Ministry of Health

Republic of Rwanda

National HIV
Annual Report

2014 -2015

RWANDA
BIOMEDICAL
CENTER

A Healthy People. A Wealthy Nation






EXECUTIVE SUMMARY

HIV prevalence in the adult populatidmas remained stable since 20863% (RAIHIS

2013) HIV prevalence remains higher among women than among men. The highest HIV
prevalence is among womeged 3539 (7.9%) and among men aged4¥(7.3%). The City

of Kigali, Capital of Rwand has the highest prevalence afitove 61% while all other
province$prevalence is below 3%.

Although the HIV prevalence in the general population remains 3%, Keyagimmd play an
important role in the dynamic of HIV in Rwand&reliminary results ofBehavioral
Surveillance Survey (BSS) among Female Sex workers revealed a very high prevalence at
41% nationallybut 56% in Kigali city

Combating HIV and AIDS and itanpacts requires political commitment and appropriate
effective policies. The Government of Rwanda adopted a sedtoral approach to the HIV
epidemic and sound policies have been at the center. Vision 2020 and the Second Economic
Development and povegrtreduction strategy (EDPRS 2) recognize HIV/AIDS as a cross
cutting issue that should be addressed in all sectors abthrdryeconomy. The third Health
Sector Strategic Plan (HSSP 11l 2023818), and the National Strategic Plan for HIV (NSP
20132018)guide the programmatic response to the HIV epidemic. This report presents the
achievements that the government of Rwanda angatters have realized the second
implementation year of the NSP 2018, covering the periotfom July 1% 2014-June30"

2015.

The goal of the HIV prevention program is to reduce new HIV infections. During the period
of the current HIV NSP, the country has set a target to reduce new infections-thyrtsdy

June 2018 from the 2003 baseline. To reach this target, the casnimplementing a
combination of HIV prevention programs.

The scale up of testing and counselling continued to ensure geographic coverage. In this
reporting period, 17 new health facilities started offering testing and counselling services.
This broughthe total number of facilities offering HTC services &/'#s a result, over.8

million tests were done, 0.8% tested positive.

Male circumcision is another major component of the prevention program. In the reporting
period 162.074males were circumagsl using surgical(127.472)and nonsurgical methods
(34,603 in both public and private facilitiedlajority of the males that received VMMC are

aged between 15 and 24 years.
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The country continued to implement strategies towards the elimination of rioitiEtd

HIV transmission. The target for the eMTCT is to keep the new pediatric HIV infections
below 2% by 2015. To achieve this, a package of services that include HIV counselling and
testing, enrolment into care and treatment, initiation of ART anckradbe counselling,
counselling about infant feeding and counselling on FP and safer sex is being implemented in
all 517 PMTCT sites. Between July 20land June 20, More than 32,000 pregnant
women were tested for HIV in antenatal care (ANC) servicéso 85.9%of their partners

were tested9,798, HIV-positive pregnant womereceivedART based on the Option B+
guidelines

Ensuring easy access to early infant HIV diagnosis (EID) is the priority for the eMTCT
program. Currently 100% of health facilitieffering PMTCT services have access to EID.
ART prophylaxis is provided to all HIV exposed infants. Between Julyt 20 June 2(g,

8,308 infants received ART prophylaxis. #hree monthsohort of infants born to HIV
positive mothers followed in PMTCTrpgrams, the results showed that® became
infectedat 18 months after birth.

The NSP 2012018 identified key populationas primaryfocus in the five years. In this

reporting period, the government implemented targeted activities for all the keatpamsil

The Care, support, and treatment component of the HIV National Program aim to provide
services to PLHIV that will enable them to lead a normal life. These services include clinical
and biological assessment for ART eligibility and disease prsigrgsand prevention and
treatment of opportunistic infections (OIl) that include TB, STIs, cervical cancer,
Cryptococcus, and other blood borne infections. At the eniioé2015the HIV National
Programme has enrolled a totallg69children in the préART programme, an8,011are
currently on ART 145,136adults and adolescents are currently on ART and majority of them
(96%) are on first linenaking a total of 153,147 People living with HIV on ART as of end of
June 2015. Retention and survival ratesVe increased in past years, during the reporting
period. 9.1% adults and 2.8% children are alive and on treatment 12 months after initiation.
Nutrition support activities for PLHIV are integrated in the care and support. In the reporting
period, the mphasis was on procuring and harmonizing nutrition support for malnourished

and vulnerable PLHIV at all health facilities.

