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Executive summary 

In order to develop a comprehensive health financing policy aligned with its Health Sector Strategic Plan, the Ministry of 
Health of Rwanda (MoH) decided to conduct a comprehensive review of the national health financing systems. In this 
context, the World Health Organization (WHO) was requested to provide independent technical support for this review. The 
objectives of the review were:  

"to provide information and options for the development of a fair and equitable health financing policy".  

In particular, the review aimed: 

− to provide a detailed analysis of the functioning of current health financing; 
− to identify financial and institutional bottlenecks or issues that needed to be addressed; 
− to assess the performance of the overall health financing system; 
− to suggest options to improve and strengthen the performance of the overall health financing system. 

The present report is the result of the joint work of a team of experts of the MoH and WHO. It includes a comprehensive 
review of the country context and the health financing situation in Rwanda based on the evidence collected and analysed 
between May and June 2008. The report discusses cross-cutting issues such as decentralization and coordination of 
external resources and their impact on the financing of the health sector. It presents an assessment by financing function 
(collection, pooling, and purchasing) and proposes recommendations for their improvement. It also reviews the stewardship 
function and role of the MoH. Most importantly, it provides suggestions for the development of a policy framework for health 
financing. Finally, three long-term approaches are presented for the development of the national health financing system. 

Situation analysis and assessment 

Financial resources for health 

According to most large-scale costing exercises, average total health expenditure (THE) per capita in Rwanda would, in 
principle, be sufficient to cover an essential package of services for the whole population. However, the universal provision 
of such a package has still to be achieved. 

The last National Health Accounts (NHA) exercise points out an impressive increase in financial resources for health in 
Rwanda. Boosted by external financing, THE increased by 200% from 2003 to 2006, and is estimated to have reached   
US$ 34 per capita. To a large extent, the increase in external resources came from new tied aid for diseases such as 
HIV/AIDS. But the most notable increase came from households, whose expenditure on health through out-of-pocket and 
prepayment mechanisms is estimated to have increased by 259%. 

Total government expenditure has been steadily increasing in absolute terms over the last decade. The share of general 
government budget allocated to health decreased between 2003 and 2006. This is the result of faster growth of the general 
budget as compared to the budget for health. However, the health allocation in the general government budget is planned to 
increase to 9.4% by 2010, coming closer to the target of 15% fixed in the Abuja Declaration.  

Financial barriers to access health care 

Direct or indirect financial barriers to access health care are challenges that are being addressed. The available evidence 
suggests that poor and rural communities encounter important difficulties in accessing professional care. In this situation, 
risk-pooling mechanisms find their justification. A major effort in the development of health insurance by the government 
came with the roll-out of mutual health insurance (mutuelles de santé, or mutuelles) in recent years. However, the 
expansion of this financing mechanism has also brought challenges concerning the sustainability of the health financing 
system.  

Effect of health insurance and rationale for its development 

Health insurance has affected utilization of services and equity positively, thus supporting the government's decision to 
promote insurance mechanisms and national pooling of resources. The most significant impact of health insurance was, 
however, seen in the reduction of catastrophic expenditure, although further improvements are needed. Around 2.9% of all 
households had to cope with catastrophic expenditure in 2005. Over 5.5% of the poorest non-insured households faced 
catastrophic expenditure, compared with only 1.4% of the insured. For those who received needed health care, 10% of all 
and up to 20% of the poorest non-insured households faced catastrophic expenditure. However, health insurance has 
significantly changed this situation, decreasing by four times the percentage of poorest households experiencing 
catastrophic expenditure and by 1.5 times the percentage of all households experiencing it. Since 2005, coverage of health 
insurance has rapidly increased and the effect on financial protection is likely to have been extended to the large majority of 
the population, making universal coverage a feasible objective for Rwanda. 
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Population coverage by health insurance 

Health insurance coverage in Rwanda is high, with over 70% of the population estimated to have been covered at the end 
of 2006. The MoH estimates that the coverage exceeded 85% in 2008. This alone is a remarkable achievement. While 
health insurance has been compulsory in Rwanda since early 2008, additional legislation and regulation are still required to 
specify how or with which scheme individuals have to register. In the current situation, only civil servants and employees of 
state-owned enterprises have to register with Rwanda’s medical insurance agency (Rwandaise d'Assurance Maladie, or 
RAMA). Members of the military are registered with their own insurance scheme, namely the Military Medical Insurance 
(MMI). However, private employees and companies are obliged to register only with the Social Security Fund of Rwanda 
(Caisse Sociale du Rwanda, or CSR) but not with RAMA. 

The majority of the population is covered by the mutuelles scheme which is adapted to the so-called informal sector. The 
public subsidization of this scheme by the government with the support of its development partners has made it possible to 
include poor and vulnerable groups. However, the scheme’s need for subsidies brings up questions regarding its financial 
sustainability.  

Sustainability of existing health insurance schemes 

Formal-sector insurance schemes have a significantly higher number of low-risk households as compared to mutuelles. The 
current contribution rates from health insurance schemes such as RAMA and MMI allow the generation of savings. However, 
the unique flat membership fee of mutuelles does not enable sufficient resources to be mobilized for the stabilization of their 
risk pools. In fact, public subsidies to mutuelles, although important, have not yet reached a level high enough to 
compensate adequately for differences in risk structure.  

Furthermore, the above-mentioned flat rate makes membership fees regressive. Still, government subsidies reduce this 
regressive nature as they enable the very poor to be included. This has already been recognized by the MoH and is being 
addressed.  

The scenarios considered in this report were presented and discussed in a workshop on sustainability organized by the 
MoH in September 2009. The projections in these scenarios show that substantial resources could be mobilized when 
differential contributions will be applied by mutuelles as currently planned by the MoH. However, this does not imply that 
external funding can be weaned out in the near future.  

On the other hand, contribution rates to RAMA are high and are calculated on the basis of gross salaries. This creates a 
disincentive for other formal-sector workers to join the scheme. Hence, contribution rates and the basis for their calculation 
should be reviewed. In addition, payroll contributions need to be extended to a larger share of the population. 

Composition of risk pools 

Health insurance schemes are segmented and fragmented and may hamper the achievement of national equity objectives 
in the long-term. RAMA alone had at its disposal almost nine times the average amount per head available to mutuelles for 
providing services to their beneficiaries in 2006. Cross-subsidization between "better-off" health insurance schemes with 
high revenues and low risk pools to "worse-off" schemes such as the mutuelles is already foreseen but needs to be 
adequate to achieve equity and fairness. Therefore the MoH is currently assessing the possibility of increasing the overall 
level of these cross-subsidies. 

The main mutuelles pools are currently managed at sector level. Although some pooling exists at district level, it remains 
limited. The small size of the country and the existence of a broad banking system make it feasible to put in place a national 
or provincial pooling mechanism. This may be seen as a recentralization process, yet it can be justified by the need to 
achieve efficiency and equity. This would also require capacity-building for the management of such a pool at provincial and 
central levels. 

Management of risk pools and financial resources 

The current fragmentation of mutuelles funds provides incentives for mutuelles branches and health centres to be efficient, 
to satisfy clients and to extend their coverage. However, this incentive does not exist at the level of hospitals and, with 
performance-based financing (PBF) stimulating an increase in hospital services, there is little incentive to control costs and 
efficiently use resources from mutuelles. Mutual fund directors at district level are not in a position to verify the services 
provided to members of the scheme. In addition, they have little incentive to keep funds at a financial equilibrium because 
resources at this level mainly come from central subsidies and oversight is limited. 

Currently, schemes for the so-called formal sector such as RAMA and MMI have only limited incentives to contain costs as 
they have important financial surpluses. This may in part explain their high overhead costs and may contribute to the rise in 
cost of health care. RAMA is professionally managed and has substantial technical and human resources. In this situation it 
would be rational to initiate joint management and pooling mechanisms for RAMA and the mutuelles. Incentives for 
efficiency should be reinforced by avoiding the accumulation of savings. Public oversight needs to be strengthened, for 
instance by increasing representation of civil society in the executive boards of health insurance schemes. 
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Unmet need and utilization of professional health care 

Despite important improvements in access to health-care services, the unmet need for health care is still significant across 
all population groups. Results from the 2005 household survey suggest that the mutuelles played an important role in 
improving access to health care at that time. The roll-out of mutuelles brought significant increases in utilization of services 
and a reduction of the unmet need for health care, as suggested by studies in 2005. Interviewed stakeholders have pointed 
out, however, that moral hazard has increased in urban hospitals. Referral hospitals are reported to be "overwhelmed". This 
situation had been explained by the absence of gatekeepers or public ambulatory services in urban areas. Therefore, 
members of schemes such as RAMA prefer to rely on expensive ambulatory treatment in private polyclinics. On the other 
hand, moral hazard is unlikely to occur among the poor due to co-payments and opportunity costs of seeking treatment. 
Nevertheless, certain health centres in rural areas now also report being overburdened.  

Performance-based financing (PBF) 

Like many other low-income countries, Rwanda is experiencing a crisis in human resources for health. The density of skilled 
staff per inhabitant is low and represents a major challenge for the health system. Low salaries and inadequate incentives 
have already been identified as the major barriers in responding to the current crisis. Initiatives such as PBF have been 
scaled up in part to address this. However, PBF alone will not respond to the crisis. Thus, additional policies have been 
identified and are being implemented by the MoH. 

Inefficiencies and economies of scale have been the reasons for the promotion of PBF. However, economies of scale may 
already have been exhausted as illustrated by reports of burdened facilities. This suggests that an increase in investment 
and recurrent expenditure for human resources may still be necessary. PBF does not directly respond to the issues of 
shortage and maldistribution of health workers; these require additional tools such as local recruitment of workers and 
retention of posts by facilities, which have been adopted by the government.  

The introduction of the PBF approach in Rwanda changed the way health providers were remunerated. The approach is 
based on a clarification of the responsibilities and roles of the various parties involved in the supervision, monitoring and 
provision of health services. As pointed out by an interviewed stakeholder, "PBF in Rwanda is rather a human resources 
management tool than a financing instrument per se". PBF reinforced monitoring and supervision of facilities and introduced 
essential quality assurance mechanisms such as peer-review and community satisfaction reviews. 

Pilot PBF projects were successful in improving productivity and ensuring the quality of services. PBF is considered to have 
been particularly effective in purchasing preventive health-care outputs which have a strong public good character. However, 
demand-side incentives should be able to match the financial incentives of PBF. 

PBF is the second largest expenditure item after HIV/AIDS programmes and represents 10% of the total Medium-Term 
Expenditure Framework (MTEF) for health. PBF allocation is more than double the planned public expenditure on human 
resources for health, including salaries and wages. In a labour-intensive sector such as health, this disproportion 
jeopardizes the development of the health system and the effective use of mobilized resources.  

Provider payment mechanisms and incentives 

The complexity of the current health financing system, with its multiple financing sources, services and flows of goods 
makes it difficult to estimate the actual cost of services. In these conditions, it is challenging for providers and purchasers to 
agree on a "fair price" for services and to act rationally on the basis of economic signals. The lack of disclosure of the 
financial situation and effective financial audit of health facilities also increases the risk of leakages of funds. 

The reliance on mutuelles as a major source of revenues for health centres, combined with capitation payments, has 
introduced effective incentives for providers to maintain patient satisfaction, increase insurance coverage and contain costs. 
However, the complexity of the accounting system in health facilities introduces incentives for providers to differentiate 
between patients according to their health insurance scheme. This is also the case in PBF, where differences in the 
remuneration of indicators for primary health care and HIV/AIDS output may introduce incentives for providers to 
differentiate between patients.  

Administrative efficiency 

The current overhead costs of health insurance schemes are high. Further, economies of scale and scope could be realized. 
The gradual merging of health insurance structures towards a national health insurance scheme should enable substantial 
gains to be made in administrative efficiency. The review of the national health financing policy will be the occasion for 
designing and proposing the necessary changes for this reform. Chapter 6 of this report proposes alternative approaches 
for the design of this new national health insurance scheme.  



Health Financing Systems Review - Rwanda 

xiv 

Policy framework 

Piloting of financing approaches has been widespread in Rwanda. These pilots have been well documented and literature 
on them has been released. This has contributed to the growth of international evidence and has strengthened Rwanda's 
image as a source for best practices on health financing. However, extensive experimentation has resulted in a fragmented 
system with high management costs and has complicated the stewardship functions of central and local governments. It is 
important that the introduction of any additional financing mechanisms should be cautiously assessed in light of the limited 
capacities of the country. 

The achievement of universal coverage calls for a comprehensive health financing policy that would provide directions for all 
components of the health financing system, including the use of health insurance and public subsidies. This policy should 
complement and extend the objectives of Rwanda Vision 2020. The future health financing system should build on the 
universal values of primary health care. As such, the long-term goal of the policy should be: 

− to provide sustainable financial resources for the delivery of primary health care for all; with specific long-
term objectives: 

− to establish a fair and efficient universal health financing system based on national solidarity, capacity-to-pay, 
prepayment and financial protection; 

− to enable equitable availability, access and timely utilization of primary health-care services for all. 

However, the current limited financing capacity of Rwanda makes it necessary in the medium term to rely on external 
support for the development of national structures and services delivery. Still, efforts to maximize and strengthen collection 
through prepayment mechanisms are ongoing. Self-sufficiency and financial sustainability without external support cannot 
be achieved in the short term and should remain a long-term objective.  

Policy options  

National health insurance scheme proposal 

There is a need for a long-term model for health financing in Rwanda. Different structures can achieve universal coverage, 
relying on various mixes of public and private fund management. However, it is the national context that determines a 
country’s most appropriate way forward to universal coverage. This report presents three long-term approaches based on 
different policy options for "funding" and "purchasing" for a national health insurance scheme for Rwanda. It is important to 
point out that the core of the three approaches has the same pooling and administrative structures, which would be 
institutionalized by a reformed RAMA. These approaches imply different degrees of decentralization in the purchasing of 
services and of competition among health-care providers. However, the first approach is estimated to be the best suited to 
bringing fairness and equity, and therefore it is also the most recommended from the point of view of the authors for bringing 
Rwanda towards universal coverage. 

The suggested approach is based on existing structures and financing initiatives developed over the past decade in 
Rwanda. It applies strategies of funding through specific health insurance contributions and direct purchasing by national 
health insurance. It has the advantage of providing the health sector with more independence and sheltering its resources 
from inter-sectoral competition. Finally, it is also more likely to enable the implementation of pro-poor policies and to 
promote equity.  

Intermediary strategies and considerations 

Before all elements of the national insurance scheme can be established, a transition phase will be needed. Development of 
a new health financing mechanism based on this approach and the introduction of associated reforms will need to be 
gradual and cautious. In fact, rapid development and implementation may not be sustainable with the current institutional 
capacities. A slower development with transitional inequities may be preferable to rapid policy implementation that cannot 
be sustained and may result in a collapse of the health financing system. Adequate communication strategies to 
disseminate national long-term policies would also be required during the transition in order to consolidate public support. 

The move towards a national health insurance scheme and universal coverage will require substantial changes in the roles 
and duties of the stakeholders of the health sector. Institutional changes and reforms are not easy to implement due to 
many vested interests. Adequate mitigation strategies will need to be implemented in order to lead the way towards 
universal coverage. 
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1 Introduction  

1.1 Context and objectives of this study 

In order to develop a comprehensive health financing policy aligned with its Health Sector Strategic Plan, the Ministry of 
Health of Rwanda (MoH) decided to conduct a comprehensive review of the national health financing system. This task was 
delegated to the Unit of Planning of the MoH. In this context, the World Health Organization (WHO) was requested to 
provide independent technical assistance for a joint mission of the MoH and WHO in order to conduct the review. A team 
composed of technical advisers from the WHO country office in Rwanda, the WHO Africa Regional Office (AFRO) and WHO 
headquarters, who were in Rwanda in May 2008 to conduct the proposed joint work with the MoH. The initial findings of the 
mission were presented to the MoH during a debriefing meeting at the end of the mission, and a summary mission report 
was provided a few weeks later. 

This technical report is the result of the joint work of this team and of the inputs of interviewed key staff of the MoH and 
stakeholders. It is based on the evidence collected and the analyses conducted between May and June 2008. A first draft of 
the report was circulated in August 2008. The resource mobilization scenarios presented in section 5.1 were presented to a 
panel of national experts during a workshop on financial sustainability of mutual health insurance in Rwanda in September 
2008. A complete draft of the report was submitted to the MoH for further comments in December 2008 after integration of 
previous discussions. This report therefore amply covers and addresses all crucial health financing issues until the end of 
2008.  

Note that since the presentation of the initial findings of the joint mission of experts, several recommendations have already 
been implemented or are being actively considered by the MoH.  

The objectives of the review were:  

"to provide information and options for the development of a fair and equitable health financing policy", and in particular: 

− to provide a detailed analysis on the functioning of the current health financing system; 
− to identify financial and institutional bottlenecks and issues to be addressed; 
− to assess the performance of the overall health financing system of Rwanda; 
− to suggest options to improve and strengthen the performance of the overall health financing system. 

The approach of the team was based on a conceptual framework, the Organizational Assessment for Improving and 

Strengthening Health Financing (OASIS), developed by WHO (see section  1.3). The team conducted secondary 
documentary data collection, in-depth interviews with key stakeholders, and group interviews during a two-week period.  

1.2 Performance indicators 

Different performance indicators can be used to assess system performance. Classical evaluation criteria include relevance, 
efficiency and effectiveness, impact and sustainability. These criteria can be complemented by social-value indicators such 
as relevance, acceptability, participation, equity and fairness. The individual definition of these criteria can be discussed in 
length but is beyond the scope of this study. 

Nonetheless, specific criteria are necessary to assess health financing systems. In 2005, the World Health Assembly 
approved resolution on health financing, universal coverage and health insurance that provides the basis for these specific 
criteria. These evaluation criteria include: 

− level of prepayment of systems; 
− level of financial risk-sharing between contributors; 
− fairness in contribution to systems; 
− adequate and equitable distribution and access (benefit packages and coverage) to health services; 
− institutional, organizational and financial sustainability. 

The criteria can be applied to the core functions of heath financing systems to identify key indicators of performance. The 
core functions include revenue collection, pooling of funds and risk, and purchasing of services. Table 1 provides 
performance indicators of these functions (1). If social health insurance (SHI) is assessed as the main instrument of 
financing, more specific indicators can be developed. Carrin and James developed a set of indicators in 2005 that provide 
an evaluation framework for the performance of SHI systems around the targets of resource generation, optimal use, and 
financial accessibility for all (2). These performance indicators, which are found in Table 2, can be extended to most health 
financing systems and insurance schemes and were used in this study. These indicators are integrated in the OASIS 

conceptual framework (3,4) and are used to assess the financing of the Rwandan health system in section  5.4. They are 
complemented by indicators on the institutional policy framework for health financing and stewardship. 
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1.3 Organizational Assessment for Improving and Strengthening Health Financing (OASIS) 

The OASIS approach is a helpful tool to guide and structure a systematic assessment of a country's health financing system. 
It serves to analyse the performance of a health financing system and its respective health financing schemes against 
performance indicators related to resource collection, pooling and purchasing, and stewardship, as outlined above. 

The distinct characteristic of the OASIS approach is its particular attention to institutional design issues, including the rules 
and regulations that specify and determine health financing functions. At the same time, the OASIS approach applies a new 
institutional economics view (5,6,7) of health financing systems and concentrates on the way these rules and regulations are 
implemented by organizations − i.e. how these rules and regulations really operate in practice (4,8,9). Figure 1 provides an 
overview of this analytical framework. 

Figure 1. Organizational Assessment for Improving and Strengthening Health Financing (OASIS) 
approach (Draft version) 

Level of funding Population coverage Extent of prepayment Progress-ivity Level of pooling Equity in BP delivery Cost-effect &equitable BP Efficient fund management Efficiency in BP delivery 
Resource collection

Sufficient and equitable resource generation Financial accessibility Optimal use of resources
Pooling Purchasing

Universal coverage, health system goalsUniversal coverage, health system goalsUniversal coverage, health system goalsUniversal coverage, health system goals

Rules & Rules & Rules & Rules & Implementation Implementation Implementation Implementation by organizationsby organizationsby organizationsby organizations Rules & Rules & Rules & Rules & Implementation Implementation Implementation Implementation by organizationsby organizationsby organizationsby organizations Rules & Rules & Rules & Rules & Implementation Implementation Implementation Implementation by organizationsby organizationsby organizationsby organizations
StewardshipStewardshipStewardshipStewardship

HF targets
HF performance indicators

 

Sources: Adapted from Refs. 3 and 9. 

This type of analysis allows for the identification of bottlenecks in the way institutions and organizations function. It also 
helps to inform policy and to find institutional and organizational alternatives and solutions for improving health systems 
performance. Recommendations should be assessed with respect to what incentives, as well as other impacts, can be 
expected. At the same time, the related (institutional) requirements are identified in order to assess both political and 
technical feasibility.  

As such, the OASIS approach consists of three steps: 

1. Review of the health financing system and assessment of health financing performance. 

2. Detailed institutional−organizational analysis of rules and how these are implemented. 

3. Recommendations to improve performance through institutional and organizational modifications by anticipating 
incentives and other potential impacts of these suggested measures. 
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Table 1. Indicators of core functions of health financing systems 

Health financing function/indicator Purpose  

Revenue collection   

• The formal sector share of GDP  
• Natural resource revenues as a share of total 

income of the public sector  
 

Potential resources available to finance public health 
spending  

•  Public-sector spending (% of GDP)  
•  External aid to health sector (% of GDP)  
 

To measure resources specifically available to the public 
sector  

• Share of public health expenditures in total public 
expenditure  

• Per capita health expenditure and share of GDP  
 

To measure public-sector allocation decisions, additional 
resources, and potential constraints  

• Share of total health expenditures that are 
prepaid  

 

A broad measure of financial protection against out-of-pocket 
expenses  

Pooling   

Means and distributional measure of:  
• Share of co-payments in total health expenditure 

of each pool  
• Membership in each pool  
• Per capita spending in each pool  
 

 
Measures of the scale, depth of financial coverage, and 
existence of compensatory mechanisms across pools  

• Share of administrative expenses in total 
spending  

• Average ratio of transfers to estimated shortfall 
(or surplus) of need (conditional on health risk of 
affiliated population) 

 

These two indicators require more work  
(The first aims to measure the efficiency of pool 
management; the second aims to measure the effectiveness 
of compensatory mechanisms) 

Purchasing   

• Share of pool expenditures accounted for by 
“active purchasing”  

 

This and other indicators require more work (aimed at 
characterizing the pool–purchaser relationship) 

• Number of purchasers  
• Average and distribution of total expenditure 

across purchasers  
• Average and distribution of the number of 

providers who are contracted or hired by each 
purchaser  

 

To characterize the structure of interactions between 
purchasers and providers  

• Share of total funds spent with different payment 
mechanisms (e.g. salaries, fee-for-service, 
capitation)  

To measure the financial incentives embedded in payments 
to providers  

Source: Adapted from Ref. 1. 
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Table 2. Performance indicators of core functions of social health insurance 

Health financing function/key 
dimension 

Indicator  Normative performance indicator 

Policy and stewardship   

  Clear health financing policy 
available that guides the design of 
the various schemes 

Strong stewardship capacity 
available that steers and controls the 
design and functioning of the various 
health financing schemes 

Revenue collection    

  There is no predetermined ideal level 
of health care expenditure, other 
than a minimum 

Population coverage  • Percentage of population covered by 
social health insurance  

Population coverage as high as 
possible 

Method of finance  • Ratio of prepaid contributions to total 
health care costs  

• Percentage of households with 
catastrophic spending  

Prepayment as high as possible 
(70%) of total health expenditure 

Payments for health care are based 
on ability to pay (fair financing) 

Pooling    

Composition of risk pool(s) • Inclusion of the poor 

• Compulsory membership for all/some 
contributing population groups  

• Percentage of each contributing group is 
covered by social health insurance  

• Compulsory insurance coverage of 
dependants of contributing groups 

Poor are included in the risk pool 

Equal amount available per type of 
risk across pools 

Fragmentation of risk 
pooling  

• Existence of single risk pools; if there are 
multiple risk pools, existence of risk 
equalization measures 

0% of households with catastrophic 
expenditure 

Management of risk pool(s)  • Efficiency incentives for risk pool(s)  

Purchasing    

• Benefit package(s) based on explicit 
efficiency and equity criteria  

 

The benefit package meets equity 
and efficiency goals 

The benefit package is based on 
cost-effectiveness and equity criteria 

Benefit package(s)  

• Existence of monitoring mechanisms 
(patient appeals mechanism, information 
on claimant rights, peer review committee 
and claims review) 

Optimal use of resources 

Provider payment 
mechanisms  

• Provider incentives encourage the 
appropriate level of care  

Benefit package is consumed 
rationally (efficiently) 

Administrative efficiency  • Percentage of expenditure on 
administrative costs 

Fund management is guided by 
efficiency principles 

Sources: Adapted from Refs. 2 and 3.  
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1.4 Structure of the report 

This report is the result of the joint work of a team of experts from WHO and the MoH. It has been written with the objectives 
of the review in mind and its content may be directly transposable to the future national health financing policy. The report 
discusses cross-cutting issues such as decentralization and the coordination of external resources and their impact on the 
financing of the health sector. It also contains an assessment by financing functions (collection, pooling, purchasing and 
stewardship) and proposes recommendations for improvement. Most importantly it provides suggestions for the 
development of a policy framework for health financing. Finally, three long-term approaches are presented for consideration, 
of which one is judged to be the most appropriate for moving Rwanda closer to universal coverage. 

Chapter 2 reviews the socioeconomic context in Rwanda, including the country’s poverty profile and other social 
determinants of health. It provides an overview of the political and socioeconomic framework and describes the disease 
burden in order to give a better understanding of the main challenges faced by the public health system. The information is 
systematically linked to the social determinants of health. Finally, the chapter reviews the health-seeking behaviour of 
populations and highlights the main barriers to accessing health services.  

Chapter  3 reviews the institutional framework for health in Rwanda. It presents the national vision towards 2020 and key 
policies that influence the health sector, including the Economic Development and Poverty Reduction Strategy, and policies 
on decentralization and aid coordination. It also discusses the current health sector strategy and plan. It highlights the 
challenges faced by the MoH sector stewards due to the decentralization process and the lack of capacity for the 
coordination of aid. 

Chapter  4 examines the organization of the health system and its major challenges. Structures of administration, 
management and service provision are reviewed individually. The health workforce situation is analysed in line with the lack 

of human resources for health and management issues. Section  4.4 analyses the health financing situation of the country 
and detailed discussions are conducted on health financing sources, and on public and private expenditure for health. In 
particular, the burden of out-of-pocket expenditure on households' is presented and discussed.  

Chapter  5 assesses and analyses each of the major health financing instruments and mechanisms in Rwanda, including 
health insurance schemes and performance-based financing (PBF). In the case of the mutuelles, the financial sustainability 
and impact on catastrophic expenditure of the schemes is reviewed, and alternatives to the current collection process are 
discussed. 

On the basis of the assessment of the situation and the analysis of the current Rwandan health financing system, chapter  6 
provides suggestions for the development of a policy framework for health financing. The chapter includes key requirements 
and assumptions for the sustainable development of the health financing system. It draws on international evidence from 
countries that have achieved universal coverage but focuses on the Rwandan specificities that were highlighted by this 

systems review. Finally, section  6.4 presents three long-term approaches for consideration – one of which is judged to be 
the most appropriate for moving Rwanda towards universal coverage. 
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2 Governance and socioeconomic context 

This chapter reviews the socioeconomic context of Rwanda, including the poverty profile. It provides an overview of the 
political and socioeconomic framework and describes the disease burden in order to provide a better understanding of the 
main challenges faced by the public health system. The information is systematically linked to social determinants of health. 
Finally, the chapter reviews the health-seeking behaviour of populations and highlights the main barriers to accessing health 
services.  

2.1 Governance system and structure 

The Republic of Rwanda is a presidential and pluralistic system where the head of the state and the members of legislative 
bodies are elected by direct universal suffrage (proportional direct vote). At national level, the country has a double 
legislative chamber, with a chamber of deputies and a senate.i 

Following the decentralization process and public reform, organization of the administration was simplified and these 

changes also affected the health system (see section  3.1.3) in 2006. The current structure comprises decentralized and 
deconcentrated bodies consisting of provinces, districts, sectors, cells and villages (see Figure 2).ii,iii  

Figure 2. Government structure of the Republic of Rwanda 

 

Provinces are deconcentrated structures of the central government and serve as coordinating organs for the central 
government’s planning, implementation and supervision. There are five provinces in Rwanda, including the city of Kigali.  

Districtsiv are decentralized local structures that are the main organ of service delivery to the people. They are based on a 
local pluralistic system. The legislative body of the districts is the district council (Akarere council), which is elected by 
residents in the district. The executive body of the district is the executive committee which is chaired by a mayor. The 
administration of the district is headed by an executive secretary nominated by the executive committee (see Figure 60, in 
annex). Under the district executive secretary are the various administrative thematic units, including the health and family 
planning unit. There are 30 districts in Rwanda. 

Sectors are planning and implementation units of the district. They have  governing structures similar to those of the districts, 
with an elected local council composed of members from the lowest political−administrative level (cells). An executive 
committee is responsible for the daily administration of the sector and for the implementation of the decisions of the sector 
council and district authorities. This executive committee also oversees and is responsible for the supervision of the health 
centres of the sector. There are currently 392 sectors. 

Cells are the smallest political−administrative units. The council is the political voice of communities in the identification, 
discussion and prioritization of problems and of actions to be taken at cell level. The council can also refer any relevant 
issue to higher levels. The cell committee is supported by a nominated cell executive committee. All citizens above 17 years 
of age living in the catchment area of a cell are members of its council. There are currently 2148 cells in Rwanda. 

2.2 Socioeconomic context 

The population of Rwanda was estimated to be over 10 million in 2008. The country has one of the highest population 
densities in Africa (360 inhabitants per square kilometre) (10). Fertility is high but has remained stable in recent years. The 
population is young, with 64.9% of people aged below 25 years in 2002 (see Figure 3). The high number of people of 
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reproductive age means that the total population is likely to continue to increase in the future even if fertility declines. The 
population growth faced by the country makes voluntary family planning information and services a major priority for 
reducing environmental pressure and poverty, and for accelerating socioeconomic development. 

Figure 3. Population structure of Rwanda in 2002 
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Source: Adapted from Rwanda National Census Service. 3ème recensement général de la population et de l'habitat du 
Rwanda, août 2002 : résultats définitifs : tableaux statistiques. Kigali, République du Rwanda, Ministère des finances et de la 

planification économique, Service national de recensement, 2003. 

2.2.1 Economic situation 

Economic growth has been strong with an average gross domestic product (GDP) growth of 7.4% per year from 1995 to 
2005. Gross national income per capita in Rwanda is US$ 250 (PPP US$ 760) and the country ranked 161 out of 177 in the 
Human Development Index in 2005. 

The government has continued to strengthen the investment environment by adopting substantial public financial 
management reforms, public privatization and liberalization policies, including the introduction of independent regulatory 
agencies. The commitment of the government to transparency and to opposing corruption has reinforced Rwanda's 
international credibility and stands an example for other developing countries.  

Despite improvements in revenue collection, the share of the economy captured by the government is still low at 13% of 
GDP in 2006. The state budget remains very dependent on external aid and the domestic fiscal deficit increased from 2% to 
6% of GDP between 2001 and 2006. The country is a beneficiary of major international initiatives for debt relief including the 
Heavily Indebted Poor Countries (HIPC) and the Multilateral Debt Relief Initiative (MDRI) due to its good pro-poor track 
record. The country is considered on track by the International Monetary Fund. 

The balance of payments remains negative and has increased from 8% to 12% of GDP despite an average increase in 
exports of 15% between 2001 and 2006. This situation can be explained mainly by the high capital investment needs of the 
country. The vulnerability of the economy remains high, however, due to Rwanda’s geographical situation and its high 
dependency on external aid resources and tourism.  

2.2.2 Poverty profile 

Unfortunately, the positive trends in macroeconomic stability and growth have not translated into sufficient poverty reduction. 
Nationally 52% of all households are still categorized as food insecure and vulnerable. Although the percentage of the poor 
in the population decreased from 60.4% to 56.9% and the very poor from 41.3% to 36.9% between 2000 and 2006v,the 
absolute numbers of the poor and very poor have increased. Over the same period, the national Gini coefficient increased 
from 0.47 to 0.51. Other data also suggest that economic resources are unevenly distributed. Poor people account for more 
than 60% of the population of the country compared to 20% in the city of Kigali. These numbers illustrate how wealth has 
been concentrated on a limited proportion of the population.  

The consumption of households in monetary terms remains extremely low, as indicated by the results of the second 
integrated living conditions survey conducted in 2005 (see Table 3). About 57% of the households spent less than           
RWF 1200 per day on non-food products. The evidence also suggests that the capacity to pay and to mobilize resources for 
access to public services such as health care is unevenly distributed among the population. 

 



Governance and socioeconomic context 

 

9 

Table 3. Household deflated expenditure and size per expenditure quintile and poverty classification 

 Total expenditures a 
[in RWF] 

 
 

Non-food expenditure 
[in RWF] 

 Household size  % of 
population 

 Median  Median  Mean Median   

Expenditure quintile        

1st Quintile 103 781   21 163   5.47 5  20 

2nd Quintile 176 992   45 768   5.32 5  20 

3rd Quintile 232 362   66 571   4.97 5  20 

4th Quintile 324 387   119 295   4.74 5  20 

5th Quintile 748 721   372 494   4.79 4  20 

Poverty classification        
non poor 444 988   188 616   4.76 4  43 

Poor 224 407   62 427   5.03 5  20 

very poor 131 342   30 169   5.42 5  37 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 

Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors.
a 

Deflated by regional price index. 

The growth of formal employment has been slow with only 600 000 jobs created between 2000 and 2006. Available data 
suggest that the agricultural sector is not contributing to the reduction of poverty. About 91% of the households depending 
on agricultural wage labour were still classified as poor in 2005. The supplementation of agricultural wage labour by self-
employment in agriculture does not provide sufficient resources to reduce poverty effectively and to grant households 
adequate subsistence resources. This is illustrated by the finding that 82% of the households combining these sources of 
income were living below the poverty line. One of the main reasons for this is the scarcity of cultivable area per household. 
About 60% of the households which rely on agriculture have access to only 0.7ha of land, and 40% to just 0.2ha. Scarcity of 
cultivable area is highlighted as a main reason for poverty in self-assessments in household surveysvi and in data on 
household food insecurity and vulnerability.vii 

The informal economy and agriculture are the main employment sectors, but the service sector is the main contributor to 
economic growth. The service sector and formal industries have experienced a continuous and strong expansion over the 
past decade (see Table 4).  

Table 4. Economic growth by sector from 1996 to 2006 

  Share of GDP 
[in %] 

 Average growth 
[in %] 

  1996−2000 2001−2006  1996−2000 2001−2006 
Gross domestic product     10.8 6.4 
Sectors       
 Agriculture  37.7 36.4  9.5 4.8 
 Industry  15.1 14.2  7.5 8.1 
 Services  41.9 43.8  11.7 7.4 
 Others (including taxes)  5.4 5.7  38.5 5.6 

Source: International Monetary Fund. Regional economic outlook, sub-Saharan Africa. 

