizations� and�
implementing�partners.�Whenever� possible,� rather� than�estimating�costs�using� these�assumptions,�
financial� data� were� drawn� directly� from� institutional� budgets� to� ensure� the� costing� was� aligned�
directly�with�real�expenditures.�

Cost Categorization 
Each�activity�was�categorized�along�several�dimensions.��
�
Level� of� Intervention� –� Community�based� interventions� vs� Ministry� of� Health,� National� Health�
Institutions�and�Health� facilities:�The�Community�based� intervention�activities�are�those�principally�
implemented� at� the� community� level.� This� category� is� subdivided� into� Civil� Society� Organizations,�

������������������������������������������������������������
28� Drugs� and� consumables,� the� largest� line� items� were� taken� from� the� most� recent� national� HIV/AIDS� quantification� performed� by� the�
Coordinated�Procurement�and�Distribution�System.���
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Private� Sector,� other� EDPRS� sectors� and� Community� Health� Workers.� The� other� category� captures�
what� the� National� Health� Institutions,� the� Ministry� of� Health� and,� most� importantly,� the� Health�
Facilities�at�all�levels�will�implement.���
�
Cost�Type�–�Investments�vs�Operational�Costs:�investment�costs�are�one�time�costs,�mainly�related�to�
infrastructure� and� equipment,� but� also� including� certain� trainings� such� as� training� of� trainers,�
surveys� and� research,�etc.�Operational� costs� are� recurrent� costs�necessary� to�ensure� the� on�going�
functioning�of�activities�and�programmes�such�as�human�resources,�drugs�and�commodities,�etc.��
�
Cost�Category:�Inputs�for�each�activity�were�also�broken�down�into�the�following�cost�categories,�in�
line�with�the�Health�Sector�Strategic�Plan:��
�

Drugs, Commodities 

& Consumables 

All drugs, commodities and lab consumables 

Human Resources Healthcare workers, MoH and national institutions staff, secondments 
to the MOH, district positions and other incentives offered to 
personnel.  

Infrastructure Investment in, rehabilitation of and maintenance of medical facilities, 
and other buildings/offices such as labs, pharmacies, etc.    

Medical Equipment Investment, maintenance, spare parts of medical equipment 

Administrative 

Equipment (e.g. ICT) 

Investment, maintenance of computers, internet connection, etc 

Training Workshops, onsite training, offsite training, mentoring 

Nutritional support Nutritional, therapeutic feeding (infants, malnourished patients), basic 
food packages, inpatient feeding, demonstration kitchens 

Running costs - fuel, 

electricity, 

communication, office 

supplies 

Maintenance / running costs of existing facilities (except infrastructure, 
medical, IT and vehicles), e.g. generators, travel costs 

CHW support All investment or operational costs to support community health 
worker system (training, compensation, equipment, support to 
cooperatives or Community PBF) 

Other Includes activities such as the development of guidelines, protocols, 
policies, IEC material, etc. 

Given�the�level�of�details�involved,�and�the�complex�nature�of�any�such�costing�exercise,�the�costing�
remains�an�estimate�and�will�continue�to�be�refined�as�the�National�Strategic�Plan�is�translated�into�
operational�plans.���
�

1.2�RESULTS�OF�THE�NSP�COSTING�

The�following�section�summarizes�the�main�costing�data.�It�presents�the�costs�in�a�number�of�
different�ways;�further�break�downs�and�more�detailed�views�can�be�seen�in�the�costing�file,�
annexed.��
�
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Figure�53:�Cost�by�Type�(US$�Millions)�

Overall�costs 2009 2010 2011 2012 Total %
Investments 31.5$�������� 34.5$������� 38.3$������� 37.9$������� 142.2$���� 16%
Operational 158.8$����� 177.1$���� 196.5$���� 212.8$���� 745.3$���� 84%
Total 190.3$����� 211.6$���� 234.8$���� 250.7$���� 887.4$���� 100%

The�total�cost�estimate�for�the�NSP�in�2009�is�US$�190�million�increasing�to�about�US$�250�million�by�
2012.�Over�the�full�life�of�the�NSP,�an�estimated�total�of�US$�887�million�will�be�necessary�to�
successfully�reach�our�targets.�

Figure�54:�Cost�by�Impact�Result�(US$�Millions)�

Impact 2009 2010 2011 2012 Total %
Programmatic�Impacts

1.�The�incidence�of�HIV�in�the�general�population�is�reduced�
by�half�by�2012

66.0$����������� 69.9$����������� 74.6$����������� 78.9$����������� 289.4$��������� 33%

2.�Morbidity�and�Mortality�among�people�living�with�HIV�
are�reduced�by�2012

72.8$����������� 83.2$����������� 94.1$����������� 104.8$��������� 354.8$��������� 40%

3.�Persons�infected�and/or�affected�by�HIV/AIDS�have�equal�
opportunities

18.7$����������� 23.7$����������� 28.0$����������� 30.9$����������� 101.3$��������� 11%

Cross�cutting�Components

Strengthen�the�coordination�institutions�at�central�and�
decentralised�level

17.3$����������� 18.3$����������� 18.8$����������� 19.2$����������� 73.6$����������� 8%

M&E,�Data,�and�Research 15.5$����������� 16.5$����������� 19.4$����������� 17.0$����������� 68.4$����������� 8%

Total 190.3$��������� 211.6$��������� 234.8$��������� 250.7$��������� 887.4$��������� 100%
�

Figure� 54� presents� these� costs� as� classified� by� impact� result.� Care� and� treatment� makes� up� the�
largest�share�of�the�estimate,�representing�40%�of�the�total�cost�driven�largely�by�ARVs,�OI�drugs�and�
laboratory�reagents�and�consumables.�Prevention�makes�up�a�third�of�all�costs,�at�33%29.�The�largest�
prevention� costs� relate� to� the� capacity� building� and� support� for� civil� society� implementing�
organizations,� community� health� workers,� male� circumcision,� VCT� and� PMTCT� programs.� Impact�
mitigation� accounts� for� 11%� of� all� resource� needs,� primarily� providing� a� minimum� package� of�
services� for�OVCs�and�supporting�cooperatives�and� income�generating�activities� supporting�people�
infected�or�affected�by�HIV/AIDS.�Institutional�coordination�and�monitoring�and�evaluation�comprise�
8%�each�of�the�total�budget.�

������������������������������������������������������������
29� HIV� testing� is� more� closely� related� to� achieving� treatment� results� rather� than� prevention� results,� and� this� plan� reflects� this� shift� in�
approach.� However,� because� testing� activities� are� rolled� out� alongside� other� prevention� strategies,� from� a� costing� and� operational�
perspective,�we�have�opted�to�cost�testing�as�a�component�of�prevention.����
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Figure�55:�Cost�by�Level�of�Implementation�(US$�Millions)�

Levels�of�intervention 2009 2010 2011 2012 Total %

Ministry�of�Health,�National�Health�Institutions�and�Health�
Facilities�*

114.1$��������� 129.9$��������� 147.6$��������� 159.6$��������� 551.2$��������� 62.1%

$
Community�Based�Interventions 76.2$����������� 81.7$����������� 87.2$����������� 91.2$����������� 336.2$��������� 37.9%

Civil�Society�Implementers 45.1$����������� 48.5$����������� 52.1$����������� 54.6$����������� 200.4$��������� 22.6%

Community�Health�Workers 25.2$����������� 25.9$����������� 26.5$����������� 27.1$����������� 104.6$��������� 11.8%

Other�EDPRS�Sectors 5.1$������������� 6.5$������������� 7.6$������������� 8.6$������������� 27.8$����������� 3.1%

Private�Sector 0.9$������������� 0.8$������������� 0.9$������������� 0.8$������������� 3.4$������������� 0.4%

Total 190.3$��������� 211.6$��������� 234.8$��������� 250.7$��������� 887.4$��������� 100%
�

*Including�Civil�Society�service�providers�

In� terms� of� the� levels� of� implementation,� the� Ministry� of� Health,� national� health� institutions� and�
health�facilities�are�responsible�for�the�majority�(62%)�of�activity�costs,�while�the�remaining�38%�of�
the�total�estimated�costs�will�be�under�the�responsibility�of�civil�society�implementers,�private�sector�
and� non�health� ministries.� It� must� be� noted� that� 40%� of� health� facilities� are� run� by� faith�based�
organizations.�
�
Figure�56:�Costing�by�Cost�Category,�2009,�100%�=�US$�190�Million�
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�

Figure�56�presents�estimated�2009�costs�as�classified�by�Cost�Category.�The�largest�cost�category�is�
for�drugs,�commodities�and�consumables,�which�represent�25%�of� first�year�costs.�This�category� is�
driven� primarily� by� the� cost� of� antiretroviral� drugs,� laboratory� reagents� and� consumables,�
circumcision� and� medications� for� other� treatments.� Human� resources� also� represent� a� quarter� of�
total�costs,�at�24%,�driven�by�salaries� for�front�line�health�professional�and�staff�of�national�health�
institutions� as� well�as� by� performance�based� financing� for� HIV�related� health� providers.� The� third�
largest� cost� category� is� community� health� worker� support� (9%),� over� 80%� of� which� represents�
performance�based� financing� for� approximately� 45,000� community� health� workers� (CHW).� This�
assumes�each�CHW,�through�its�cooperative,�could�potentially�earn�approximately�US$25�per�month.�
Infrastructure� costs,� which� comprise� 8%� of� estimated� costs� in� 2009,� are� driven� primarily� by� the�
expansion�of� testing,�PMTCT�and�ART�sites.�Nutritional� support� is�also�key�and� includes�both� food�
packages� for� vulnerable� patients� as� well� as� support� programs� such� as� community� gardens,�
agricultural�inputs,�etc.�Running�costs�are�made�up�principally�of�costs�to�maintain�the�functioning�of�
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health� facilities,� national� institutions,� civil� society� organizations,� fuel� for� transport,� etc.� Training�
amounts�to�6%�of�total�costs.�Community�outreach�and�communication�activities�have�been�costed�
under�Training,�Running�costs�and�‘Others’.�

Figure�57:�Cost�by�Outcome�(US$�Millions)�

Impact�and�Outcomes 2009 2010 2011 2012 Total %
1.�The�incidence�of�HIV�in�the�general�population�is�reduced�by�half�by�2012
1.1. Reduced sexual transmission of HIV 45.7$���������� 49.4$������� 53.4$������� 57.2$������� 205.7$���� 23%

1.2.�Reduced�mother�to�child�transmission�of�HIV 15.5$���������� 15.7$������� 16.3$������� 16.8$������� 64.3$������ 7%

1.3.�Maintenance�of�low�levels�of�blood�borne�
transmission�of�HIV

4.9$������������ 4.8$��������� 4.9$��������� 4.9$��������� 19.4$������ 2%

2.�Morbidity�and�Mortality�among�people�living�with�HIV�are�reduced�by�2012
2.1.�People�living�with�HIV�systematically�receive�
prophylaxis�and�treat.�for�OIs�and�other�coinfections

12.9$���������� 17.8$������� 22.5$������� 27.4$������� 80.6$������ 9%

2.2.�All�people�living�with�HIV�eligible�for�ART�receive�it 57.4$���������� 62.6$������� 68.5$������� 74.1$������� 262.7$���� 30%

2.3.�People�living�with�HIV�receive�care�and�support�
according�to�needs

2.4$������������ 2.8$��������� 3.1$��������� 3.3$��������� 11.6$������ 1%

3.�Persons�infected�and/or�affected�by�HIV/AIDS�have�equal�opportunities
3.1.�People�inf./aff.�by�HIV�(incl.�child�headed�households)�
have�improved�eco.�Opp.�and�social�protection

13.5$���������� 18.6$������� 22.6$������� 25.7$������� 80.3$������ 9%

3.2.�Social�and�economic�protection�are�ensured�for�
orphans�and�vulnerable�children

4.7$������������ 4.8$��������� 4.8$��������� 4.9$��������� 19.2$������ 2%

3.3.�Reduction�of�stigma�and�discrimination�of�PLHIV�and�
OVC�in�the�community

0.5$������������ 0.4$��������� 0.5$��������� 0.4$��������� 1.8$��������� 0%

Cross�cutting�outcomes

M&E,�Data,�and�Research 15.5$���������� 16.5$������� 19.4$������� 17.0$������� 68.4$������ 8%

