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1. The context and overview

Malaria has been the leading cause of morbidity modtality in Rwanda since the
early sixties, with occasional epidemics in thehhaititude areas. In the late 90’s ,
malaria accounted for over 50% of the outpatietenalance, a case fatality rate of up
to 6% in district hospitalsvith only 7% households owning at least a mosquétbin
2003. Rwanda has few health workers with formaihing, with the few available
doctors mostly based in the urban areas and yet#3Be population is rural-based

H.E Paul Kagame, the President of Rwanda laun¢teedistribution of LLINs to pregnant women through
the antenatal clinics, Nyanza - Southern provir@@42

Rwanda developed a malaria strategic plan whose im&rventions were the use of
ITNs,,behavior change communication, as well asotiffe treatment..

Under the leadership of the National Malaria Cdnmgramme (PNILP), Rwanda
has scaled up malaria control and prevention. Tép®rt is a summary of the key
strategies and practices that have enabled this spa
1. Distribution of ITNs through mass campaigns andinguservices targeting
children and pregnant women
2. Implementation of malaria control activities throutpe integrated community
health program by volunteers/health workers.

2. Massdistribution of Long lasting I nsecticide-treated netsto
children aged between 6 monthsand 5 yearsthrough an integrated
measles, M ebendazole and Vitamin A campaign

2.1. Introduction

Since .Rwanda has a high immunization coveragepamdous measles campaigns
were successful, it was decided to include LLINstrdbution in the campaign held
from 5" to 9" September 2006, to enable rapid scale up .



The State Minister for Health in Charge of HIV/AID&inching the
joint ITN, Measles, Mebendazole and Vitamin A caigpa
September 52006.

2.2. Implementation of the joint LLINs/Measles/Vitain A/Mebendazole campaign

Several planning and consensus building meetinge Wweld between the National
Malaria Control Program (PNILP), the National Immuation Program (EPI), and the
Global fund Program management Unit (GFPMU). Latesfeering committee

composed of the 2 Ministries as well as technicdisdance partners (UNICEF,
WHO, French Cooperation, the Rwandan Red CrossaR&IntraHealth) was set up.
District-specific micro-plans that outlined the kagtivities and roles were drawn by
the DHTs and implementing partners. Monthly and kiye€oordination meetings

before, during and just after the campaign invajvine key partners.

Both EPI and PNLP were responsible for procurstgrage and transportation o fthe
commodities,which were delivered to the distridtéeast one week to the start of the
campaign. The personnel costs related to the lagdistaibution of the commodities
were shared between the LLINs and the other predudth PNILP funding 3 out of
the 10 personnel at each distribution site.. TH¢ tdbmponent was funded using R3
and 5 of the Global Fund grant. Transportation DNd was sub-contracted by
CAMERWA (the central medical stores) to PSI whife tother commodities were
transported by the DHTSs.

Over 19,000 health care and community care wonkerg trained 2 weeks before the
campaign and posted to 2,000 immunization sites.a$sure quality during the
campaign, each district was allocated 4 superviggams equipped with transport and
extra commodities in case the centers run out.




On the left: Child receives measles vaccinationlad8l during the campaign

2.3. Results of the campaign

About 1,364,897 LLINs were distributed with an W@af 101% of children targeted
Coverage of the measles vaccine and other comrasditas 107% in 2006 compared
with 101% in 2003. However, the campaign run outTdfls for children and was

forced to divert LLINs meant for distribution thrglu ANC to pregnant women. The
cost of implementing the campaign (excluding thst @ the commodities) was Frw
806,946,897 (USD 1,464,512.7) or USD 1.07 per chiddpost-campaign evaluation
4 weeks after the campaign showed that 95% of @mnldinder 5 surveyed were
actually sleeping under LLINs

2.4. Lessons learnt and way forward.

1. The population is eager to receive and use Lladlsvidenced by the massive turn
up that led to a shortage of ITNs. As a result, $TiNeant for free distribution to
pregnant women were diverted to the campaign,. €prently, pregnant women did
not receive free ITNs between September and Decend®®6. Therefore,
establishing the correct numbers to target is waortant if the campaign is not to
run out of commodities and negatively impact oreotfirogrammes.

2. Joint planning and involvement of all concerpedies is key to success. However,
mustering the support and involvement of all stakedrs takes time in, negotiations
and consensus building on the approach.

3. BCC is an effective tool in promoting the w#tion of LLINS. The post campaign
results demonstrate that the intensified BCC andsnmaedia campaigns must have
contributed t the high coverage of ITNs.

5. Data management including proper record keegirttpe sites must be addressed
during planning, training and implementation. A¢ #nd of the campaign, there were
delays in data submission and some reports reqfurtter validation.

6. There is need for a plan to avail ITNs to thetise of the population that become
eligible after the campaign (e.g. children who laoen, etc) to avoid creating groups
of unserved populations..