Analysis and assessment: economic situation and poverty profile 

The evidence supports the strategic decision of the government to change the structure of the economy towards a service-
based system. Unfortunately, it also suggests that progress is slow and that much remains to be done.  

In the current employment structure, the financing of a national health system or social health insurance is challenging. A 
unified system may not be the adequate response due to the large informal sector and self-employment in the agricultural 
sector. The important inequalities in income also suggest that it will be difficult to generate sufficient revenue to support the 
system. If a fragmented system is to be put in place, risk equalization mechanisms will be required to ensure fairness and 
financial sustainability of the various financing instruments.  

2.2.3 Disease burden 

2.2.3.1 Maternal and child health 

Contrasting with the limited improvements in monetary poverty, the health status of the population has significantly improved 
in Rwanda. Major health indicators such as the infant mortality rate (IMR), the under-five mortality rate (U5MR) and the 
maternal mortality rate (MMR) have declined consistently over the past decade (see Figure 4). The MMR declined from 
1071 to 750 between 2000 and 2005. Intermediary health indicators, such as access to and use of family planning, have 
also improved. The percentage of women using a modern method of contraception increased from 4% to 27% between 
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2000 and 2007. Over the same period, deliveries at health facilities increased from 26% to 45% and births attended by 
skilled health professionals increased from 31% to 52%. The improvement in family planning uptake may not yet have 
significantly impacted the fertility rate, but it has contributed to the improvement of maternal and child health.  

Figure 4. Mortality trends for children from 2000 to 2007 

Sources: Rwanda Demographic and Health Survey, 2004−2005 and Interim Demographic Health Survey 2007−2008. 

WHO and UNICEF estimate that more than 87% of districts had a vaccination coverage greater than 90% for the third dose 
of the diphtheria, pertussis and tetanus toxoid (DPT)viii vaccine by the first year of age in 2005, compared to 47% in 2003. 
Despite this relatively high coverage, rates have been stagnating in recent years. Measles vaccination coverage for children 
stabilized around 86% and full vaccine coverage stayed around 75% between 2000 and 2005 (see Figure 5). Estimates from 
the interim Demographic and Health Survey (DHS) conducted in 2007 suggest higher rates of vaccination, with full 
vaccination coverage reaching 80.4%. 

Figure 5. Trends in vaccination rates in Rwanda from 1992 to 2005 [in % of target population] 

Source: WHO/UNICEF joint reports. 

There are large variations in health status and in intermediate health indicators according to background characteristics such 
as region, residence, income and education. These differences correlate with variations in the patterns of poverty. Under-
five mortality varied 88% between the city of Kigali and the former Eastern Province (i.e. 124 and 233 deaths per 1000 live 
births respectively). Disparities are also evident according to income categories: under-five mortality varied by 73% between 
the poorest and richest quintiles of the population (i.e. 211 and 122 deaths per 1000 live births respectively). Mortality rates 
varied more than two-fold between mothers with no education and mothers with secondary or higher education (i.e. 210 and 
95 deaths per live births respectively) (see Figure 6). Trends in other mortality indicators such as neonatal, post-neonatal, 
and infant and child mortality are similar. 
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Figure 6. Mortality rates for children below five years of age for various strata of population in 2005 
(deaths per 1000 live births) 
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Source: Rwanda Demographic and Health Survey, 2004−2005. 

While overall child survival has improved, the nutritional status of children has not. The proportion of children considered 
stunted increased from 42% to 45% between 2000 and 2005. This is not surprising since poverty trends have progressed at 
a much slower rate than indicators of maternal and child mortality.  

Major causes of morbidity among children under five years of age are acute respiratory infections (ARI), malaria and 
diarrhoea. They are, together with intestinal parasites, the major reasons for consultations at health facilities (see Figure 9). 
Malaria, ARI and intestinal parasites alone account for more than 40% of all consultations and more than 45% of the 
consultations for children below five years of age. 

2.2.3.2 Family planning  

The unmet need for contraception remains high and access to family planning services is limited. This situation may in part 
be explained by women's low exposure to family planning information. The situation is particularly severe in rural areas and 
among groups with very low incomes.  

Sensitization about family planning by health workers is poor. About 9.5% of adult women using a contraceptive method 
reported having discussed family planning with a fieldworker or at health facilities in the last 12 months in 2005. These 
numbers show that there was space for large improvements in family planning services at health facilities in 2005. However, 
since then PBF has been introduced at facilities, which may have significantly contributed to increased access and utilization 
of family planning. This is illustrated by the increase in the use of contraceptives, which went up rapidly from 10% to 27% 
among married women between 2005 and 2007 (see Figure 7). 

2.2.3.3 HIV/AIDS 

Prevalence of HIV/AIDS was estimated at 3% in 2005 with substantial differences between geographical areas and 
population groups (11). Social determinants strongly influence the profile of distribution and spread of the epidemic. 

Prevalence is at 2.2% of the adult population (age 15−49 years) in rural areas and is reaching 7.3% in urban areas. Urban 
women are particularly affected by the epidemic, with 8.6% of them being seropositive. The city of Kigali has the highest 
prevalence with 6.7%. However, the highest proportion of people living with HIV/AIDS is in rural areas.  

Prevalence is higher among the more wealthy quintiles of the population, with 5.4% in the richest quintile. In comparison, the 
two poorest quintiles have prevalence rates of 2.0% and 2.1% respectively. The overall prevalence among Muslim 
populations is 6.9%, and is 11.4% among Muslim women. This is significantly higher than among other religious groups 
where prevalence varied from 2.3% to 3.2%. 

Vulnerable groups are particularly affected by the epidemic. Prevalence is 15.8% among widows and 10.2% among 
divorced and separated men and women. Women who gave birth in the past three years and who received no antenatal 
care are also more likely to be seropositive. Prevalence among this group was 8.8% compared to 2.8% for women that 
received antenatal care and 3.9% among women who did not give birth. 

Young populations have significantly lower prevalence rates, ranging from 0.5% among  those aged 15−19 years to 2.9% 
among those aged 25−29 years. In comparison, those aged 30−34 years old have prevalence rates of 5.2%, and        
40−44-year-olds have rates of 8.8%. 
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Figure 7. Utilization rates of modern contraceptive methods among married women 
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Source: Rwanda Interim Demographic and Health Survey, 2007−2008. 

The last DHS also indicates a low figure for testing, as 36% of women and 44% of the men who were seropositive were 
tested prior to the survey in 2005. By comparison, in the general population 24% of women and 21.8% men were tested. In 
urban areas, this figure rises to 46.8% for women and 37.3% for men. However, 11.7% of women and 7.8% of men never 
received the results of their tests.  

Awareness of HIV/AIDS is universal, with 99.9% of the population reporting having heard of it irrespective of population 
group. However, comprehensive knowledge of AIDS ix was much lower, at 57.5% for men and 53.6% for women. Not 
surprisingly, more wealthy groups and people with higher education are more likely to have a comprehensive knowledge of 
AIDS than others. Young people between 15 and 19 years have significantly lower comprehensive knowledge, with 49% for 
men and 45.3% for women. This is of particular concern as this age group also reported a high predominance of higher-risk 
intercourse. x  About 53% of the women in this age category and 96.4% of the men reported having had higher-risk 
intercourse, but only 27.6% of these women and 37% of these men reported having used a condom. As would be expected 
from their knowledge of AIDS, wealthiest groups are more likely to use condoms during higher-risk intercourse, but those 
are also the groups reporting the highest frequency of such type of sexual behaviour. 

However, these numbers must be taken with caution because an important scale-up of testing and antiretroviral treatment 
has occurred since 2005 with the support of the United States President's Emergency Plan for AIDS Relief (PEPFAR) and 
the Global Fund to fight AIDS, Tuberculosis, and Malaria (usually referred to as the Global Fund).  

2.2.3.4 Malaria 

Data on malaria prevention were provided by the DHS in 2005. At national level, possession and use of mosquito nets by 
households was low at 18%, with 40.3% of households in urban areas and 14.4% in rural areas. The difference among 
wealth categories is notable: 6% of the lowest wealth quintile reported possession of mosquito nets compared to 44.5% of 
the richest quintile. This difference is even more evident for households reporting possessing more than one bednet: for the 
same wealth categories the reported possession is respectively 0.7% and 21.6%. Trends in the use of mosquito nets reflect 
the patterns of possession. 

With the increase in dissemination of treated bednets, and of malaria testing and treatment provided by the Global Fund 
since 2005, these figures may have changed significantly. The last available data on malaria, as provided by the 2007 
intermediate DHS, illustrate these changes. Prevalence of malaria among children is estimated at 2.1% in 2007. Prevalence 
among adult women between 15 and 49 years of age is 1.1% and prevalence among children aged from 6 to 59 months is 
2.1% (12).  

2.2.3.5 Acute respiratory infections and waterborne diseases 

ARI and diarrhoea are considered the major causes of morbidity and mortality in Rwanda, particularly among children under 
five years of age. It is estimated that 80% of the diseases afflicting Rwandans are waterborne (13). Diarrhoea alone 
accounted for 21% of under-five mortality in 2000. ARI, including pneumonia, accounted for over 24% of mortality (see Table 
5 and Figure 8).  
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The prevalence of ARI and/or fever among children is high. While there are no major differences between population groups 
according to wealth or geographical area, there is clearly an significant discrepancy between groups seeking treatment (see 
Table 5). Urban populations and wealthier groups are more likely to seek professional treatment for their children compared 
to rural and poor populations. These differences in utilization are particularly striking when children seeking professional 
care in the highest quintile (42.7%) are compared with those in the lowest quintile (21.7%). In other words, richest children 
are 97% more likely to be brought to a health professional than very poor children. 

Prevalence of diarrhoea is relatively high with 14.1% of children under five years of age experiencing a diarrhoea episode 
over a two-week period. There are significant differences between geographical areas and wealth groups.  

The educational level of mothers is strongly correlated with this indicator. Prevalence among children where the mother has 
secondary or higher education was 8.5% compared to 15.1% for mothers with no education. If prevention of diarrhoea 
seems to be strongly influenced by the wealth and education of mothers, this factor does not seem to account for the 
knowledge of treatment and the health-seeking behaviour of mothers. About 86.9% report having knowledge of oral 
rehydration salts (ORS) packets. Despite this high reported level of knowledge, only 31.9% of children under five years of 
age experiencing diarrhoea were treated by oral rehydration and only 18.3% of them were taken to a health professional 
(see Table 6). Feeding practices during diarrhoea were also unsatisfactory, with only 18.6% of the children being offered 
more liquids during their illness. About 38.3% were even given less or no liquids at all. These results suggest that prevention 
in this area needs to be reinforced.  

Table 5. Two-week prevalence and treatment of symptoms of ARI and fever among children under 
five years of age 

 % of children with symptoms 
of ARI 

% of children with fever % of children taken to a health 
professionala 

Residence      

 Urban  18.4 25.3 40.6 

 Rural  16.9 26.4 24.5 

Education      

 No education  18.6 28.3 23.7 

 Primary  16.7 26.0 26.5 

 Secondary or higher  14.7 21.0 43.0 

Wealth quintile      

 Lowest  18.1 27.8 21.7 

 Highest  17.4 25.2 42.7 

Total  17.1 26.2 26.9 

Source: Rwanda Demographic and Health Survey, 2004−2005. 
a 
Percentage of children with symptoms of ARI and/or fever for 

whom treatment was sought from health facilities or providers, excluding pharmacies, shops and traditional practitioners. 

Table 6. Knowledge of oral rehydration salt packets and health-seeking behaviour for children under 
five years of age experiencing diarrhoea in a two-week period 

Source: Rwanda Demographic and Health Survey, 2004−2005. a Treatment includes oral rehydration therapy (ORT) and other 
therapies (pill, syrup, injection, home remedy and other). b The original question of the DHS 2005 referred to women reporting 
having big problems in accessing health care for themselves when they were sick. 

 % of mothers 
knowing about ORS 

packets 

% of children where 
treatment was sought 

from a health 
professional 

% of children treated by 
oral rehydration therapy 

(ORT)a 

Total % not treated b 

Residence       

   Urban  90.0 16.2 39.5 27.9 

   Rural  86.3 13.8 30.8 34.1 

Education      

   No education  84.5 16.0 29.9 33.3 

   Primary  86.9 12.5 31.5 34.7 

   Secondary or higher  94.5 24.4 48.7 16.4 

Wealth quintile      

   Lowest  84.4 13.3 27.1 36.0 

   Highest  90.5 18.3 41.3 24.4 

Total  86.9 14.1 31.9 33.3 
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Figure 8. Causes of mortality in Rwanda among children under five years of age 

 

Sources: MoH, Health Sector Strategic Plan 2005−2009, based on calculation from the Multi Indicator Cluster Survey by 
UNICEF, 2000. 

 

 

Figure 9. Causes of morbidity in health facilities for all consultations and for children under five years 
of age 

 

 

 

Sources: MoH, Health Sector Strategic Plan 2005−2009, based on information from the Health Management Information 
System, 2003.
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Analysis and assessment: disease burden 

The improvements in health status of the population of Rwanda have been tremendous. With the start of major initiatives 
such as the Global Fund and PEPFAR in recent years, the situation may have further improved compared to the last 
available data. 

The data suggest that the bulk of the disease burden is on the poor, rural and uneducated population. It also suggests that 
priorities to be addressed are preventable communicable diseases, including malaria, ARI and waterborne diseases. Thus, 
primary-level care and prevention would provide the greatest impact on population health status.  

Recommendations 

Resources for health should prioritize targeting lower levels of the health system. 

2.2.4 Health-seeking behaviour 

As suggested by the above data, health-seeking behaviour and access to professional advice is highly influenced by the 
wealth of households. The highest wealth quintile is 38% more likely to seek professional advice and 52% more likely to 
treat children adequately during a diarrhoea episode than the lowest quintile. About 80% of women interviewed reported 
having some kind of "big problem" in accessing health care. This figure increased to 90% among vulnerable women and 
89% among very poor women. The major reasons reported for not seeking professional carexi were lack of money for 
treatment (71%), distance to health facilities (40%) and having to take transport to health facilities (39%). The highest wealth 
quintiles, by comparison, reported lack of money as a reason not to seek services in only 52% of the cases (see Table 7). 
This illustrates how direct medical and nonmedical costs for treatment were still hampering access to professional care in 
Rwanda in 2005.  

Table 7. Reported problems in accessing health care for women in 2005 

 Problems in accessing health care 

 Money for 
treatment 

Distance to health 
facility 

Having to take 
transport 

Responding 
positively a 

 [in %] [in %] [in %] [in %] 

Marital status          

   Never married  68.2 39.1 37.5 79.4 

   In union  69.5 39.1 38.9 79.3 

   Divorced, separated, widowed 82.9 45.3 43.8 89.6 

Residence      

   Urban  59.6 28.5 30 70.5 

   Rural  73.1 42.3 40.9 82.9 

Employment      

   Not employed  69.4 36.9 34.9 78.3 

   Working for cash  64.9 38.6 37.5 77.2 

   Working, not for cash  74.2 42.2 41.9 83.7 

Wealth quintile      

   Lowest  83.1 46.4 45.3 89.0 

   Highest  51.9 28.0 28.0 64.5 

Total  70.8 40.0 39.0 80.8 

Source: Rwanda Demographic and Health Survey, 2004−2005. 

a
 The options proposed as big problems in accessing health care for women were: knowing where to go for treatment; getting 

permission to go for treatment; obtaining money for treatment; distance to health facilities; having to take transport; not wanting 
to go alone; and concern that there may not be a female provider. 

Analysis and assessment: health-seeking behaviour 

Direct or indirect financial barriers remain the major challenges to be overcome in increasing access to health services. Poor 
and rural communities have the biggest difficulties in accessing professional care. In this situation, community-based or pro-
poor financing systems are justified and could provide an adequate response along with supplementary activities ensuring 
quality of services. 
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3 Health policy, vision and norms 

The present chapter reviews the institutional framework in Rwanda. It presents the national vision towards 2020 and key 
policies that influence the health sector, including the Economic Development and Poverty Reduction Strategy, the 
decentralization policy and the aid coordination policy. It also discusses the current health sector strategy and plan. It 
highlights the challenges faced by the MoH due to the decentralization process and lack of capacity for aid coordination. 

3.1 National policy framework for health 

3.1.1 Government vision 

Since the end of the genocide in 1994, Rwanda has engaged in a national reconciliation process that aims to bring the 
country back to stability in the medium and long term with peace and economic growth for all. The country had its first multi-
party election in 2003.  

In its "Vision 2020", the Government of Rwanda outlines its objectives for democratic rule of law, economic growth and 
poverty reduction, based on the development of a service-based economy by 2020. The government aims to transform 
Rwanda's economy into a middle-income country by 2020. The vision anticipates that economic growth alone will not be 
sufficient to bring the necessary rise in the standard of living of the population. To overcome hunger and poverty, growth 
must be pro-poor, giving all Rwandans the chance to gain from the new economic opportunities. The national programmes 
to achieve this vision are to be based on six fundamental pillars, namely: 

− reconstruction of the nation and its social capital anchored on good governance, underpinned by a capable 
state; 

− transformation of agriculture into a productive, high value, market-oriented sector, with forward linkages to 
other sectors; 

− development of an efficient private sector spearheaded by competitiveness and entrepreneurship; 
− comprehensive human resources development, encompassing education, health, and skills in information 

and communication technologies (ICT), aimed at the public sector, private sector and civil society (to be 
integrated with demographic, health and gender issues); 

− infrastructural development, entailing improved transport links, energy and water supplies and ICT networks; 
− promotion of regional economic integration and cooperation. 

The vision acknowledges the importance of education and health in the provision of an efficient and productive workforce. It 
also identifies demographic pressure as one of the major causes of the depletion of natural resources and subsequent 
poverty and hunger. To reverse this trend and to achieve improvement in the health status of the population, health policies 
are to target the poorest groups in order to improve access to quality health care at lower cost. 

3.1.2 Economic Development and Poverty Reduction Strategy 

Sector strategies and plans in Rwanda are based on the national vision document for 2020 and on the medium-term 
Economic Development and Poverty Reduction Strategy (EDPRS). The last EDPRS covers the period from 2008 to 2012 
and is articulated around three flagship programmes: 

− sustainable growth for jobs and exports, which aims to create incentives for the private sector through an 
ambitious public investment programme in infrastructure and strengthening of the financial sector; 

− Vision Umurenge, which aims to accelerate the reduction of poverty by strengthening the productive capacity 
of poor and rural areas; 

− governance, which aims to anchor pro-poor growth by promoting Rwanda's image of good governance as a 
regional comparative advantage. 

The EDPRS priorities have been set as to: 

− increase economic growth; 
− slow down population growth by reducing infant mortality, family planning and education outreach 

programmes, while also improving the quality of health care and schooling, particularly for girls; 
− tackle extreme poverty; 
− ensure greater efficiency in poverty reduction. 

In particular for health, the objectives the EDPRS are as follows: "… to maximize preventive health measures and build the 
capacity to have high quality and accessible health-care services for the entire population in order to reduce malnutrition, 
infant and child mortality, and fertility, as well as control communicable diseases. This includes strengthening institutional 
capacity, increasing the quantity and quality of human resources, ensuring that health care is accessible to all the population, 
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increasing geographical accessibility, increasing the availability and affordability of drugs, improving the quality of services in 
the control of diseases and encouraging the demand for such services." 

3.1.3 Decentralization policy 

3.1.3.1 Accountability and contracting culture 

The government of Rwanda has engaged in a comprehensive decentralization process since 2000. This process aims to 
improve good governance, pro-poor service delivery and sustainable development. This is to be achieved through 
enhancement of accountability and provision of better services to the population. This process extends to all sectors, 
including health. 

Accountability of public services to citizens is to be reinforced through strengthening of citizen and community voices and 
client power mechanisms. The government has adopted a framework of decentralized accountability relationships that 
conceptualizes these mechanisms (see Figure 10). 

Figure 10. Framework of decentralized accountability relationships 

 

Source: Republic of Rwanda. Making decentralized service delivery work. Putting the people at the center of service provision. 
Policy note, 2006. 

At the core of these accountability mechanisms are transfer of authority and resources, and more notably the standard use 
of performance contracting. Performance contracts are now regularly used between different levels of government. This 
national culture of accountability through contracting is best illustrated by the contracts signed between the district mayors 
and the president and that include clear annual deliverables that are to be achieved. 

3.1.3.2 Decentralization vision for the health sector 

For the health sector, the vision of the government is to strengthen services through decentralization and contracting. To 
reach this objective, five strategic options have been retained, namely: 

− give managerial autonomy to health facilities; 
− formalize accountability between health facilities and the various levels of administration through performance 

contracting; 
− maintain responsibility over hospitals by central administration; 
− delegate responsibility over health centres to local administration; 
− transfer the responsibility of community-based health insurance schemes to sector authorities.  

3.1.3.3 The challenges of the decentralization process 

Recent studies and capacity assessments have highlighted critical issues to be addressed (14). 

At central level:  

− minimal consultation with local governments on the drafting of legislation and other guidelines; 
− delays in budget transfers; 
− discrepancies between pledged budgets and actual transfers to local governments. 

At district level: 

− lack of capacity to develop well integrated development and action plans; 
− lack of human and logistic capacities of district authorities;xii 
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− low staff retention and high staff dissatisfaction;xiii 
− weak public financial management and high fiduciary riskxiv (poor budget execution, accounting, procurement, 

internal auditing and financial reporting); 
− weak awareness of national laws and bylaws among local government leadership; 
− inadequate financial resources (insufficient revenue base, no access to donors' grants and loans, etc) and 

lack of budget discipline leading to a relatively high budget deficits and debts.xv 

At community level: 

− lack of ownership of community development plans by citizens; 
− low access to basic services. 

On aid coordination: 

− inadequate coordination of interventions; unintegrated plans at all levels; and absence of effective monitoring 
and evaluation systems; 

− tendency for externally funded projects to operate in parallel structures to the decentralized structures, thus 
denying the districts the opportunity to build on synergies and eroding the already weak capacities in local 
governments. 

Analysis and assessment: decentralization policy, vision and capacities 

There are still major barriers to be removed before decentralization can be considered successful in Rwanda despite the 
tremendous progress in recent years. The limited capacities at district level extend to health facilities and will represent a 
challenge for the implementation of any social scheme with deconcentrated or decentralized structures.  

Transaction costs are extremely high as noted by the government’s own assessment (14,15). Districts are overwhelmed with 
reporting requirements and meetings (e.g. there are 68 different reports for EDPRS monitoring alone). The quality of the 
reporting system and its relevance for the decision-making process is therefore questionable. Centrally planned meetings 
are often imposed by provincial and central authorities on the basis of national priorities (e.g. districts reported attending up 
to 660 meetings at higher level in 2007 with costs amounting to RWF 22 million. 

The decentralization process has nevertheless had positive outcomes since districts are starting to become more 
autonomous and more familiar with their duties. Executive committees have introduced their own initiatives such as one-
stop-shops and collaboration with neighbouring districts has been initiated. Common investment instruments have been 
created to support capacity-building at district level. These include the Common Development Fund (CDF), the 
Decentralization Implementation Programme (DIP) basket fund, the Rwandese Association of Local Government Authorities 
(RALGA) and Joint Action Development Forums (JADF).  

The strong political commitment to decentralization and anti-corruption in Rwanda has proved to be a determining factor for 
progress. It has triggered major changes in the short term and will most likely be a determinant in anchoring the principles of 
public voice and accountability. 

3.1.3.4 Impact on the health sector 

Decentralization has also brought major challenges to the health sector and health systems. At national level, the 
decentralization process has resulted in a drastic reduction in the number of MoH staff. The total regular staff of the MoH 
decreased as most of the human resources were transferred to provincial structures. This decrease was partially 
compensated by technical assistance funded by external resources. 

Decentralization has resulted in the introduction of board and management structures at health facilities. About 100% of 
health centres and 75% of hospitals have set up governance bodies (16). Facilities are autonomous but still require further 
guidance on their management rules and use of revenues.  

All districts have developed health strategic plans but many had to rely on the technical assistance of development partners 
such as NGOs. All hospitals report having developed action plans for 2008, and 40% of the health centres have 
comprehensive plans. 

Analysis and assessment: decentralization and health sector  

The transfer of budget resources from national to local level has been a major change attributable to decentralization (see 

also section  4.4.1). However, as mentioned above, major issues remain to be solved on the timeliness and completeness of 
the transfers. The full decentralization of resources is also complicated by the high amounts of resources that are managed 
outside the budget by development partners. Decentralization puts important demands on local administrations and 
substantial technical and financial resources are required in order to achieve performance. Thus, short-term inefficiencies 
and increased transaction and management costs are inevitable and must be accepted. 
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3.1.4 Aid coordination in Rwanda 

Annual meetings of development partners (round table meetings) were initiated in Rwanda in 1998. The Paris Declaration 
on Aid Effectiveness influenced the development of a national aid policy in July 2006. In parallel, national aid instruments 
were developed, such as the web-based development assistance database, or DAD (which provides information on aid 
flows, commitments and disbursement), and the aid coordination, harmonization and alignment framework (ACHA). An 
expression of this aid policy is the new coordination structure introduced in 2007. The coordination structure (see Figure 11) 
was extended to all sectors, including health. It includes sector-specific working groups referred to as clusters. Beyond 
information-sharing and coordination with the development partners, a coordination group (DPCG) aims to enhance mutual 
accountability. Sector working groups, also referred to as clusters, constitute the panel of discussion and coordination of 
specific sectors. There are currently nine active clusters. The only fully functional sector-wide approach (SWAp) is in the 
education sector. 

Figure 11. Development partners’ coordination structure in Rwanda 

 

Source: Government of Rwanda and Development partners. Strengthening partnerships, Annual report, 2007. 

The lack of coordination and of quality data on official development aid (ODA) is not the sole responsibility of development 
partners, as highlighted in a recent report on the streamlining of aid in Rwanda (17). The multiple existing coordination 
structures, reporting and data consolidation instruments complicate the reporting of development partners. The capture of 
information on the commitments and disbursement of aid in the country is therefore considered limited. The DAD, which was 
created to respond in part to this limitation still has to reach the expectations of development partners and the government. 
Lack of information on disbursements by NGOs at district level is particularly acute. This overall situation complicates joint 
planning and budgeting exercises and renders the reliability of reported budget implementation questionable.  

The report has useful recommendations on the consolidation of the national budget for development partners and for the 
government. They include: 

− the cross-checking of budget information by development partners prior to the submission of the budget law 
to parliamentary vote; 

− the collection of data on disbursement and commitments for development partners; 

− the clarification of responsibilities of development partners in regard to the streamlining of national structures 
and reporting procedures; 

− the definition of inclusion criteria for resources and projects to be included in the national budget; 

− the clarification of line ministries role in mobilizing, managing and monitoring of ODA;  

− the clarification of the role and institutional framework of the Common Development Fund, which is supposed 
to coordinate and pool fund resources for district-level investment; 

− the inclusion and development of the above recommendations in the future manual of procedures for the 
implementation of Rwanda's aid policy. 

These recommendations, if implemented, would profit all sectors and operationalize the national aid policy. 
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3.2 Health sector policy 

3.2.1 Health sector strategy and planning 

3.2.1.1 Health sector strategic plan  

The seven programmes of the health sector strategic plan  

Rwanda has a comprehensive health sector strategic plan (HSSP 2005−2009) which provides objectives in the medium 
term. The HSSP is to be reviewed to align it with the second Poverty Reduction Strategy of Rwanda (2008−2012). This 
review will be the opportunity to reframe HSSP programmes and assess its progress. The current HSSP is structured 
around seven goals that aim to strengthen social health determinants, positively impact human (capital) development, and 
create conditions for the reduction of poverty. The seven goals are: 

1. To ensure the availability of human resources. 

2. To ensure the availability of quality drugs, vaccines and consumables. 

3. To expand geographical accessibility of health services. 

4. To improve the financial accessibility of health services. 

5. To improve the quality of and demand for services in the control of disease. 

6. To improve national referral hospitals and treatment and research centres. 

7. To reinforce institutional capacity. 

Each of these objectives has been translated in a programme of action using a logical framework approach.  

Human resources for health programme 

The programme on human resources for health has been identified as essential to achieve the HSSP goals. The country 
has a critical shortage of skilled health professionals and, according to WHO, it ranks among the 10 countries with the 

highest shortage (see also section  4.3.3). Substantial resources will be necessary to produce, recruit, motivate and retain 
health professionals in the country. Low salaries and inadequate incentives have already been identified as the major 
barriers to responding to the current crisis. The HSSP therefore foresees a focus on: 

− investment for teaching and training institution; 
− reform of the national salary and incentive structure; 
− decentralization of human resources management; 
− introduction of a merit-based career system. 

The recruitment targets for the sector remain modest, however, and are insufficient to achieve WHO’s recommended 
minimum targets.xvi 

Financial accessibility to the health services programme  

Two other programmes are key to the development of the health financing mechanisms of the sector: the programme on 
financial accessibility of health services, and the programme on institutional capacity-building. The objectives of the financial 
accessibility programme are: 

− to increase total financial resources for the health sector; 
− to improve efficiency, allocation and utilization of resources; 
− to reduce financial barriers through the expansion of community-based health insurance; 
− to remove financial barriers for the very poor through block grant transfers to community-based health 

insurance schemes; 
− to develop a pricing policy on high-impact health services receiving public subsidies. 

A major focus of the programme is the expansion of health insurance to the formal sector through the Rwandaise 
d'Assurance Maladie (RAMA) and to the informal sector through the mutuelles de santé (the community-based health 
insurance schemes of the country). This is implemented in collaboration with the Ministry of Local Government, Community 
Development and Social Affairs.  

The programme also includes the development and implementation of a medium-term expenditure framework (MTEF) and 
of major analytical exercises such as public expenditure tracking surveys, national health accounts, and public expenditure 
reviews for the health sector. 
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The institutional capacity programme 

The development of the health financing system requires substantial capacity-building at institutional, organizational and 
individual (human) levels. This process needs to be cautiously planned and implemented over time. The HSSP includes, in 
its institutional capacity programme, specific activities for capacity-building of the health financing system. This programme 
contains activities that complement the health financing programme of the HSSP. Its objectives are: 

− to strengthen linkages between planning and budget preparation; 
− to institutionalize MTEF monitoring; 
− to strengthen the decentralization process through block grants; 
− to expand PBF schemes; 
− to improve the health management information system; 
− to develop the use of ICT for health; 
− to improve management skills and public health knowledge. 

This programme includes key components of sector development, including the guiding of the decentralization process and 
the stewarding of the sector-wide approach (SWAp).  

The decentralization process is to build on accountability to consumers through the introduction of citizen report cards and 
the reinforcement of community participation in health centre management committees. An allocation formula is to be 
developed for the transfer of block grants to districts. The roles and responsibilities of autonomous facilities are to be 
clarified by ministerial decrees, and accreditation and purchasing mechanisms are to be introduced. PBF is to be expanded 
to cover "high-impact services" such as immunization and assisted deliveries. 

3.2.1.2 Medium-term expenditure framework 

The HSSP programmes have been partly integrated into the MTEF. The MoH and its development partners use the MTEF 
as an implementation framework and monitoring instrument for the SWAp for health that has recently been initiated. The 
MTEF also includes part of the pledges and projects financed by donors. The largest programme – quality and demand for 
services – includes performance-based payments to health workers and the major disease-specific programmes             
(see Table 8). The majority of resources (63%) are allocated to the fight against HIV/AIDS − i.e. 35% of the entire MTEF.  

 

Table 8. Planned medium-term expenditure framework for health 

Programme Planned expenditure 
2008−2010 

[in RWF million] 

Breakdown 
[in %] 

Human resources 6922 4 
Quality drugs, vaccines and consumables 8331 4 
Geographical accessibility of health services 26 309 14 
Financial accessibility of health services 10 974 6 
Quality and demand for services 104 038 56 
Referral hospitals and centres 14 317 8 
Institutional capacity-building 15 213 8 
Total 186 105 100 
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Table 9. Breakdown of the planned expenditure on quality and demand for services, as in the 
medium-term expenditure framework for health 

Sub-programme Planned expenditure 2008−2010 
[in RWF million] 

Breakdown 
[in %] 

Community health       147  0.14 

Disabilities and handicaps        96  0.09 

Environmental health        86  0.08 

Family planning and reproductive health       103  0.10 

Fight against AIDS    65 444  62.90 

Fight against endemic diseases        56  0.05 

Fight against malaria    14 213  13.66 

Fight against noncommunicable diseases       107  0.10 

Fight against tuberculosis     4660  4.48 

Health promotion (IEC)       128  0.12 

Maternal and child health       105  0.10 

Nutrition        73  0.07 

Performance-based financing    18 820  18.09 

Total    104 038  100.00 

Analysis and assessment: medium-term expenditure framework 

PBF is the second largest expenditure item after the fight against HIV/AIDS and represents 10% of the total MTEF (see 
Table 9). This is more than double the entire planned expenditure on human resources, including salaries and wages. This 
could be interpreted as a willingness to compensate for a lack of investment in human resources by this purchasing 
mechanism. PBF provides, however, substantial bonuses for health workers to maintain their motivation and productivity. In 
a labour-intensive sector such as health, this disproportion puts in jeopardy the effective use of resources, including those 

targeting specific diseases including malaria, tuberculosis and HIV/AIDS (see also section  4.3.3).  

3.2.2 Health sector coordination mechanism 

3.2.2.1 The sector-wide approach for health 

As promoted in the new aid environment, a SWAp exists in the health sector. The health SWAp is considered to be of major 
importance by the government since there is expressed dissatisfaction with the fragmented aid for health in the country.  

A memorandum of understanding was signed between the development partners for health and the government in October 
2007. The SWAp does not include a joint financing mechanism for the implementation of the HSSP, but the MoH is keen to 
develop pooling systems. First of these pooling systems is the Capacity Development Pooled Fund (CDPF), supported by a 
sector budget from health partners that has been established to finance technical assistance and other capacity-building 
activities in line with the health MTEF. 

3.2.2.2 The health sector cluster group 

At the core of the coordination of the SWAp is the health sector cluster group (HSCG). The HSCG is a formal forum in which 
government and development partners can meet to discuss sector policy, planning and prioritization. It was established in 
2004 and meets bi-monthly. The HSCG relies on technical working groups for specific technical issues and tasks. The 
HSCG is supported by a lead development partner that co-chairs the group with the MoH. This role is held by the Belgian 
Cooperation. A subsector cluster was also created for HIV/AIDS, led by the United States. xvii  The HSCG counts                      
16 development partners, all represented by senior technical representatives. 
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Figure 12. Health sector coordination and management structure 

 

Source: Taken from the terms of reference of the health sector cluster group. 

3.2.2.3 The technical working groups 

Numerous technical working groups (TWGs) and task forces have been created for very specific themes, including as of 
June 2008: 

− human resources; 
− community-based health insurance (mutuelles de santé); 
− family planning; 
− maternal and child health; 
− nutrition; 
− disease control. 

Analysis and assessment: health sector coordination mechanism 

The health sector has a large number of stakeholders. Coordination is considered to have been suboptimal and efficiency 
could be increased. The reinforcement of thematic TWGs to support the HSCG in its role is essential to achieve better 
coordination, and most importantly to enable better utilization of expertise that is available at national level.  