Strengthen�the�coordination�institutions�at�central�and�
decentralised�level

17.3$���������� 18.3$������� 18.8$������� 19.2$������� 73.6$������ 8%

Total 190.3$�������� 211.6$���� 234.8$���� 250.7$���� 887.4$���� 100% �

The� last� table� in� this� section� (Figure� 57)� shows� the�cost� break�down� by� Outcome.� It� shows�clearly�
that� reducing� sexual� transmission� and� antiretroviral� treatment� are� the� biggest� cost� drivers,� in� line�
with�the�country’s�priorities.�While�the�outcomes�related�to�impact�mitigation,�such�as�the�reduction�
of�stigma,�are�key�national�priorities,�the�activities�contributing�to�the�results�do�not�require�as�large�
a�financial�commitment.��

Monitoring�&�Evaluation�makes�up�8%�of�total�costs.�While�this� figure�captures�all� the�direct�M&E�
costs,� it� does� not� include� activities� such� as� formative� supervisions,� which� are� tied� to� the� specific�
relevant�activities.�Coordination�also�accounts�for�approximately�8%�of�the�total�needs.�While�this�is�
a� significant� portion� of� the� budget,� it� is� a� critical� ingredient� for� a� successful� response� to� HIV.� It�
includes�support�for�the�coordinating�bodies�in�the�response�against�HIV�such�as�the�CNLS�and�other�
specialized�agencies.�



Rwanda�National�Strategic�Plan�on�HIV�and�AIDS,�2009�2012�

137�

�

2. GAP�ANALYSIS�
�

2.1� METHODOLOGY�

The� gap� analysis� was� carried� out� once� the� full� costing� exercise� was� completed.� The� analysis� was�
carried� out� at� the� Outcome� level.� Estimates� of� total� available� resources� were� derived� from� two�
sources:� the� budgets� for� currently� active� Global� Fund� proposals� and� the� 2009� Health� Sector� Joint�
Annual�Work�Plans.��

For�the�Global�Fund,� the�budgets�of�the�two�active�Global�Fund�approved�proposals� (Round�6�and�
Round� 7)� were� incorporated� into� the� analysis.� Each� Service� Delivery� Area� (SDA)� was� analyzed� to�
match�with�Outcomes�of�the�NSP.��

For�all�other�sources,�the�Joint�Annual�Work�Plan�was�used.�PEPFAR�funded�organizations,�the�UN,�
the� World� Bank� and� other� donors,� as� well� as� bilateral� agencies� and� implementing� NGOs� that�
contribute�to�the�health�sector�all�submit�Joint�Annual�Work�Plans�to�the�government.�These�work�
plans�were�analyzed�in�detail�to�classify�funds�available�and�estimate�funding�gaps�with�regard�to�the�
proposed�NSP.�All�activities�in�the�Joint�Annual�Work�Plan�were�reviewed�and�categorized�along�the�
different�Outcomes�in�the�strategic�framework�of�the�NSP.�Only�activities�deemed�directly�relevant�
to�the�results�of�the�NSP�were�included.�As�such,�overhead�of�external�partners�was�excluded�from�
the�analysis,�as�were�some�types�of�technical�assistance.�In�some�cases,�activities�were�split�between�
several� Outcomes;� in� other� cases,� only� a� share� of� an� activity� was� considered� to� contribute� to� the�
NSP;�yet� in�other�cases,�activities�may�have�been�entirely�excluded�from�the�analysis�because�they�
could� not� be� matched� to� any� Outcome.� For� each� Outcome,� the� funding� gap� was� calculated� by�
subtracting� the� sum� of� all� estimated� funds� available� from� the� cost,� as� determined� in� the� costing�
exercise.�

Assumptions: Funding Scenarios

Accurately� assessing� the� gap� over� the� full� five�year� span� of� the� NSP� requires� consideration� of�
potential�variation�in�revenue�sources�over�time.�Thus,�the�overall�funding�gap�was�calculated�within�
the� context� of� three� different� funding� scenarios.� These� are� similar� to� the� Scenarios� used� for� the�
Health� Sector� Strategic� Plan� costing.� Unless� otherwise� specified,� the� first� Scenario� is� used� in� the�
tables�to�follow,�as�it�remains�the�most�realistic.�Because�resources�available�from�the�Global�Fund�
are� known� for� the� coming� years,� these� were� taken� as� is� and� the� growth� assumptions� were� not�
applied�to�Global�Fund�resources.���

Scenario Government Budget External support  

1. “As is” Government Health Budget increases at same 
rate as overall budget (~9% per year) 