3. Distribution of LLINsthrough routineimmunization (EPI) and
antenatal care (ANC)

3.1. Introduction

In Rwanda, utilization of ANC and immunization sees is high with 94% of
pregnant women attending ANC at least once whilmumization coverage is over
90% for most antigens. Consequently, immunizatiowl ANC were chosen as
channels for reaching both children and pregnamh&rorespectively.

Therefore, since June 2006, pregnant women reeeiveavily subsidized LLIN on
their second ANC visit. Since January 2007, chitdreceive a free LLIN with the
measles vaccination at 9 months. The timing ofveejyi of ITNs is because in



Rwanda, children sleep with their parents up tdeast one year and so will be
covered by the ITN provided to the mother.

3.2. Implementation of LLIN distribution through ratine immunization and ANC
in Rwanda

Every year, each health centre calculates ITN requents based on estimates of the
target population. Every quarter, the district isgiwns LLINs and vaccines for all
health centers. The quarterly stock of LLINs istrilisited directly to the health
centres through the usual channels that are usetiifgs and other medical supplies.

During the first ANC visit, the pregnant women suaseled on malaria control, the
risks of malaria in pregnant women and advisedoimes with 200 Frw on her next
visit for an LLIN. On her second ANC visit, she pag00 Frw (USD 0.3) and
receives an LLIN, which is also inscribed on her@bard.

To monitor the distribution of LLINS registers areteipt books were developed and
distributed to all health facilities. The ANC caydsP| cards and monthly reporting
forms were | amended to include a slot for LLIN&very month all the data is

summarized into an integrated form and is senhéodistrict and subsequently to the
national level.

3.3. Results of LLIN distribution through ANC andautine EPI

In 2006 and 2007, up to 206,908 and 320,824 LLiépectively to pregnant women
during 2008, this is equivalent to an uptake of 65% and 98i492006 and 2007

respectively. The lower coverage during 2006 was tdua stock out which resulting
from LLINs diverted to the integrated campagn.

With regard to children, 326,200 children (100%)atif children receiving measles
vaccine at 9 months received an LLIN. The immumiatprogram has probably
benefited from the introduction of LLINS during inmmization, with the proportion of

children fully immunized increasing from 76% in Z0® 90 in 2008

3.4. Lessons learnt and way forward

1. Integration of LLINs into routine EPI and ANCt&dies is possible and feasible.
The synergies of the two programmes can lead tdehnigcoverage of the
interventions.

2. Storage of ITNs presents a problem since LLINs laulky and yet most health
centres are small. As a result it is common to firndNs stored in corridors and
conference rooms, even when supplied on quartedisb

3. For effective monitoring of the integrated aitigs, the key indicators must be
integrated in the reporting tools.



4. | mplementation of malaria control activities through the
integrated community health program by volunteer health workers.

4.1. Introduction

In 2000, utilization of health services in Rwandaswow; only 17.4% of children
received care from health facilities when they Fee® The rest sought treatment at
home often with ineffective drugs.

To improve access to health care, Rwanda trainest ©9,000 community health
workers (CHWS).They are trained to assess childiém fever, treat uncomplicated
cases and refer complicated ones .They also aaselsgscort pregnant women to
health facilities for delivery, conduct nutritionatonitoring of children, follow up
children born of HIV infected mothers, offer HIV waseling, carry out TB screening
for people living with HIV and support patients antiretroviral treatment with their
adherence. They also record and report births aathd; and monitor and improve
the utilization of LLINs by families.

4.2. Implementation of home based management ofanial (HBM) in Rwanda

The program started 2004, in 4-6 health facilitred highly endemic districts and
was progressively expanded to include more distaod more health facilities in the
selected districts, to reach 12 districts in 2006 &8 districts in 2007.

Antimalarial drugs were appropriately packaged \egisy to read instruction in
Kinyarwanda.

AMEZI| 6 KUGEZA KU BARI
MUNSI ¥ IMYAKA 35
ABANA B IBIRO kg 5 - kg 14

Umuti w abana wa malariya wuzuye umara iminsi 3

Sample of antimalarial drugs for HBM in Rwanda:enot
instruction in kinyarwanda

Health care workers and distributors were trainech diBM when
Amodiaquine/Sulphadoxine-Pyrimethamine was thed firee treatment at the time.
They were also supplied with registers, patienemred forms and monthly reporting
forms.

In addition, an intense BCC campaign informed thr@mmunities about the
intervention..



Distributors assess and treat children aged betwemonths and 5 years with fever

and refer younger and older children as well as plimated cases to the health

centers. They record all patients treated in tlgester, that is auto carbonated and at
the end of the month tear out the original and setadthe health center. They remain

with a copy in the register book.