Transaction costs are unacceptably high for the sector. This is reflected by the high number of missions that burden the 

MoH, and by the relatively low share of resources that effectively reach service delivery (see section  4.4.1). 

Recommendations: coordination of health financing policy partners 

An intermediary level is necessary for subsectoral technical and policy dialogue. The current task forces on specific health 
financing instruments need to be coordinated. This could be achieved through a small and effective TWG on health care 
financing which would include key technical health financing advisers from different partners and organizations. The TWG 
could serve as technical advisory group to the steering committee of the MoH and to the health cluster. Terms of reference 
for such a group could be developed with the support of WHO, but would need to be endorsed through a participative review 
process involving national and international stakeholders. In addition, the coordination mechanism needs to be extended 
from national to local level as decentralization continues.  
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3.2.3 Monitoring and evaluation 

The work of the HSCG is coordinated around two key instruments – the MTEF and the joint action framework (JAF) for the 
sector. These provide a good basis for common work and for the distribution of tasks among partners.  

Recommendations: monitoring and evaluation 

Ideally, the MTEF and JAF should serve as the monitoring base for the sector, relying on an integrated unique national 
health information system. The integration and simplification of the existing multiple monitoring and information systems 
should be a priority for the MoH. 

The monitoring and evaluation requirements for the various development partners need to be rationalized. This requires the 
development of a joint monitoring plan and a monitoring and reporting framework. These changes would be a further step 
towards the achievement of the goals contained in the Paris Declaration and they would also decrease the administrative 
burden of the health facilities. Finally, they would improve the quality of available data, centralize information for 
dissemination, reduce transaction costs and improve the decision-making process at all levels. 

3.2.4 Other coordination mechanisms 

The two major initiatives for health in Rwanda have their own coordination mechanisms and bodies. The Global Fund 
projects are stewarded through a separate structure, the Country Coordination Mechanism (CCM). The CCM has as 
mandate to design, review and approve proposals to be submitted for financing by the Global Fund. It is also responsible for 
the supervision, monitoring and evaluation of Global Fund projects, which represent one of the major sources of financing 
for the health sector. The PEPFAR projects are stewarded through a steering committee chaired by the national committee 
to fight HIV/AIDS (CNLS). The CNLS is also responsible for steering the Multi-sectoral AIDS Project (MAP) financed by the 
World Bank (IDA) that has mobilized over US$ 40 million since 2003 and ended in 2008. It is also notable that HIV/AIDS has 
its own coordination cluster.  

Recommendations: other coordination mechanisms 

Clarification and streamlining of these structures is necessary to avoid duplication with the roles and duties of the HSCG. 
This would significantly reduce the transaction costs of the government, strengthen the capacities of the HSCG and 
reinforce the MoH in its role as steward of the sector. 

3.3 Analysis and assessment of the stewardship role of the Ministry of Health 

3.3.1 Cost of changing roles to make decentralization work 

The policy note on decentralization builds on a bottom-up approach to develop and achieve better service provision in 

Rwanda (see section  3.1.3). A limitation of this approach is that it only partially discusses the costs incurred as a result of 
the change in the role of central ministries and in particular of line ministries such as the MoH.  

The note specifies that line ministries have to remain strong leaders in policy-making, standard setting, resource mobilization, 
and monitoring and evaluation. This also includes coordination of national initiatives and of development partners at national 
level. In the case of the MoH and of the health sector, fulfilling these requirements is quite challenging because the 
responsibility for health financing mechanisms is shared between the MoH and other ministries. This is illustrated by the 
policy on health insurance which is currently under the responsibility of the Ministry of Finance and Economic Planning. 
However, universal health coverage and health financing cannot be dissociated from health insurance. If the MoH is to be 
the effective steward of the health sector it should be able to influence its financing system accordingly and, as such, be 
responsible not only for community-based health insurance policy but also for health insurance overall.  

The note on decentralization also stresses the need to strengthen national and local capacities for the coordination of 
development partners. Supporting local governments could be partially achieved through the deconcentrated structures of 
the MoH at provincial level, but it would require strong leadership by the ministry. This may, however, be difficult since 
national capacity appears to be already stretched to the maximum. 

In addition, the decentralization process calls for the strengthening of several functions of the MoH – particularly stewardship, 
monitoring and evaluation. Achieving this with the reduction of human resources at central level represents an insoluble 
challenge. Major structural and functional changes, as initiated by the decentralization process, may not reduce transaction 
and management costs for the health sector in the short or medium term.  
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Recommendations 

Staffing levels and the skill mix of the ministry at national level needs to be reassessed according the new duties and roles 
that decentralization has brought. This is also the case for its deconcentrated structures.  

The policy on health insurance should be included in the health financing policy to be prepared by the MoH                             

(see also chapter  6). 

Institutional requirements 

The effective transfer of responsibilities from national to local level will be possible only if the line ministries are reinforced 
with specific competences in the short term. This is required to enable them to support local governments and to strengthen 
their capacities. Structural changes can be successful only if they build on the transfer of financial and human resources.  

3.3.2 Establishing a coordination unit at the Ministry of Health 

The existence of strong polaritiesxviii among development partners, combined with the high dependency of the health sector 
on aid, has made the coordination process challenging. There is a clear need for a renewed commitment to alignment and 
harmonization, and the capacities of the MoH in coordinating and monitoring the SWAp process need to be strengthened. 

The planning unit of the MoH is responsible for the coordination of development partners and supports the Executive 
Secretary of the HSCG. Its human and technical capacities are, however, very limited, partially as a result of the 
decentralization process and the subsequent reduction in staff of the MoH.  

Recommendations 

It has been proposed that a specific coordination unit should be created at the MoH to foster coordination (18). Alternatively, 
the planning unit could be reinforced. The last option has the advantage of avoiding the creation of a new ad hoc structure 
and minimizing the risk of redundancy and competition among units of the MoH. 

Institutional requirements 

Discussions on the creation of this coordination unit in the MoH and between development partners have long been initiated. 
Political and financial commitment of donors has been grantedxix but obstacles remain. The unit’s role and composition need 
to be clarified. If it is not to be a parallel structure, it is also not meant to be a substitute for the TWGs or the planning unit.  

As discussed above, the shifting of the role of the MoH from executor to steward of the sector represents a major challenge. 
The coordination unit could respond to this challenge but would be required to take on a substantial workload and to bring 
specific skills to the MoH. These capacities should preferably be provided by national resources. However, national 
capacities are already stretched and the necessity to rely on external assistance for the support of the coordination unit 
seems unavoidable, at least on an intermediate basis. This assistance should be integrated into, and under the 
responsibility of, the MoH.  

The joint Capacity Development Pool Fund (CDPF) provides an opportunity to strengthen the MoH with the required 
technical assistance. Expertise and capacity-strengthening programmes of the ministry could be financed through it, though 
according to national procurement rules. This would have the advantage of providing the ministry with reliable resources.  
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4 Overview of the health system 

This chapter examines the organization of the health system and its major challenges. Structures for administration, 
management and service provision are reviewed. "Service packages" are presented as defined in Rwanda. The health 

workforce is analysed in line with the lack of human resources for health and management issues. Section  4.4 analyses the 
health financing situation of the country and presents a detailed discussion of public financing, including external resources. 
Private expenditure on health is discussed in depth in order to provide the necessary background information for 
understanding the burden of out-of-pocket expenditure on households' consumption. Finally, the chapter provides a 

transition to the individual institutional and organizational analysis of section  1.2 after introducing the main financing 
instruments in Rwanda.  

4.1 Sector structure 

The health system in Rwanda comprises three main sectors: public state-owned facilities, public facilities owned by not-for-
profit faith-based organizations (and other NGOs), and private for-profit facilities.  

The entire health system is under the oversight of the MoH. All public facilities are supported and supervised by the MoH 
directly or through district health offices. Facilities owned by faith-based organizations (FBOs) are recognized by the MoH1 
as part of the public health system, and the norms, standards and programmes of the public sector are extended to those 
facilities. Approximately 40% of all facilities in Rwanda are owned by FBOs and most of these are health centres. The 
private sector is relatively small and is found mainly in urban areas.  

4.2 Administrative structure 

The public sector and health system is organized along the national administrative lay-out presented in section  2.1 with 
central, provincial, district, sector and cell administrative and service provision structures. 

Administratively at central level, the MoH and its units provide the strategic vision and stewardship for national programmes, 
the setting of norms and standards, and the monitoring of central/referral hospitals. The ministry is under the leadership of 
the Minister of Health who is assisted by an Executive Secretary. 

The MoH currently includes five thematic units and two technical assistance cells which directly report to the minister 
through the Executive Secretary of the ministry.xx In addition to these structures, the MoH supervises a large number of 
health-related agencies. Some of these are under its full supervision – such as the Treatment and Research Centre for AIDS, 
tuberculosis and malaria (TRAC+) – while others are autonomous but handle substantial programmes – such as the national 
commission to fight HIV/AIDS (CNLS) or the national centre for procurement of essential drugs (CAMERWA)                   

(see section  4.4.1). xxi 

At district level, the units of health and family promotion (unités de santé et de la famille, USF) act as district health offices 
and are responsible for the planning, management, coordination and evaluation of health service delivery at district level 
down to sector, cell and village levels. Those units are under the responsibility of the district mayors, their executive 
committees and executive secretariats. 

At sector level, health centres, dispensaries, health posts and community health workers are under the administrative 
responsibility of the Umuremge executive committee. The subcommittee on health supervises the activities of the health 
facilities at this level. 

Assessment and analysis: administrative structure of the sector  

In 2007 the MoH implemented a comprehensive functional analysis of its structure which provided a substantial assessment 
of strengths and flaws in its management. No further assessment of this was conducted by the present review.  

Recommendations 

The recommendation of the MoH functional analysis should be integrated into the ministry's management structure and 
implemented.

                                                                 

1 Those facilities adhere to a formal convention with the MoH and are referred to as agréé. 
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4.3 Health services provision 

4.3.1 Health facilities network 

Population coverage by the health network in Rwanda is considered satisfactory as 75% of the population live less than five 
kilometres from a health facility and 85% live less than 15 kilometres from one (13).  

The country’s first line of service delivery is provided by community health workers (animateurs de santé, CHWs). The 
national standards foresee four CHWs per village, which would bring their total number to around 60 000. CHWs are not 
formal health professionals but they receive training and supervision through the national health system. Except for some 
profit generated through the sale of drugs from essential drug kits for villages, CHWs are not paid a salary and the only 
incentives received are training, equipment and social recognition. The MoH is, however, considering extending PBF 
incentives to CHWs and has presented a proposal to increase their number and train and motivate 12 000 CHWs in the 
coming years.xxii 

Figure 13. Health system and service packages structure 

 

Since 2006, public health facilities in Rwanda have been autonomous – i.e. they are allowed to use and manage their funds 
independently of government administrative structures. However, they are still required to follow national norms and 
standards on service quality and delivery.  

The country had 405 public centres and dispensaries as primary-level health facilities, including faith-based owned facilities. 
These facilities are responsible for providing the minimum service package, or  paquet minimum d'activités (PMA), as 
defined by the MoH (see below). The secondary level is composed of 39 district hospitals, while four referral hospitals 
provide tertiary-level services to the population (see Figure 13). 

4.3.2 Standards and norms - service packages 

Service packages are defined in Rwanda as lists of essential priority services to be provided by the various levels of the 
health system. Fundamentally, service packages in this situation define the norms and standards to be applied by public 
health facilities in the country.  

The packages are structured by level of care: 

− at cell (community and dispensary) level: le paquet commmunautaire (PC); 
− at health centre (sector) level: le paquet minimum d'activités (PMA); 
− at district hospital level: le paquet complementaire d'activités (PCA); 
− at referral hospital (central) level: le paquet tertiaire d'activités (PTA). 

Until now, only the PMA and PCA have been defined and developed. The MoH is currently reviewing the norms and 
standards of health facilities and will also review all four service packages in this context.  
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4.3.2.1 Minimum service package (PMA) 

The PMA is defined as the "list of common priority activities for health centres that aim to cover the health care needs of 
populations in an equitable and efficient manner" (19). The PMA includes: 

• Prevention activities: 

− prenuptial examination; 
− prenatal and postnatal consultations; 
− voluntary consultation and testing for HIV; 
− post-abortion treatment; 
− family planning; 
− vaccination; 
− screening and epidemiological surveillance; 
− water and sanitation. 

• Curative activities: 

− curative consultations;xxiii 
− child health care;xxiv 
− chronic diseases; 
− HIV/AIDS patient treatment; 
− nutritional rehabilitation; 
− inpatient care; 
− minor surgery; 
− laboratory tests; 
− drug provision. 

• Health promotion activities: 

− information, education and communication for health; 
− child growth monitoring; 
− psychosocial support; 
− community-based health insurance. 

• Maternal health activities: 

− deliveries; 
− post-abortion treatment. 

• Management activities: 

− financial management; 
− training; 
− supervision of CHWs; 
− intersectoral collaboration. 

4.3.2.2 Complementary service package (PCA) 

The complementary service package (PCA) is defined as the "list of common priority activities for district health hospitals 
that aim to provide curative health care in an equitable and efficient manner" (19). The PCA includes: 

− provision of services and treatment to patients referred by health centres for consultation and surgery; 
− provision of obstetric cases; 
− emergency services; 
− ambulatory services; 
− provision of drugs; 
− child health; 
− management; 
− supervision of health centres; 
− training of health centre staff; 
− planning, implementation, surveillance and evaluation of health centres activities. 
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The MoH estimates that only 30% of the health centres are providing the comprehensive list of activities foreseen by the 
PMA or PCA. 

4.3.3 Health workforce 

4.3.3.1 Public sector 

Rwanda is classified by WHO as having a critical shortage of health workers. It ranks among the 10 countries in Africa with 
the lowest density of health professionals. Only 30% of the health facilities in Rwanda comply with the minimum staffing 
standards of the MoH.  

The country faces a major challenge in staffing of health facilities. According to the last available data, presented in the 
national Human Resources for Health Strategic Plan 2006−2010, only 69% of the posts in health facilities were filled (see 
Table 10). This number, however, is strongly skewed and does not show the full magnitude of the crisis. Professional health 
service providers with higher education are in very short supply and posts often remain vacant. For example, only 32% of 
the general physician posts were filled in 2005. The situation for specialized categories such as midwives was even worse 
with only 4% of the posts filled.  

The general shortage of high-level staff contrasts with the overstaffing of mid-level workers. This is illustrated by the staffing 
of mid-level nurses – i.e. there were only 1529 posts officially available for this category but 3774 were actually recruited to 
compensate for the shortage of higher-level staff (see Figure 14). In other words, health centres had to rely on mid-level 
nurses because they were unable to attract medical doctors who may prefer to work in district hospitals where working and 
living conditions are more attractive.  

This situation is not surprising and is typical in low-income countries where public posts are economically unattractive and 
where health workers with higher education tend to concentrate in better-off areas.  

Table 10. Posts available and filled at health facilities in 2005 

 Referral 
hospitals 

District 
hospitals 

Health centres Total 

 posts filled posts filled posts filled posts filled % filled 

Category          

Physicians and specialists 142  76  241  119  465  26  848  221  26 

Nurses, high-level (A0-A1) 465  108  976  100  1155  65  2596  273  11 

Nurses, mid-level and low-level (A2-A3) 190  702  409  1093  930  2323  1529  4118  269 

Midwives  19  180  2  465  5  741  26  4 

Paramedics 280  233  582  301  1860  678  2722  1212  45 

Total 1173  1138  2388  1615  4875  3097  8436  5850  69 

Source: Ministry of Health of Rwanda. Human resources for health strategic plan 2006−2010 (2006). 

 

Figure 14. Available and filled posts at health facilities by major professional category in 2005 

Referral Hospitals District Hospitals Health Centres

0

500

1000

1500

2000

2500

Physicians 

Nurses high 

Nurses low 

Midwifes 

Paramedical 

Posts

N
u

m
b

e
r 

o
f 

h
e

a
lt

h
 w

o
rk

e
rs

0

500

1000

1500

2000

2500

Physicians 

Nurses high 

Nurses low 

Midwifes 

Paramedical 

Filled

 

Source: Ministry of Health of Rwanda. Human resources for health strategic plan 2006−2010 (2006). 



Overview of the health system  

 

31 

The country had a total of 6961 formal health workers in the public sector in 2005−2006, of which 77% were health service 
providers. FBO-owned public facilities had about 35% of all health workers.  

Nursing staff was the largest category, representing 63% of all health workers. Auxiliary nurses alone represented 53% of all 
health workers. Women accounted for 68% of the nursing staff but only 15% of the physicians. Male registered nurses 
accounted for 51%. In total there were only 227 physicians and 285 registered nurses working in the public sector                
(see Table 13 and Figure 15).  

Primary-level health facilities (dispensaries and health centres) accounted for 50% of all health workers, and auxiliary nurses 
make up 80% of the workforce here. Direct supervision by physicians or registered nurses was limited as they represent 
only 1% and 2% respectively of the health workers at this level (see Table 12). 

At secondary and tertiary levels, the situation was more balanced, with physicians accounting for 8% and 9% of the health 
workers and registered nurses for 7% and 12% of workers. The nurse−physician ratio decreased from secondary-level to 
tertiary-level facilities but remained very high with 10 nurses for each physician in district hospitals and eight nurses for each 
physician in referral hospitals. 

Salaries of health workers were, and still can be, provided from various sources and are not necessarily linked to the 
ownership of the facility. The last available data including only salaries and not additional incentives indicate that 65% of 
salaries were paid by the state, 22% by faith-based institutions, and 12% by NGOs. Important differences existed between 
salaries paid to health workers according to ownership of their facilities (see Table 11). Salaries of physicians in the private 
sector were estimated to be 6−7 times higher than the salaries of their colleagues in government-owned facilities               
(see Table 14). However, the introduction of PBF incentives has partially corrected this situation as providers report being 

able to increase their incomes (see section  5.3). 

Table 11. Salary sources for health workers  

 Source of salary 
 Faith-based institutions MoH/government NGO Unknown 
 [in %] [in %] [in %] [in %] 

Facility owner     
Faith-based institutions 28.93 55.53 13.49 2.06 
MoH/government 18.46 69.92 10.88 0.74 
Not known 13.14 72.42 12.37 2.06 
Total 21.7 65.12 11.89 1.29 

 
Table 12. Distribution of health professionals by level of health facility 

  Health facility level 
  Primary  Secondary  Tertiary  Others  Total  
           [in %] 

Category            
Nursing and midwifery  2252  1086   549  475   4362  82 
Physicians  28   108  64   27   227  4 
Paramedics  388  174  108  73   743  14 
Total  2668   1368  721  575   5332  100 

 

Figure 15. Percentage of health workers in the public sector by category 
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Table 13. Summary of health workers by category in the public and private sectors 

 Public  Private  Total 

 Quantity %  Quantity %   

  Col Row   Col Row   

Total density 
(per 100 000 
inhabitants) 

Category           

Nursing and midwifery 4378  82 87  680  73 13  5058  541 

Physicians 227  4 85  39  4 15  266  28 

Paramedical 727  14 77  216  23 23  943  101 

Total 5332  100 85  935  100 15  6267  670 

 

Table 14. Salaries by cadre in various employment situations (Rwandan francs), November 2004 

 Average salary for 

 Civil servants 
(net, including 

bonus) 

Contract 
employees (paid 

through user 
fees) 

Employees of 
HIV/AIDS NGOs, 
donor agencies 

Employees of 
Agréé hospitals 

Employees of 
private hospital 

Cadre      

Physicians  138 000 66 875 225 000 235 500 883 000 

Nurses A1a 74 000 N.a.  65 000  87 500 134 000 

Nurses A2  47 500 25 000 65 000 58 500 134 000 

Nurses A3  37 500   35 500  

Auxiliary staff 23 000 14 000 N.a. 23 220 N.a. 

Source: Rwanda human resources assessment for HIV/AIDS services scale-up report. Quality assurance project, USAID, 
October 2005. a A1, A2 and A3 are categories used for civil servants according to their education and level in the administration. 
N.a.: Not available 

4.3.3.2 Private sector 

The private sector accounted for 935 health workers in 2005. This represents 15% of all health workers in Rwanda. In the 
private sector, the workforce is more experienced with only 66% of the workers having less than 10 years of experience 
compared to 79% in the public sector. 

Productivity is higher with only 18% of the professionals reporting working less than 40 hours a week and 42% reporting 
working more than 50 hours a week. This is congruent with the fact that only 7% reported having dual practices in the 
private sector (i.e. working on another job). 

Analysis and assessment: health workforce structure and links to government expenditure  

By all standards, the density of skilled staff per inhabitant is very low and represents a major challenge for the health system. 
For example, there are only 24 physicians per 100 000 inhabitants or 1 physician per 4100 inhabitants. Even when counting 
health workers in the private sector, the density remains low and it is not possible to assess how many of the workers who 
are employed in private facilities also work in the public sector. On the basis of international empiric data, WHO 
recommends approximately 230 skilled health professionals (physicians, registered nurses and midwives)                              
per 100 000 inhabitants and a ratio of 2−3 nurses per physician to achieve minimum intermediate health outcomes.xxv The 
incapacity to fill available posts puts in question how attractive a career in health is for future graduates with access to higher 
education. 

To identify the reasons for the current crisis in Rwanda, we need to go back to the basic discussion on expenditure on health 
in countries with a critical shortage of health workers and in countries without a shortagexxvi. Both absolute numbers and also 
the share of the countries’ income and the capacity to mobilize resources must be examined. 

Countries with a critical shortage such as Rwanda have significantly lower expenditure on health. Low-income countries with 
a critical shortage spend on average 5.1% of their GDP on health compared to 6.4% in countries with no shortage. This is a 
difference of more than 25%. In absolute numbers, low-income countries with a critical shortage spend on average                  
US$ 19.6 per capita versus US$ 38.2 for countries without a shortage (as such, Rwanda should by now have overcome its 
crisis). In Africa, the gap is even greater: countries without a critical shortage spend substantially more of their income on 
health, with 6.5% of their GDP going to health compared to 4.4% for countries with a shortage (see Table 15). 

These important differences cannot fully be attributed to a lack of commitment by governments. On average, the contribution 
of national budgets to health in low-income countries is the same, independent of their health workforce situation. Countries 
with a critical shortage allocate about 9.3% of the national budget to health compared to 9.4% for countries without a 
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shortage. The difference in public expenditure for health is mainly due to the low share of GDP captured by public revenue 
(taxation or other mechanisms) and reallocated to health by governments. Countries with a critical shortage manage to 
channel only 2.2% of their GDP to public health compared to 3.9% for countries without a shortage. As a result, the share of 
public expenditure on health tends to be much lower in countries with a critical shortage.2 In countries without a critical 
shortage, governments’ general expenditure on health accounts for 61% of the total health expenditure compared to 43% in 
countries with a critical shortage – i.e. a difference of 42%.  

This situation suggests that there is still room and need for improvement in total health expenditure in countries facing a 
critical shortage and that private investment does not tend to compensate for the absence of public investment. To bridge 
the financial gap between countries with and without a critical shortage, governments would need to almost double their 
expenditure on health. In the current context this may not be possible without a substantial increase in their revenue 
collection efforts or external resources.3  

In Rwanda the increase in total health expenditure was substantial in recent years (see section  4.4). If it is compared with 
other countries in crisis, Rwanda is in a better situation. However, the structure of the expenditure and of the increase may 
not have brought the necessary change to respond to the national health workforce crisis. PBF was introduced to increase 
efficiency and improve the motivation of health workers and now represents a substantial part of the health sector budget. 
However, part of the health workforce may already be overstretched and PBF does not respond to the issues of shortage 
and uneven distribution of health workers. It promotes indirectly a vision of privatization of the sector which, if this is the case, 

may result in increased inequity (see also section  5.3 on Performance-based financing mechanisms). 

Table 15. Average health expenditure in countries with and without a critical shortage of health 
workers, 2005 

Income 
level/region 

Critical 
shortage of 
health 
workers  

THEa/GDP 
[in %] 

GGHEb 
per capita 

GGHE/THE 
[in %] 

GGHE/GDP 
[in %] 

GGHE/GGE  
[in %] 

Low No 6.4  20.1 61 3.9 9.4 

 Yes 5.1  8.4 43  2.2 9.3 

Lower-middle No 6.5  92.1 63  4.1 10.4 
 Yes 4.9  37.9 54  2.7 8.8 

Africa No 6.5  165.6 66  4.3 11.8 

  Yes 4.4  13.9 53  2.3 9.5 

Total No 6.3  752.8  72  4.5  11.8  
 Yes 4.3  18.3  53  2.3  9.1  

Rwanda  8.0 19 56.8 4.3 16.7 

Source: WHO National Health Accounts database (http://www.who.int/nha/en/) a THE: total health expenditure in 2005 
exchange rates; b GGHE: general government health expenditure in 2005 exchange rates, including foreign and domestic 
resources; GGE: general government expenditure. 

Recommendations 

Overcoming the present shortage of health workers should be a major priority for the development of the sector. 

                                                                 

2 These countries are also the ones that are more dependent on foreign financing for health.  

3 This assumes that these new resources would supplement national resources. 
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4.4 Health financing 

4.4.1 Health financing situation 

4.4.1.1 Total health expenditure and financing sources  

Rwanda has seen an important increase in its expenditure on health in recent years. The National Health Accounts (NHA) 
exercise conducted for the fiscal year 2006 shows that the total health expenditure (THE) has now reached US$ 34 per 
capita, compared to US$ 17 in 2003 (20).  

The increase in THE has been the result of an overall trend boosted by external and household financing. Figure 16 
provides the overall trend in health expenditure in Rwanda by source of financing as identified during the 2006 NHA. Public 
resources (from government and development partners) represented almost three quarters, or 72% (US$ 24.4 per capita), of 
THE in 2006. But the greatest increase came from private resources. Households increased their expenditure on health by 
212% (see Table 16).  

Figure 16. Total health expenditure by financing source 1998−2006 in Rwanda [in US$, 2006 
constant prices] 
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Source: Adapted from the 2006 NHA tables (20). 

Analysis and assessment: total health expenditure on health  

As suggested by other authors and interviewed key stakeholders, US$ 34 would be sufficient to cover an essential package 
of services for the whole population according to most large-scale costing exercises.xxvii However, the provision of such an 
essential package is still to be achieved. The reason may lie in the fact that the greatest share of this increase did not 
benefit the poor who are the majority of the population. 

The increase in THE is substantial and is welcomed. However, as the pattern of allocation suggests, this increase may have 
been solely the result of improvement in access to services by the richest quintiles – particularly the purchase of services for 
which they were already the highest consumers, such as expensive brand drugs and outpatient and inpatient care                
(see below and section 4.4.3). This may have contributed to the increase in inequalities, as was already suggested in 

section  2.2.2. 
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Table 16. Variation in total health expenditure per capita by type of service purchased and source of 
financing, 2003-2006  

 Curative 

 Total  Inpatient Outpatient Drugs & 
consumables 

Prevention & 
public health 
programmes 

Health 
admin. 

Others Total 

 [in %]  [in %] [in %] [in %] [in %] [in %] [in %] [in %] 

Government 
(including 
parastatals) 

36  -18 111 43 7 -1 123 19 

External 
resources 

280  160 305 1502 94 105 179 147 

Households 212  76 238 325 -100 -20 -41 172 

Other private -42  0 -44 -100 -100 -100 -100 -56 

Others -100  -100 -100 -100 -100 -100 -100 -100 

Total 166  68 196 351 60 43 106 100 
Source: Compiled by the authors from 2006 NHA data tables (20). 

The NHA report identifies this increase as coming mainly from external resources (representing 64% of the increase). 
Households contributed 34% and government resources (including parastatals such as the mutuelles) only 6% (see Table 
17).  

Despite THE almost doubling from 2003 to 2006, the new resources have not been distributed evenly between services. 
Curative services absorbed most of it (65%). Outpatient care and consumption of consumables, including drugs, by 
households accounted for 31% of the increase (Figure 17). This represents 93% of the additional funds raised by 
households. Additional external resources targeted mainly curative but also preventive programmes.  

Table 17. Share of total variation in total health expenditure per capita by type of service purchased 
and source of financing, 2003−2006 [in cell-percentage] 

 Curative 

 Total  Inpatient Outpatient Drugs & 
consumables 

Prevention & 
public health 
programmes 

Health 
admin. 

Others Total 

 [in %]  [in %] [in %] [in %] [in %] [in %] [in %] [in %] 

Government 
(including 
parastatals) 

3.4  -0.9 4.0 0.3 0.4 -0.1 2.2 6.0 

External 
resources 

27.2  8.0 13.2 6.0 15.3 14.3 6.8 63.7 

Households 35.5  3.7 18.4 13.4 -0.4 -0.2 -0.7 34.2 

Other private -1.0  0.0 -0.8 -0.2 -0.2 -0.5 -0.1 -1.8 

Others -0.5  -0.2 -0.2 -0.1 -0.8 -0.5 -0.2 -2.0 
Total 64.7  10.7 34.6 19.4 14.3 13.0 8.0 100 
Source: Compiled by the authors from 2006 NHA data tables (20). 



Health Financing Systems Review - Rwanda 

36 

Figure 17. Total health expenditure per capita by type of service purchased (function) and source of 
financing in 2003 and 2006 
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Source: Adapted from the 2006 NHA tables (20). 

4.4.1.2 Health financing agents 

 
Main financing agents (overall view) 

The NHA identified 17 major financing agents or agent categories in Rwanda – i.e. health fund-holders that purchase health 
services. The majority according to this classification would be government agents, including parastatal companies and 
organizations. Table 18 provides a summary of these main agencies. External agents still manage 27% of THE, principally 
through NGOs which control 85% of those resources (23% of THE). 

The government sector manages almost half (49%) of THE (RWF 83.2 billion in 2006, equivalent to US$ 16.6 per capita) 
(see Figure 18). The MoH manages the majority of these resources (57% of the government-managed resources,             
28% of THE). The second-largest agent is the National Council for Fighting HIV/AIDS (CNLS) which manages 16.5% of the 
government resources (8% of THE). 

Figure 18. Total health expenditure by financing agent from 1998 to 2006 in Rwanda                         
[in US$, 2006 constant prices] 
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Source: Adapted from the 2006 NHA tables (20). 
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Parastatal financing agents 

The three main parastatal management agents are the main national insurance schemes – RAMA, the Military Medical 
Insurance (MMI), and community-based health insurance schemes (mutuelles). While MMI and RAMA manage significantly 
less total funds than mutuelles, they cover less than 4% of the population compared to 68% for mutuelles. In practice, this 
means that a beneficiary of RAMA and of MMI benefits from a 10-fold higher budget for health expenditure compared to a 
member of a mutuelle.  In comparison, this ratio is "only" of 5 when comparing private insurance and mutuelles.  

Table 18. Main financing agents and structure of their spending as identified by the 2006 NHA 

 Expenditure by health care function 
 

Total  Services 
purchased 

Overheada Capital 
formation 

Not 
specified 

Estimated 
population 
coverageb   

[in %] [in RWF 
billion] 

 [in %] [in %] [in %] [in %] [in %] 

Financing agent         
Government 49 83.2  60 29 10 1  
… of which government owned 40 68.1  54 32 12 1  
 MoH 28 47.3  54 30 15 1  

 Other ministries 4 7.1  23 71 6 0  

 CNLS proper 1 1.0  96 4 0 0  

 CNLS projects 7 12.6  72 22 6 0  

 Local government 0 0.1  0 0 0 100  
… of which parastatal 9 15.1  85 15 0 0 72 
 FARG and Gacaca 1 1.0  100 0 0 0 d 8 

 Social security fund (CSR) 0 0.0  100 0 0 0 c 

 Insurance for govt. 
employees (RAMA+MMI) 

3 4.7  53 47 0 0 4 

 Mutuelles 
(premium paid by employer) 

0 0.3  100 0 0 0 N.a. 

 Mutuelles 
(premium paid by household) 

5 8.1  100 0 0 0 60 

 Parastatal companies 1 0.9  95 0 3 2 N.a. 

Private  23 39.8  97 1 1 0 >0.1 

 Private employees insurance  0 0.3  34 66 0 0 N.a. 

 Private insurance enterprises  0 0.3  34 66 0 0 >0.1 

 Private non-parastatal firms  1 0.9  29 0 63 8 N.a. 

 Out-of-pocket payments 23 38.3  100 0 0 0  
External agents 27 46.6  68 25 6 1 0 

 Nonprofit institutions (NGOs) 23 38.4  63 28 8 1  

 "Rest of the world" 5 8.2  87 12 0 0  
Total 100 169.6  71 22 7 1 72 

a Including administration and consultancies. b Authors assessment based on EICV2 data and MoH data, including dependants. 
c
 CSR covers only professional diseases and hazards. 

d
 Insured through mutuelles. 
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Main purchasers of health services 

Households, external agents, the MoH and the CNLS are the main purchasers of health services, providing 32%, 26%, 21% 
and 8.4% respectively of the resources (see Figure 19). External agents, including implementing agencies and NGOs, 
purchase 43% of all services purchased by the public sector. It must be kept in mind, however, that these resources are 
managed between multiple institutions.4  

All these figures refer to 2006 and it should be noted that local governments at the time did not appear as purchasers of 
services. As shown in section 4.4.2.1, transfers to districts consumed a substantial part of the national budget in 2008. 
However, the majority of the resources will still remain centrally managed. 

 
 

Figure 19. Purchasing of health services by financing agent in 2006                                                          
[in % of expenditure on purchase of services] 
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Analysis and assessment: health financing agents and purchasers 

The NHA does not identify external agents that directly manage health funds and provides only a partial picture of the 
stakeholders in the sector. For example, all externally financed NGOs are consolidated under the same label, as are 
implementation agencies of donor countries that are included in the "rest of the world" classification. As mentioned in section 

 3.1, the Rwandan aid environment, and the health sector in particular, is characterized by a very high number of external 
stakeholders.  

As in many countries, the CNLS manages substantial amounts of the aid resources for health, principally from the Global 
Fund. This is understandable from a historical perspective but it also adds an additional layer of complexity to the 
coordination process since the CNLS is very much autonomous from the MoH. 

The creation of a universal health insurance will be a major challenge within a fragmented health insurance system. In 
particular, if equity and fairness are to be achieved, risk equalization mechanisms will be required between existing schemes,  
i.e. cross-subsidization from "rich" health insurance schemes with high revenues and low risk pools to "poor" schemes such 

as the mutuelles (see also section  5.4.3). 

Overhead and administration costs of financing agents 

Overheads, including administration costs of health management, are relatively high in Rwanda. In total, they amount to 
22% of THE. They have, however, remain unchanged in absolute terms since 2003 and have therefore dropped significantly 
as a share of THE. Around 60% of these overhead costs are supported by government structures. The MoH and the CNLS 
alone account for 47%.  

Insurance schemes report particularly high overhead costs compared to the national total. RAMA and MMI report allocating 
only 53% of their resources to the provision of health services. The NHA did not capture overhead costs for mutuelles but 
overhead costs for community-based health insurance vary between 10% and 20%, not including external subsidies for 

                                                                 

4 USAID financial rules forbid one contractor from managing more than 10% of the total resources allocated in recipient 
countries. 
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management and assistants. External and nationally managed resources do not seem to have significantly different 
overhead costs, with 32% for public government-owned agents and 28% for foreign NGOs. 