HIV/TB collaborative activities have been strengthened by continuing the training of health

care providers and health facility maeas to improve TB case finding and reporting among
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HIV -positive patients. All PLHIV are systematically screened for TB at enrolment and during
follow-up visits. All TB suspected patients are diagnosed using different methods, including
sputum, chest Xay and GeneXpertDuring RBF Data collectioexercise, 96.% of patients

who were canfected with HIV and TB started both treatments in the last 12 months.

Mitigating the socieeconomic impact of HIV on the people infected and affected remains
part of thenational HIV response. The impact mitigation component of the national HIV
response continues to be linked with and benefit from several Government of Rwanda social
protection programs.

During the reporting period, soegconomic support was provided thet orphans and
vulnerable children and PLHIV. Ensuring the economic viability of associations and
cooperatives of PLHIV was done through training on income generating activities as well as
financial management. PLHIV continue to receive training and stppduman rights and

legal issues. This is aimed at fighting stigma and discrimination and ensuring that PLHIV can
actually claim them.

HIV programs also support the Orphans and Vulnerable Children (OVC) to reach their full
potential and have the samgportunities as all other children. This is done by supporting the
OVC to access education, health, food and nutrition as well as protection among others. A
national assessment of Most Vulnerable Children (MVC) was conducted in this reporting
period. Theresults show that there are ow&0,0000rphans and vulnerable children in all

the districts of the country.

The health system continues to play a vital role in the national HIV response and also it
benefits from the HIV programs. Several activitiesbtold the capacity of the institutions

were implemented. These include the focus on the laboratory system and strengthening the
national reference laboratory. The supply chain system continues to be strengthened to ensure
that all commodities are availabd¢ the service delivery points. The national coordination
activities of the national HIV response through technical working groups also implemented
led by the HIV division under RBCCivil society organizations continue to play a key role of
monitoring te programs as well as implementing kpyevention, care and support

interventions.

The monitoring and evaluation system set up for the NSP-2018 also hit the ground
running with in the first year of implementation. Several studies and operatioaschesse

were implementedand successfully finalizedThe Rwanda AIDS Indicator and HIV
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Incidence Survey (RAIHIS) ifinalized and preliminary results prested in this report and
planned for wide dissemination August 2015 as well as for BSS FSW and BSSM. The

data collection activities for the Results Based Financing (RBF) indicators were implemented
and presented in this reporintegrated supportive supervision and data quality audits are
now institutionalized to ensure that the data reported fromin® systems provide the

accurate picture of the national HIV response.
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Status at Glance

Table 1 : Situation at Glance

Indicators

Data as of June 2015

Number of Health facilities providing testing aoounsellingservices 557
Number of HIV tests conducted in the last 12 months 3,634,746
Number of males circumcised 162,074
Number of Health facilities providing PMTCT services 517
Percent of infants born to Hihfected matbers who are infected by 1 1.8%
months

Number of pregnant women who were tested for HIV 372,611
Percent of pregant women that tested HIV positive 1.0%
Number of HIV+ pregnant women who received antiretroviral thera 9,798
to reduce the risk of mioér to child transmission

New discordant couples registered 5,499
HIV Positive partners in discordant couples under ART 11,407
Number of PLHIV enrolled in Care at health facilities 14,632
Number of PLHIV currently in PFART 19,524
Number of PLHIV currently receivingntiretroviraltherapy. 153,147
Number of PLWH initiating ART in the last 12 months 22,512
Number of hospitals and health centers offefullgpackage of HIV 524
services (VCT, PMTCT, ART)

Percent of adults and children with HIV known to be on treatment 91.2%
months after initiation of antiretroviral therapy

Percent of viral load suppression after 12 months of treatfneti 88.1%

copies/ml)
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l. INTRODUCTION

1.1 Overview of the HIV epidemic in Rwanda

1.1.1 HIV prevalence

As in other parts of the world, the HIV epidemic in Rwanda came to the fore in the 1980s.