To further improve the HMM programme, Rwanda igadticing rapid diagnostic
tests (RDTs). In April 2008, RDTs were introduced2 districts and will be rolled
out progressively to more districts after evalugtihe implementation in the first 2
districts.

The related tools and a focal person designatedotwdinate the program at the
national level. The program started when the firs¢ treatment was. When change
was made to Artesunate-Lumefantrime, the transitionHBM also occurred
smoothly.

4 .3. Results HBM

Children treated within 24 hours Vs children treated after 24H in HBM sel ected
districts
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[ Total children treated 7,261 11,724 31,875 12,406 27,925 | 34,940 19,931 21,403
I Total children treated in <24h | 6,278 9,139 28,206 11,379 21,845 | 29,725 18,222 16,631
O Total children treated in >24 953 2,696 3,665 1,053 5,906 4,995 1,727 4,339




HBM/HMIS Vs expected cases 2006
45,000 0 HBM 2006
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GITWE KIBIRIZI KIBOGORA KIREHE NYANZA RUKOMA
O HBM 2006 5,856 21,018 9,888 16,280 12,934 17,227
B HMIS 2006 3,137 6,861 5,116 8,350 4,046 4,733
O Children expected 16,139 28,450 27,965 39,677 31,618 31,921
O Total children treated 8,993 27,879 15,004 24,630 16,980 21,960
(HBM+SHMIS)

By the end of 2007, HBM had been implemented in di€ricts .An external
evaluation of the HMM programme in 2007 showed thahe districts where HBM
is being implemented 80% of all children aged urfoler years were treated for fever
within 24 hours of onset compared with the naticamagrage of 62.6%Also, there
was a reduction in the number of malaria caseseiiiaa the health centers since 60%
of all cases of malaria in the under fives areté@ahrough HMM , in spite of the
increased overall utilization of health servicebeTevaluation also showed that 97%
of the children treated through HBM were treatedexily and responded adequately
to treatment. Also, between 2004 when HBM started 2006, malaria mortality and
case fatality rates decreased by 64% and 46% resggcin the HBM districts
compared to the non-HBM districts. The incidences@fere malaria was 33% lower
in the HBM districts in comparison to the non-HBN&tdcts and significantly more
children in HBM districts received care for feveithin 24 hours of onset than those
in non-HBM districts®

With only 22% of children under five with malariaing access to treatment within
24 hours of symptoms on&et

4.4. Lessons learnt

1. Community Health workers an
other community-based volunteel
are effective in ensuring earl
treatment of fever. ;
2. When trained, they can safely ar L5l
adequately  offer services ¢
acceptable quality to patients ar §g
form an efficient referral anc @i " ¥
counter-referral system with th & &8
community - 3 )

3. Being volunteers that are not pai ‘ =

distributors need regU|ar and Ongoil’lg The Prime Minister Bernard Makuza offers a presertie
best performing distributors




motivation to do their job. A clear and transparegstem for the motivation of
community health workers is necessary to avoidgtiattrand/or abuse of their role

4. When the HBM system is well established, chamgire type of drugs does not
affect its efficiency and but it may delay implertaion. In the case of Rwanda,
changing from Amodiaquine/SP to Artesunate-Lumefaatresulted into delays and
a near halt in HBM activities as the pharmaceuteahpanies were not ready to
repackage their products under different, courpecgic brands.

As a way forward, Rwanda is considering scalingiiyM to all districts for impact.
However, do to the epidemiological transition fohigh to low endemicity, HMM
should be based on parasitological confirmationer&éhis anecdotal evidence that
more and more fevers among children are unlikelyetalue to malaria.

5. Other Support I nterventions

Apart from the measures described above, a numlbemtioer factors and
accompanying measures played a role in achieviegstitcess noted in malaria
control in Rwanda. These include the firm and uravieng political commitment,
shown from the highest level of the governmentufgtmut the local administration;
and the steady and enduring partnership. The @tiegrof malaria into the national
integrated disease surveillance system as wellhasnational wide community
insurance schemes played a key role in improvinty egetection of epidemics and
increasing the utilization of health facilities pestively.

5.1 Integration of malaria surveillance into IDSRral subject to obligatory weekly
surveillance and the Malaria Early Warning SysterMEWS)

In the post war period, there was a lot of popatatnovement in Rwanda, coupled
with deforestation. This resulted into outbreaks different epidemics including

malaria. While other diseases had defined surveidla epidemic detection and
response mechanisms, none existed for malaria.eTlwas no proper definition of

what constituted a malaria epidemic (epidemic thok and there was no real time
surveillance system so that epidemics would beg®ized belatedly and with a lot of
difficulties. Malaria was only notified through tmeonthly HMIS reports that would

come with 4-6 weeks delays and at times longer.

Following this problem, the Ministry of Health Usitresponsible for malaria and
epidemiological surveillance, formed a working grda define a malaria surveillance
system. Reporting of both confirmed and suspectetama was included in the
weekly epidemiological surveillance system, witheasly defined epidemic
thresholds.