Analysis and assessment: overhead and administration costs of financing agents  

The apparently high overhead costs of the MoH must be seen in perspective. Other financing agents use the administrative 
resources of the MoH to purchase or provide health services, thus transferring their overhead costs to them, and other 
public structures report higher and less understandable overhead costs compared to the MoH.  

The current structure of the reporting of overhead costs does not enable an assessment of whether these expenditures are 
related to human resources costs or other costs. It is also not possible to assess how much of these resources are used as 
salary top-ups or to provide technical assistance. Salary top-ups and dual practices have already been pointed out in various 
aid-dependent countries as factors undermining the strengthening of health systems. National rules or code of conduct for 
development partners are useful instruments for limiting the impact of these factors.  

4.4.2 Public health financing 

4.4.2.1 Government health expenditure and health budget 2008 

Trends between 1998 and 2006 

The total government contribution has increased in absolute terms but government expenditure on health as a share of total 
public expenditure, including domestic and external financing, has decreased. The government general expenditure on 
health (GGHE) decreased for the first time in this period as both THE and donors’ contributions to health had the largest 
increase. The contribution of the national budget to health steadily increased from 3% to 9% between 1998 and 2006              
(see Figure 20). However, this contribution was down to 7% in 2006. 

Figure 20. Share of government budget allocated to health from 1998 to 2006 [in %] 
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Source: Adapted from the 2006 NHA tables (20). 

Trends from 2006 to 2010 and priorities 

Health is a priority of the country's Economic Development and Poverty Reduction Strategy (EPDRS). Table 19 provides 
public spending projections for priority sectors as a share of national budget and of GDP for 2006 and 2007. The health 
budget represents approximately half of the education budget. The health budget is planned to increase substantially in 

absolute numbers until 2010 compared to other sectors (see Figure 21 and section  3.2.1.2). 

It is difficult to assess how much of the GGHE is financed through external resources. The Rwandan national budget is 
substantially supported through the general budget (see Budget Support in section 4.4.2.2). Further, a gap existed in the 
financing of the 2008 annual joint workplan of the government and development partners, as established in early 2008.5  

                                                                 

5 The joint workplan amounted to a total of RWF 228 million, of which only RWF 182 million were identified as available 
(source MoH).  
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Analysis and assessment: trends in the health budget 

Government expenditure has steadily risen over the past decade, but there are signs of aid fungibility. The share of THE 
financed by public resources has stagnated since 2002, while the contributions of development partners (Figure 22) and 
government revenues have gone up. 

Despite the planned increase in the health budget towards 2010, health is planned to remain at around 9.4% of the 
government budget – well below the 15% of the Abuja Declaration.xxviii 

 

 

Figure 21. Variation of government expenditure from 2006 to 2010 by sector
a
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a Relative total expenditure per year in 2006 constant prices. 

 

 

Table 19. Rwanda’s national budget as implemented in 2006−2007, and as planned for 2008−2010 

  Actual budget  Planned budget 

  2006 2007  2008 2009 2010 

As % of total government budget        

 Water and sanitation  3.4 4.7  4.0 5.6 5.8 

 Health  8.8 9.1  9.4 9.5 9.3 

 Education  17.9 18.5  16.6 16.0 16.3 

 Social protection  5.1 2.8  2.7 3.0 3.0 

 Agriculture  5.1 3.6  4.2 4.2 4.1 

        
As % of GDP        

 Water and sanitation  0.8 1.4  1.2 1.6 1.6 

 Health  2.2 2.6  2.9 2.7 2.6 

 Education  4.5 5.3  5.0 4.6 4.6 

 Social protection  1.3 0.8  0.8 0.8 0.9 

 Agriculture  1.3 1.0  1.3 1.2 1.2 

 Total expenditure  25.0 28.9  30.4 28.6 28.5 

Source: Ministry of Finance and Economic Planning, finance laws for fiscal years 2006−2010. 
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Government health budget 2008 and decentralization of resources for health 

The total national government budget for health for 2008 is RWF 58.6 billion. Capital investment represents 52% of the 
budget which is 96% financed by external resources (49.9% of the budget).xxix It is not possible to determine how much of 
the remaining RWF 28.3 billion allocated to recurrent expenditure is actually financed from domestic resources due to the 
important share of budget support in the total national budget (see under section 4.4.2.2).  

The health budget remains very centralized, with 77% of it managed centrally.6 This contrasts with the fact that 85% of the 
budget targets the district level (71% for primary-level care and 14% for district hospitals). The transfers to districts 
(governments and health facilities) are done mainly through block grants using a distribution formula that is still based on 
historical disbursement rates rather than on the actual needs of districts. 

In addition to resources that are directly transferred for management by local governments, a substantial share of funds is 
transferred to directly to health facilities at district level through PBF. Development partners’ implementing agencies that are 
active at local level also consume a substantial share of resources. After salaries, PBF represents the main expenditure line 
for budget resources (see Table 21). Non-salary recurrent expenditure represents only 7.5% (RWF 1.3 billion, approx.         
US$ 2.3 million) of the total on-budget transfers to districts. This suggests that facilities have to mobilize their own financing 
to support recurrent costs.  

Analysis and assessment: health budget 2008 and decentralization of resources 

Despite the initiation of the decentralization of resources, the current central management contrasts with the actual targeting 
of the funds. The transfer of national resources from central and external agencies to local governments will still need to be 
improved in order to make decentralization work.  

Recommendation 

In this context, the revision of the formula for allocation to districts will have to be finalized and will need to include some 
degree of vertical equity – i.e. poor districts should be allocated more resources compared to richer regions. 

 

Figure 22. Variation of financing patterns of Rwanda's health expenditure from 1998 to 2006 by 
source of financing [in % of THE] 
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6 District managed funds are directly transferred from the national treasury to local district authorities without transition 
through central agencies.  
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Table 20. Health budget plan by level of management and targeted level of care 

    Planned budget 

   2008 2009 2010 

Health budget [in RWF billion, current prices]  45.3 47.2 50.8 
…of which managed [in %]      

 Centrally  77 77 76 

 Locally   23 23 24 

…targeting [in %]   

 Primary care level (including prevention programmes)  71 69 69 

 Secondary care level  14 15 15 

 Tertiary care level  12 12 13 

 General administration  3 3 3 

Source: Ministry of Finance and Economic Planning, budget law 2008−2010 

 

Table 21. Forecast of district transfers on- and off-budget (percentage of total transfers) in 2008 

 On budget 
[in %] 

Off budget 
[in %] 

Salaries 38.6  

Performance-based financing 13.8  

Mutuelles subsidies to poorest (government) 1.0  

Mutuelles subsidies to poorest (Global Fund)  5.5 

Mutuelles district risk pooling 1.0  

Community health 3.3  

Hospital running costs 3.3  

Maintenance of infrastructures 1.3  

District investment fund  3.5 

AIDS treatment (US and NGOs, undefined)  22.6 

Global Fund (undefined)  6.1 

Total [in %] 62.3 37.7 

    [in RWF billions] 17.10 10.36 

Source: MoH. Presentation on joint budget support review to the HSCG, April 2008 
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4.4.2.2 External health financing 

Direct external health financing 

Direct external financing – i.e. the direct contribution by development partners to national health expenditure – represented 
53% of THE in 2006. This percentage can be considered as a minimum since it excludes the contributions of external aid 
made through general budget support (GBS).7  

A small number of development partners' initiatives – such as PEPFAR and the Global Fund – account for the impressive 
increase in THE.  

The different patterns of expenditure for the main health subsectors show that development partners allocate the majority of 
their financial resources to HIV/AIDS and malaria, with 42% and 13% respectively. By contrast the government sector 
spends only 7% of its resources on the same priorities (see Figure 23). Not surprisingly, the pattern for private expenditure is 
much closer to what we would expect from the epidemiological profile of Rwanda.8  

Over 90% of expenditure on HIV/AIDS is covered by donors. Three development partners alone account for 61% of all the 
resources allocated to HIV/AIDS. Those are PEPFAR (33%), the Global Fund (15%), and the World Bank’s Multi-Country 
HIV/AIDS Program for Africa (13%) (see Figure 24).  

Figure 23. THE by subsector and source of financing in 2006 [in % of THE] 
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Source: Adapted from the 2006 NHA tables (20) 

Figure 24. THE by source of financing and subsector in 2006 [in % of THE] 
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Source: Adapted from the 2006 NHA tables (20). 

 

                                                                 

7 About 36% of the total ODA in Rwanda is already being provided through GBS. Grants represent 41% of the national 
budget. 

8 HIV/AIDS prevalence in Rwanda was estimated in 2005 at 3% of the population aged 15−49 years. The total population 
living with HIV/AIDS is estimated at around 160 000. 
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Budget support  

The number of development partners supporting Rwanda through budget support has risen over the years with six donors 
supporting the national budget through grants or loans in 2005 (Sweden, United Kingdom, the European Union,xxx the 
African Development Bank, the International Monetary Fund and the World Bank). Belgium, Germany, Netherlands and the 
Education for All−Fast-track Initiative (FTI) joined the budget support donors in 2007. Not all budget support partners are 
active stakeholders; Sweden acted as a "silent partner" in collaboration with the United Kingdom.xxxi 

Until 2006 and the scaling-up of the PEPFAR, the World Bank was the major donor in Rwanda in absolute terms and in 
budget support. It has since been overtaken as a donor by the USA and as a budget supporter by the United Kingdom.xxxii 
Since the end of the genocide the United Kingdom has been the traditional lead development partner in Rwanda, including 
in budget support (see Figure 25).  

The oversight and management of budget support programmes is under the responsibility of the external finance unit of the 
Ministry of Finance and Economic Planning, in close collaboration with the macroeconomic unit.  

Rwanda was part of the country panel selected for the 2005 evaluation of general budget support as an aid instrument. The 
evaluation reviewed the performance of the country and of the GBS programmes supported by various development 
partners between 1994 and 2004. The evaluation focused on the more recent programmes.xxxiii  

General budget support 

a) Overall picture 

General budget support has long been a substantial part of ODA to Rwanda. Budget support (external grants) amounted to 
an estimated 30% of total ODA in 2007 (Figure 26). This represented a significant increase over 2006 when budget support 
accounted for only 26% of total ODA. However, this figure does not include the support provided through debt relief 
initiatives such as HIPC and MDRI. 

b) Poverty Reduction and Growth Facility  

According to the OECD evaluation, a characteristic of GBS throughout Rwanda's first EDPRS cycle has been its strong 
focus on social programmes and the non-income dimensions of poverty. Macroeconomic concerns were left to more specific 
programmes such as the IMF's Poverty Reduction and Growth Facility (PRGF).  

In this context, Rwanda has been mostly flagged as "on track" by the IMF. The country was however shortly classified as 
"off track" in 2002, putting it at risk of having aid flows stopped. The reason for this was the delay in reaching agreement on 
the 2002 budget and the medium-term fiscal framework. 

GBS is of major importance to the national budget as it supports the current state expenditure substantially. In 2004, GBS 
represented 48% of total current expenditure of Rwanda (21).xxxiv 

c) Poverty reduction strategy grants (PRSG) 

Rwanda has a longstanding history of cooperation with international financing institutions. It has benefited from programmes 
with the World Bank under the form of poverty reduction strategy grants (PRSG) since the signature of its first EDPRS in 
2002. In February 2008 Rwanda signed its fourth annual financing agreement, xxxv the PRSG-4, for a total amount of             
US$ 70 million. Twelve per cent of this new programme is to be allocated to health for PBF and to the development of a 
law/policy on health insurance by the Ministry of Finance and Economic Planning. Table 23 provides the current policy 
matrix for health used in the PRSG-4. The triggers also include the completion of functional reviews of six "key" ministries, 
including the MoH. 
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Figure 25. Composition of external aid by major development partners, 2006−2007 [in US$ millions] 

 

Source: Government of Rwanda and Development Partners Report 2007 (http://www.devpartners.gov.rw) 

 

Table 22. General budget support (GBS) as a share of official development assistance (ODA)  

Year  Amount of ODA in current 
US$ millions 

Amount of GBS in current US$ 
millions 

GBS as % of total ODA 
disbursement 

1999 403 56 14 

2000 342 58 17 

2001 320 105 33 

2002 375 108 29 

2003 357 56 16 

2004 500 172 34 

2005 N.a. 203 41 

2006 N.a. N.a. 26 

2007 N.a. 190.5 30 
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Figure 26. General budget support disbursements in 2007 by development partner (indicative figure) 
[in US$ million] 
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Sector budget support 

Due to its good record in public financial management, Rwanda has already benefited from an important shift of aid to its 
general budget support. With the effective start-up of the health SWAp, development partners are engaging in sector budget 
support (SBS) for health. Belgium, Germany and the United Kingdom are each preparing or have signed SBS programmes 
for health, respectively for €8 million, €8.1 million and £5 million. Switzerland is considering joining Belgium and Germany in 
a joint approach for SBS; joint preparation missions for the definition of joint action plans and triggers were conducted in 
2007.  

In addition to these initiatives, a joint Capacity Development Pool Fund (CDPF) was created to improve human and 
institutional capacity to implement national development policies.  

Table 23. Policy matrix for the World Bank's PRSG-4 to PRSG-6 

Invest in human capital to increase the supply of a skilled and healthy workforce 
Improve geographical access and financing for health services 

Outcomes/outputs Prior actions/triggers 2007 Indicative triggers by the end 
of 2008 

Indicative triggers/benchmarks 
by end of 2009 

Improve access to high 
impact quality services 
by the increasing 
availability of services 
at the community and 
health-centre levels 

Community health package (i.e. 
integrated management of child 
illness, hygiene, clean water, 
nutrition, mosquito nets, family 
planning and condoms) is published 

All listed services in the 
community health package are 
covered in all districts 

Bednets, ORT, safe water 
systems, condoms, amoxicillin are 
available in each village 

 About US$ 0.9 per capita and per 
year in PBF transferred to 100% of 
health centres engaged in PBF 
programme (tied to assisted 
deliveries, vaccination, family 
planning, antenatal and out-patient 
care) 

Association of health 
promoters (CHWs) is created 
in each sector, and upgraded 
to cooperatives, with all CHWs 
trained in delivery of a 
community health package  

PBF is established in 100% of 
health centres of the country 
transferring at least US$ 1 per 
capita and per year 

Increase the 
affordability of health 
services 

Law on health insurance (including 
financing framework and regulation) 
submitted to Parliament 

Study on sustainability of 
mutuelles published 

Subsidy to mutuelles incorporated 
into district budgets 
 

Source: The World Bank, 2008. 

Analysis and assessment: budget support  

As identified in the joint evaluation of general budget support by OECD in 2005, conditionality has been used by all 
development partners to leverage for policy reform in various degrees. This could be considered a lack of accountability 
from development partners towards national authorities and between each other. Conditionality as it has been applied did 
not reflect the full partnership. Harmonization and alignment of GBS donors in their conditionalities were and still are 
required.  
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Overall, GBS is perceived as having reinforced good governance – particularly the role of core ministries such as the 
Ministry of Finance and Economic Planning. However, as highlighted in the joint evaluation report, the major improvements 
in good governance, public financial management, harmonization and alignment of ODA cannot be attributed to GBS and 
development partners. The government’s genuine commitment to democratic political reform and to pro-poor policy priorities 
have been the real driving forces in all these areas. GBS has rather been the instrument that provides the central 
government with sufficient liberty and financial resources to implement its policies.  

The PRGF programmes of the IMF appear to be modest compared to the overall GBS picture.xxxvi However, they have 
strongly influenced macroeconomic policies of the Ministry of Finance and Economic Planning through their specific 
conditionalities and their importance in accessing debt relief initiatives. The IMF "signalling role" as a prerequisite for budget 
support by other donors is a recognized reality. In this context the assessment of the IMF on the feasibility of expanding 
fiscal space in the budget for social sectors is crucial. Discussions on the increase of the wage bill, particularly for the social 
sector, do not seem to have been conducted with the IMF. Such discussions are important in contributing to solving the 
current critical shortage of health workers in the country. 

As in most countries, the PRSG and its triggers are major shapers of the national policy in social sectors. The PRSG-4 
policy matrix highlights PBF as a strong priority for the sector. This is also reflected in the national and health budget (see 

section  4.4.1). Per capita targets are mentioned for PBF in contrast to mutuelles expenditure and imply annual 
disbursements of nearly US$ 10 million by 2009. This a substantial amount that contrasts with the overall health workforce 
budget of US$ 12 million for 2008 or the absence of targets for subsidies for mutuelles. 

The United Kingdom’s SBS programme is not part of the joint SBS approach initiated by Belgium, Germany and Switzerland. 
From a sector-wide perspective, the United Kingdom, as a major contributor to general budget support in the country, could 
facilitate the links between SBS programmes for health and the general budget support programmes.  

The CDPF fund represents an opportunity to strengthen existing national instruments but the procedures for the use of its 
resources have not yet been clarified. 

Recommendations 

Discussions should be initiated between the IMF and the Ministry of Finance and Economic Planning on the feasibility of an 
increase in the wage bill for health. 

Negotiations on the integration of the United Kingdom into the existing joint SBS programme should be started in order to 
reduce transaction costs for the MoH. 

The modalities of functioning of the CDPF should be clarified as soon as possible. 

4.4.3 Analysis and assessment of households' health expenditure (and the impact of health 
insurance) 

This section analyses and assesses the current situation of households’ out-of-pocket expenditure on health care and its 
burden on the consumption of households. On the basis of 2005 data, it also analyses and assesses the impact of health 
insurance in relieving the burden that households face. The evidence presented illustrates how much health expenditure, 
and particularly out-of-pocket expenditure, is still a burden for households. Most importantly, it highlights how access to 
health insurance makes a difference and reduces the risk of catastrophic expenditure and the impoverishment of families. It 
also points out that there is still room for improvement in that health expenditure still represents a significant burden on 
households' budgets when health care has to be sought. 

4.4.3.1 Overview of out-of-pocket expenditure 

As highlighted by the NHA exercise in 2006, households are a major direct contributor to total health expenditure in Rwanda. 
They represent 26% of the financing resources and purchase 32% of all health services purchased in the country through 
out-of-pocket payments. The report also underlines that households’ share of the country’s THE has risen remarkably in 
recent years. 

At first glance, this picture would suggest that the situation of households in accessing and affording health care has 
improved. However, this overall picture does not provide information on the equity of the current consumption of health by 
households. In other words, it does not answer the question as to whether the increase in health expenditure has profited 
the poor and whether they are the ones who have increased their purchasing of services. It also fails to provide information 
on the fairness of financing of the health system by households’ out-of-pocket expenditure.  

The EICV2 provides part of the answer to these questions. The out-of-pocket expenditure is not evenly distributed among 
expenditure and wealth quintiles. The observed increase is not the result of an improvement in the overall health 
consumption of all households but only of the richest. This means that inequities have arisen and that poor households are 
not better off (see Figure 27). 
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As shown in section  2.2.2, there are significant inequities between expenditure quintiles regarding the need for health care. 
However, according to the EICV2 data, there are no differences in self-assessed health status by quintile. This suggests that 
the differences observed in the health status and utilization rates are due to factors related to access to services. As 
illustrated in Table 7, lack of money is not the only barrier to accessing health care. It remains, however, the leading barrier 
and differences between quintiles in out-of-pocket expenditure bring this to light.  

The national average per household for out-of-pocket expenditure on health was US$ 30.1 in 2005. The richest households 
spent on average three times this amount and 16 times more than the poorest (see Table 26). The difference for households 
reporting health expenditure is lower, but this apparent reduction in inequities is due to differences in utilization of services. 
In practice, this translates into important inequities since 12.9% of the households, in the richest quintile, consume 58% of 
the total out-of-pocket expenditure (see Table 24). 

 

Figure 27. Average out-of-pocket expenditure on health for all households and for households 
reporting expenditure on health by quintile [in US$, January 2006 prices] 
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Table 24. Share of out-of-pocket (OOP) expenditure by quintile for households and population  

  Share of households 
[in %] 

 
 

Share of population 
[in %] 

 

 all reporting 
health 

expenditure 

 All reporting health 
expenditure 

OOP>0 

 

Share of total OOP 
[in %] 

  

Expenditure quintile        

1st Quintile 20 5.6  18.4 5.6  4 

2nd Quintile 20 7.1  19.0 7.5  7 

3rd Quintile 20 8.7  20.3 9.5  13 

4th Quintile 20 9.5  20.4 10.4  19 

5th Quintile 20 10.6   21.9 12.9  58 
Total   100 41.5   100.0 46.0  100 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 
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4.4.3.2 Structure of out-of-pocket expenditure 

It is difficult to compare household expenditure on health by quintiles over time from the EICV1 and EICV2 data. It is, 
however, possible to analyse the out-of-pocket expenditure structure in detail from the EICV2 for 2005. The majority (62%) 
of out-of-pocket expenditure is used for purchasing drugs and other consumables for health from pharmacies. Outpatient 
and inpatient care represent 18% and 13% respectively (see Figure 28). Differences in the consumption pattern across 
quintiles suggest important inequalities in access to health services. Richest quintile is the greatest consumer of these 
goods;  consuming 52.7% of the total resources spent in pharmacies (see Table 25 and Figure 29). The poorest quintile 
consumes only 4.2% of this expenditure. However, pharmacy expenditure represents 72% of total out-of-pocket expenditure 
for this quintile (see  Table 26).  

All quintiles allocate approximately the same level of their out-of-pocket expenditure to outpatient services. The richest 
quintile, however, consumes 54.2% of the total outpatient expenditure, compared to 4.5% for the poorest quintile              
(see Table 25 and Figure 29).  

The highest inequalities are in the consumption pattern of inpatient services. While the richest quintile consumes 77.3% of 
the services, the poorest accounts for only 0.1% (see Table 25 and Figure 29). Poor households report almost no 
expenditure on this category of service. A possible reason for this could be that exemptions policies for inpatient care are 
efficient, but the EICV2 utilization data suggests that this is not the reason for the observed difference.  

Figure 28. Household out-of-pocket expenditure on health by service purchased [in %] 
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Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors, in January 2006 prices. 

Figure 29. Structure of out-of-pocket expenditure on health by type of service purchased and 
expenditure quintile [in %]. 
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Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005-2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors, in January 2006 prices. 



Health Financing Systems Review - Rwanda 

50 

Table 25. Average expenditure for all households and for households reporting health expenditure, by 
expenditure quintile 

  Average expenditure per 
household 

[in US$] 

 
 

Share of expenditure by expenditure quintile 
 

[in %] 

 All Reporting 
health 

expenditure 

 1st 2nd 3rd 4th 5th 

Service purchased         

Pharmacy 18.5 44.5  4.2 8.8 14.4 19.8 52.7 

Outpatient 5.5 13.2  4.5 8.3 14.1 18.8 54.2 

Inpatient 3.9 9.5  0.1 1.6 3.2 17.9 77.3 

Others 2.2 5.3  2.3 4.4 9.8 13.1 70.4 

Total  30.1 72.4  3.6 7.4 12.5 18.9 57.5 
Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors, in January 2006 prices (exchange rate US$1= 
RWF 551.74). 

 

Table 26. Average out-of-pocket health expenditure for all households and for households reporting 
health expenditure, by expenditure quintile 

  Average health expenditure per 
household 

[in US$] 

 
 

Share of expenditure by type of service purchased 
 

[in %] 

 all reporting 
health 

expenditure 

 Pharmacy Outpatient Inpatient Others 

Expenditure quintile        

1st Quintile 5.4 19.4  72 23 0.2 5 

2nd Quintile 11.2 31.4  73 20 3 4 

3rd Quintile 18.9 43.3  71 20 3 6 

4th Quintile 28.4 59.7  64 18 12 5 

5th Quintile 86.5 163.7  56 17 18 9 

Total  30.1 72.5  67 20 7 6 
Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors, in January 2006 prices (exchange rate US$1= 
RWF 551.74). 

4.4.3.3 Burden of out-of-pocket expenditure on consumption by households 

Households have different capacities to pay and to allocate their resources according to their priorities. We can assume that 
the relative opportunity costs for a poor household of spending on health are higher than for a rich household. Thus we 
would expect to observe a decrease in the share of quintile spending on health from the richest to the poorest populations. 
This is indeed what we observe – only 27.8% of households in the poorest quintile report having spent any of their resources 
on health compared to 52.8% of the richest (see Table 27). Because of this important difference, it is necessary to correct 
for utilization as a confounding factor when looking at the relative financial burden of out-of-pocket expenditure on 
households by quintile.  

Table 28 shows by quintile the share of households that spend over 10%, 20% and 40% of their capacity-to-pay on health 
when faced with health consumption. About 55.3% of the poorest households spent more than 10% of their capacity-to-pay 
compared to 18.4% of the richest. At the 40% threshold, 16% of the poorest households experienced what is considered as 
catastrophic expenditure. 
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Table 27. Share of quintile experiencing health expenditure at various (x%) thresholds of out-of-
pocket (OOP) expenditure as a share of total capacity-to-pay, for all households 

 Share of quintile with out-of-pocket expenditure above x% of capacity-to-pay [in %] 
 > 0% (any out-of-

pocket) 
 >10% >20% >40% 

Expenditure quintile      

1st Quintile 27.8  15.4 10.6 4.3 

2nd Quintile 35.6  16.2 9.5 3.5 

3rd Quintile 43.6  16.5 8.7 2.4 

4th Quintile 47.6  12.7 6.3 2.3 

5th Quintile 52.8  9.7 4.2 2.0 

Total 41.5  14.1 7.9 2.9 
Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 

 

Table 28. Share of quintile experiencing health expenditure at various (x%) thresholds of out-of-
pocket (OOP) expenditure as a share of total capacity-to-pay, for households reporting expenditure 
on health 

 Share of quintile with out-of-pocket expenditure above x% of capacity-to-pay [in %] 
 >10% >20% >40% 

Expenditure quintile    
1st Quintile 55.3 37.9 15.5 
2nd Quintile 45.3 26.7 9.7 
3rd Quintile 37.8 20.0 5.4 
4th Quintile 26.7 13.3 4.9 
5th Quintile 18.4 8.0 3.8 
Total  34.0 19.0 7.0 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 

4.4.3.4 Health insurance coverage 

Health insurance coverage was already significant enough to assess the influence of insurance on the out-of-pocket 
expenditure of households at the time of collection of the EICV2 data (see Table 29). According to the survey, around   
41.4% heads of households were members of an insurance scheme at the end of 2005. About 43.8% of the population was 
covered by health insurance – most (88%) by mutuelles (see Table 30). The mutuelles were not rolled out to the entire 
country and were concentrated in rural areas at the time when the EICV2 data were collected. This explains the pattern of 
regional distribution shown in Table 30. However, it does not explain the higher coverage rates in the three highest quintiles 
of the population.  

Three main factors explain how higher socioeconomic populations tend to join more voluntary (community-based) health 
insurance: 

− better knowledge of and trust in the principles of insurance;  
− the perceived risk of health expenditure as a factor for impoverishment; 
− capacity-to-pay (which is the factor that determines whether individuals with perceived risk and knowledge 

about insurance principles will be able to join an insurance scheme).  

Large-scale subsidies to help the poor and vulnerable to join mutuelles were not in place when the EICV2 data were 
collected. Therefore there was no external mechanism to correct the modulating effect of capacity-to-pay. The use of a 
unique membership fee of RWF 1000 per person applied throughout the country provides an opportunity to illustrate the 
above hypothesis – i.e. that poor households do not join mutuelles merely because of their incapacity to pay. 
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Table 29. Households for which the head is insured 

 Share of all households   Share of households with reporting health 
expenditure OOP>0  

 Quintile Population Insured 
population 

 Quintile Population 

 [in %] [in %] [in %]  [in %] [in %] 
Expenditure quintile       
1st Quintile 29.0 31.5 13.2  30.3 9.1 
2nd Quintile 35.2 36.4 15.8  32.3 12.3 
3rd Quintile 45.6 46.0 21.7  44.2 20.7 
4th Quintile 47.8 50.8 23.7  46.1 25.1 
5th Quintile 49.2 52.1 26.0  48.6 32.8 
Total  41.4 43.8 100.0   41.8 100.0 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 

 

Table 30. Health insurance coverage by expenditure quintile, region and insurance scheme
a
 

 With insurance [in %] 
Insurance scheme 

 No insurance 

 Mutuelles RAMA Employer Othera   

Expenditure quintile       

1st Quintile 28.8 0.4 0.0 2.1  68.7 

2nd Quintile 33.1 0.6 0.0 2.1  64.2 

3rd Quintile 42.3 0.6 0.1 2.5  54.5 

4th Quintile 46.6 1.0 0.1 2.5  49.8 

5th Quintile 37.8 8.4 0.7 4.6  48.5 

Region            

City of Kigali  26.1 6.9 1.4 4.4  61.2 

Other urban  25.7 5.8 0.6 8.8  59.0 

Rural  40.6 1.5 0.0 2.0  55.9 

Total  37.9 2.4 0.2 2.8  56.7 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors.  

a Includes private insurance policies. 

4.4.3.5 Effect of health insurance on households' health status and utilization 

Health insurance positively affects utilization and the health status of populations, as well as equity. This was highlighted in 
previous studies conducted on micro-health insurance in Rwanda (22). The EICV2 data provide more recent insights to 
support the rationale for a national policy for universal health insurance coverage. Table 31 shows the reported utilization of 
professional health-care services by quintile – i.e. the percentage of each quintile of the population that sought professional 
health care (outpatient or inpatient). Individuals living in insured households were more likely to seek treatment regardless of 
expenditure quintile.  

However, all expenditure quintiles reported the almost the same need for health care (19.8% to 20.6%) (see Table 31), but 
reported need was lower for insured households (16.6% to 19.1%) than for non-insured households (21.3% to 23.2%). This 
difference was consistent across expenditure quintiles. This could be considered a direct result of higher utilization of 
services by insured households (7.9% in average) compared to non-insured ones (5.6% in average).   
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Table 31. Self-reported need for health care and utilization by individuals, by insurance status of head 
of household and by expenditure quintile 

 Utilization a 
[in %] 

 Need for health care 
[in %] 

 All  Household head insured  All  Household head insured 

   Yes No    Yes No 

Expenditure quintile          

1st Quintile 3.9   5.5 3.2   19.8   16.6 21.3 

2nd Quintile 5.3  6.4 4.6  20.3  17.1 22.2 

3rd Quintile 6.8  7.8 5.8  20.6  18.9 22.0 

4th Quintile 7.5  8.4 6.6  20.6  18.2 23.2 

5th Quintile 9.1   9.5 8.6   20.6   19.1 22.2 

Total  6.6   7.9 5.6   20.4   18.3 22.2 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 

a Utilization rates were defined as the percentage of households having reported use of inpatient or outpatient care. 

 

Table 32. Unmet need of individuals by insurance status of head of household and by expenditure 
quintile 

   Unmet need 
[in %] 

 All  Household head insured  

   Yes No 

Expenditure quintile      
1st Quintile  80.2  67.0 84.9 
2nd Quintile  74.2  62.5 79.3 
3rd Quintile  67.1  58.4 73.5 
4th Quintile  63.7  54.1 71.6 
5th Quintile   56.0  50.0 61.5 
Total    67.6  56.7 74.6 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 

 

Figure 30. Unmet need for health care by expenditure quintile for people living in households of which 
the head is insured or not [in %] 
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Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 
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Table 33. Individuals’ utilization of pharmacy services by insurance status of head of household and 
by expenditure quintile 

 Head insured 
[in %] 

 

 No Yes 

Expenditure quintile    

1st Quintile  4.0 1.5 

2nd Quintile  5.6 2.1 

3rd Quintile  6.0 3.1 

4th Quintile  7.5 3.3 

5th Quintile  7.2 3.6 

Total   5.95 2.9 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 

4.4.3.6 Effect of health insurance on unmet need and health care-seeking behaviour 

The unmet need for health care can be defined as the percentage of individuals reporting having a need for health care but 
not seeking professional care. In other words, it is the ratio of need for health care to demand for health care. Table 32 
shows the unmet need for individuals in all (insured and non-insured) households. Unmet need is high, independent of 
socioeconomic status of households, with over two thirds (67.6%) of people across quintiles reporting not seeking 
professional care when feeling sick. 

As expected, unmet need decreases from the poorest to the richest quintile (80.2% to 56%). This inequity in health care 
consumption is higher for people in non-insured households (84.9% to 61.5%). The unmet need remains high (67% to 50%) 
among insured households. Figure 30 illustrates the differences in unmet need between people living in insured households 
and those in non-insured ones. The change in health-seeking behaviour is also notable as people living in insured 
households rely less on pharmacies when they are sick and instead seek more professional care (see Table 33 and       

section  4.4.3.7). 

4.4.3.7 Effect of health insurance on households' patterns of expenditure 

This section discusses the effect of insurance on the out-of-pocket expenditure of households. The affordability and potential 

financial burden that membership fees impose on households are reviewed in section  5.1.1 in association with the 
presentation of projections on the capacity for collection.  

As could be expected, households with health insurance had significantly lower out-of-pocket expenditure regardless of 
expenditure quintile. Households with insurance spent on average one third, or 34% (from US$ 34.9 to US$ 23.2), less than 
uninsured households (see Table 34). The difference is more striking in the poorest quintile where insured households spent 
less than half (48%) of what was spent by their non-insured counterparts (US$ 6.4 compared to US$ 3.1). 

Consumption patterns change significantly between insured and non-insured households (see Table 34 compared              
to Table 26). The share of out-of-pocket expenditure spent in pharmacies by the poorest households drops from 76% (data 
not shown) for the non-insured to 52% for insured households. The share of outpatient consumption increased                
from 19% (data not shown) to 42% for the same socioeconomic group. This group reported more utilization of inpatient 
services, with the share of out-of-pocket expenditure on those services increasing from 0.2% on average to 1.3%. In the 
second poorest quintile, the change was from 1.2% to 9%. For households reporting health expenditure, the changes were 
even more significant (data not shown). 

4.4.3.8 Explaining the effect of health insurance on health-seeking behaviour and patterns of 
expenditure 

The comparison of the patterns of expenditure of the general, insured and non-insured population in Table 26 and Table 34 
shows significant differences (see Figure 31). These differences in patterns of consumption and in health-seeking behaviour 
(utilization) could have three possible explanations: 

• There could be some degree of adverse selection – i.e. households may take insurance because they know that 
they need more professional health care and thus join an insurance scheme to increase their access to outpatient 
and inpatient services. However, insured individuals report on average a lower need for health care than the 
general population and than non-insured persons, which contradicts this hypothesis. 
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• There is some degree of moral hazard, and insured households use more professional health care as an 
alternative to pharmacies to obtain drugs because access to pharmacies is limited (at least in the mutuelles 
schemes). 

• There is neither adverse selection nor moral hazard. Instead individuals in insured households start to seek 
professional health care according to their need as a result of the removal of financial barriers. 

It is not possible to assess from the EICV2 quantitative data whether any of these three explanations is correct. There is 
always some degree of adverse selection, and moral hazard is to be expected when health insurance is introduced. 

However, as shown in sections  2.2.2 and  2.2.3, the overall population (and particularly the poorest quintiles) have a verified 
higher need for health care. Therefore, the positive spill-overs of an increase in consumption of professional health services 
could compensate for the actual costs of any adverse selection and moral hazard. 