The HIV epidemic was generalizee., HIV was spreading throughout the population and

not only in specificpopulation groups. Most of the HIV transmission was by heterosexual

contact and mothdpo-

Figure 1. Adult HIV prevalence

child transmission durin
pregnancy, at birth, anc
through breastfeeding
The national pevalence
among the adults ha
remained stable at 39
since 2005. From 200®t
2013, HIV prevalence has

declined in adults aged 1

HIV Prevalence (%)
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1.0
0.0
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to 39 years while slightly increasing in those aged 40 years and above. The trend is the same

for both females and males.

This could be explained by increased survival of PLHIV, more

new infections hBppening in older people than in young people, and maturing epidemic.
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Figure 2: HIV prevalence by age (349 years) (DHS 2005, DHS 2010 and RAIHIS 2%)13
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Age groups
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Source : DHS 2005 & 2010, RAIHIS 2013

HIV epidemic in Rwanda has demonstrated to be varying by location and population. It has
remained high in urban areas and females. Also some population characteristics have higher
prevalence than others. For example, the HIV prevalence is 8.9% among males tited repo

to have paid for sexual intercourse in the 12 months prior to the survey.

Figure 3. HIV prevalence amongadult females2005, 2010, 2013
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4

HIV Prevalence (%)
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—+— Females 2005  —#—Females 2010 Females 2013

Source : DHS 2005 & 2010, RAIHIS 2013

1Rwanda AIDS indicator and HIV Incidence survey, 2012014.
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Figure 4. HIV prevalence among adult males 2005, 2010 and 2013.

HIV prevalnce (%)
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Source : DHS 2005 & 2010, RAIHIS 2013

The HIV prevalence in the urban areas issistently about twice as highs in rural areas

and is higher among females than among males. Much as the HIV is generalized, it i
concentrated in key populations. eriNSP 2012018 identifiedmain key populations as
female sex workers (FSW), men who have sex with men (MSM), andiseardant couples
(SDC). The preliminary data showed the HIV prevalence among FS\Wés be 41.4%
nationally. This is a 9.5 percentage point decrease from what was observed in 2010 (FSW
BSS 2010), where it was 51%. HIV prevalence has remained high in FSW in Kigali city,
where it is 57.2% (compared to 56% in 2010). Rwanda also conducted the first kehavior
surveillance survey among MSMIt was a respondent driven sample of 492 males.
Preliminary results show that the HIV prevalence among MSM in Rwanda is 3T38.
study also highlighted key characteristics of MSM that will help shape interventigesigr

this group. For example, the study showed high uptake of male circumcision (75.5%), high

uptake of testing and counseling (84%), high prevalence of sexual violence (14%).

Rwanda also conductegrasurveillance survey among pregnant women attendimenatal
Care (ANC) using PMTCT data. The analysis of the 2013 round showed that HIV prevalence

among pregnant women (at old and new sites) was 3.1% [95% €BZJ. looking at the

2 Combined behavioral and biological surveillance survey of HIV ie€tion among female sex workers in
Rwanda 2015
3 Men who have sex with men behavioral surveillance survey in Rwanda, 2015
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trend from sites that have been part of the sero surveillance simeey2002 shows that the
HIV prevalence has slightly increased from 3.3% that was observed in 2011. HIV prevalence
in new sites was 2.3%, [95%CI: 1.2.8].

Figure 5 HIV prevalence trend in ANC sites that have been part of theeso-surveillance survey
since 2002.

HIV prevalence trends

o
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HIV prevalencee
!\J w
o o

=
o
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Source: ANC serosurveillance among Pregnant women ( 2002,2005,2007,2011 & 2013)

1.1.2 New Infections

The Rwanda AIDS Indicator and HIV incidenservey(RAIHIS) also collected data on new
infectiors.A cohort ofindividualswho tested HIV negative during the AIDS indicator survey

and consented to continue to be part of the survey, where tested 12 months after to estimate
the number of new infections happening in HIV negative adults in 12 months.The results
showed that HIV inidence was 0.27%, which means that nearly 3 new infections happened
in 1000 HIV negative adults in 20&014. The distribution of new infections shows that
more than half were unmarried (single) while one third was among those in union. Only one
in sevemew infections happened in widowed/divorced/separated (out of union).Also 74% of

new infections happened in rural areas and 62% were among females.
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Figure 6. Distribution of new infection by marital status, RAIHIS 2013