Remains at current levels 

2. Moderate 
growth 

Share of Health Sector budget increases to 12% 
of total GOR budget by 2012 (implies a 18% 
year-on-year growth)  

Increases by 5% per year 

3. High 
growth 

Share of HS budget increases to reach 15% of 
total GOR budget by 2012 - the “Abuja” 
commitment (implies a 27% year-on-year growth) 

Increases by 25% per year 

��
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2.2�RESULTS�

In�total,�an�estimated�US$�128�million�is�available�to�finance�the�NSP�in�year�1.�As�shown�in�Figure�58,�
a�gap�of�US$�62�million�remains�in�order�to�reach�the�target�estimated�cost�of�US$�190�million.�Figure�
58�shows�how�this�gap�evolves�under�the�three�scenarios�described�above.�Because�it�is�believed�to�
be� more� realistic,� all� subsequent� gap� analysis� assume� Scenario� 1� conditions.� Therefore,� assuming�
that�external�support� remains�constant�and�government�funding� increases�at�the�current�rate,� the�
total�funding�gap�for�the�life�of�the�NSP�is�US$367�million.�
�
Figure�58:�Estimated�Funding�Gap�for�NSP�by�Scenario�(US$�Millions)�

Overall�gap�analysis 2009 2010 2011 2012 Total
Resource�Needs 190,3$��������� 211,6$��������� 234,8$��������� 250,7$��������� 887,4$���������

Estimated�Resources�Available�Scenarios
Scenario�1 128,3$��������� 128,7$��������� 121,9$��������� 114,3$��������� 493,2$���������

Scenario�2 128,3$��������� 133,9$��������� 133,0$��������� 132,2$��������� 527,5$���������

Scenario�3 128,3$��������� 149,4$��������� 168,8$��������� 194,6$��������� 641,0$���������

Financing�Gap�under�Scenario�1 62,0$����������� 82,9$����������� 112,9$��������� 136,4$��������� 394,2$���������
Financing�Gap�under�Scenario�2 62,0$����������� 77,7$����������� 101,7$��������� 118,5$��������� 359,9$���������
Financing�Gap�under�Scenario�3 62,0$����������� 62,2$����������� 66,0$����������� 56,2$����������� 246,4$��������� �

Figure�59:�Estimated�Funding�Gap�for�NSP�under�Scenario�1,�showing�funding�sources�(US$�Millions)�

Overall�gap�analysis 2009 2010 2011 2012 Total
Resource�Needs 190,3$��������� 211,6$��������� 234,8$��������� 250,7$��������� 887,4$���������

Estimated�Resources�Available 128,3$��������� 128,7$��������� 121,9$��������� 114,3$��������� 493,2$���������
Government�of�Rwanda 15,8$����������� 17,2$����������� 18,7$����������� 20,4$����������� 72,1$�����������

Global�Fund�to�Fight�AIDS,�TB�and�Malaria 42,5$����������� 41,4$����������� 33,1$����������� 23,9$����������� 140,9$���������

US�Government/PEPFAR 54,3$����������� 54,3$����������� 54,3$����������� 54,3$����������� 217,2$���������

United�Nations�Family 5,8$������������� 5,8$������������� 5,8$������������� 5,8$������������� 23,2$�����������

Other�external�sources 10,0$����������� 10,0$����������� 10,0$����������� 10,0$����������� 39,9$�����������
Financing�Gap 62,0$����������� 82,9$����������� 112,9$��������� 136,4$��������� 394,2$��������� �

Figure�59�shows�the�sources�of� funding�that�make�up� the�total�estimated�resources�available.�The�
largest�contributors�are�PEPFAR30�and�the�Global�Fund31.�Once�approved,�Global�Fund�resources�are�
relatively�predictable�over�the�years.�With�PEPFAR�budgets�are�re�negotiated�every�year.���

������������������������������������������������������������
30�A�portion�of�PEPFAR�funds�used�to�support:�

1) Overall�development�
2) The�broader�health�system�and�technical�assistance�

have�been�excluded�from�the�gap�analysis.��The�figure�cited�for�PEPFAR�also�excludes�administrative�and�overhead�costs.��Work�is�ongoing�
with� all� PEPFAR� partners� to� further� refine� this� gap� analysis.� � The� current� resources� identified� as� contributing� to� the� NSP� may� be�
underestimated.�
31�Figures�here�include�GF�Round�6�and�7.��R3�was�not�included�as�it�is�due�to�conclude�in�mid�2009�and�the�extension�request�has�not�yet�
been�approved.�RCC� R3� was� also�not� included�since� it� is� still� in� the�review�process.� � For�R6�and�7� calendar�years� were� used� instead� of�
project�years.�
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Figure�60:�Estimated�Funding�Gap�for�NSP�broken�by�Impact�and�Outcome�(US$�Millions)�

Impact�and�Outcomes 2009 2010 2011 2012 Total
1.�The�incidence�of�HIV�in�the�general�population�is�reduced�by�half�by�2012

1.1.�Reduced�sexual�transmission�of�HIV
Resource Needs 45.7$����������� 49.4$����������� 53.4$����������� 57.2$����������� 205.7$���������
Resources Available 19.5$����������� 18.7$����������� 17.9$����������� 22.1$����������� 78.2$�����������
Financing Gap 26.2$����������� 30.7$����������� 35.5$����������� 35.1$����������� 127.5$���������

1.2.�Reduced�mother�to�child�transmission�of�HIV
Resource Needs 15.5$����������� 15.7$����������� 16.3$����������� 16.8$����������� 64.3$�����������
Resources Available 12.4$����������� 12.3$����������� 8.0$������������� 7.7$������������� 40.4$�����������
Financing Gap 3.1$������������� 3.4$������������� 8.2$������������� 9.1$������������� 23.9$�����������

1.3.�Maintenance�of�low�levels�of�blood�borne�transmission�of�HIV
Resource Needs 4.9$������������� 4.8$������������� 4.9$������������� 4.9$������������� 19.4$�����������
Resources Available 0.2$������������� 0.2$������������� 0.2$������������� 0.2$������������� 0.9$�������������
Financing Gap 4.6$������������� 4.6$������������� 4.6$������������� 4.6$������������� 18.5$�����������

IMPACT 1 TOTAL GAP 33.9$���������� 38.7$���������� 48.4$���������� 48.8$���������� 169.8$��������
2.�Morbidity�and�Mortality�among�people�living�with�HIV�are�reduced�by�2012

2.1.�People�living�with�HIV�systematically�receive�prophylaxis�and�treat.�for�OIs�and�other�coinfections
Resource Needs 12.9$����������� 17.8$����������� 22.5$����������� 27.4$����������� 80.6$�����������
Resources Available 9.2$������������� 9.2$������������� 6.2$������������� 6.8$������������� 31.5$�����������
Financing Gap 3.6$������������� 8.5$������������� 16.2$����������� 20.6$����������� 49.0$�����������

2.2.�All�people�living�with�HIV�eligible�for�ART�receive�it
Resource Needs 57.4$����������� 62.6$����������� 68.5$����������� 74.1$����������� 262.7$���������
Resources Available 56.6$����������� 56.9$����������� 58.3$����������� 62.9$����������� 234.7$���������
Financing Gap 0.8$������������� 5.8$������������� 10.3$����������� 11.2$����������� 28.1$�����������

2.3.�People�living�with�HIV�receive�care�and�support�according�to�needs
Resource Needs 2.4$������������� 2.8$������������� 3.1$������������� 3.3$������������� 11.6$�����������
Resources Available 2.2$������������� 2.2$������������� 2.2$������������� 2.3$������������� 8.9$�������������
Financing Gap 0.3$������������� 0.6$������������� 0.8$������������� 1.0$������������� 2.7$�������������

IMPACT 2 TOTAL GAP 4.7$������������ 14.9$���������� 27.4$���������� 32.8$���������� 79.8$����������
3.�Persons�infected�and/or�affected�by�HIV/AIDS�have�equal�opportunities

3.1.�People�inf./aff.�by�HIV�(incl.�child�headed�households)�have�improved�eco.�Opp.�and�social�protection
Resource Needs 13.5$����������� 18.6$����������� 22.6$����������� 25.7$����������� 80.3$�����������
Resources Available 1.6$������������� 1.6$������������� 1.6$������������� 1.6$������������� 6.3$�������������
Financing Gap 11.9$����������� 17.0$����������� 21.1$����������� 24.1$����������� 74.1$�����������

3.2.�Social�and�economic�protection�are�ensured�for�orphans�and�vulnerable�children
Resource Needs 4.7$������������� 4.8$������������� 4.8$������������� 4.9$������������� 19.2$�����������
Resources Available 2.9$������������� 4.0$������������� 3.7$������������� 5.3$������������� 15.9$�����������
Financing Gap 1.8$������������� 0.8$������������� 1.1$������������� (0.4)$������������ 3.2$�������������

3.3.�Reduction�of�stigma�and�discrimination�of�PLHIV�and�OVC�in�the�community
Resource Needs 0.5$������������� 0.4$������������� 0.5$������������� 0.4$������������� 1.8$�������������
Resources Available 0.1$������������� 0.1$������������� 0.1$������������� 0.1$������������� 0.2$�������������
Financing Gap 0.5$������������� 0.3$������������� 0.5$������������� 0.3$������������� 1.6$�������������

IMPACT 3 TOTAL GAP 14.1$���������� 18.1$���������� 22.7$���������� 24.0$���������� 78.8$����������
Cross�cutting�outcomes

Strengthen�the�coordination�institutions�at�central�and�decentralised�level
Resource Needs 17.3$����������� 18.3$����������� 18.8$����������� 19.2$����������� 73.6$�����������
Resources Available 16.4$����������� 17.1$����������� 17.4$����������� 26.0$����������� 76.9$�����������
Financing Gap 1.0$������������� 1.1$������������� 1.4$������������� (6.8)$������������ (3.3)$������������

M&E,�Data,�and�Research
Resource Needs 15.5$����������� 16.5$����������� 19.4$����������� 17.0$����������� 68.4$�����������
Resources Available 7.3$������������� 6.4$������������� 6.3$������������� 6.7$������������� 26.6$�����������
Financing Gap 8.3$������������� 10.1$����������� 13.1$����������� 10.3$����������� 41.7$�����������

CROSS-CUTTING IMPACT TOTAL GAP 9.2$������������ 11.2$���������� 14.5$���������� 3.5$������������ 38.4$����������
TOTAL�GAP 62.0$���������� 82.9$���������� 112.9$�������� 109.0$�������� 366.8$�������� �

�
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Figure�60�shows�the�resource�gap�broken�down�by�Impact�and�Outcome.��It�shows�that�the�outcome�
related�to�the�provision�of�ART�has�one�of�the�smallest�gap�despite�needing�a�significant�amount�of�
resources.�This�reflects�the�country’s�success�in�mobilizing�resources�to�rapidly�scale�up�ART�through�
the�Common�Procurement�Distribution�System.�The�gap�in�subsequent�years�highlights�the�needs�to�
continue�mobilizing� resources� to�maintain�and� further�expand�care�and� treatment,� in�particular�as�
some� sources� of� financing� such� as� UNITAID� come� to� closure� and� as� Rwanda� seeks� to� provide�
treatment�to�patients�earlier�in�the�course�of�their�disease.���

The�largest�gaps�are�in�prevention.�This�is�driven�by�a�series�of�new�initiatives�to�increase�prevention�
efforts�such�as�male�circumcision�and�increased�STI�treatment.�As�mentioned�throughout�this�plan,�
civil� society� plays� a� crucial� role� in� the� fight� against� HIV/AIDS,� particularly� in� prevention.� Yet,� as�
underlined� by� the� figures� below,� these� efforts� remain� under�funded� today.� While� Rwanda’s�
Monitoring� &� Evaluation� system� is� strong,� the� countries� aggressive� research� and� e�health� agenda�
creates�a�significant�funding�requirement.��
�

2.3 CONCLUSIONS�ON�THE�NSP�COSTING�AND�GAP�ANALYSIS�

�

Despite� Rwanda’s� tremendous� efforts� in� the� fight� against� HIV� and� AIDS,� and� despite� the� already�
significant� support� it� receives,�much� remains� to�be� done� as� it� shifts� its� attention� from�quantity� to�
quality.� The� NSP� has� ambitious� targets,� but� the� costing� and� gap� analysis� show� that� they� are� both�
reasonable� and� within� reach.� Further� refinements� to� the� designed� activities� and� their� costing�
estimates�will�need�to�be�made�as�we�move�towards�implementation.��

�

��
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