 

Table 34. Average out-of-pocket health expenditure for all households, and households where the 
head is insured or not insured, by expenditure quintile 

  Average health expenditure 
per household a 

[in US$] 

 
 

Share of expenditure by type of service purchased 
for households where the head is insured 

[in %] 

Head insured  All  

Yes No 

 Pharmacy Outpatient Inpatient Others 

Expenditure quintile          

1st Quintile 5.4  6.4 3.1  52 42 1.3 5 

2nd Quintile 11.2  6.6 13.6  60 28 9 4 

3rd Quintile 18.9  11.6 24.9  67 27 0.5 5 

4th Quintile 28.4  16.1 39.8  62 26 8 4 

5th Quintile 86.5  64.5 107.8  65 13 13 8 

Total  30.1  23.2 34.9  64 18 11 7 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. a In January 2006 prices; exchange rate           
US$1 = RWF 551.74. 

 

Figure 31. Patterns of expenditure for households of which the head is insured or not insured [in %] 
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Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 
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4.4.3.9 Effect of health insurance on households' catastrophic expenditure 

Overall picture 

Table 35 gives the average out-of-pocket expenditure as a share of capacity-to-pay for insured and non-insured households, 
and for all households and those households reporting spending on health. When looking at the overall picture, out-of-
pocket expenditure as a share of capacity-to-pay seems reasonable. On average households spent 4.7% of their capacity-
to-pay on health. Poor quintiles spent only slightly less (from 5.2% to 5.3%), compared to 3.4% for the richest quintile.  

However, this picture is highly confounded by the significantly lower utilization rates of the poor. Households reporting 
having health expenditure had a much higher burden, with an average expenditure of 11.4% of their capacity-to-pay 
consumed by health bills. In the case of the poor the figure rose to 18.7% (see Table 35). It is clear from these data that low 
expenditure quintiles have to cope with a higher average burden of health expenditure. The effect of insurance on 
households' burden is outstanding, with average out-of-pocket expenditure as a share of capacity-to-pay falling                          
from 14.4% to 7.1%.  

But how many of the households actually experience difficulties in coping with their health bills? In other words, how many 
face catastrophic expenditure?  

Table 35. Average out-of-pocket health expenditure as a share of capacity-to-pay for all households, 
households where the head is insured or not insured, by expenditure quintile 

 Average share of household capacity-to-pay [in %] 

 Households reporting health expenditure 

 All  Yes 
All  Household head insured  All  Household head insured  

  Yes No    Yes No 

Expenditure quintile          

1st Quintile 5.2  3.4 6.0  18.7   11.8 21.7 

2nd Quintile 5.3  3.4 6.4  14.9  10.2 17.1 

3rd Quintile 5.2  3.4 6.8  12.0  8.0 15.1 

4th Quintile 4.4  2.5 6.1  9.2  5.4 12.4 

5th Quintile 3.4  2.5 4.3  6.5   4.8 8.1 

Total 4.7  3.0 5.9  11.4  7.1 14.4 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 

The burden of out-of-pocket expenditure and catastrophic expenditure  

As suggested above, it is difficult to define a common threshold for catastrophic expenditure for all quintiles, as capacity-to-
pay and opportunity costs vary with expenditure and income levels (see section 4.4.3.3). However, independently of the 
threshold or of the definition used, the EICV2 reveals a gloomy picture. Households that have to seek health care are at very 
high risk of catastrophic expenditure. 

Around 2.9% of all households in Rwanda had to cope with out-of-pocket expenditure of over 40% of their capacity-to-pay in 
2005. This is a high percentage. By comparison, in 89 countries for which data were available in 2007, WHO found that the 
average population facing this level of expenditure was only 2.2% and in half of them (median) this proportion was only 1.3% 

(23). The median for low-income countries such as Rwanda was 2.9%. This shows that Rwanda still has a relatively high 
incidence of catastrophic expenditure. When seen in more detail, and when insured and non-insured households are 
compared, significant differences appear.  

Around 4.1% of non-insured households were faced with out-of-pocket expenditure of more than 40% of their capacity-to-
pay (see Table 36). Further, 10.5% of non-insured households had expenditure of more than 20% of their capacity-to-pay. 
Health insurance effectively mitigated this situation. It appears that the percentage of households with out-of-pocket 
expenditure of over 20% of their capacity-to-pay drops from 10.5% in average for households without insurance to 4.0% of 
insured households (see Table 37 and Table 36). At the 40% threshold, only 1.4% of the insured households in the poorest 
quintile experienced catastrophic expenditure compared to 5.5% for the non-insured.  
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Incidence of catastrophic expenditure when seeking health care  

Looking at the situation of households that reported spending on health (i.e. seeking health care when sick), the situation 
was indeed alarming (see Table 38). Around 10% of the non-insured households were facing health expenditures of more 
than 40% of their capacity-to-pay. Also 46% of the non-insured households in the poorest quintile experience out-of-pocket 
expenditure of more than 20% of their capacity-to-pay. This share was still 20% at the 40% threshold. This was significantly 
higher than for the richest quintiles or for counterparts who were insured.  

Health insurance appears to have significantly changed this situation (see Table 39). At the 40% threshold, the share of 
households facing catastrophic expenditure went down from 20% to 4.9% for the poorest quintiles, and from 10% to 2.7% 
for all households. Yet, despite this reduction, 37.8% of the households in the poorest quintile still spent more than 10% in 
out-of-pocket expenditure, compared to 11.5% for the richest households. The impact of such expenditure on households’ 
socioeconomic development is tremendous and creates de facto a poverty trap from which poor households can barely 
escape. 

 

Table 36. Share of quintile experiencing health expenditure at various (x%) thresholds of out-of-
pocket expenditure as a share of total capacity-to-pay, for households where the head is not insured 

 Share of quintile with OOP above x% of capacity-to-pay [in %] 
 > 0% (any OOP)  >10% >20% >40% 
Expenditure quintile      
1st Quintile 27.4  17.2 12.6 5.5 
2nd Quintile 37.4  19.2 12.2 4.7 
3rd Quintile 44.8  21.9 11.4 3.6 
4th Quintile 48.9  18.2 9.8 3.6 
5th Quintile 53.7  13.3 5.4 2.5 
Total  41.3  18.0 10.5 4.1 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 

 

Table 37. Share of quintile experiencing health expenditure at various (x%) thresholds of out-of-
pocket expenditure as a share of total capacity-to-pay, for households where the head is insured 

 Share of quintile with OOP above x% of capacity-to-pay [in %] 
 > 0% (any OOP)  >10% >20% >40% 
Expenditure quintile      
1st Quintile 29.0  11.0 5.5 1.4 
2nd Quintile 32.2  10.5 4.5 1.2 
3rd Quintile 42.1  9.9 5.4 0.8 
4th Quintile 46.1  6.7 2.5 0.9 
5th Quintile 51.9  6.0 3.0 1.5 
Total  41.9  8.5 4.0 1.1 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 
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Effect of health insurance on equity  

Inequities also fell as the relative incidence of catastrophic expenditure between the poorest and richest quintiles dropped 
significantly (see Table 39). For poorest households, incidence of catastrophic expenditure9 when seeking health care was 
initially five times higher than for the richest quintile. Among insured households, this figure was one-and-a-half times higher. 
This is significant and may be explained by the relative high burden of co-payments. It also highlights that inequities went 
beyond utilization of services.  

Poor households not only consumed less health care compared to rich households in absolute values and quantity           

(see section  4.4.3.5) but, when confronted with health care bills, had to allocate on average a much higher share of their 
capacity-to-pay to health. In addition, a higher proportion of the poor was facing catastrophic expenditure when seeking 
health care, compared to the rich.  

 

Table 38. Share of quintile experiencing health expenditure at various (x%) thresholds of out-of-
pocket (OOP) expenditure as a share of total capacity-to-pay, for households reporting expenditure 
on health and for which the head is not insured 

 Share of quintile with OOP above x% of capacity-to-pay [in %] 
  >10% >20% >40% 
Expenditure quintile     
1st Quintile  62.8 46.0 20.0 
2nd Quintile  51.2 32.5 12.5 
3rd Quintile  49.0 25.5 8.1 
4th Quintile  37.2 20.0 7.4 
5th Quintile  24.8 10.1 4.7 
Total   43.7 25.6 10.0 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 

 

Table 39: Share of quintile experiencing health expenditure at various (x%) thresholds of out-of-
pocket (OOP) expenditure as a share of total capacity-to-pay, for households reporting expenditure 
on health and for which the head is insured 

 Share of quintile with OOP above x% of capacity-to-pay [in %] 
  >10% >20% >40% 
Expenditure quintile     
1st Quintile  37.8 19.1 4.9 
2nd Quintile  32.5 13.9 3.6 
3rd Quintile  23.4 12.9 2.0 
4th Quintile  14.5 5.3 1.9 
5th Quintile  11.5 5.8 2.8 
Total   20.2 9.6 2.7 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 

                                                                 

9 At 40% threshold of capacity-to-pay. 
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5 Institutional and organizational analysis 

This chapter reviews each of the current major health financing instruments and mechanisms in Rwanda. It also briefly 
describes the social welfare funds operating in the country and discusses their implication for the health financing system. In 
the case of community-based health insurance, the financial sustainability of the schemes is reviewed and alternatives to the 
current collection process are discussed. In this context, the impact of the proposed alternatives on the overall out-of-pocket 
expenditure of households and on their health-seeking behaviour is assessed using consumption modelling. Finally, PBF 
mechanisms and their impact on the health system are analysed and assessed. The purpose of this analysis is to provide 
sufficient information for a system assessment and to enable a feasible proposal to be designed for the reform of the current 
health financing system in order to achieve universal coverage in Rwanda. 

For each health financing instrument, the rationale is outlined. This is followed by an analysis and assessment of the rules 
(institutional design) and the way these rules are implemented. When relevant, recommendations are provided, together 
with an anticipation of incentives and other institutional requirements.  

For a review of the applied methodology see section  1.3. 

5.1 Medical health insurance schemes 

5.1.1 Mutuelles de santé (community-based health insurance) 

5.1.1.1 Rationale 

The analysis of expenditure on health and of its burden on households' expenditure was discussed in section  4.4.3. The 
alarming situation faced by poor families, and the high risk of impoverishment faced by a majority of the population, provide 
a strong rationale for the introduction of a prepayment or fully tax-based financing system in Rwanda. Household surveys, 
such as the EICV2 in 2005, highlighted the positive impact of health insurance on the capacity of households to access 

health services and on the redistribution of the burden of health financing (see section  4.4.3). 

Community-based health insurance has been successfully tested in Rwanda since 1999 under the name of mutuelles de 
santé, or simply mutuelles. According to national policy, the mutuelles were introduced to provide health insurance for the 
informal sector which was excluded from a prepayment and risk-pooling scheme. In Rwanda, mutuelles are also intended, 
with the support of public subsidies, to provide health insurance coverage for poor and very poor people. As such, the 
mutuelles also act partly as equity funds. 

Beyond these objectives, the mutuelles respond to two other national priorities. First, they are instruments of social cohesion, 
which has been a major priority of the government in promoting national reconciliation and reconstruction of the country. 
Second, as opposed to tax-based or other public financing approaches, mutuelles promote the self-sufficiency of 
communities, calling on them to take a hands-on approach in their socioeconomic development in line with the principles of 
primary health care and the Bamako Initiative. Therefore, positive externalities of mutuelles are a strong part of the rationale 
that motivated the Government of Rwanda to engage in a national roll-out of these schemes in 2006. 

Analysis and assessment: rationale for mutuelles  

If the mutuelles are seen as an effective approach to reduce the risk of impoverishment for populations and to finance in a 
fair manner the health system in Rwanda, their effect on the increase in productivity of health workers and health facilities 
was rarely noted during the interviews conducted. This effect does not seem to have been studied or documented. It will be 
difficult in the present context to distinguish between the effect of mutuelles and of PBF because they were launched 
simultaneously.  

However, a recently published study on costing of health centre services provides some useful evidence to quantify this 
effect. This data was collected prior to the introduction of PBF in the district studied (24). Keeping in mind the small sample 
size, the data points out that the revenues of mutuelles correlate positively with the productivity of staff. This correlation is 
maintained even if correction is made for the catchment population and the number of staff (see Figure 32).  
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Figure 32. Productivity of nursing staff at health centres versus revenues from mutuelles [in service 
provided per nurse and population] 
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Source: Adapted from Ref. 24. 

5.1.1.2 Institutional framework 

Rules 

Governance and legal framework 

The national roll-out of mutuelles began in 2006 with the financial support of the Global Fund after a successful proposal 
application on health systems strengthening (US$ 29 million over five years). Until then, mutuelles were limited to district-
level projects supported by NGOs. Mutuelles now cover the entire country with all 30 districts running mutual funds and       
403 sectors and health centres having officially established branches. 

Mutuelles were rolled out on the basis of ministerial instructions of the MoH and the mutual health insurance policy 
developed in 2004. They were covered by a 1958 law on associations until March 2008, when a law on the creation, 
organization and management of mutuelles was published (law No. 62/2007 of 30 December 2007). This law still needs to 
be complemented by ministerial decrees on key issues. Its content is discussed below.  

The current mutuelles organization is based on performance contracts between the various levels of the structure. In 
addition, performance contracts have been integrated in the entire administrative structure of Rwanda as a result of the 

decentralization policy of the government (see section  3.1.3). One of the indicators of performance in the Imihigo contracts 
between the president and district mayors is the coverage of mutuelles. This reflects a strong commitment at high level for 
the development of mutuelles, but also creates the incentive for district mayors to enforce enrolment, as foreseen in article 
33 of the mutuelles law.  

Figure 33 illustrates the administrative and financing structure of the mutuelles scheme. The mutuelles scheme is legally 
under the authority of the MoH. Administrative and executive structures are present at each level where funds are to be 
pooled – i.e. at sector, district and central/national levels.  

The scheme is a mixed structure of parastatal and associative management. Members of the central and district-level bodies 
are appointed and nominated by ministerial order. Members of section-level bodies are directly elected by scheme 
contributors. 

The base of the structure comprises the mutuelle branches (sections) at sector level. These are associated structures where 
members elect representatives to sit on a governing body, the management and property committee (comité de géstion 
administrative et financière). Multiple cells can be covered by a same mutuelle branch organized around one health centre. 

At the heart of the mutuelles scheme are the mutual funds at district level. These funds are overseen by a board of directors 
(conseil d'adminstration). The board of directors includes: one representative of the district authority, two representatives of 
mutuelle branches, one representative of religious authorities, one representative of health-care providers, and one 
representative of the section authorities. 
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Figure 33. Administrative and financing structure of the mutuelles scheme 

 

There is no steering body at national level. However, an auditing committee, chaired by the Minister of Health, is to be 

created to provide oversight of the National Guarantee Fund (NGF) (see section  5.1.1.4). The responsibilities of this 
committee are limited to the management of the NGF. The audit committee includes: one representative of the MoH, one 
representative of the Ministry of Local Government, Community Development and Social Affairs, one representative of the 
Ministry of Finance and Economic Planning, one representative of RAMA, one representative of MMI, one representative of 
the association of local governments (RAGLA), one representative of the mutual funds at district level, one representative of 
private health insurance companies, one representative of pharmacists, and two medical doctors (one of whom represents 
the medical corpus in health facilities). 

A dedicated unit (Cellule d'Appui Technique aux Mutuelles de Santé, or CTAMS) was created at the MoH in 2005 to assist 
districts and sectors technically to put the mutuelles structures in place and to develop the required technical instruments to 
administrate and monitor the scheme. In addition, the German Cooperation, through its implementing agency GTZ, the 
International Labour Organization (ILO) and WHO provide technical assistance to CTAMS which is also responsible for 
collecting data at national level on the mutuelles and for monitoring the scheme. A subrecipient of funds from the Global 
Fund, the national NGO Protection And Care of Families against HIV-AIDS (PACFA) is responsible for support activities to 
the Global Fund project. A technical working group on mutuelles was created in order to provide inputs and 
recommendations for development of the mutuelles network.  

Incentives and application of rules  

Analysis and assessment: governance and legal framework 

The recently published law on mutuelles still needs to be translated into action by ministerial decrees and a comprehensive 
development/roll-out plan. There is currently an institutional gap as the law on mutuelles has legally abrogated all former 
legal provisions, including the initial ministerial instruction of 2006. Certain provisions of the law go beyond its scope and 
need to be included in framework law on universal health coverage or access to health services, particularly in the case of 
article 33.  

The comprehensive mutuelles policy published in 2004 gives orientation on the development of the scheme, with a budget 
and action plan, and includes clear descriptions of the roles of each part of the structure. It also promotes a stronger 
associative model in which unions of mutuelles at district level, federations at provincial level and a national confederation 
are to be created.  

The structure introduced by the current mutuelles law has not retained the proposed model of the 2004 policy and is more 
pararstatal than associative. At district level, the board of directors comprises representatives of civil society but provides 
only limited representation to mutuelles branches. This representation consists of two mutuelles branch members appointed 
by ministerial decree. This limited representation of mutuelles members is unlikely to promote the feeling of community 
ownership of the scheme.  

At central level, the representation of mutuelles members and of civil society in the audit committee of the NGF is also very 
limited and raises concerns about the role of communities in determining national priorities and in allocating the resources of 
the national risk pool. The committee includes representatives of all financial contributors except external ones. This reduces 
incentives for development partners to support the NGF and compromises its financial sustainability. Medical providers are 
represented by a medical doctor. This is not recommended as a large majority of the health workforce is nursing staff. 
Primary-level care providers have no representation in the committee and this may result in a bias in its decisions. 
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The structure of the scheme is still incomplete. The auditing committee has not yet been created. The roles and duties of the 
individual administrative and executive levels have been clearly stated in the mutuelles law. No overall steering structure 
was foreseen, leaving the responsibility for the policy and regulation de facto to the minister. The role of supportive key 
structures such as the CTAMS and the working group on mutuelles in the official structure is still unclear.  

Performance contracts create a strong incentive for district mayors to enforce enrolment. Several stakeholders reported that 
this was done in a very effective way but in some rare cases it could have been perceived as coercive. This may increase 
social stress and create political risks. Adequate enrolment incentives are required in order to minimize these risks.  

Recommendations 

The mutuelles law needs to be completed by the necessary ministerial decrees. This is a priority in order to clarify the legal 
and institutional framework of the mutuelles.  

Overarching provisions such as article 33 should be included in an organic law on mandatory health insurance and universal 
coverage. 

The mutual health insurance policy of December 2004 should be updated to include the new policy orientations provided by 
the mutuelles law, and its mid-term expenditure and development plan should be reviewed accordingly. 

Representatives of the mutuelles branches should be elected to district committees. In addition, if the associative character 
of the scheme is to be maintained, the governing structure at district and national levels should be changed by increasing 
the number of mutuelles branch representatives, or alternatively by weighting the votes in the committees. 

In the same way, the structure of the auditing committee should be reconsidered in order to provide more representation to 
the health workforce and to mutuelles members. External contributors should be granted observer status at this level.  

Adequate economic and social incentives for populations to join mutuelles schemes should be put in place. For example, an 
increase in the financial barrier for non-insured people could be piloted and social peer pressure could be increased. 

Expected incentives 

The increase in community representation is expected to increase ownership of the scheme by grassroots communities and 
in the long run to create an incentive for providers to adapt their services to the preferences of those communities.  

The inclusion of external contributors in the audit committee will increase transparency and promote partnership. This is 
expected to remove disincentives for development partners to contribute to the NGF.  

The increase of user fees for non-insured persons would provide a strong incentive for households to insure their members, 
although the ethical feasibility should be assessed and safeguards would need to be put in place (see section 5.1.1.3).  

5.1.1.3 Resource collection 

Rules 

Population coverage 

Coverage of mutuelles was estimated by CTAMS at 75% in 2007. This percentage is calculated by taking the average 
estimated coverage of mutuelle branches at year-end and using predefined target populations as the denominator. 
Variations between branches are considerable, with standard errors of over 20%. Figure 34 shows the evolution of mutuelle 
branches and the target population coverage as provided by CTAMS (see Table 40).  

Table 40. Average target population coverage by district, number of existing mutuelle branches and 
incremental increase in coverage from 2003 to 2007 

 Population coverage Number of mutuelles Incremental increase in 
coverage by new mutuelle a 

Year    

2003 7 88  

2004 27 226 0.14 

2005 44 354 0.13 

2006 73 392 0.76 

2007 75 403 0.18 
Source: CTAMS. Etude sur la viabilité des sections de mutuelle de santé au Rwanda. 

a Calculated as the ratio of the variation in coverage and the variation in number of mutuelles. 
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Figure 34. Progress of the geographical and population coverage of mutuelles from 2003 to 2007
a
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a The vertical red line indicates the national roll-out of mutuelles and the start of the Global Fund HSS project 
(assuming a total of 416 cells). 

Method of financing (membership fee and waiting periods) 

Figure 35 illustrates the various flows of monies from, through and out of the mutuelles scheme. 

The membership fee of mutuelles was established at RWF 1000 per person (less than US$ 2), based on a costing of 
services at primary health care level conducted in 2003. 10  Payment is due at the beginning of the year and covers 
membership until the end of the calendar year. Late payments entitle members to services only until the end of the calendar 
year. 

In practice, membership cannot be acquired by individuals. Only families or extended groups such as villages or farmers’ 
associations can benefit from the scheme. The total contribution of the group is directly proportional to its size and is 
independent of the group’s or individual’s capacity-to-pay. 

A waiting period is applied to new members at their first registration.  

Payment by third-party funds 

Various target groups, including people living with HIV and AIDS (PLWHA) and indigents, benefit from full subsidization of 
their membership – i.e. their registration is paid for by a third party. Other groups for which health services were directly 
financed by social welfare funds in the past, such as victims of the genocide and Gacaca tribunal members, are now 

covered through mutuelles memberships (see section  5.2).  

Link to micro-financing institutions 

In order to increase access to mutuelles, micro-credit was promoted by certain branches. This enabled households or 
groups to take out a loan at the beginning of the year to pay their membership fees. 

 

 

 

 

 

 

 

                                                                 

10 The initial premium was estimated at RWF 1000 based on targets of coverage of 95% of population and of 0.75 contacts 
per inhabitant per year. Source: Mutual health insurance policy, December 2004. 
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Figure 35. Financing flows in and to mutuelles from various health financing agents 

Community health 
workers (drug kits)

Health Centres 

and dispensaries

District

Hospitals

Refer. 

Hospitals

Community health 
workers (drug kits)

Health Centres 

and dispensaries

District

Hospitals

Refer. 

Hospitals

(Collection by CHW)

Branch fund

Mutual fund

NGF

FFS

HHs
(informal)

RAMA

Civil
servants

Military Employees
(formal)

HHs
(wealthy)

Employers
(formal)

MMI PHI

Capitation

Employees
(SOEs)

Development

partners

Social

welfare funds

National

Budget

Compulsory 
Contribution

Voluntary 
Contribution

1% of revenue

Compulsory 
Contribution

Voluntary 
Contribution

CTAMS

Micro-finance
Institutions

Voluntary 
Contribution

Deterrent fee (flat fee)

Drug revolving
funds (FFS)

Deterrent fee (flat fee)

NGOs

Drug revolving
funds (FFS)

Deterrent fee/
co-payment (10%)

LegendLegend

OutOut--ofof--pocket pocket 

Prepayment Prepayment 

Public subsidies Public subsidies 

Private subsidies Private subsidies 

Subsidies for 3rd

care level

Target groups 
subsidies for
1st care level

Subsidies for 2nd

care level

FFS

FFS

Fund pool Fund pool 

 

 

Incentives and application of rules  

Analysis and assessment: population coverage 

A major limitation on the monitoring of the mutuelles scheme and of its performance is the poor reliability of reported 
coverage. National figures are presented as year-end average of averages – i.e. the district coverage is calculated from the 
average branch coverage and the national coverage is calculated from the average of the district funds. Further, the figures 
relate to end-of-year statistics and do not take into account the fact that a large number of members may join the scheme 
late in the year and have to allow for a waiting period. In addition, the definition of the target population for the calculation of 
branch denominators is not representative of the actual population of the catchment area. Only 95% of the estimated 
population is used in the denominator as it is assumed that 5% of the population will seek traditional forms of treatment and 
bypass the health centres. This methodology greatly complicates planning and identification of branches that perform poorly. 

It is unclear if the Global Fund project has been the key driver in the development of the mutuelles. The project effectively 
started only in 2006 and CTAMS was created in 2005. In 2005, 354 mutuelle branches were already in place, and by 2007 
only 49 new branches were created (a rise of 14%). Yet in the same period the population coverage increased by           
29% points (from 44% to 73%), i.e. relative increase of 66% (see Table 40 and Figure 34). This was remarkable progress 
and cannot be explained solely by the opening of new branches. 

In fact, only a share of this 29% increase was due to new self-financed memberships. The Global Fund alone, through 
CTAMS and PACFA, was already financing the membership of 11% of the population in 2006. Other financing agents such 
as the World Bank and the social welfare funds had also at that time started to pay membership fees for their beneficiaries.  

The actual increase in population coverage as a result of voluntary adherence to mutuelles can be estimated from the 
structure of the funds at mutuelle branch level. Figure 36 provides the detail of the estimated coverage of the population by 
source of financing in 2006, assuming 73% of total coverage (see Table 18). The estimated coverage due to voluntary 
enrolment (self-financed) was around 40%. This represents an increase of more than 10% points in one year; over the same 
period, mutuelle branches increased by 14% (see section 5.1.1.2).  
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Figure 36. Estimated population coverage through mutuelles by source of financing of membership 
fee in 2006 [in %] 
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Source: Authors estimate based on total population coverage and structure of revenues of mutuelle branches. 

Recommendations 

The national coverage should be calculated from the total number of members at mid-year and the total projected population 
at the census. Coverage rates for districts and provinces should be calculated in a similar way. Target populations should be 
redefined accordingly. However, due to the limitation of routine data in providing reliable estimates, official figures should be 
gathered from surveys .  

User fees should be increased substantially for non-insured patients in combination with the introduction of post-
identification of vulnerable individuals at health facilities.  

Entire populations in very poor geographical areas should have have their access to mutuelles and co-payments fully 
subsidized. 

See also section  5.1.2.2 on performance contracts and coverage targets. 

Expected incentives 

The increase in user fees for non-insured patients will provide a strong incentive for non-insured households to join 
mutuelles or other health insurance schemes. Very wealthy households may still not join, but the revenues generated from 
user fees, and tax revenues such as on luxury goods, could compensate for their non-contribution. However, this change in 
the rules ethically requires the existence of effective safety-nets because the risk of catastrophic expenditure for non-insured 
individuals and households would be increased if user fees are raised. 

The full targeting of populations on the basis of geographical information can be justified by the reduced cost of pre-
identification of beneficiaries of subsidies, which are typically high. Since this policy could provide incentives for the 
migration of populations it would be necessary to limit its utilization to remote areas. 

Institutional requirements 

Post-identification at health facilities will be needed in addition to active and passive pre-identification of vulnerable 
individuals. This complementary process will avoid the exclusion of misinformed households from social benefits which 
could be seen as a punishment and could trigger unpopularity of health insurance. Post-identification could be carried out by 
social desks in health facilities. These desks could also help to provide administrative support and counselling to vulnerable 
individuals.  

Active audit and claims systems will be required to reduce the risks of clientelism by these desks and by the authorities 
responsible for the pre-identification of beneficiaries. Detailed up-to-date geographical mapping of poverty will be required in 
order to introduce effective targeting of populations for subsidization.  

The introduction of high user fees should be gradual and should be accompanied by nationwide information campaigns to 
explain the national policy. Failure to explain this policy to the population may result in its rejection and in a substantial 
political risk.  
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Analysis and assessment: method of financing (membership)  

The requirement to join mutuelles as a household or group reduces the risk of adverse selection and imposes some degree 
of common reliability on group members. However, to avoid adverse selection and the increase in inequalities, safeguards 
are necessary to mitigate the exclusion of very vulnerable individuals such as widows or orphans. This has been done 
before for AIDS orphans and genocide victims. 

The scheme enables groups to join on the basis of associative or geographical criteria. However, it is unclear if this 
represents an opportunity for households to register only some of their members. If this is the case, it could favour adverse 
selection.   

Recommendations  

It is unclear if all vulnerable groups are covered by social welfare funds. A specific study should be conducted on this issue. 
People who do not have the possibility to enrol through groups but who have sufficient revenue should be allowed to join the 
scheme by paying higher membership fees. This higher membership fee is justified by the increased administrative costs 
incurred by the schemes in managing individual subscriptions. 

However, membership of the entire family should be maintained as the core principle for affiliation. Exemptions should be 
granted only if household members already have another health insurance. 

Analysis and assessment: method of financing (payment schedule)  

Fixed-date subscriptions were introduced in order to simplify administrative management of mutuelles and to introduce 
greater predictability of revenues for health providers. However, the current requirement for payment at the beginning of the 
calendar year has been identified by various authors and interviewed stakeholders as a barrier to accessing the mutuelles. 
This schedule coincides with the payment for school enrolment and other major expenditures for households such as 
Christmas, New Year, and the purchase of school materials. As a result, a substantial proportion of households join the 
scheme only late in the year and mutuelles funds at district level face cash-flow shortages at the beginning of the year. 

Recommendations  

It has been proposed to introduce a system of open enrolment all year to enable households to join mutuelles according to 
their expenditure schedule. This option would in theory be the most preferable, but it may not be feasible as it would require 
mutuelle branches and mutuelle funds at all levels to maintain up-to-date lists of beneficiaries and to track waiting periods 
and drop-outs accurately. With the current capacity of mutuelles, this would not be possible. 

Another alternative would be to change the fixed date for enrolment. Enrolment could, for example, be shifted to coincide 
with the end of the harvest. 

Expected incentives 

The change in dates would enable households and vulnerable groups living from self-employment and seasonal labour in 
agriculture to join the mutuelles. 

Requirement 

Accounting procedures of mutuelles schemes would need to be changed accordingly. This option presents no additional 
administrative complexity. 

Analysis and assessment: method of financing (waiting periods)  

The current waiting periods and the stopping of entitlements at the end of the calendar year provide strong disincentives for 
households to join the scheme after the first months or late in the year. The law foresees a 30-day waiting period for new 
members and for members who re-enter the scheme after having been excluded. It does not specify the conditions for 
exclusion (dropping out). 

Recommendation  

Waiting periods should be limited to inpatient care. Waivers for specific groups such as pregnant women and children should 
be introduced. Waiting periods for re-enrolled members should be waived on condition of an adequate penalty and 
retroactive payment for unpaid years. 
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Expected incentives 

The introduction of waivers for vulnerable groups such as pregnant women and children will increase equity but will also 
contribute in the medium and long term to securing the loyalty of members. Retroactive payments and penalties are 
expected to provide additional incentives for pre-enrolment and the reduction of adverse selection.  

Analysis and assessment: method of financing (membership fee, fund collection 
maximization) 

A major limitation of the current collection system is its regressivity – i.e. the share of the financial burden assumed by 
households decreases with their level of income and wealth. This identifies an unfair system. The inclusion of the poor does 
not fundamentally change this fact. Studies already conducted by national stakeholders and development partners showed 
that the actual flat membership fee does not enable enough resource mobilization to fully finance the cost of services 
provided or to allow cross-subsidization (equalization of risks) (25). The questions are discussed in depth in section 5.1.1.4. 
Below we concentrate on the fairness and affordability of the membership fee and co-payments. The EICV2 data provide the 
basis for the analysis and assessment. 

Table 41. Average household’s capacity-to-pay, burden of membership fee on household's capacity-
to-pay, and share of quintile experiencing health expenditure at various (x%) thresholds of out-of-
pocket expenditure as a share of total capacity-to-pay 

 Average capacity-to-
pay of households [in 

RWF] 

Current mutuelles 
membership fee as a 

share of average 
household’s capacity-

to-pay [in %] 

 Share of quintile with membership fee 
above x% of capacity-to-pay [in %] 

    >10% >20% >40% 
Expenditure quintile       
1st Quintile    51 170  12.6  45.0 14.1 2.5 
2nd Quintile    98 734  5.6  6.1 0.6 0.1 
3rd Quintile   162 938  2.9  0.0 0.0 0.0 
4th Quintile   277 927  1.4  0.0 0.0 0.0 
5th Quintile  1 309 505  0.5  0.0 0.0 0.0 
Total    379 948  4.6  10.2 2.9 0.5 

Source: National Institute of Statistics Rwanda, Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors. 

The current membership fee is still is too high to enable poor households to join mutuelles schemes. The average burden of 
the membership fee on households would be 4.6%, assuming that all the population were covered by mutuelles. Overall, 
this percentage can appear appropriate, but the burden of this flat rate would cause 10.2% of households to spend over 
10% of their expenditure on the mutuelles membership fee alone (Table 41). This would be without accounting for their 
contribution through co-payments which is a substantial additional burden. Poor and very poor households would be 
excluded, with 45% of the poorest quintile facing expenditures of 10% more than their capacity-to-pay and 14.1% facing 
expenditures of more than 20%. In this situation, there are only limited incentives for poor households to join the mutuelles. 
On the other hand, rich households would contribute to the mutuelles scheme with only 0.5% of their capacity-to-pay. 

Paradoxically, the current membership fee is also too low to cover the costs of services provided. The most recent costing 
exercise (2005) estimated the average cost per unit of service at health centre at RWF 1105, and at RWF 1871 if equipment 
and capital amortization are to be included (24). These average costs per service would translate into equivalent costs per 
capita, assuming that the national target of one visit per year and per capita were to be achieved. In comparison, the current 
capitation paid to health centres is around RWF 700 per member. Under those conditions, schemes cannot be financially 
sustainable and subsidies would still be required for all the population. However, it should be noted that the study referred to 
also clearly highlights that economies of scale exist and that subsidies alone are unlikely to improve the productivity of 

health centres (see section  5.3.1). 

Recommendation  

A differential rate should be introduced for mutuelles schemes. 
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Expected incentives 

A differential rate would enable the redistribution of the burden of contribution of households according to their capacity-to-
pay and would maximize the income of mutuelles. It would reduce dependency on external resources and provide some 
room for risk equalization.  

We examined three different scenarios for the contributions of households to mutuelles schemes and assessed their effect 
on utilization rates, out-of-pocket expenditure and catastrophic expenditure (see Table 42). In the current situation,             
RWF 9400 million could be generated from membership fees, assuming that the entire population were to be covered 
through mutuelles. This is a substantial amount but falls short of any of the alternative scenarios. In the current situation, 
prepayment would represent at maximum only 6% of the total health expenditure on health or the equivalent of 25% of out-
of-pocket expenditure as in 2006 (see Table 43). 

A differential membership fee schedule, as proposed in the alternative scenarios, would generate about double the financial 
resources compared to the current situation and could still be optimized in order to target a fair burden for people’s 
contributions (see Table 43). Prepayment in these scenarios would represent 69−92% of out-of-pocket expenditure as in 
2006. These figures may seem optimistic but sensitivity analysis shows their robustness. Even assuming limited population 
coverage and some degree of misclassification of households, the three scenarios would generate resources equivalent to 
47−63% of out-of-pocket expenditure of households as in 2006 (see Table 44). Thus the use of a differential membership 
fee could potentially generate between RWF 18.1 billion and RWF 35.1 billion.  