M |n union
m Never married

= Out of union

1.1.3 HIV and Associated risk factors

Although HIV prevalence remains at 3% in adults, it continues to display variation by self
reported sexual characteristics. Tdata from RAIHIS shows that risky sexual behaviors are
associated with high prevalence, both among fesnahd males. Increase in sexual partners
showed an increase in HIV prevalence both among males and females. Distinctively, among
females that reported to having more than three sexual partners, HIV prevalence was 19.5%.
Therisky behaviors associated tvihighest prevalence among malesrareusing a condom

in last paying sex, having 3 or more partners, and paying or being paid for sex in 12 months
before the survey.

Figure 7. HIV Prevalence and risky sexual behaviors in the &t 12 months (RAIHIS 2013)

® Males ® Females
20

16

12

'l - JJ'JJt

Did not use 2 partners 3 partners Paying or Had casual  Ever been Had anysign
condom at partners being paid for sexinthe last forced to  of STl during
last sex sexinthelast 12months have sexin past 12
(paying or 12 months the last 12 months

casual) months

Comprehensive knowledge on HIV continues to be low. RAIHIS found out that HIV much as
all adults have heard about HIV, more detailed knowledge of how it can be prevented is still

low and also there appears to be some miscoiocspabout HIV. Knowledge is higher
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among people living with HIV, mainlpecause majority in the survey wereeally in care

and treatment programs, therefore having more access to information and interventions.

Promotion of correct and consistent useeendoms has been part of the interventions. The
data from RAIHIS and also from DHS surveys shows thatreelfited consistent condom

use is still low. In the RAIHIS 2013, 24.7% of HIV negative and 33.1% of the HIV+ adults
that had casual sex, reporterltave used a condom every time they had sex. The study
among the FSW found out that 49.4% of them reporting to have used condoms consistently
with paying partners. The percentage however reduces to 37.6% wHbagiog partner.
Among the MSM, only 45%eported to use condoms consistently.Also only 15.1% of people

in discordant relationships reported to use condoms as a family planning method.

1. HIV PREVENTION PROGRAMS
2.1 Introduction

The goal of the HIV prevention program is to reduce new HIV infestidio reach the NSP
targets, the country is implementing a combination of HIV prevention proghafasare
reporting on activities conducted between July 2014 and June 2015. Key areas of HIV

prevention programs include:

(1) HIV testing and counseling (HTC)

(2) Prevention of Mother to Child HIV Transmission (PMTCT)
(3) Discordant couple follow up program

(4) Voluntary Medical Male Circumcision (VMMC)

(5) Program targetingey Populations

(6) Behavior Change Communication (BCC)

(7) Condom promotion and distribution

(8) Prevention of Sexudlransmissible Infections (STIs)

2.2 HIV Testing and Counseling

HIV testing and counseling (HTC) services help people to know their HIV status, and those
tested positive are linked to care and treatment services, while those tested negative are
providedwith risk reduction counseling and information on how to remain-ridgative.

During this reporting period, the national program shifted from the use of interim HIV testing
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algorithm to a new HIV testing algorithm using a combination of 3 serial HIV tesider

this new algorithm, two options are recommended:

(1) Shanghai KehuaDetermine and Unigold
(2) First response Shanghai KehuaDetermine

To increase access to HTC services, different strategies are implemented. These strategies
include increasing geograghcoverage of HIV testing services, provision of facibigsed

HTC services and outreach HTC services targeting key populations, and combination of
voluntary counseling and testing and providetiated testing and counseling approaches
(VCT and PITC).

Between July 2014 and June 2015, the number of health facilities offering HTC increased
from 544 to 557 facilities making 99% of national coverage. In total, 3,634,746 tests were

performed and the overall HIV positivity rate Wa81%

3.2Prevention of motherto-child transmission

2.2.1. Implementation of strategies towards the elimination of motheto-child HIV
transmission (EMTCT)

By 2015, the program aims to eliminate new pediatric HIV infections (below 2%) and
improve maternal, newborn, and child health (Ml§Gand survival in the context of HIV.