Integration of malaria surveillance into IDSR ledtimely detection and response to
malaria epidemics. As a result, the delay in deiradbf malaria epidemics, that fell
from over 2 months to 2 weéksand the delay in response fell from 2 weeks to 2
days'. However there has been a significant reductianafaria epidemics.

The key lesson learnt is that integration of malamio the national IDSR system is a
feasible and efficient way for ensuring malariaveiltance.
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Given the changing malaria epidemiological profttee (PNILP) should review and
support health facilities develop new epidemiesholds.

5.2 The community Health insurance scheme (Mutuetle Santé)

The utilization of health services was very lowRwanda, standing at 33% in 2063
Only 17.4% of under fives received care from eithehealth center or from a
recognized private clinic when they had fever. Mpstgnant women delivered at
home in spite of high ANC attendance in the ant@nélinics, delivered at home.
About 27 % of pregnant women delivered in a hefdtility according to the DHS
2003 and 2005, The main reason for not seeking health care festablished
health facilities was because they could not affbedcosts of medical cdfe

Recognizing this problem, the Government of Rwardaceived the idea of
introducing and implementing health insurance sasefor every Rwandan.
Recognizing that most Rwandese live below the pggueare, most people would not
be able to afford the annual premiums. The GovemrmERwanda (GoR) developed
the Community health Insurance (Mutuelle) Policyatthwould enable the
subsidization of annual premiums and pooling dégidJsing one of the Global Fund
grants and funding from Belgian Cooperation,, the&ulle fees of the poor and very
poor would be paid by the GOR. An annual premiuni,600 Frw (about USD 1.5)
per person was determined as the registratiofrfémcal leaders helped identify the
very poor that could not pay for themselves, Theudlle always covered the entire
family. The adherent member receives a membershipg that entitles him to
treatment at the health center when he is sick,aarbde district hospital when he is
referred by the health center. The patient pays d5%is medical bill at the health
centre. At the hospital, he pays 15% if he wasrrete Patients seeking care from the
district and referral hospitals without a referfi@m the health center pay their full
bills. Tools for managing the mutuelle scheme idoig claims, receipts and billing
guide were developed and disseminated to all halsmnd health centres.

Following the implementation of the mutuelle polieyd GoR subsidy towards
adhesion of the poor, adherence to health insurawceased from below 7% in 2003
to 44.1% in 2005 and to 73% in 2006. Also, theizdtion of health services
increased from 33% in 2003 to 60% in 2808nd 83% by June 2008 The results of

the interim DHS (2007) revealed that the proportddnvomen delivering in a health
facility had increased to 52.1% from 28.2% in 2tf0%lationally, 35% of children

with fever received care from a health facilityfopm 26.9% in 2005.

5.2.4. Lessons learnt

1. Financial accessibility is ar
important limitation to the acces
to and utilization of health
services and when this barrier
removed, the population ca
quickly seek their care fromr
established health facilities.

2.

------
Ol
______

Partnerships: The archbishop of Kibungo talks tonen about
malaria control during the malaria day festivities.




3. Partnership is key to the success of malarigrabactivities in general and health
financing i.n particular

6. Outcomes and Impact.

According to the DHS of 2003, only 7% of househbltl at least a mosquito net;
availability being lower in the rural areas thardams low as 1% in the former
provinces of Kibuye and Gikongoro. Although theuatton had improved a bit in
2005, still only 18% of households had at leastosguito net and only 16% of under
fives had slept under a mosquito net the nightgeding the survéy. Only 17.4% of
children under five years received care from eithehealth center or from a
recognized private clinic when they had fever. Té& either received no care at all
or were seen by traditional healers. As a resulingflementing a comprehensive
package of interventions coverage of malaria conirterventions has increased as
shown in the graph below comparing DHS 2005 and 2087 .

Figure
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Figure showing trends in the proportional morbiddfy malaria in health canters
between 2001 and 2007
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Increasing utilisation of health services while iimg effective drugs that are
universally available and affordable resulted ith® reduced case fatality rates shown
in the two figures, while increased availability pfeventive measures reduced
malaria related morbidity.

Figure showing trends in malaria morbidity and ralai
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7. Conclusion

Effective prevention and management of cases ofmaacan result in significant

reduction in the malaria related morbidity and ralty in both children and adults. In

the case of Rwanda, the reduction was most sigmificn the children under five

years, possibly because these were particularlgetad by the Home based
management of malaria and mosquito nets.

The reduction noted in malaria morbidity and matyails real since it is observed

against the background of increased utilizationheélth services .And lastly, the
success of all malaria control interventions degendt only on good technical

decisions but on the political will and support,vesll as a true partnership between
the communities, political authorities and otheksholders and partners.
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