 

Table 42. Alternative scenarios for membership fee of mutuelles 

Per person membership fee for mutuelle 
[in RWF] 

 

Current  Alternative scenario  

   Low Base High 
Expenditure quintile      
1st Quintile 1000   200   200   200  
2nd Quintile 1000   200   200   200  
3rd Quintile 1000   1350   1700   1850  
4th Quintile 1000   2900   3600   3900  
5th Quintile 1000   8300   10 350   11 250  

 

Table 43. Burden of mutuelles membership fee on households’ capacity-to-pay and total amount 
generated 

Average mutuelle membership fee as a share of households' capacity-to-pay for 
different scenarios 

[in %] 

 

Current  Alternative scenario 

   Low Base High 
Expenditure quintile      
1st Quintile 12.6%  2.5% 2.5% 2.5% 
2nd Quintile 5.6%  1.1% 1.1% 1.1% 
3rd Quintile 2.9%  3.9% 5.0% 5.4% 
4th Quintile 1.4%  4.1% 5.1% 5.5% 
5th Quintile 0.5%  4.1% 5.1% 5.5% 
Average 4.6%  3.1% 3.8% 4.0% 
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Table 44. Sensitivity analysis for different scenarios for membership fee of mutuelles 

 Current  Alternative scenario 

   Low Base High 

Total amount generated at 100% coverage      

[in RWF millions] 9460   26 100   32 400   35 100  
[in US$ millions]a 17.1  47.3 58.7 63.6 
[in US$ per capita] 1.8  5.0 6.2 6.7 

[in % of total households’ expenditure on health as of 2006] 21%  59% 73% 79% 
[in % of prepayment in 2006] 156%  430% 534% 578% 
[in % of out-of-pocket in 2006] 25%  68% 85% 92% 
[in % of total health expenditure in 2006] 6%  15% 19% 21% 

Hypothesis/generated amount 
     

Total amount generated 75% coverage and no misclassification 
[in RWF millions]    7095      19 575     24 300     26 325  

[in US$ millions] a    12.9       35.5      44.0      47.7  
[in US$ per capita]     1.4        3.7       4.6       5.0  
[in % of total households’ expenditure on health as of 2006] 16%  44% 55% 59% 
[in % of prepayment in 2006] 117%  323% 400% 434% 
[in % of out-of-pocket in 2006] 19%  51% 63% 69% 
[in % of total health expenditure in 2006] 4%  12% 14% 16% 

Total amount generated with 5% richest and poorest households not paying and lowest 5% of quintiles 2 to 5 underclassified 
[in RWF millions] 8987     18 100     22 400     24 200  
[in US$ millions] a 16.3  32.8 40.6 43.9 
[in US$ per capita] 1.7  3.5 4.3 4.6 
[in % of total households expenditure on health as of 2006] 20%  41% 50% 55% 
[in % of prepayment in 2006] 148%  298% 369% 399% 
[in % of out-of-pocket in 2006] 23%  47% 58% 63% 
[in % of total health expenditure in 2006] 5%  11% 13% 14% 

a Exchange rate US$1= RWF 551.74, Total population used for calculation 9,491,397 (source EICV2) 

Institutional requirements 

The utilization of the current community system for identification of indigents would need to be extended to the classification 
of all households according their capacity-to-pay. Much caution is recommended and adequate communication will be 
necessary in order to avoid stigmatization or social fragmentation. The classification process would need to be maintained 
and appeal mechanisms should be foreseen. 

Increased collection of funds at branch level, where costs are contained and health centres are at financial equilibrium        
(see Analysis and assessment under section 5.1.1.4), can be justified only if an efficient pooling mechanism exists at 

national level which combines resources of mutuelles and other sources (see chapter  6). In other words, the introduction of 
a differential premium cannot be dissociated from strengthening of the pooling system. Differential premiums should not be 
introduced without adequate reforms of the existing pooling system. 

Analysis and assessment: micro-credit  

The link between micro-credit and mutuelles has been introduced as a result of a willingness to spread the financial burden 
of membership fees for households over the year and maintain predictability of revenue for mutuelle branches. This system 
has potential risks.  

First, micro-credit institutions are requested to take over the financial risk carried by mutuelles through the delivery of “soft 
loans”. It is unclear how these loans will be reimbursed by households, and micro-credit institutions may be inclined to make 
mutuelles responsible for their losses. Interviewed stakeholders reported cases where financial assets of mutuelles 
branches were frozen as micro-credit institutions faced losses from unpaid loans.  

Second, as loans are subject to interest, in practice their use increases the cost of membership fees for households. Thus, 
the soft loans may grant access to health insurance for households but they reduce the availability of funds for households’ 
development and create a potential poverty trap. 
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Recommendations 

Soft loans should not be provided only for health in order to avoid transfer of risk to micro-credit institutions since they 
burden households in the long term. It is proposed instead to reinforce both micro-credit and mutuelles by imposing an 
obligation on micro-credit borrowers to insure their families for health.  

Institutional requirements 

This would require the inclusion of the necessary provisions in the regulation of micro-credit institutions.  

5.1.1.4 Fund pooling 

Rules 

Composition of risk pools - overall situation 

The current information on the composition of the risk pool of mutuelles schemes is limited. However, the share of 
households contributing to the pool at branch level can be estimated at 55% (see Figure 37). In addition, the structure of the 
self-contributing households can be estimated from the EICV2 data on insurance coverage (see Table 57). Not surprisingly, 
the poor and very poor are underrepresented in self-contributing households. 

Figure 37. Structure of the funds available at the level of mutuelles branches in 2006 
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Source: Cellule Tecnhique d’Appui au Mutuelles de Santé (CTAMS). Etude sur la viabilité des sections de mutuelle de santé au 
Rwanda. Ministry of Health of Rwanda, 2008. 

Composition of risk pools - Inclusion of the poor 

The mutuelles law foresees that indigents are entitled to exemptions from co-payments and deterrent fees (tickets 
moderateurs) at health facilities on presentation of proof of referral and a request for exemption by the administrative 
authority of their cell. In addition, their access to mutuelles can be subsidized.  

As mentioned above, the Global Fund subsidizes the access of indigents and other vulnerable groups to mutuelles. These 
include 800 000 indigents, 200 000 AIDS orphans and PLWHA . The project subsidizes access to mutuelles for all these 
groups11 – i.e. the membership fees to access mutuelles and covers the PMA service package costs at health centres              

(see section  4.3.2). In addition, the Global Fund also subsidizes second-level care for these as well as 750,000 poor people 

groups at district hospital – i.e. the PCA service package (see section  4.3.2 ) (see Figure 38). In total, the Global Fund 
subsidized approximately 19% of the population.12 

                                                                 

11 The Global Fund does not subsidize the membership fee of the poor, i.e. poor people that are not classified as indigent, 
but pays for the PCA package of those at the level of district hospitals 

12 Calculated on the basis of 9.4 million inhabitants, 11% for their PMA and 19% for PCA. 
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Composition of risk pool(s) - National Guarantee Fund  

At national level a National Guarantee Fund (NGF) is to be created. The NGF has four main functions according to the 
mutuelles law: 

• It will pay for services provided to mutuelles members by referral hospitals. 

• It will assist mutuelles schemes facing bankruptcy. 

• It will allocate grants to mutual funds at district level. 

• It will assist mutual funds to clear the bills of medical services provided to their members by facilities not 
contracted by the mutuelles. 

The NGF is to be financed through national and external resources. National resources include a monthly contribution of  
1% of the revenues collected by existing health insurance schemes in the country other than mutuelles – i.e. RAMA, MMI 
and private health insurances. The MoH is to contribute 13% of its ordinary budget to the NGF.  

Fragmentation of risk pooling (pooling mechanisms)  

The new draft mutuelles policy foresees some degree of pooling of funds through the district-level mutual fund                     
(see Figure 35). However, redistribution and risk equalization mechanisms are not automatic, even if branches and district 
funds can be supported by the NGF (see below). 

In the current system, 10% of the membership fees collected by mutuelles branches are pooled at district level to 
complement the public subsidies for services provided to members at district hospitals. According to the draft mutuelles 
policy, public subsidies should be RWF 1000 per member in order to cover services at district and central levels.              
The Global Fund HSS project is one of the major contributors to these subsidies with 65% of its resources going to district 
mutual funds (see Figure 38). 

Figure 38. Global Fund subsidy allocation by beneficiary and level of service package purchased 
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Management of risk pool(s) - fund sustainability  

The main concern regarding the mutuelles scheme is its poor financial sustainability, which results partly from its flat 
membership fee and its limited control over providers. While the situation has been mitigated at health-centre level by the 
use of a capitation payment, it is alarming at district and central levels where purchasing of secondary-level and tertiary-level 
services has been de facto stopped due to the lack of funds.  

A recent study by the MoH highlights the fact that no mutuelle branches were reporting deficits, but only 41% would have 
been in financial equilibrium in the absence of public subsidies. 

Management of risk pool(s) - management structure and capacity  

According to the mutuelles law, the executive management structure of the mutuelles scheme is composed at central level 
of the staff of the auditing committee that manages the NGF. Mutual funds at district level are managed by a director who is 
appointed by the Minister of Health. The director of the mutuelles scheme benefits from civil servant status and is paid from 
the resources of the mutual fund. At section and branch levels of the fund, a permanent manager (the "head of the mutual 
health insurance scheme") is responsible for all administrative and daily tasks. CTAMS is responsible for the management 
of resources provided by the Global Fund. 
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Incentives and application of rules 

Analysis and assessment: overall situation 

With the increased access of indigents and other vulnerable groups to the mutuelles, the overall composition of risk pools 
has been substantially modified. It is difficult to access the actual percentage of vulnerable households in the risk pool.  

Analysis and assessment: inclusion of the poor 

As already highlighted, in the Global Fund mid-term evaluation the subsidizing of indigents cannot per se translate into an 
increase in utilization for at least two reasons: (i) social barriers, including stigma, may play a role in reducing access to 
health services; and (ii) beneficiaries often may lack knowledge of the rights provided by mutuelles. These aspects require 
specific social responses. IEC and complementary social benefits and programmes have not been included in the         
Global Fund HSS project and this is a major threat to the success of the mutuelles scheme in including the indigents. 
PLWHA and AIDS orphans benefit from far better support as the project includes social activities through PACFA.  

Recommendations 

Adequate IEC campaigns should be developed to inform indigents and the poor about their opportunities to access 
mutuelles through subsidies. IEC material and support services to beneficiaries of mutuelles should be provided through 
subsidies in line with what has been done for other vulnerable groups such as PLWHA and AIDS orphans. 

Analysis and assessment: composition of risk pools - National Guaranty Fund 

Monthly contributions to  mutuelles fund pools by other schemes are foreseen in the mutuelles law but have not yet been 
implemented. Practical aspects of these transfers remain to be clarified.  

If these contributions provide the basis for national fund pooling, they remain modest. RAMA collects 15% of its affiliates' 
income as contributions and the MMI collects 22.5%. In practice this means that affiliates of those insurance schemes 
contribute only 0.15% and 0.225% respectively to the national pool and risk equalization. In order to operationalize any of 
the above proposed scenarios for the sustainability of the national mutuelles scheme, this contribution would need to be 
multiplied by at least 30 to bring contributions to 4.6% of affiliates’ income, the current average contribution of households to 
mutuelles pools.  

The contribution of the budget of the MoH is substantial. However, this target is given as a share of ordinary budget – i.e. 

excluding investment programmes – as opposed to the per capita target provided for PBF (see section  4.4.2).  

Recommendations 

It is urgent to clarify and implement the mechanisms for transfer of contributions from the national insurance schemes to the 
NGF. Unless these mechanisms are put in place and the national contributions are collected in a regular and transparent 
manner it may be unlikely that development partners will contribute to the NGF. A target should be set for their contribution 
in order to facilitate negotiations.  

Analysis and assessment: fragmentation of risk pooling (pooling mechanisms) 

The current mechanism is highly fragmented with effective pooling occurring only at mutuelles branch level. In this context, 
poor sections are at much higher risk of bankruptcy and are unlikely to achieve financial sustainability.  

The actual distribution of subsidies across the health system allocates the greatest share of resources to secondary-level 
and tertiary-level care facilities. In other words, the majority of the public resources supporting mutuelles flows to hospitals 
(see Figure 38). This is of particular concern, as only a minority of the mutuelles members have access to those services 
due to existing financial barriers.  

Recommendations 

Risk pooling should be strengthened to achieve financial sustainability, fairness and equity. Public subsidies will still be 
required for poor sections where mutuelles schemes operate. Automatic risk equalization mechanisms through grants based 
on transparent poverty formulas should be developed where needed.  

Alternatively risk pooling could be limited to the district level – i.e. no funds would be maintained at section level. This would 
reduce fragmentation but would require a substantial change in the management structure of the scheme and in the role of 
communities and health providers.  
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Analysis and assessment: fund sustainability, cash flow management issues 

Interviewed stakeholders confirmed that a majority of mutuelles branches have been unable to pay their liabilities to 
hospitals since November 2007. Health centres were better off as they used capitation-based cash flow budgeting – i.e.  
70% of one twelfth of the amount collected was transferred monthly to providers. According to interviewed stakeholders, not 
all health centres apply this payment mechanism and they may therefore face the same risks of bankruptcy and 
indebtedness as district funds. 

A recently published costing study on a small sample of health centres providing mutuelles services supports the evidence 
of the sustainability of schemes at branch level (24). All six health centres were in positive financial balance. Mutuelles 
contributions represented an average of 24% of their total revenue, but variations between facilities were significant – 
ranging from 3% to 42% (see Figure 39). The facilities with the highest incomes were the ones with the highest share of their 
resources coming from mutuelles and were the ones with the lowest subsidies in absolute numbers. This observation holds 
even when corrected for catchment population of the health centre and for its actual staff (data not shown). This suggests 
that facilities with the lowest level of subsidies are also the ones that had the highest incentives to make the best use of the 
mutuelles mechanism and did so.13 Subsidies to health centres varied by more than a factor of 4 between facilities – from 
RWF 392 to RWF 1692 per capita. They neither correlated to staffing of the health centre, nor to catchment population nor 
to the capacity-to-pay of the population in the area.14 

The current overall deficit of the risk pool was classified by certain stakeholders as bankruptcy. This deficit has its origin in a 
strategic decision by the government to maintain mutuelles membership fees at a relatively low level in order to enable to a 
maximum number of the population to join. The membership fee was therefore set beneath the actual cost of services, 
which made financial sustainability possible in the medium term only with substantial public subsidization. Thus, mutuelles 
coverage grew rapidly as the scheme was largely accepted by the people. As a result, the principles of mutuelles              
(i.e. prepayment, solidarity and community management) are now widely spread in Rwanda. The strategic decision of the 
MoH proved wise. As it recognizes, the next step in the short term will be to bring in the fund pools to provide balance and to 
introduce structural changes in the scheme that will in the medium and long term lead to financial sustainability. 

Figure 39. Structure of revenues in six health centres (hc) by source in Gicumbi district in 2005 
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Source: Adapted from Ref. 24. 

                                                                 

13 This assumes that subsidies were not reduced as a result of higher revenues of mutuelles. 

14 Estimated from the per capita revenues generated from user fees. 
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Table 45. Revenues in six health centres (hc) by source in Gicumbi district in 2005 [in RWF million] 

  Health centre (hc) 

  hc1 hc2 hc3 hc4 hc5 hc6 

Source of revenue        

Other sources of revenues  3.1 1.8 2.9 4.2 5.5 4.9 

Subsidies  15.0 15.5 13.4 13.6 11.7 11.9 

Mutuelles  0.7 2.1 5.5 7.0 8.6 12.3 

Total  18.7 19.5 21.9 24.9 25.8 29.0 

Source: Adapted from Ref. 24. 

Recommendations 

The financial sustainability of the funds needs to be achieved in the medium term with the introduction of risk equalization 
mechanisms, maximization of fund collection and rationalization of the purchasing mechanisms of the scheme. 

The current "collapse of the risk-pooling fund" at district and national levels needs to be addressed rapidly to avoid rejection 
of the mutuelles approach by health providers. However, the use of public resources to subsidize secondary and tertiary 
services for which access by different socioeconomic groups remains inequitable should be cautiously assessed. The 
targeting of resources for primary health care and interventions with high positive externalities for the benefit of the majority 
of the population should be kept as basic principles in any proposal. The cross-subsidization of the various levels of the 
mutuelles risk pools should be based on vertical equity principles and actuarial evidence.  

Analysis and assessment: management structure 

The autonomy of district bodies is granted by law but the appointment of the director of mutuelle and of the members of the 
board of directors by the Minister of Health gives substantial influence to the MoH. As such, only the branch insurance 
schemes are in fact autonomous associative structures in which communities have – in theory – control of the resources 
generated at local level. 

The law foresees only a minimum of one administrator for the district and section funds. Additional staff can be recruited and 
financed from local resources, but this has not been possible for any fund since the scheme was launched nationally. At 
district level, the physical capacities and the heavy workload do not enable directors to fulfil their broad range of duties. 
According to interviewed stakeholders, basic functions, such as spot-checking of bills of district hospitals, are not being 
implemented. Administrative and management tools are limited and hamper the good management of mutuelles. The lack of 
logistic capacities such as transport and communication with certain branch schemes has made supervision by directors 
rare. The ILO has, in certain districts, piloted its health care micro-insurance software (MAS) developed by the                      
ILO’s Strategies and Tools against social Exclusion and Poverty (STEP) programme. 

The law does not specify how heads of branch funds are to be selected and appointed. In practice, this has resulted in the 
de facto management of funds by health centre staff. The head of fund is often the head of the health centre. In practice, 
mutuelles have been running on the model of Health Management Organizations (HMOs), with providers managing all levels 
of the system from membership to provision of services. These mutuelles have not been unsuccessful because the 
entrepreneurial will of health providers seems to have benefited the quality and quantity of services. The retention of the 
majority (90%) of the funds at health-centre level has provided adequate incentives for providers to contain costs and 
increase efficiency. This may in the long-run prove unsuitable, however, if necessary safeguards are not put in place. There 
is currently no effective community supervision or control imposed on heads of mutuelles/HMOs. The section committee is 
not empowered to assess the quality of services and does not have alternative choices for health care service-seeking. This 
results in a de facto monopoly by the health centres.  

The entrepreneurial will of mutuelles and health centres has proved efficient. Health centres have improved their offer of 
services, and in some cases even their coverage by opening new health posts to satisfy the population and to make them 
join mutuelles. This incentive for health centres to adapt to demand may be reduced as membership of mutuelles becomes 
compulsory. Indeed, health centres/mutuelles have now a legal basis to enforce registration and to collect membership fees 
without necessarily satisfying demand. 

Recommendations 

There is an urgent need for appropriate (electronic) administrative tools for mutuelles management. However, the effective 
use of such tools would require access to electricity and management skills at section level, which are not always available 
in Rwanda. It has been suggested by various authors and interviewed stakeholders that the MAS software should be scaled 
up. This option should be considered seriously by national authorities as this could be a low-cost temporary alternative. In 
the long term, existing national databases for health information management should be extended to include the data from 
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insurance schemes. However, the administrative burden on fund branches needs to be kept to a realistic minimum in the 
light of their present capabilities.  

If an effective provider−purchaser split is to be put in place, as foreseen by the existing law, the current situation needs to be 
changed. The outcomes of those changes cannot easily be foreseen. The desired split may be achieved by the 
reintroduction (as in the initial pilot schemes) of a private not-for-profit professional fund-holder at district level. This fund-
holder could be the same as for PBF in order to profit from economies of scale. This would also have the advantage of 
strengthening the negotiating power of communities as purchasers. It would require an adequate representation mechanism 
of the civil society/communities in the oversight bodies of these professional fund-holders at district and sector levels. 

A separate organization needs to be created for the management of the NGF, as foreseen by the mutuelles law. Subsidies 
for vulnerable groups could be pooled at national level to reduce administrative costs, rationalize management and reduce 
fiduciary risk.  

New incentives for health providers to extend services to remote populations need to be introduced to compensate for the 
introduction of compulsory membership. 

Analysis and assessment: management capacity 

As mentioned, the Global Fund HSS project is the major financing supporter of the roll-out of mutuelles. It has focused 
mainly on the transfer of funds, the provision of support services to PLWHA, and the purchase of equipment such as solar 
panels to improve the quality of services. The development of capacity was, however, somewhat neglected by the project, 
as underlined in its mid-term evaluation in November 2007.  

A major concern is the lack of capacity of CTMAS at central level. The CTAMS was supposed to provide technical 
assistance to development of the mutuelles throughout the country. Currently, the tasks of CTAMS go beyond its initial 
duties as it also manages the flow of funds from the Global Fund to the districts and to referral hospitals. The lack of 
capacity of this unit has been recognized as a major source of concern by interviewed stakeholders and has been 
repeatedly emphasized in various reports.  

Recommendations 

The limited capacity of CTAMS needs to be addressed urgently – particularly in areas of knowledge transfer, information 
management and data analysis. Its role and duties need to be clarified, including its eventual coordination role among 
subrecipients of the Global Fund HSS project. 

5.1.1.5 Purchasing 

Rules 

Benefit package 

Mutuelles members are by law entitled to a comprehensive range of curative and preventive services at all levels of the 
health facility network, including:  

− vaccination; 
− medical consultation; 
− medical surgery; 
− dental care and surgery; 
− medical radiology and scanning;  
− laboratory tests; 
− physiotherapy; 
− hospitalization; 
− drugs based on a list accepted by individual mutuelles; 
− prenatal, perinatal and postnatal care; 
− reimbursement of ambulance transportation fees; 
− prostheses and orthoses not exceeding a value approved by the fund. 

Mutuelles reimbursement excludes: 

− medical certificates not related to medical services; 
− services provided in the framework of a special agreement or convention (paid by a third party); 
− plastic surgery, with the exception of reparative surgery; 
− sex change surgery; 
− occupational diseases and accidents.  
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Provider payment mechanisms - at health-centre level 

Neither the mutuelles law nor the draft policy specifies the provider payment mechanism to be used at any level of the 
scheme. Historically, various systems have been used in the country. As a result, provider payment mechanisms for health 
centres are not consistent throughout the country. 

Provider payment mechanisms - at hospital level 

Payment of hospitals is implemented on a fee-for-service basis. District hospitals present monthly summary bills to district 
mutual funds. These bills have to be verified by the fund director and cleared accordingly. Referral hospitals are supposed to 
proceed in a similar manner by billing their services to the staff of the audit committee. However, the bills are currently 
processed by CTAMS using the resources of the Global Fund HSS project. 

Provider payment mechanisms - co-payments 

Co-payments are due at all levels of the health facilities network. Vulnerable groups were in the past fully exempted from co-
payments by law, and reserve funds were to be available at health facilities, particularly hospitals, to cover their services. 
Those groups are now subsidized by various funds and their liability is limited to co-payments of 10% for mutuelles 
members at hospital level and to a flat fee of RWF 100−250 at health-centre level (referred to as a ticket moderateur, or 
deterrent fee). 

Co-payments and reimbursement by mutuelles are based on a tariff for services reviewed annually by the MoH in 
consultation with the main insurance schemes and public health providers. Mutuelles and social funds benefit from a               
50% discount on this tariff.  

Administrative efficiency 

The current administrative efficiency of the mutuelles scheme cannot be assessed in the absence of reliable data. The 
recent study by the MoH on the sustainability of mutuelles branches provides, however, substantial information that can help 
one to assess the current technical efficiency of mutuelles administrators. 

The study covered 60 mutuelles branches – i.e. 15% of the entire country. Over a quarter of the branches visited did not 
have contracts with their service providers and one third did not have a register of members. About 15% could not provide 
expenditure books when visited. Administrative costs of the funds varied from 4% to 38% of total expenditure. 

Incentives and application of rules 

Analysis and assessment: benefit package 

The mutuelles law provides a comprehensive list of services but does not offer a detailed description as such. The actual 
provision of services is not based on an explicit benefit package that has been elaborated on the basis of specific criteria or 
evidence of cost-effectiveness. Mutuelles members have access to all services provided by the health system through its 

PMA and PCA (see section  4.3.2). Another limitation of the law is the fact that lists of approved drugs are to be validated by 
the mutual fund. It is unclear if this list is to be validated by the director of mutuelle or by the board of directors. The capacity 
of the mutuelles to evaluate drug lists is questionable and the level of comprehensiveness of the services covered presents 
significant risks for the financial sustainability of the schemes.  

The exclusion of occupational diseases and accidents could be seen as justified by the existence of the Caisse Sociale du 

Rwanda (see section  5.2.1) which is legally responsible for covering such hazards. However, as mutuelles are supposed to 
cover not only vulnerable groups but also workers in the informal sector, the exclusion of their occupational hazards may 
represent a disincentive for them to join.  

Recommendations 

It is urgent to develop a comprehensive benefit package based on cost-effectiveness of services and on equity. In particular, 
a comprehensive list of drugs reimbursed by mutuelles is required to control costs. This could be based on RAMA's drug list 
or on the essential drugs list of the MoH. 

The inclusion of occupational diseases should be considered for workers in the informal sector and for the self-employed. 
This could be linked to an adequate waiting period to avoid adverse selection and to promote the long-term loyalty of 
members.  
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Expected incentives 

The definition of the benefit package will clarify the benefits for members and increase the negotiating power of purchasers 
and providers. It will also open an opportunity for private insurers to develop complementary packages.  

The inclusion of occupational diseases of the informal sector and self-employed groups will increase incentives for those 
groups to join.  

Analysis and assessment: provider payment mechanisms at health centre level 

Comprehensive experimentation was conducted and strong evidence has been published showing that the capitation 
payment of mutuelles is an adequate and efficient payment mechanism in Rwandan health centres. This evidence shows 
that the capitation payment, in addition to controlling costs, did not negatively affect the quality of services as long as the 
necessary supporting measures for quality existed (26). 

Recommendations 

Capitation should be made compulsory for health centres. Capitation not only sensitizes health providers to cost-
containment and reduces the incentives for unnecessary services, but it also has the advantage of being more appropriate 
to the limited administrative capacity of mutuelles branch administrators.  

Analysis and assessment: provider payment mechanisms at hospital level 

The current provider payment mechanism, combined with the limited capacity for control and management by fund directors 
and CTAMS, creates a major risk for the financial sustainability of the scheme. This is particularly so since, in the absence of 
a detailed benefit package, providers can bill to the scheme any service they have provided. 

Recommendations 

The introduction of flat-fee payment mechanisms based on diagnostic-related groups should be coupled to the development 
of the new benefit packages.  

Analysis and assessment: provider payment mechanisms (co-payments) 

If access to health insurance is still difficult for poor households, it is not the only challenge that households need to 
overcome to access health services. Co-payments are now the major barrier to access to services. Out-of-pocket payments 

through co-payments or other fees remain high even for insured households (see  4.4.3).  

Deterrent fees and other co-payments are seen by the MoH as an effective method to moderate demand, reduce moral 
hazard and avoid congestion of second-level and third-level care facilities. Co-payments are also a substantial source of 
income for health facilities. But this expenditure still represents a significant burden for households. It should be kept in mind 
that, despite insurance, out-of-pocket expenditure without prepayment still represented on average US$ 8.8 per person in 

2005 (see section  4.4.1). 

Maintaining co-payments at the current levels is not sustainable for households. The provision of exemptions for indigents, 
as foreseen by the mutuelles law, is insufficient to ensure equity of access since hospital care remains out of reach for the 
majority of the population because of direct nonmedical costs or co-payments.  

Recommendations  

The various scenarios presented include various levels of co-payments. It is possible to estimate the effect of health 
insurance and these levels of co-payments on utilization using a mathematical model and the available data of the 
EICV2.xxxvii Table 46 provides the alternative co-payments in the current situation and in other scenarios. The levels of co-
payment proposed have been chosen in order to enable the scenarios to generate the same total amount of resources at 
national level from households. 
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Table 46. Alternative scenarios for co-payments for mutuelles members 

Contribution to cost of services 
[in %] 

 

Current  Alternative scenario 

   Low Base High 
Expenditure quintile      
1st Quintilea 10  0.0 0.0 0.0 
2nd Quintile 10  0.0 0.0 0.0 
3rd Quintile 10  4.7 2.2 0.0 
4th Quintile 10  4.7 2.2 0.0 
5th Quintile 10  4.7 2.2 0.0 

a Very poor, indigents are by law exempted from co-payments at all levels of the health system. 

Expected incentives 

Any of the proposed scenarios is expected to trigger a substantial increase in utilization. We estimate that utilization would 
increase substantially across quintiles in all three scenarios as utilization is currently low and unmet need is high, as shown 

in section  4.4.3.5. Evidence from neighbouring countries such as Uganda suggests that the removal of user fees has a 
strong positive effect on the utilization of health services but requires sufficient resources to compensate for the fall in 
revenues to facilities and to ensure quality (27). 

The removal of financial barriers alone may also trigger a substantial increase in the burden of work for health facilities at the 
primary level of care. Health workers would require adequate compensation for the increased workload, and staffing norms 
at facilities would need to be fulfilled. Financial and non-financial incentives to ensure quality of services and patient 
satisfaction would be required, and these costs cannot be covered by households. PBF as a quality insurance mechanism 
could provide part of these necessary incentives using extrabudgetary and external financial resources (see also Box 1).  

It is important to keep in mind that the feasibility of any alternative scenario has, as an underlying hypothesis, an effective 
fund-pooling mechanism (see section 5.1.2.4). 

Analysis and assessment: administrative efficiency 

The assessment study of the MoH highlights major challenges for the administrative structure of mutuelles. The data 
collected points to the lack of professionalism as a reason for the current weaknesses in administration. The administrators 
of the scheme are generally health workers who devote only part of their time to management tasks. A professionalization of 
the mutuelles administration is necessary if the current situation is to be corrected. 

Recommendations 

The results of the study on sustainability of mutuelles conducted by the MoH should be reviewed and disseminated, and its 
recommendations should be developed. In the present context, subsidization of the administrative costs should be 
considered. Alternatively, publicly financed professional management could be considered for the schemes at district level. 
This could be done through a nonprofit organization and linked to the PBF scheme. 

The absence of competition among providers justifies the introduction of conditional payments linked to performance and of 
mechanisms for patient claims. Such mechanisms should be considered, developed and implemented. 

5.1.2 Rwandaise d'assurance maladie (RAMA) 

5.1.2.1 Rationale 

RAMA was created to provide health insurance services to public health servants and their dependents. RAMA has also an 
objective to provide insurance services for the private sector. As such, RAMA provides a formal health insurance scheme for 
the entire public sector (excluding military forces) and for the majority of the formal private sector.  

It is important to note that RAMA's original vision was to extend its services to the majority of the population, through the 
coverage of the formal sector as a first step and in the long term through the extension of its services to the informal sector. 
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Box 1. Evidence on removal of user fees and increase of utilization 

The drastic reduction or total removal of user fees can be successful only if complemented by adequate reforms, as shown 
by evidence from neighbouring countries such as Uganda (28) and Kenya (29), and from other low-income countries. It is 
important to maintain financial flows to health facilities, strengthen health systems management, and provide adequate 
accountability and voice to patients and communities. However, most important is political commitment to reform (27,30). All 
this may be possible in the Rwandan context.  

Experience in other countries suggests that the removal of the financial barrier to health care may result in a significant but 
not disproportionate increase in utilization, if properly carried out. However, the increase in utilization may not be 
proportional in health centres and hospitals. Nonmedical direct costs and the indirect costs of treatment are typically higher 
for secondary-level and tertiary-level care because access to hospitals may entail travelling greater distances and longer 
incapacity to work. In other words, opportunity costs for hospital care may be a sufficient cause for populations, particularly 
the poorest, to avoid moral hazard. 

Figure 40. New outpatient attendances at public and private not-for-profit health units in Uganda, by 
fiscal year [in millions of visits] (31) 
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Available quantitative data on the impact of the removal of financial barriers to inpatient care is limited. For outpatient care at 
primary-level facilities, evidence from Kenya shows that, in the first year after a reduction in user fees to a "symbolic" 
amount, utilization at health centres and dispensaries increased by 70%; in Uganda after the removal of user fees, utilization 
of outpatient services increased by 40% (31) (see Figure 40). 

 

5.1.2.2 Institutional framework 

Rules 

Governance and legal framework 

RAMA was created in 2001 on the basis of law N°24/2001 of 17 April that year. Its legal framework has since been 
modified.xxxviii It is a parastatal organization that is a legal entity with administrative and financial autonomy. Initially, RAMA 
was under the authority of the ministry in charge of public administration,15 but it has since been transferred to the authority 
of the Ministry of Finance and Economic Planning. 

The highest governing body of RAMA is its board of directors (conseil d'administration) whose members are appointed by 
ministerial decree. In addition RAMA has an auditing commission (commissaires aux comptes) and a commission on 
agreements with health facilities (commission des conventions).  

As for other public organizations, performance contracts have been integrated into the management structure of RAMA.  

                                                                 

15 The current Ministry of Public Service, Skills Development, Vocational Training and Labour. 
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Incentives and application of rules 

Analysis and assessment: governance and legal framework 

RAMA has a comprehensive and effective governance structure.  

The possible extension of RAMA’s services to the informal sector has been overtaken by the current expansion of mutuelles 
schemes around the country. However, the organization remains the leading policy body in health insurance in Rwanda and, 
as such, it has been entrusted by the Ministry of Finance and Economic Planning with the development of a national policy 
on health insurance. The linkages and impact of this policy on mutuelles remain to be developed. 

The shift of authority for RAMA to the Ministry of Finance and Economic Planning has been justified by its savings and by its 
present role as investor in the national economy.16 However, RAMA is not the only public fund with substantial savings, and 
the rationale for the oversight of a public health institution by a ministry with limited experience in this area could be 
questioned. Similarly, the capacity of social and health funds to manage investment funds could be also questioned. A clear 
separation of responsibilities and roles is required to avoid conflict of interest and to ensure the public interest                           
(see section 5.1.2.4). 

5.1.2.3 Resource collection 

Rules 

Population coverage 

The coverage of RAMA has steadily increased since its creation (see Figure 41). It represented approximately 2.3% of the 
total population in 2007. Affiliation is compulsory for all civil servants and staff of public or parastatal organizations, including 
development projects, but excludes the military. Spouses and legal dependants are covered for the same benefits as 
affiliates. 

Private companies represent only a limited share of the beneficiaries of the scheme. Affiliation for private companies is 
voluntary and is conditional on prior approval by the board of directors following a formal request. Candidates for affiliation 
need already to be contributing members of the social security fund of Rwanda (CSR). Individual registration is not possible 
and a minimum of seven employees is required in order to present a request. 

Figure 41. Progress of population coverage by RAMA from 2001 until 2007 [in number of 
beneficiaries] 
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Source: RAMA, 2008. 

                                                                 

16 It has not been possible to obtain information on the financial situation of RAMA. 
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Method of financing (contributions and waiting periods) 

The total contribution rate for RAMA members is 15% of the base salary with the contribution shared equally between 
employer and employee. Contributions are deducted directly from employees' payrolls and paid by employers every month. 

No medical examination or excluding precondition is foreseen for candidates, but a three-month waiting period is applicable 
to all services.  

Incentives and application of rules  

Analysis and assessment: population coverage 

Despite its rapid increase, RAMA covers only a limited share of the population. There is still potential for the expansion of 
the scheme to the formal private sector, which is estimated at 5% of the population. However, the requirement for 
candidates for membership to be already members of CSR, and the voluntary nature of candidatures, provide poor 
incentives for private companies to register.  