The implementation of nation@MTCT plan follows five main pillars: (1) geographic
coverage of services, (2) quality and efficacy of interventions, (3) access to and utilization of

services, (4) health systems strgmaging and (5) working with communities.

The package of services offered includes: (1) HTC for both partners, (2) blood draw for CD4
same day after HTC, (3) hemoglobin, renal and liver function testing, (4) enrolment into care
and treatment, (5) initiattoof ART and adherence counselling, (6) counselling about infant
feeding, (7) counselling on Family Planning (FP) and safer sex.

2.2.2 Increased availability and accessibility of PMTCT services

Strengthening the integration of PMTCT and maternal & chillthgd MCH) activities at the
health facilities (HF) has been coupled with the reinforcement of community engagement. A
continuous technical support was ensured with a focus on HF which newly introduced

PMTCT activities in their package of services.
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The caorerage of PMTCT services in public health facilities has increased between July 2014
and June 2015. Health facilities offering PMTCT services increased from 424/t@he

high service coverage is combined with a continuous quality improvement, whigtiéaan
effective utilization of high quality laboratory facilities. The geographic coverage of
laboratory network has improved to allow, among others, easy access to early infant HIV
diagnosis (EID). Currently, 100% of health facilities offering PMTCVises have access to

EID.

The program encourages the involvement of male partners in PMTCT programs, which helps
to maintain family health and adherence to treatment and prevention regimens. Together with
t he Government 6s f ac indourdgedtta attend antenatal earegANCY n e r ¢

services with their pregnant partners at each visit, get counseled together and tested for HIV.

The increase of PMTCT services coverage combined with a systematic HIV testing of
pregnant women attending ANC, allodva significant increase of the number of pregnant

women who know their HIV status.

Figure 8: HIV positivity rate among pregnant women tested in ANC, 2002015
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Source: TREnet / HMIS 20032015.

Since 2003, the trend of the HIVate partners testing in PMTCT programs has increased
consistently. It however plateaued since 2009 and bas aintained above 80%. In the

current reporting period5.9% male partners of pregnant women were counseled and tested
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for HIV. This is a fivebld of what was achieved at the baseline of the initiative in 2003
(16%).
Figure 9: Uptake of Male partners in PMTCT, 20032015
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2.2.3ART in PMTCT services and HIV testing among HIV exposed indnts

The national PMTCT program is implementing the Option B+ using Teneffaged
regimen to all HIV positive pregnant women, taken as lifelong treatment. The PMTCT
program considered recent WHO 2013 recommendatentdorsed by the GOR to be
implementedn the fiscal yeastarting by July 2014. WHO has mumended the initiation of

ART to pregnant women as soon as they are tested HIV positive. In addition to HIV testing
during the ANC visits, negative pregnant women will béesged in maternity at thenset of

labor, in order to increase the chances to capture women who seroconverted during their

pregnancies.

The number of pregnant women receiving ART in PMTCT has steadily progressed since
1999 at the program staup. Between July 2014 and June 2015798, HIV-positive
pregnant women received ART based on the Option B+ guidelines. Of them 62.6% were on
ART before the current pregnancy. Based on the country 20155SPEETRUM projections
(8,989), this number represents 99% of all expected HIV positegnpnt women.
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Systems are in place to coordinate efforts ensuring good adherence to treatment, leading to a
significant decrease in HIV transmission to exposed infants. By June 2015, in a cohort of
infants born to HIVpositive mothers followed in PMTCT @grams, the HIV transmission

rate was 17.9%.

ART prophylaxis is provided to HIV exposed infants in all health facilities. Between July
2014 and June 2015, the program counted 8,308 infants who received ART prophylaxis over
9,762 deliveries among HIV Posk women and HIV negative women in sero discordant
couples (85.1%). The prevention, screening, and treatment of opportunistic infections are
systematically provided to all HIV exposed infants.

2.3. Discordant couple followup program

Discordant couples ardefined as key population by the HIVNSP. A specific program
aiming at their close followap is implemented in 490 health facilities countrywide
evidencebased intervention packageof services isoffered andincludes risk reduction
counselling angondom provision, family planning counselling and service provision, repeat
HIV testing for the uninfected partner every 6 months, and care and treatment for the HIV

positive partner.

Table 2: Discordant couples,Rwanda 20142015

Indicator Number
New discordant couples registered 5499
HIV Positive partners in discordant couples under ART 11,407
Discordant couples followed at Health Facility 15,826

2.4 Voluntary medical male circumcision

Voluntary medical male circumcision (MMIC) has proven efficacy in reducing the risk of
acquiring HIV infection and has been adopted by the WHO as a new HIV prevention
intervention that needs to be implemented along with existing HIV prevention interventions
(WHO 2007). The Rwanda Ministry of ldih endorsed male circumcision in 2008. Among
the Rwandarpopulation aged 189 years, current male circumcision prevalence is 13%

(RDHS 2010). Male circumcision constitutes one of key prevention interventions in the HIV
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National Strategic Plan 2012018 with the objective of increasing the prevalence of males

circumcised from 13% to 66% as of December 2018.

In addition to surgical VMMC, the Ministry of Health has adopted the use of Ptelesice,
a nonsurgical method for VMM as a coseffective stratgy of scaling up VMMC. Early
infant circumcision is being implemented as a long tetrategy for HIV prevention and a
phased out approach of adult VMMC.

The Ministry of Health has adopted the task shifting enabling nurses to perform male
circumcision bysurgical and nowsurgical methods as a way of availing the provision of
VMMC services and respond to the demand of the population. The Rwanda Biomedical
Center(RBC), under the leadership of the Ministry of Health, has successfully coordinated
the implemetation and decentralization of VMMC in collaboration with its implementing
partners. Male circumcision is included in the minimum package of services at all levels of
the provision of health services and it is even provided during outreach programmes in th
community and during weekends at health facilities in order to increase the number of males

circumcised.

From July 2014 to June 2015, 162.074 males were circumcised. This was achieved using
surgical (127.472) and nesurgicalmethods (34,602) in bothuplic and private facilities.
According to RAIHIS 2013 the prevalence of MC among adult§4years was 20%. It had
however increasetb 24% in one yar (RAIHIS Endpoint 2014)The graphs below indicate
number of VMMC performed by age group both in pubind private health facilities.
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Figure 10: Number of VMMC performed by age group, July 2014 June 2015.
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2.5 Behavior change communication

Behavior change communication (BCC) is used to impmpeeo pl edés heal t h and

IS a process that motivates people to adopt and sustain healthy behaviors and lifestyles. In
collaboration with the HIV Division and Rwanda Health Communication Center, BCC
campaigns contributed widely in facilitating @ss to comprehensive HIV knowledge for the
general population, key populations, and other vulnerable populations. Channels used
included radio shows for the general populations, outreach campaigns, and free hotline

services.
1. 2014 World AIDS Day (WAD) Campaign

The World AIDS Day is commemorated on Decembéevery year. In 204 the National
theme for Rwanda wasThe Role omedia in early HIV treatment to reduce Morbidity and
mortality’. The Media High Council of Rwanda conjunctionwith the umbrellaassociation

of journalists for Health and HIV/AIDS (ABASIRW)Ahelda one day consultative meeting
with journalists about challenges faced in compilation, publication and dissemination of HIV
related stories.The Activities for the World AIDS Day continuedp to end oMarch 2015.
These activities included district level discussion forums as well as radio programs

Photo 1. Hon. Minister of Health Dr. Agnes Binagwaho during the Official launch of the World

AIDS Day Campaign giving communication award to Nathan Mugume , RHCC division
Manager
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2. Outreach campaigns

The outreach campaigns were conducted in order to complement the provision of HIV
services to people living in remote and hard to reach areas. They were provided with
IEC/BCC messages, condoms and referrals for HIV testing. Youth mobilization campaigns
have been conducted in al/l districts of the
knowledge on HIV prevention and sexual reproductive health, and access to relatss ser

and information. In tota##1,865 households were reached through local organizations and

civil society with targeted messages on family planning and Male circumcision.

2.6 Key Populations

Targeting key populations with prevention inentions is aligned with the national strategy

to reduce new HIV infections by focusing on key drivers of new infections in Rwanda as
identified by the HIV/AIDS NSP 2013018 and contributing to the main outcome of
freducing new HIV infections by sexual ansmission in the main populations associated

with new infection® . A combination of the following s
populations have access to a comprehensive package of services as defined by the national

program:
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