Dependency rates of RAMA's beneficiaries are low at around 2.1 dependants per affiliate. This ratio contrasts with the 
average household size of the country which, according to the 2005 DHS, is over five persons. This may be explained by 
two factors. Civil servants may be young and tend to have no children but still live in extended family structures. Also, both 
spouses may be civil servants and as a result may both be affiliated to RAMA, thus resulting in a reduction of the overall 
dependency rate. In this context, total expenditure per affiliate is expected to be low too, all other factors being constant.  

The coverage does not extend beyond the period of contribution. This is of particular concern as pensioners of the formal 
sector, who receive their pensions through CSR, are not entitled to health service reimbursements.  

Recommendations 

The current financing level of RAMA and its ability to generate revenues through investment of its savings make it possible 
to cover health services for pensioners of CSR. The number of pensioners of the CSR is limited and should not represent a 
substantial burden for RAMA. Alternatively, a reduced contribution could be collected from CSR to cover its pensioners.17 
(The role and management of social fund savings is further discussed in chapter 6). 

Analysis and assessment: method of financing (contributions and waiting periods)  

The current absence of compulsory membership of RAMA is a major limitation on the expansion of the scheme to the 
private sector. This situation is complicated by two factors – the legal obligation for people to enrol in a health insurance 
introduced by article 33 of the mutuelles law, and the high contribution rates.  

The RAMA contribution is calculated on the base salary, unlike CSR contributions which are calculated on the gross salary. 
In the case of civil servants and public workers, this implies a lower base of calculation because their allowances and 
benefits can multiply their salaries 10−30-fold, particularly when their income is boosted by dual practices and project 
allowances. This situation reduces the fairness of the membership contribution (32). 

Mutuelles represent an attractive alternative to RAMA for private employees and employers with its low flat rate, similar 
benefits and lower co-payments. 

Recommendations  

Membership in RAMA should be made compulsory for private companies to the same extent and with the same conditions 
as apply to CSR. 

The contribution rates for RAMA should be calculated on the gross salary of affiliates, as is already the case for CSR, in 
order to maintain the fairness of the financing system. In order to keep the scheme attractive to people with very high 
salaries, a maximum threshold could be considered for the calculation of contributions but this should be kept relatively high 
or gradually increased over time. 

Contribution rates should be reassessed in order to reduce them if possible. If contributions are to be maintained as high as 
they are at present, the use of "savings" should be reassessed. The RAMA risk pool is small, and fairness and solidarity 
principles would justify the transfer of part of its resources to the NGF of mutuelles or to another national fund.  

                                                                 

17  Similar mechanisms have already been put in place by the two organizations, where RAMA covers the medical 
expenditures of CSR members even for occupational hazards. 
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Expected incentives 

The implementation of compulsory contributions for the formal sector is essential to ensure the fairness of the financing 
system.  

The use of the gross salary as the basis for calculation of contributions will not only increase fairness, but is also expected to 
reduce the distorting effect of project allowances as incentives for staff migration and dual practices. 

The reduction of contribution rates would make RAMA more attractive and acceptable to private companies. It would also 
make it more competitive in comparison to mutuelles. Alternatively, differential contribution rates for the private and public 
sectors could be introduced, but this is not recommended as it would be less effective in capturing income from allowances. 
However, government allowances could be excluded from the contribution calculation in order to keep public careers 
attractive compared to the private sector. 

Institutional requirements 

CSR already has the necessary experience in enforcing and inspecting employers (see section  5.2.1). Joint collection 
mechanisms should be considered in order to minimize management costs and to increase efficiency in registration 
compliance by the private sector. 

These changes may require modification of the labour law or could be included in an overarching law or policy on universal 
coverage, as was already proposed at national level. 

5.1.2.4 Fund pooling 

Rules 

Composition of risk pools - inclusion of the poor 

RAMA includes a relatively wealthy part of the population, as Table 57 illustrates. About 75% of households reporting being 
insured through RAMA are in the richest quintile.  

The access of low-income quintiles to RAMA is complicated by the high contribution rates. Allowances for employees are 
relatively rare in the private sector and their base salary does not differ substantially from their gross salary. In this situation, 
the current contribution rates represent a disincentive for those workers and their employers to join the RAMA scheme. 

Fragmentation of risk pooling (pooling mechanisms)  

There is no fragmentation in the pool of RAMA. Pooling is done at national level. The pool is above equilibrium and has 
being generating savings, despite the access of its members to virtually all services provided in public and private facilities. 

Management of risk pool(s) - management structure and capacity  

The director of RAMA is responsible for the executive management of the scheme and is appointed by ministerial decree. 
Branches of the scheme have been opened in 12 districts, providing deconcentrated structures for its administration. 

The scheme has professional management with dedicated structures for administration, finance management, service 
provision control and supervision of its pharmacies. 

Incentives and application of rules 

Recommendations: inclusion of the poor 

While inclusion of the private sector remains an objective for the RAMA scheme, contribution rates will need to be lowered 
and calculated on gross salaries for all members, as discussed above. 

Analysis and assessment: fragmentation of risk pooling (pooling mechanisms) 

No detailed financial information could be obtained on the amounts collected by the scheme. 

As mentioned above, the mutuelles law foresees the transfer of 1% of the collected funds by RAMA (see section 5.1.1.4). 
This amount would be substantially increased by the calculation of contributions on gross salaries. However, it is to be 
expected that RAMA will in the near future generate substantial resources through returns on its investments. The rules for 
use of these revenues should be clarified and part of them could be used to support the expenditures of mutuelles for the 
poor and very poor. 
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Analysis and assessment: management structure and capacity 

RAMA’s professionalism contrasts with the low capacity of the mutuelles scheme. Its deconcentrated structure enables it to 
provide services closer to its members and to verify the services provided by its contractual partners.  

Recommendations 

Extension of the scheme’s role in the management of national risk pools (excluding savings and investment) should be 
considered. In addition, links with other key schemes and financing instruments for health – such as CSR, mutuelles and 

PBF – should be assessed (see section  5.4). This is also recommended in light of the administrative efficiency of the RAMA 
scheme (see section 5.1.2.5). 

5.1.2.5 Purchasing 

Rules 

Benefit package 

RAMA provides a comprehensive list of curative and preventive services without specification and at all levels of the public 
and private health facility network, including:  

− medical consultation; 
− medical surgery; 
− dental care and surgery; 
− medical radiology and scanning;  
− laboratory tests; 
− physiotherapy; 
− nursery care; 
− hospitalization; 
− drugs based on a list accepted by RAMA; 
− prenatal, perinatal and postnatal care; 
− glasses. 

RAMA's reimbursement excludes: 

− medical services provided abroad; 
− prostheses and orthoses; 
− anti-retroviral treatment; 
− plastic surgery; 
− drugs and other consumables with generic equivalents. 

 
These services can be provided by any health facility or provider that has signed a "partnership convention" with RAMA. The 
scheme has the largest service provision network in the country after the military. This includes all public health centres 
(including privately-owned nonprofit facilities), all district and referral hospitals, public specialized services, private clinics 
and pharmacies, a military hospital and RAMA’s own pharmacies. 

Provider payment mechanisms and co-payments 

Payment of public health facilities is based on fee-for-service according to a tariff for services reviewed annually by the MoH 
in consultation with the main insurance schemes and public health providers. Individual bills are transferred to RAMA for 
reimbursement. RAMA, MMI and CSR pay the full price, unlike the mutuelles and social funds (see above). Co-payments of 
15% are due from RAMA members at all levels of the network. 

No pre-established tariff is foreseen for private providers but prescriptions have to respect the essential drugs list approved 
by RAMA and are submitted to the same monitoring and control procedures as for the public sector. 

Administrative efficiency 

It was not possible to obtain financial information of the situation of RAMA, and therefore on its current administrative and 
financial efficiency. However, according to the 2006 NHA report, the overhead costs of RAMA and MMI combined account 
for 47% of the total resources they collect (see Table 18). 
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Incentives and application of rules  

Analysis and assessment: benefit package 

The benefit package defined above is relatively broad and would put the scheme at risk if there were no regulation of the 
nature of services provided. However, cost-control measures have been introduced to avoid this. RAMA uses medical 
inspectors (médecins conseils) to assess the services provided to its members – particularly expensive treatments. Drugs 
and consumables are reimbursed on the basis of a list established in consultation with the MoH and which makes use of 
generic drugs for cost-containment. Providers’ bills for treatment are individually verified by the scheme. The scheme has 
opened its own pharmacies in its 12 local centres plus two additional ones in Kigali. This has improved the quality of 
services for RAMA's members and also enables RAMA to control provision of drugs and consumables at minimal costs.  

Members of the scheme have access to almost all services provided nationally by public and private providers. In the 
scheme’s current financial situation this does not seem to be a major concern, but in the medium term it could create a risk 
to RAMA’s sustainability. According to interviewed stakeholders, the expenditure faced by the scheme from private providers, 
mainly in polyclinics, is disproportionate compared to the cost in public facilities – even for tertiary-level care. Alternatives to 
remedy this situation are not currently available because public hospitals do not have polyclinics or satellite ambulatory 
facilities to refer their patients to or to serve as gatekeepers. The situation is particularly acute in urban areas where people 
do not need to pass via gatekeepers to access tertiary-level care facilities. 

Recommendations 

The benefit package and essential drugs list should be reviewed and complemented on the basis of cost-effectiveness, 
equity and ethical principles.  

A list should be established of services not available in the country and for which treatment could be sought abroad with 
prior approval of the medical inspectors of the scheme.  

Essential services such as anti-retroviral (ARV) treatment should be included in the benefit package of the scheme and their 
financing should be subsidized by HIV/AIDS programmes. 

Outpatient services should be developed in the vicinity or inside tertiary-level care facilities in urban areas. 

Expected incentives 

The inclusion of essential treatments abroad could provide a substantial incentive for wealthy contributors to join the scheme, 
but careful regulation, control and pre-approval of these treatments would be required. 

The inclusion of ARV treatment would reduce the stigmatization of PLWHA and enable them to have better access to 
employment. The processing of these treatments as regular health-care services would reduce their management costs and 
would ensure long-term institutional sustainability of the management of PLWHA by national structures. 

The provision of an alternative to private polyclinics would enable costs of outpatient treatment in urban areas to be 
controlled and would provide some competition with private providers and may reduce prices. This would also reduce the 
congestion faced by tertiary hospitals and would facilitate referrals. 

Analysis and assessment: administrative efficiency 

The figure provided by the 2006 NHA would indicate a high degree of inefficiency in public schemes. It is difficult to assess if 
this is actually the case in the absence of detailed financial information on the use of the resources collected by RAMA and 
MMI.  

As mentioned above, the management skills and professionalism of the RAMA scheme are apparent. The current high 
overheads may be due to the cost of maintaining this structure and would indicate that there is scope for economies of scale 
through an increase in coverage of the scheme or by taking on additional responsibilities at national level. 

Recommendations 

As is the case for other public institutions such as CSR, the financial reports of RAMA should be publicly disclosed. 

The coverage of the scheme should be extended in order to reduce relative administrative costs and make use of existing 
economies of scale.  

Expected incentives 

The public disclosure of the financial reports of the scheme would provide an incentive for its administration to aim for more 
efficiency and would ensure transparency for its current financing sources (i.e. the members). This would also provide 
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grounds for the implementation of the above proposed recommendations on the integration of HIV/AIDS funds into the 
scheme, as financial transparency is a prerequisite for any external financing.  

5.1.3 Military Medical Insurance 

5.1.3.1 Rationale 

The MMI was created in order to provide health insurance coverage and medical care services to Rwandan military forces 
based on principles of solidarity, equity and fairness. MMI was established separately after an unsuccessful attempt to 
integrate the armed forces into the RAMA scheme.  

5.1.3.2 Institutional framework 

Rules 

Governance and legal framework 

MMI was created in 2006 on that basis of law N°23/2005 of 12 December 2005. It is a parastatal organization that has 
juridical personality, enjoys administrative and financial autonomy, and is under the authority of the Ministry of Defence. 

MMI has a governing structure similar to that of RAMA. The highest governing body of MMI is its board of directors (conseil 
d'administration) whose members are appointed by ministerial decree. 

Incentives and application of rules  

Analysis and assessment: governance and legal framework 

As in most countries, the Rwandan defence forces and their families have a separate insurance scheme and dedicated 
military-owned health facilities that provide services to them. 

The main reasons given for this separation are the higher risk and potential cost of treatments provided to the military. In 
addition, national security and social recognition of services to the nation provide reasons for maintaining a separately 
administrated scheme. This situation may be financially not optimal but the political justification for it is understandable. 

5.1.3.3 Resource collection 

Rules 

Population coverage 

The coverage of MMI is not available for national security reasons but is estimated at approximately 100 000 beneficiaries. 
This represents approximately 1% of the total population in 2007. Affiliation is compulsory for all members of the military and 
insurance benefits are extended to their spouses and legal dependants. 

Method of financing (contributions) 

The total contribution for MMI members is 22.5% of their base salary, with 5% covered by affiliates and the remaining  
17.5% by the employer (i.e. the government). Contributions are deducted directly from employees' payrolls and are paid 
monthly. 

Incentives and application of rules  

Analysis and assessment: population coverage and method of financing 

Contribution rates have been set sufficiently high to generate savings for reinvestment in the national economy. This is 
similar to the RAMA scheme, and again it should be questioned whether a national insurance scheme that is fully financed 
through government resources should take on the role of investor for which its comparative advantage is unclear. 

Recommendations 

Contribution rates should be reassessed in order to keep the financial burden on military contributors to a minimum. 
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5.1.3.4 Fund pooling 

Rules 

Composition and fragmentation of risk pooling (pooling mechanisms)  

No detailed information on the composition of the risk and fund pool of the MMI could be collected. Pooling is at done at 
national level. As in the case of the RAMA scheme, the MMI pool is above equilibrium and has being generating savings, 
despite the access of its members to virtually all services in public and private facilities and extended benefit packages. 

Management of risk pool(s) - management structure and capacity  

The director of MMI is responsible for the executive management of the scheme, and is appointed by ministerial decree.  

The scheme is well structured and has a database of members. It is currently planning to construct its own administrative 
building, to refine its purchasing and control mechanisms to avoid fraud (by both affiliates and providers), and to 
computerize its administration. 

Incentives and application of rules  

Analysis and assessment: fragmentation of risk pooling (pooling mechanisms) 

No detailed financial information could be obtained on the amounts collected by the scheme. 

As is the case for RAMA, the mutuelles law foresees the transfer of 1% of funds collected by MMI to the NGF (see section 
5.1.2.4). This is a relatively small contribution, as mentioned earlier. 

5.1.3.5 Purchasing 

Rules 

Benefit package 

MMI's benefit package is based the services provided by RAMA but is to some extent broader. It includes prostheses        
(as does mutuelles) but excludes plastic surgery for aesthetical purposes and glasses. 

As for RAMA, services can be provided by any health facility or provider which has signed a "partnership convention" with 
MMI. The scheme provides the same service provision network as RAMA thanks to agreements with individual service 
providers and with RAMA's pharmacies. 

Analysis and assessment: benefit package 

The MMI benefit package as defined above is relatively broad, like that of RAMA, and would put the scheme at risk if there 
was no regulation of the nature of services provided. However, cost-control and anti-fraud measures have been, or are 
being, put in place by the scheme to avoid moral hazard by providers and beneficiaries. The MMI scheme currently faces 
the same financial risks as RAMA. 

Provider payment mechanisms and co-payments 

Provider payment mechanisms for MMI are the same as for RAMA (see section 5.1.2.4).  

Administrative efficiency 

It was not possible to obtain financial information on the situation of MMI and therefore on its current administrative and 
financial efficiency. However, according to the 2006 NHA report, the overhead costs of RAMA and MMI combined amount to 
47% of the total resources they collect (see Table 18). 

Analysis and assessment: administrative efficiency 

As with RAMA, it is difficult to assess the administrative efficiency of MMI in the absence of detailed financial information on 
the use of its resources. However, as there is a strong rationale for the separate management of the MMI scheme, some 
degree of inefficiency may have to be accepted.  
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5.1.4 Private health insurance 

5.1.4.1 Rationale 

Private insurers started to provide health insurance services for private companies in 2006, as an alternative to the RAMA 
scheme. Three companies currently provide health insurance services in Rwanda: the Société rwandaise d'assurance 
(SORAS), the Compagnie rwandaise d'assurance et de reassurance (CORAR), and the Africa Air Rescue (AAR).xxxix Certain 
private employers also reimburse the medical expenditures of their employees to a certain extent. 

5.1.4.2 Institutional framework 

Rules 

Governance and legal framework 

Details of the governance and structure of the private health insurers is not assessed in this study.  

A legal framework for private health insurers is still to be elaborated. Currently they operate according to a general law on 
insurance. Private health insurers are under the authority of the National Bank of Rwanda and its department of non-bank 
financial institutions. As such, insurance companies have to be registered with the bank. A new department will take care of 
the regulation and audit of insurers, and a new legal framework is being developed. 

A draft policy on health insurance was presented by RAMA at the request of the Ministry of Finance and Economic Planning 
in June 2008 and is currently being reviewed. 

Two of the three existing private health insurers – SORAS and CORAR – have taken measures to reinsure their affiliates.  

Incentives and application of rules  

Analysis and assessment: governance and legal framework 

The current gap in the legal framework, policy and stewardship is partly explained by the small economic role of the 
insurance market in general, and of the health insurance market in particular in Rwanda. The government set up the 
National Insurance Commission in 2002 to regulate and clarify the role of private health insurers but the commission was not 
operational. The move of responsibilities to the National Bank of Rwanda is motivated by a willingness of the government to 
fill the gap. 

5.1.4.3 Resource collection 

Rules 

Population coverage 

The coverage by private health insurers is small and is estimated at fewer than 10 000 beneficiaries. Clients of these 
insurers are mainly companies and to a lesser extent individuals. 

Method of financing (contributions) 

Insurance premiums range from approximately US$ 100 to US$ 700 per year and affiliate. 

Incentives and application of rules  

Analysis and assessment: population coverage and method of financing 

The relatively high insurance premium makes it unclear why private health insurance is more attractive to certain companies 
and individuals than the RAMA scheme. As with any private scheme operating in an unregulated market, some degree of 
cream-skimming may be observed and this represents a concern in the medium and long term.  

Recommendations 

The role of private health insurers in the overall policy for universal health insurance coverage or vision of the country needs 
to be clarified in order to avoid cream-skimming. 



Health Financing Systems Review - Rwanda 

88 

5.1.4.4 Fund pooling 

Rules 

Composition and fragmentation of risk pooling (pooling mechanisms)  

There is no pooling of resources of private health insurers in place or foreseen. 

Incentives and application of rules  

Analysis and assessment: fragmentation of risk pooling (pooling mechanisms) 

As for RAMA and MMI, the mutuelles law foresees the transfer of 1% of the funds collected to the NGF (see section 5.1.2.4). 
This is a relatively small contribution, as highlighted earlier, but in the case of private health insurers its implementation is a 
major challenge. On the other hand the total resources that could be generated currently are relatively modest. 

5.1.4.5 Purchasing 

Rules 

Benefit package 

Benefit packages are variable and there is no legal obligation to provide a minimum package.  

Provider payment mechanisms and co-payments 

Provider payment mechanisms are based on fee-for-service. Co-payments vary according to the insurer and the benefit 
package purchased.  

Administrative efficiency 

It was not possible to obtain financial information on the situation of private health insurers and therefore on their current 
administrative and financial efficiency. However, according to the 2006 NHA report, the overhead costs of the private health 
insurers combined amount to 66% (see Table 18). 

Incentives and application of rules  

Analysis and assessment: benefit package 

The absence of an obligation for private health insurers to respect a minimum benefit package is a major deficit in the 
present legal framework. This could increase the risks for employees. 

Recommendations 

A minimum benefit package equivalent to that of RAMA could be imposed but this would reduce incentives for the public to 
join the formal social security network and might compromise its development. A better alternative would be to limit the 
benefits provided by private health insurers to services not covered by RAMA and other national schemes. This obligation 
could be lifted, but not excluded, for companies employing less than a minimum number of workers and for self-employed 
workers.  

Expected incentives 

The risks of cream-skimming are expected to be reduced by imposing compulsory contributions on RAMA and limiting the 
services of private health insurers to complementary services. This would also require private health insurers to improve the 
quality of services provided to their clients and in the long term would push up the quality of services. 

Analysis and assessment: administrative efficiency 

The extremely high overhead costs of private health insurers suggest that beneficiaries of these schemes receive only very 
limited services in return for their contributions. However, as the number of beneficiaries is extremely low there is likely to be 
scope for large economies of scale. 

5.2 Social welfare funds (overview) 

5.2.1 Caisse Sociale du Rwanda (CSR) 

The social security fund of Rwanda (Caisse Sociale du Rwanda, or CSR) is the oldest social security institution in the 
country and was established in the early 1960s. CSR is responsible for social (pension and disability) benefits for workers in 
the formal sector. In addition it covers vocational diseases and accidents.  
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Registration with CSR is compulsory and covers the highest number of formal workers in the country, with over of 225 000 
affiliates in the public and private sectors and 7000 companies registered (see Figure 42). CSR is very active in identifying 
and registering companies and workers and has proved in recent years to be able to enforce its rule effectively. 

Contributions are calculated on the gross salary of contributors. They amount to 6% (3% paid by the employer and 3% by 
the employee) for pension benefits and of 2% for occupational hazard (paid by the employer).  

The fund has been healthy throughout its history and has systematically generated savings during this period                            
(see Figure 43). Savings are invested in the local economy and capital has been increasing. 

Like most national organizations, CSR started to decentralize its activities and is in the process of opening 30 new branches 
(one in each district).  

Figure 42. Employees and employers registered at CSR between 2000 and 2007 
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Source: CSR reports (see: https://online.csr.gov.rw/document.html). 

Figure 43. Annual contributions collected and benefits disbursed by CSR between 1970 and 2006 [in 
RWF billions, current] 

Source: CSR reports (see:  https://online.csr.gov.rw/document.html). 

5.2.2 Fonds d'assistance aux rescapés du génocide 

The support fund for genocide survivors (Fonds s'assitance aux rescapés du génocide, or FARG) was created in 1998 to 
provide assistance in areas of education, housing, health, psychological support and income-generation for the survivors of 
the 1994 genocide (33). The government contributes 1% of it general budget to the fund and employees in the formal sector 
contribute 1% of their base salary. FARG had approximately 283 000 beneficiaries in 2004 (34). 
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Since the roll-out of the mutuelles scheme, FARG beneficiaries are supported through subsidization of their access to the 
scheme rather than by reimbursement of their medical bills.xl 

5.2.3 "Gacaca" tribunals 

Gacaca courts are public tribunals that are based on a Rwandan traditional system. They were established in 2001 and 
reorganized in 2004 in order to speed up the process of judging more than 120 000 suspects of genocide (35). They include 
appeal systems and provide structures for judgement from district to cell level. Over 12 000 courts were created and their 
judges were elected by the people. Tribunal members are respected community members who receive no monetary 
incentives for their work. There are now some 250 000 judges and deputies who are in part compensated for their public 
service by free health care. Like the FARG beneficiaries, members of the Gacaca tribunals now have their access to 
mutuelles subsidized. 

5.2.4 Other financing and purchasing mechanisms 

Prisoners of the Rwandan government are entitled to free health care. There were estimated to be 107 000 prisoners in 
Rwanda in 2004. All services are covered except ARV treatment, prostheses and glasses. Services are provided directly at 
penitentiary facilities or in hospitals.  

5.3 Performance-based financing mechanisms 

5.3.1 Rationale 

Like most low-income countries, Rwanda faces a major challenge in motivating its health workforce and in maintaining or 
improving the quality of its health-care services. One approach to remedy this situation is performance-based financing (PBF) 
of health facilities.18  

PBF was introduced in 2001 by international NGOs through pilot projects as an alternative to classic salary top-ups that 
were being implemented at the time. In 2006, the government rolled-out PBF to the entire country's health centres and is in 
the process of extending it to all levels of the health system. This was made possible thanks to the good results of three pilot 
projects in the country which triggered the attention and interest of the MoH.xli However, this would have not been possible 
without the political commitment of the Ministry of Finance and Economic Planning and of key development partners such as 

the World Bank (see section  4.4.2). 

The initial PBF projects were identified by most interviewed stakeholders and by the existing literature as successful in 
improving the productivity of services and ensuring their quality. PBF is considered to have been particularly effective in 
purchasing outputs which have a strong “public good” character and suffer naturally from underprovision because of the 
absence of market demand.  

Analysis and assessment: rationale for performance-based financing 

The last available study on costing of health centre services, which was conducted in 2007 to evaluate the price of indicators 
to be purchased for HIV/AIDS, clearly shows that the efficiency of health centres in Rwanda is below expectations and that 
potential economies of scale exist (24). The findings of the study point to the lack or inadequacy of incentives as the leading 
factor for the inefficiency of health centres. The final report of the study also underlines the potential increase in productivity 
and efficiency that PBF can bring to public health programmes.  

However, the study data also suggest that two other factors may explain the low productivity of health centres: their reliance 

on subsidies and the maldistribution of health workers between facilities (see section  5.1.1 and Table 47). PBF does not 
address the second of these two factors because payment based on volume output favours facilities with large catchment 
populations which already tend to have the highest number of health workers. However, PBF introduces an incentive for 
facilities to maintain an optimum staffing level in order to maximize financial income and incentives for staff. In other words, 
PBF introduces incentives to improve the efficiency of facilities although, with all other things being equal, it would increase 
inequities. 

 

 

 

                                                                 

18 Also referred to as “pay-4-peformance”, “output-based financing” or P4P.  
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Table 47. Productivity of nurses and density of nurses in six health centres (hc) 

   Service per nurse and per year   Nurses per 1000 inhabitants 

Health centre     

 hc3   5852  0.14 

 hc2   3510  0.23 

 hc1   2173  0.24 

 hc5   2194  0.26 

 hc419  4640  0.30 

 hc6   1742  0.44 

 Total   3352  0.27 

Source: Adapted from Ref. 24. 

Various strategies have been proposed for mitigating risks of the undesired incentives of PBF (36). However, the incentives 
introduced by PBF for providers to induce demand remain a major concern as they may drive to deficit and bankruptcy 
parallel funds and schemes that purchase health care on a fee-for-service base. As concluded in the above-mentioned 
costing study, financial incentives provided by PBF need to take into account the payment made by other sources of 
financing, and PBF cannot act a "case-based reimbursement" mechanism. In other words, the tariff applied by PBF needs to 
be representative of social value rather than of monetary cost. This implies that for socially valued and targeted expensive 
treatments, the recovery of costs has to be achieved through various channels to reduce the incentive for providers to 
neglect cheaper but essential services.  

Although PBF is an adequate mechanism for increasing the efficiency of existing staff, it is unclear if it will increase 
incentives for the supply of health workers – which is necessary to overcome the current national shortage in qualified health 
professionals. Although economies of scale surely still exist, interviewed stakeholders and recent reports clearly indicate that 
health personnel in many facilities are already overwhelmed. The recruitment of additional staff was begun in a few facilities 
using PBF transfers but, as a result, paid incentives were reduced on average or in some cases were not paid at all (37). 
This situation underlines the fact that PBF may have only a short-lived effect if the necessary complementary reforms are 
not made in the health system.  

Certain stakeholders pointed to the increase in access provided through mutuelles as the reason for this situation. They 
proposed increasing financial barriers in order to moderate demand. Although this may be understandable in terms of 
efficiency, it may not be ethically or socially recommendable. Mutuelles and PBF were introduced to increase the 
productivity of facilities and to overcome the inefficient and less than optimal provision of medical care. By increasing 
financial barriers, the results of PBF and mutuelles would be wiped out and inequities would increase again. Improvements 
in management of staff and scale-up of services seem more suitable solutions to overcome the situation rather than trying to 
reduce demand.  

Finally, as suggested by interviewed stakeholders, the introduction of the PBF approach in Rwanda was not merely a 
change in the way some health indicators were remunerated. The approach was based on a clarification of the 
responsibilities and roles of the various parties involved in the supervision, monitoring and provision of health services. This 
was achieved through the introduction of contracting-in and the strengthening of monitoring structures for the performance of 
contracts. Substantial resources were mobilized to strengthen almost all components of the health system – including 
information collection and management, supervision, planning and management, monitoring, and so on. In other words, 
PBF's financial incentives are unlikely to have triggered the current achievements on their own, even based on output. The 
vast majority of the literature identifies financial incentives as key in triggering the motivation of health workers, but those 
incentives are neither the most important nor sufficient to achieve substantial improvements in service delivery or a change 
in health workers’ behaviour (38). As pointed out by an interviewed stakeholder, "PBF in Rwanda is rather a human 
resources management tool than a financing instrument per se". PBF has, however, also introduced what is required from 
any effective health system: a regular monitoring and evaluation system for the verification of quantity and quality of the 
reported outputs of health workers. 

                                                                 

19 This health centre is also the one with the highest dependency on mutuelles as its revenue source, with 42% of its 

revenues coming from this source. 
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Recommendations 

The role of PBF should be limited to the purchase of preventive and other services that are underprovided by the health 
market in Rwanda. In addition, PBF’s role in maintaining quality of services should be maintained because of its cross-
cutting positive effect on services. Incentives for underprovided curative services should be shifted to the demand side when 
possible, such as an increase in prices of targeted services.  

Scale-up of facilities where service provision is already overstretched should be considered. 

5.3.2 Institutional framework 

Rules 

Governance and legal framework 

PBF is major element of the health policy 2005−2009 and of its health financing policy (see section  3.2.1). It also fits with 
Rwanda’s national policy on decentralization as it builds on clear contractual arrangements between the purchasers and 

service providers (see section  3.1.3). Both parties are linked through a performance contract that specifies the outputs to be 
purchased, the conditions for payment and the roles of each party in assessing the outputs. 

There is no specific legislative or policy framework for PBF. However, the current methodology of PBF at health-centre level 
was developed in a comprehensive and effective participatory process that included all PBF partners of the MoH. The 
current PBF approach for health centres was finalized in April 2008 and aims to integrate all best practices from the pilots 
(39).   

A dedicated unit (Cellule d'appui à l'approche contractuelle, or CAAC) at the MoH assists technically and steers the roll-out 
of the PBF. CAAC is supported financially and technically by multiple donors.xlii A TWG on PBF was created in order to 
coordinate the activities of the development partners in PBF development, in accordance with the new aid coordination 

structure of the government (see section  3.2.2). In practice, the leading structure for follow-up to the roll-out process and 
implementation of PBF in Rwanda has been CAAC’s “extended team” which is a task force of selected key actors of various 
MoH departments and nine partner agencies. The extended team meets once a month to review progress in implementing 
the roll-out and discusses corrective measures when necessary. Smaller task forces are also active on an ad hoc basis. 

Harmonization of the PBF approach is a major challenge as all financing agents were implementing PBF with slightly 
different methodologies. The policy of the MoH is, however, to harmonize PBF at all levels of the health system, from 
community activities through CHWs up to referral hospitals. Currently PBF includes two components – one on primary 
health care and another on HIV/AIDS indicators (see below on the benefit package). The methodology and administrative 
tools were harmonized for the health-centre level in early 2008 as a result of intensive work by the extended team.  

Analysis and assessment: governance and legal framework 

The effective coordination in the roll-out of the PBF is a remarkable achievement. Despite, or maybe thanks to, the flexibility 
provided by the lack of national policy and legislation, the process has been progressing. This is without doubt in good part 
due to the important resources mobilized by development partners to support the process, but the leading factor seems to 
have been the willingness of the MoH to initiate PBF countrywide as quickly as possible. 

The review and development of the national PBF model was marked by tensions between stakeholders with differing views, 
but a transparent consensus-seeking approach made it possible to overcome the differences and to mobilize the 
tremendous know-how that existed in the country from the pilot projects. The process could be considered exemplary. 

Recommendations 

The current participatory coordination process initiated by the extended team should be maintained and documented as a 
case for reference.  
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5.3.3 Resource collection 

Population coverage 

The roll-out of PBF to health centres is being implemented according to a plan elaborated with the support of the World 

Bank which is indirectly a major funding source of the initiative through general budget support (see section  4.4.2). The plan 
includes a certain degree of experimentation. The districts have been separated into three "phases" (see Figure 44): 

− Phase 0, pilot districts where PBF was implemented prior to 2006 (12 districts); 

− Phase 1, districts to which PBF was extended in January 2006 (11 districts); 

− Phase 2, control districts in which health centres receive fixed bonuses (7 districts). 

Baseline data was collected for the three phase groups and a follow-up study under the leadership of the school of public 
health was conducted in the first semester of 2008.  

Figure 44. Geographical distribution of districts according to phase of implementation of the PBF roll-
out plan and experiment (40) 

Source: Ref. 39. 

Analysis and assessment: population coverage (experimentation on PBF) 

The current experiment aims to verify the positive effect of the PBF approach on the productivity of the health centres in 
phase 0 and phase 1 districts in comparison to phase 2 control districts. Monthly fixed bonuses in phase 2 districts are 
calculated according to the average of the transfers made to the phase 0 and phase 1 health centres and are paid directly to 
the phase 2 health centres’ bank accounts. The experiment has some limitations, however, and its results should be 
interpreted with caution. For instance: 

• Until recently the approaches in the pilot districts of phase 0 and phase 1 districts were not harmonized. This may 
have introduced confounding factors in the observed measures and should be taken into account.  

• The experiment’s duration was limited to a two-year period when comparing phase 1 districts and control districts. 
However, certain of the pilots were initiated in early 2001, making comparison of the results more complicated. 
Further, verification of outputs was initiated in phase 1 districts only in June 2006.20 

• The relatively short time frame limits the observation of medium-term and long-term effects. This is particularly the 
case for factors such as dissatisfaction of staff due to inequities or burden of workload. 

                                                                 

20 Effective control was implemented after May/June 2006 and figures for many indicators were overreported until then. 
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• Transfers to control areas are unlikely to trigger competition or commitment to improve services since they are 
homogeneous across health centres in the area and the amount is unpredictable (function of the "performance of 
the health centres in the treatment areas").  

• Other key components of PBF that influence quality of services have not been put in place in phase 2 health 
centres. This is particularly the case of supervision and monitoring procedures 

• No matching was foreseen to reduce the effect of potential confounding factors. Substantial data for modelling 
these differnces  will be necessary to reduce bias in observations. 

• The major limitation is that it may not be possible in the experiment to separate the effects of financial and non-
financial incentives. The evidence already available suggests that non-financial incentives in PBF pilots had a 
major role in influencing the productivity of health workers.  

Recommendations 

The interpretation and discussions of the evaluation of the PBF experiment should take into account the influence of both 
financial and non-financial incentives introduced by the mechanism. 

Method of financing (who pays and how much) 

There have been four main direct sources of financing in Rwanda since the roll-out of PBF: the government, the Belgian 
Cooperation, international US-financed NGOs, and the World Bank through its MAP project. 21  The total resources 
transferred by PBF increased from US$ 5.7 million in 2006 to U$ 11.8 million in 2007, and amounted to US$ 1.27 per capita 

(see Table 48 and Table 49). The government is the biggest contributor (see also section  4.4.2.2 on General budget 
support). From 2007 on, the second largest contributor will be the US government through its implementing NGOs.  

Table 48. Performance-based financing disbursement by source in 2006  

  Target facilities  
[ in US$ million] 

 Total  
[ in US$] 

 

Type 
of 

PBF 

Number of 
supported 
districts  Community 

workers 
Health 
centres 

District 
hospitals 

 [million] [per capita] 

Source          

Government of 
Rwanda 

PHC  23         1.61  2.51  0.53   4.65  0.53 

Belgian cooperation PHC  13          -          -  0.37a   0.37  0.04 

World Bank HIV 4          -  0.38  -  0.38  0.04 

US-financed NGOs HIV 19          -  0.07  0.25   0.32  0.04 

Total           1.61  2.96  1.15   5.71  0.65 

Share of total [in %]    28% 52% 20%  100%  

Source: Ref. 39. 

aIncludes supervision of health centres. 

 

Table 49. Performance-based financing budget by source for 2007  

  Target facilities  
[ in US$ million] 

 Total  
[ in US$] 

 

Type 
of 

PBF 

Number of 
supported 
districts  Community 

workers 
Health 
centres 

District 
hospitals 

 [million] [per capita] 

Source          

Government of 
Rwanda 

PHC  23  1.65  3.85  2.94   8.44  0.91 

Belgian cooperation PHC  13          -  -  1.16a   1.16  0.12 

World Bank HIV 4          -  0.26  -   0.26  0.03 

US-financed NGOs HIV 19          -  1.02  0.88   1.90  0.21 

Total           1.65  5.14  4.97   11.76  1.27 

Share of total [in %]    14% 44% 42%  100%  

Source: Adapted from Ref. 39.
  

aIncludes supervision of health centres. 

                                                                 

21 The MAP project and financing were to be stopped in late 2008. 
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Analysis and assessment: method of financing (who pays and how much)  

The increase in PBF from 2006 to 2007 has mainly targeted district hospitals and is in great part due to the expansion of the 
purchase of HIV/AIDS indicators with PEPFAR resources (see Figure 45). The impact of these additional resources on the 
performance of the health system is still to be evaluated (see above on experimentation). The resources allocated to health 
centres have increased by 75%, which is substantial. However, they now represent only 44% (US$ 5.14 million) of the total 
transfers, and primary health care indicators are 33% (US$ 3.85 million) of the total. 

 

Figure 45. Comparison of PBF resources disbursed in 2006 and budgeted for 2007 by source of 
financing and target level of health service [in US$ millions, current] 

 

5.3.4 Fund pooling 

Fragmentation of risk pooling (pooling mechanisms - multiple purchasing agents)  

Fragmentation of the PBF mechanism has been reduced as the government took over the financing of several pilot districts 
and now covers the majority of the districts with its own resources. This has been made possible by the creation of 
substantial fiscal space through the reduction of debt service. The government will cover 72% (US$ 8.4 million) of all PBF 
transfers in 2007 and 88% of the primary health care indicators purchased. 

The situation is different for the purchase of HIV/AIDS indicators, which accounted for 18% (US$ 2.3 million) in 2007 (see 
Table 49). Funds are still managed by various financing agents. 

Analysis and assessment: fragmentation of risk pooling (pooling mechanisms) 

The low fragmentation for PBF purchase of primary health indicators contrasts with the high fragmentation for HIV/AIDS 
indicators. It may be difficult to remedy this situation as USAID management principles do not foresee participation in 
financial pooling mechanisms. This fragmentation also made the coordination and harmonization more challenging and 
resulted not only in the definition of two sets of indicators but also in two parallel purchasing systems. However, it should be 
noted that all fund-holders of PEPFAR resources have technically contributed to the development of PBF nationally, 
regardless of the indicators that they purchased, and that major national instruments have been developed with their support 
(e.g. the PBF database). 

Recommendations 

Negotiations on the piloting of pooling mechanisms for PEPFAR resources should be initiated with USAID in order to 
rationalize the existing mechanisms 
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5.3.5 Purchasing 

Benefit package (purchased indicators) 

PBF was often presented by interviewed stakeholders as a case-reimbursement mechanism or an "indicator purchasing" 
approach. Indicators are, in that context, services (outputs) for which the quality was verified prior to their remuneration (39). 
Indicators are currently being purchased at various levels of the health system network from community to referral hospital. 
However, harmonization of the indicators purchased and of the incentives to be paid to facilities has only recently been 
achieved at health-centre level.  PBF currently includes two separate components based on different sets of indicators – one 
on primary health care and another on HIV/AIDS indicators. Indicators were reviewed in early 2008. Tables 50 and 51 
summarize the indicators to be purchased in the framework of the new PBF health centre methodology. 

Table 50. Indicators of primary health care purchased since 2008 in health centres 

Type/No Indicator Price/incentive 
[ in RWF] 

Curative (preventive)  

1  New consultations 100  

2  Emergency referrals 1000  

Prevention - Maternal health – maternal and antenatal care  

3  First (new) visit for pregnant women 50  

4  Women with 4 completed visits 200  

5  Pregnant women who received 2 to 5 tetanus toxoid injections 250  

6  Pregnant women who received 2nd dose of pyrimehaminde/sulfadoxine 250  

7  Risk pregnancies referred prior to the 9th month 1000  

Prevention - Maternal health - perinatal care  

8  Institutional deliveries 2500  

9  Emergency referrals for obstetric care 2500  

Prevention - Child health  

10  Growth monitoring for children under 5 years of age (at health centre) 100  

11  Completely vaccinated child 500  

12  Malnourished children discharged or referred to a higher level care 2000  

Family planning  

13  New users at the end of the month 1000  

14  Family planning at the end of the month 100  

Source: Ref. 39. 

 

Table 51. Indicators of fight against HIV/AIDS purchased since 2008 in health centres 

Type/No Indicator Price/incentive 
[ in RWF] 

Prevention   

1  Voluntary counselling and testing number of clients     500  

2  Number of couples and partners tested for HIV   2500  

3  Number of mother-and-child pairs treated according to the national PMTCT protocol   2500  

4  Children born from HIV-positive mothers seen monthly at the health facility for their CTX treatment   5000  

5  Children born from HIV-positive mothers tested for HIV   5000  

Palliative care and prevention  

6  HIV-positive clients treated with CTX     250  

7  HIV-positive clients tested for tuberculosis   1500  

ARV treatment  

8  ARV patients (adults)   2500  

9  ARV patients (children)   3750  

10  HIV-positive women using family planning   1500  

Source: Ref. 39. 



Institutional and organizational analysis  

 

97 

Analysis and assessment: benefit package (purchased indicators - primary health care set) 

The price and nature of indicators in the primary health care set has been carefully balanced. No indicators could be induced 
directly by providers (such as laboratory tests). All indicators could be considered to cover preventive and family planning 
activities; they relate to a willingness to increase utilization of services underprovisioned by the health market. The pricing 
has been adapted to avoid distortions and perverse incentives for providers, and the verification process reduces incentives 
for gaming. For example, emergency obstetric referrals are remunerated at the same price as institutional deliveries in order 
to avoid the incentive to keep women at the health centre, but the verification of quality ensures that referrals are not 
conducted arbitrarily or in order to maximize benefit for facilities. Only one indicator seems questionable – the number of 
new consultations – because the inducement of new consultations by providers may also trigger unnecessary provision of 
curative services. The effect of the purchase of this indicator on the utilization of health centre seems, however, to have 
been moderate. 

An implicit assumption of the PBF approach is that it will change the health-seeking behaviour of the population in the 
medium and long term and that, as a result, demand for fundamental services such as institutional deliveries (skilled birth 
attendance) will no longer need to be induced by the supply side. 

Analysis and assessment: benefit package (purchased indicators - HIV/AIDS set) 

Unlike the primary health care indicators, the PBF HIV/AIDS set of indicators purchases a majority of curative services. 
However, as demand for those services cannot be induced by providers, this may not be problematic. The pricing applied to 
this set of indicators is, however, very high. In the case of HIV/AIDS, the aim is clearly to purchase outputs rather than to 
provide incentives for providers to increase overall consumption of health care and improve quality. 

The significant price differences between the two sets of indicators are likely to create important expectations from the 
supply side and to bring perverse incentives to the system. As suggested by another author, this may "pollute" other 
initiatives. For example, an ideal case of a pregnant married seropositive woman and her husband who receive all foreseen 
services and initiate family planning after birth will generate a total of RWF 30,150 PBF revenues for the health centre over a 
10-month period. In comparison, for treating a non-infected mother the health centre would be rewarded with just RWF 4650 
(if not tested) (see Table 52). In geographical areas with low HIV/AIDS prevalence this may not be of concern because 
providers would still need to provide non-HIV/AIDS services in order to generate sufficient revenues for maintaining facilities’ 
recurrent costs. However, in high-prevalence areas this introduces the incentive for providers to increase their marginal 
benefit by focusing on HIV/AIDS. In other words, providers can generate the same or more revenues by treating fewer 
patients. Alternatively, health facilities can increase the number of staff to increase total productivity but maintain the same 
workload per health worker. 

Incentives for health providers to neglect primary health care indicators in favour of HIV/AIDS indicators could be reduced by 
mechanisms such as imposing caps on the incentives paid to health workers and using business plans for the investment of 
revenues from PBF. Business plans were already foreseen in the pilot PBF projects and have been reintroduced in the 
current national model for health centres. 

Analysis and assessment: benefit package (purchased indicators - quality verification) 

As already highlighted, the verification of indicators ensures the quality of the services purchased and introduces 
disincentives for gaming. As such, quality is an integral part of the benefit package purchased through PBF. 

Recommendations 

Primary health care indicators should be reviewed regularly and adapted according to public health priorities. The principles 
that have guided the elaboration of tariffs of primary health care indicators should be maintained in future and extended to 
the HIV/AIDS indicators. It is urgent to correct the important disparities between the two sets of indicators to avoid perverse 
incentives for health-care providers. 

Provider payment mechanism (vertical and horizontal equity issues) 

PBF represents a substantial part of the income of health-care providers. According to interviewed stakeholders, the scheme 
results in an increase of approximately 80% above their base salary – i.e. 45% of their monthly income. This figure seems 
relatively high but may represent only an average. Table 53 provides the actual income and incentives paid to health 
workers of three pilot districts between March and May 2007. It appears that PBF incentives could in some cases triple the 
incomes of civil servants, and in the case of contractual staff this increase can represent up to 3.5 times their monthly 
income. Partly to respond to these distortions, a ministerial guideline was published in April 2007 to regulate and clarify 
payment practices of bonuses to health workers. Bonuses have thus been capped by staff category. For example, hospital 
directors' bonuses have been capped at 80% of their base salary, a doctors' bonuses at 79%, and for A3 nurses the cap 
was set at 65%.  
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Table 52. Revenue of health centre for a married woman’s pregnancy and the treatment of a 
seropositive case 

 Indicator Price  
[ in RWF] 

Quantity Row total 

PBF type    

Primary health care    

 New consultations 100        2  200  

 First (new) visit for pregnant women 50        1  50  

 Women with 4 completed visits 200        1  200  

 Pregnant women who received 2 to 5 tetanus toxoid injections 250        1  250  

 Pregnant women who received 2nd dose of pyrimehaminde/sulfadoxine 250        1  250  

 Institutional deliveries 2500        1  2500  

 Growth monitoring for children under 5 years of age (at health centre) 100        1  100  

 New users at the end of the month 1000        1  1000  

 Family planning at the end of the month 100        1  100  

Subtotal   4650  

HIV/AIDS 

   

 Voluntary counselling and testing number of clients 500        2  1000  

 Number of couples and partners tested for HIV 2500        1  2500  

 Number of mother and child-pairs treated according to the national PMTCT protocol 2500        1  2500  

 Children born form HIV+ mothers tested for HIV 5000        1  5000  

 HIV+ positive clients treated with CTX 250       20  5000  

 HIV+ positive clients tested for TB 1500        2  3000  

 ARV patients (adults) 2500        2  5000  

 HIV+ women using family planning 1500        1  1500  

Sub-total    25 500  

Total   30 150  

Source: Authors assessment based on data extracted from Ref. 39. 

 

Table 53. Average income for health centre workers and incentives paid through PBF by type of 
workers’ contractual situation before the introduction of bonus caps

a
 

  Salary  
[ in RWF] 

 Incentive from PBF  
[ in RWF] 

  From To  From To 

Worker category       

Civil servant           

 Nurse (A3)    58 000     

 Nurse (A2)    94 000   47 966  197 422  

 Nurse (A1)    148 000    

 Head of health centre      46 171  263 442  

Contractual staff (paid by NGO)   45 000  74 000     

Contractual staff (paid by health centre)        

 Nurse (A3)    <30 000  59 000     

 Nurse (A2)    <30 000  59 000   47 966  197 422  

 Nurse (A1)   30 000  120 000     

Source: Ref. 43. aData collected between March and May 2007. 



Institutional and organizational analysis  

 

99 

 

Figure 46. Average bonus payments to health professionals in four districts and 14 randomly selected 
health centres as a share of salary between 2005 and 2007 [in % of salary] 
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Source: Adapted from Ref. 41. 
 

Another study on four different districts suggests lower bonuses (41). Bonuses for all staff categories reached an average of 
84% of salariesxliii for all staff categories. Thus PBF bonuses represented on average over 45% of health workers’ income. 
This percentage was significantly reduced in 2007 (see Figure 46) and 2008 (data not shown). This drop was the result of an 
overall increase in salaries and an increase in the share of PBF transfers allocated to running costs of facilities, including the 
recruitment of additional contractual staff. Over the same period, however, transfers from PBF to these facilities still 
increased by 174% (see Figure 48). 

Harmonizing salaries between and within regions and facilities has been an objective for human resources for health in 
Rwanda. Disparities were accentuated as salaries of civil servants were re-evaluated in 2006, leaving incomes of 
contractual staff behind. This harmonization effort seems to have achieved its goal in early 2008, when staff in the same 

category were paid the same amount regardless of the source of financing of their salary and bonuses (see section  4.3.3 on 
sources of salaries for health workers). It seems that the harmonization was also realized by fine-tuning the PBF payments 
so that there would not be disparities in the total income within a given category of staff (see Figure 49).

xliv
  

While a harmonization within each category has taken place, the disparities between categories have widened. For example, 
for the A4 category nurses the salaries increased moderately in 2008 but at the same time their bonuses decreased by more 
than 50%.  
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Figure 47. Average bonus payments to health professionals in four districts and 14 randomly selected 
health centres between 2005 and 2007 [in RWF thousands, current] 
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Source: Adapted from Ref. 41. 

 
 

Figure 48. Average PBF transfers to health centres in four districts and 14 randomly selected health 
centres between 2005 and 2007 [in thousands of RWF and % of transfer in 2005] 
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Figure 49. Progression of average income of health workers at health centres in four districts and    
14 randomly selected health centres between 2005 and 2007                                                              

[in thousands of RWF and % of transfer in 2005] 

Source: Extracted from Ref. 41. 

 

Analysis and assessment: provider payment mechanism (vertical and horizontal equity 
issues) 

PBF is an important factor of income and also of difference between health centres. The figures shown are substantially 
higher than former published estimates of incentives (36). The studies from which the above data were taken highlight the 
dissatisfaction of health workers with the inequities in their incomes. These inequities can mainly be explained by differences 
in salaries and attached policies. However, PBF bonuses have also to some extent exacerbated both these inequalities and 
the dissatisfaction. Higher category staff are less dependent on the bonuses for income in the current situation, while to 
lower category staff the PBF bonuses still represent a non-negligible part of their income. In the long term this dissatisfaction 
may result in a strong incentive to game the system or for staff to migrate, which would lead to an increase in inequities and 
relative needs.  

In such conditions, it is not surprising that PBF provides a strong incentive for health workers to increase their output. As 
PBF replaced an existing bonus system, it was to be expected that health workers would increase their output to maintain 
their former level of income. It is, however, unclear whether the effect of PBF will be so significant when introduced in 
facilities that did not receive fixed bonuses in the past. Evidence of other countries shows that, in the medium term, 
providers adapt to the incentives and try to maximize their revenue by reducing their output through gaming. This evidence 
suggests that what may really matter is to change the rules of the game regularly to force them to maintain the quantity and 
quality of services (42).  

Recommendations 

The present tariff should be reviewed. It is proposed to keep the maximum incentives per worker at a reasonable percentage 
of his/her salary and to include a hardship factor in the payment. In addition, a utilization percentage or points should be 
considered as an alternative to individual prices. 

Expected incentives 

The proposed system is clearly more complex to put in place but it will reduce horizontal and vertical inequities and the 
dissatisfaction of health workers in poorer and less populated areas. However, it should reduce only the total amount 
transferred to health centres and not the relative importance of the purchased indicators.  
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Provider payment mechanisms - management structure and capacity  

The PBF payments to facilities are a function of both volume and quality of services purchased. As such, a comprehensive 
verification and control process has been put in place that builds on quality assurance principles.  

Volumes are reviewed monthly and quality is assessed quarterly by peer review using a comprehensive supervision 
checklist and with the support of development partners.xlv Payments are made on the basis of the presentation of reports 
and the entering of data in the national repository database of PBF. Figure 50 provides an illustration of the health centre 
PBF financing mechanism. 

Monthly invoices on the quantity of services provided are transferred to the PBF district administrators who are responsible 
for entering the data in the national database through an Internet interface. Quarterly consolidated invoices are then 
approved by district PBF steering committees, signed by the district mayor and transmitted to the financing agent (acheteur). 
Prior to payment, the financing agent compares the invoiced validated quantities with the data available in the PBF database. 
Transfers are made directly to the bank accounts of facilities. 

Many district PBF administrators and health facilities receive technical assistance from NGOs and other financing agents 
purchasing PBF indicators – e.g. in the preparation of their business plans or equipment to improve quality of services.  

Third-party reviews have been initiated using grassroots organizations of PLWHA to verify the truthfulness of the reported 
volume indicators and patient satisfaction with the HIV/AIDS indicators. This mechanism complements the existing peer 
reviews and internal supervision mechanisms for quantity and quality.  

Analysis and assessment: management structure and capacity 

The management structure of PBF is well designed. The assistance of development partners was provided independently of 
the type of indicators purchased. According to interviewed stakeholders, this seems to have been essential to the 
improvement of quality of services. However, the management capacity of facilities remains week and providers continue to 
require external input, as mentioned by several stakeholders who provide technical assistance. 

In the current model there is no "unique purchaser" of indicators and the mechanism enables the billing of different financing 
agents. This was unavoidable as funds for HIV indicators come from numerous financing agents. Initial pilots used a third-
party fund-holder at local level for the management of the PBF funds. This approach was not retained for the roll-out of PBF. 
However, a local fund-holder would make sense in accordance with the decentralization process engaged in by the 
government. 

The national PBF database is a major tool for monitoring the results of the roll-out of the mechanism. Documents and 
publications are disclosed regularly through its website. Reporting and monitoring tools are being developed to exploit its 
data and are supposed to be distributed to national stakeholders and development partners. However, no public disclosure 
of the qualitative and quantitative data produced by facilities is foreseen. This is also the case for financial data on the 
transfers to facilities. 

A major improvement of the scheme is the introduction of a third-party review which includes representatives of civil society. 
The role of local communities in validating the outputs of facilities could be reinforced by this process. 

Recommendations 

External support to building management capacity in facilities should be maintained but gradually decreased and replaced 
by regular supervision and support by existing peer groups or district health administrations. 

The role of third-party reviews in verifying results should be institutionalized and reinforced (e.g. by making the payment of a 
proportion of the incentives conditional on community satisfaction). Linking this review system with mutuelles committees 
should be considered. 

Information on the quantity and quality of services should be made available, as should financial information on the transfers 
to facilities. This could be initiated in a first step through the web page of the PBF database.  

The utilization of a local fund-holder for pooled resources should be considered at district level in order to avoid conflicts of 
interest.  

Provider payment mechanisms (impact of PBF on productivity) 

PBF has already changed productivity in health centres, according to interviewed stakeholders and published literature and 
reports. However, as confirmed by qualitative studies, the factors that enabled facilities to score better in the PBF 
mechanism were firstly the reduction of user fees by certain facilities and subsequently the start-up of the mutuelles 
schemes. The increase in the volume of consultations does not seem to have been induced by providers for the 
improvement of curative services (43).  
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Figure 50. Health centre PBF model 

Source: PBF database http://www.pbfrwanda.rw. 

Analysis and assessment: provider payment mechanisms (impact of PBF on productivity) 

As mentioned above, qualitative data collected in pilot districts suggest that the increase in consultations was triggered by 
the mutuelles and the reduction of user fees rather than by the health promotion activities of providers. The qualitative data 
collected by the PBF database also suggest that the overall increase in new consultations was moderate at around 12% 
(see Table 54). The increase is even more modest if population increase is taken into account (see Figure 51).  

However, the data in Table 54 are to be taken with caution as they reflect national figures independent of the phase of the 
districts in the PBF roll-out plan and cannot be compared to base-line data. Nevertheless, this should not minimize the 
tremendous improvements that PBF has brought to the provision of preventive care and quality of services.  

Provider payment mechanisms (gaming and control) 

It was to be expected that providers would overreport their output in the absence of adequate disincentives such as 
application of clear sanctions and monitoring. Overreporting was indeed observed in the first months of the national roll-out 
of the PBF mechanism, but this was quickly corrected once the monitoring and supervision structure wasput in place. The 
CAAC and its partners are particularly attentive to these issues, as can be seen from the work of the extended team 
meetings. A systematic reverification process is applied to suspicious reports of quantity and quality outputs.   

Analysis and assessment: provider payment mechanisms (gaming and control) 

Health providers need to be granted sufficient flexibility in the use of the resources they collect and in organizing in the most 
efficient way the delivery of their services to increase their outputs. However, oversight of the internal management of 
facilities is required to reduce the risk of gaming and leakage of funds.  

Reports on the discrepancies between the incentives distributed to health workers and the reporting of heads of health 
centres illustrate the need for some degree of transparency. In other words, the rules of the game need to be set in order to 
avoid moral hazard, but they must also grant entrepreneurial autonomy to providers. 

Current rules on use of the revenues of facilities are complex because of old mechanisms such as drug revolving funds and 
the use of savings accounts. Financial management rules for revenues of facilities should be simplified and efficient financial 
information management systems should be introduced in parallel.  
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Table 54. Utilization of health centres in Rwanda 

  Utilization  
[average new consultations] 

  Un-deflated a  Deflated b 

  Year  Year 

  2006 2007  2006 2007 

Month       

January      985      820     985   795  
February      946     1136     944   1098  

March     1163     1410    1157   1359  

April      994     1270     986   1221  

May     1463     1661    1448   1593  

June     1558     1710    1538   1635  

July     1327     1368    1306   1305  

August     1166     1377    1145   1310  

September     1158     1275    1134   1210  

October     1406     1322    1373   1251  

November     1015     1283     989   1211  

December     1057     1335    1027   1257  

Total     14 238     15 967    14 031  15 244 

Variation   12%   9% 
a Extracted from Ref. 39. b Deflated by assuming an annual population growth of 3.2% and a constant monthly growth of 0.26%. 

 

Figure 51. Utilization rate deflated for population growtha                                                                 
[average number of new curative consultations at health centres] 

Source: Ref. 39. 

aConsultations deflated for population growth at 3.2% per year. 
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Figure 52. Variation of utilization deflated for population growtha                                                                   
[in % of new curative consultations at health centres] 

Source: Ref. 39. 

aConsultations deflated for population growth at 3.2% per year. 

Recommendations 

Reports on productivity, quality, financial income and redistribution of individual facilities should be disclosed at community 
level, including information on national averages. 

The book-keeping and internal financial management rules of facilities should be reviewed. A computerized financial 
information system linked to the existing health information system (the GESIS) should be developed and implemented.  

Expected incentives  

The increase in transparency will introduce incentives for heads of facilities to control financial leakages and to improve 
quality and productivity. It will also provide health workers with the necessary information to apply peer pressure to 
management and colleagues in order to reduce leakages and increase quality and productivity of facilities. Finally, it will 
provide communities with information to confront facilities in case of misuse of resources or underperformance. 

Administrative efficiency 

There is only partial information available on the overhead costs of the entire PBF system. According to the 2007 PBF 
budget, the total overhead costs amount to over 20% (39). The mechanism benefits from a substantial number of technical 
advisers located in Rwanda who give support to the CAAC. The mechanism has focal points in districts to monitor health 
facilities and support the peer supervision process. 

Analysis and assessment: administrative efficiency 

The amount of overhead costs seems reasonable but it is unclear what is included in an “overhead cost”. It is to be expected 
that the supervision and monitoring of the mechanism which supports national quality assurance has a significant cost but 
this is unavoidable. 

The technical support provided to the CAAC, and to its district focal points, contrasts with the minimal level of technical 
support received by the second-largest financing initiative of the sector – the mutuelles. The management of the PBF at 
central level has benefited from the intensive support of international NGOs and the Belgian Cooperation which has resulted 
in the development of professional tools to monitor the performance of the mechanism.  

The introduction of business plans as a component of the PBF approach has improved the management of facilities. 
Resources were used by certain providers not simply to pay incentives to increase motivation and quality of services but 
also to expand services to people by opening annexes in remote areas. Overhead costs at facility level are also reported to 
have decreased (44). 

According to certain interviewed stakeholders, the reliance on centrally collected data remains disproportionate to the 
effective audit and verification of reported figures by health providers. 
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5.4 Overall institutional and organizational assessment of health insurance schemes 

In section  4.4.1.2 the overall structure of the Rwandan health financing system was discussed and in the first part of this 
section the main financing mechanisms of the system were individually reviewed. In the following sections, the institutional 
and organizational arrangements linking and influencing the individual mechanisms are assessed. Public block grants and 
other direct budget transfers are, however, excluded from the assessment. This assessment is guided by the OASIS 
normative performance indicators for the health financing systems functions of collection, pooling and purchasing of services 
and the evidence presented in previous sections of the report. The overarching issues of policy and stewardship have been 

discussed and assessed in section  3.2 and are not developed further here. 

5.4.1 Piloting approaches and experimenting in Rwanda 

Piloting of financing approaches in Rwanda has been profuse. Those pilots have been well documented and major literature 
has been released on their implementation. This has contributed to the growth of international evidence and has 
strengthened Rwanda's image as a source of best practices on health financing. However, the extensive experimentation 
has resulted in a fragmented system with high management costs and has complicated the stewardship role of central and 
local governments. 

National human and organizational capacities are limited (see section 3.1.3.3 on The challenges of the decentralization 
process) and any further experimentation may divert resources from existing mechanisms that have already proved effective 
but that still need to be strengthened and scaled up. 

Recommendations 

The number of experiments and the introduction of innovative mechanisms should be cautiously assessed and kept to a 
strict minimum. 

Economies of scale and scope should be sought through the rationalizing of existing instruments and the use of their 
respective comparative advantages. The current financing instruments and mechanisms identified in the HSSP are to be 
reinforced and institutionalized.  

5.4.2 Revenue collection and mobilization 

5.4.2.1 Overall resource allocation for health 

Normative performance indicator: 

There is no predetermined ideal level of health care expenditure, other than a minimum 

Rwanda has subscribed to the Abuja Declaration and pledged to set a target allocation of 15% of its annual budget to health. 

No other minimum target has been set nationally. Section  4.4.2.1 reviews the current situation in this regard. Overall public 
health expenditure (domestically and externally financed) has been increasing in absolute terms in recent years. However, 
the share of national budget allocated to health financed domestically has been decreasing (see section 4.2.2.1).  

The current high total health expenditure is in great part due to the increase in tied resources targeting specific diseases 

such as HIV/AIDS (see sections 4.4.1.1 and  4.4.2.2). The current level of financing is still insufficient to ensure the delivery 

of a minimum package of essential services for all (see section  4.4.1.1). 

Recommendations 

The pledge to the Abuja Declaration target should be renewed. Domestic resources will need to be increased in addition to 
untied external resources to achieve this target. The current joint initiative for budget support for health should be further 
strengthened and promoted as the preferred form of assistance for the sector.  
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5.4.2.2 Coverage 

Normative performance indicator: 

Population coverage as high as possible 

The collected evidence suggests that current health insurance coverage in Rwanda is very high and may possibly have 

reached its limit (see section  4.4.3.4). However, universal health insurance coverage is still to be achieved. Various 
schemes and mechanisms have been introduced with success (see Table 56). This is a remarkable achievement. Public 
subsidies and cross-subsidization will, however, be required to maintain the current level of coverage.  

The majority of the population is covered by the mutuelles scheme which is adapted for the informal sector (see section 

 5.1.1.3). The subsidization of this scheme has made it possible to include poor and vulnerable groups. This may put the 
financial sustainability of the scheme at risk as its risk pool is significantly higher than that of RAMA or other schemes. This 

risk is even higher due to the low flat membership fee currently applied (see section  5.1.1.4). Mutuelles should not be seen 
as health equity funds or a health insurance scheme for the poor. The financial sustainability of mutuelles should as far as 
possible be sought to the same extent as that of other insurance schemes.  

Part of the success in extending coverage of mutuelles can be attributed to the entrepreneurial will of health centres (see 

sections  5.1.1.3). Incentives to respond to population demands may, however, be reduced with the introduction of 
mandatory membership. 

Recommendations 

The target population groups for each health insurance scheme should be clarified. Policies of expansion and risk-
equalization mechanisms between schemes could then be crystallized. 

The coverage of the formal sector should be extended through the RAMA scheme in close collaboration with the CSR which 
has the necessary experience in controlling private companies.  

The coverage of health benefits for pensioners should be introduced as part of the CSR pension benefits.22 

In the long term, RAMA or a new scheme based on its structure should become the main national health insurance provider. 
Therefore, a long-term strategy for the integration of the informal-sector workers should be considered. 

New incentives for health providers to extend services to remote populations need to be introduced to compensate for the 
introduction of compulsory membership. Those could be linked to or provided through PBF transfer conditions. 

5.4.2.3 Method of financing 

Normative performance indicator: 

Prepayment as high as possible and achieving a minimum 

Health insurance expenditure represents only 9.3% of resources for purchasing health services. Out-of-pocket payments by 

households still represent a major part of the total health expenditure in Rwanda (see section  4.4.1.2) despite the relatively 
high health insurance coverage. The burden of this out-of-pocket expenditure is not equally distributed among households 
and principally affects the poor.  

Mobilization of resources through prepayment can be improved, as shown by the analysis of the capacity-to-pay of 

households in section  5.1.1.3.  

Normative performance indicator: 

No households experiencing catastrophic expenditure, i.e. 0% 

The incidence of catastrophic expenditure remains very high in Rwanda, with 2.9% of all households having to cope with 
health bills of more than 40% of their capacity-to-pay despite the relatively high insurance coverage in 2005 (see section 

 4.4.3.9). Even for insured households, co-payments and other out-of-pocket payments still represent a substantial charge 
and bring over 3% of them to face catastrophic expenditure when seeking health care. This is still a high proportion. 

                                                                 

22 This would not represent an additional burden for the CSR which still has substantial "savings" and would enable a 
vulnerable group to access health care. 
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Recommendations 

The current level of co-payments and other non-insured charges for households need to be reduced and shifted to 
prepayment mechanisms in order to reduce the risk and incidence of catastrophic expenditure. This will, however, be 
possible only if collection mechanisms are reviewed and effective pooling mechanisms are put in place.  

Normative performance indicator: 

Payments of health care are based on ability to pay 

While the current contribution rates from formal insurance schemes such as RAMA and MMI allow them to generate 

"savings" (see sections  5.1.2.3 and  5.1.3.3), the unique membership fee of mutuelles does not enable that scheme to 

mobilize sufficient resources (see  5.1.1.3).  

Contributions of households to mutuelles are not based on capacity-to-pay, are strongly regressive, and to some degree 

exclude the poor (see  5.1.1.4). On the other hand, contribution rates to RAMA are high in order to account for the 
differences between basic and gross salaries of contributors. This may be appropriate to the salaries of civil servants but it 

creates a barrier to access and integration of workers in the formal private sector (see section  5.1.2.3). 

Recommendations 

Contribution rates and the basis for their calculation should be reviewed for RAMA and for mutuelles in order to increase 
fairness and avoid competition between the two schemes. Subsidies to vulnerable and poor groups should be strengthened.  

5.4.3 Multiple pooling structure 

5.4.3.1 Composition of risk pools 

Normative performance indicator: 

Equal amount available per type of risk pool/unit 

The high fragmentation of the current system is illustrated by the relative amounts available per beneficiary between the 
formal-sector schemes and the mutuelles (see Table 55). The former ones have at their disposal almost nine times the 
average amount available to mutuelles for providing services to their beneficiaries. 

Table 55. Revenues, population coverage and average available funding by health insurance 
schemes 

  Revenues as in 2006 
  
  

 [in % of 
THE] 

[in RWF 
billion] 

Estimated population 
coverage 

[in %] 

Average funding 
per beneficiary 

 
[in RWF] 

Financing agent     

RAMA and MMI 3 4.7 4 12 971 
Mutuelles (including FARG and Gacaca) 6 9.1 68 1477 

Private insurance enterprises 0 0.3 <0. >33 118 

Out-of-pocket payments 
  

23 38.3 100 4228 

Source: Authors assessment based on data from EICV2 and MoH, including dependants (see Table 18). 
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Normative performance indicator: 

Membership is compulsory for all population groups 

Health insurance membership has become compulsory in Rwanda with the publication of the mutuelles law and the 

provisions of article 33 (see section  5.1.1.2). However, it has not yet been specified how or to which scheme individuals 
have to register. Article 33 introduces the principle and legal obligation of compulsory health insurance but does not give 
details of how to put this into practice (see Table 56)  

In order to operationalize this principle, additional legislation and regulation is required. In the current situation, only civil 
servants, the military and employees of state-owned enterprises have to register with dedicated insurance schemes. Private 
employees and companies have the obligation to register with CSR but not with RAMA. As rational consumers, these 
individuals and companies would prefer to register with mutuelles for which membership is cheaper than the contributions to 
RAMA. 

Table 56. Coverage assessment by main contribution/beneficiary group  

Category Coverage Financing instrument Compulsorya Dependants covered 

Civil servants 100% RAMA Yes Yes 
Military 100% MMI Yes Yes 
Employees of private enterprises Limited RAMA and PHI and employers No No 
Employees of public enterprises 100% RAMA Yes Yes 
Self-employed professionals Limited Mutuelles and PHI No Yes, through mutuelles  
Workers in the informal sector  Limited Mutuelles No Yes, through mutuelles 
Casual and migrant workers Not covered No specific instrument No N.a. 
Pensioners Not covered No specific instrument No N.a. 
Other people at the charge of the 
state (disabled, prisoners, 
volunteers, etc) 

Covered National budget and mutuelles (for 
FARG and Gacaca) 

Yes No 

a Refers to the legal obligation to join a specific financing instrument or scheme (e.g. for civil servants to join RAMA). It does not 
take into account the general provision of article 33 in the mutuelles law (see section  5.1.1.2).PHI: private health insurance. 
N.a.: Not applicable 

Recommendations 

Membership in RAMA should be made compulsory for the formal sector (see section  5.1.2.3). Article 33 of the mutuelles law 
should be enforced for the informal sector but with the necessary safeguards to avoid the exclusion of individuals without 
capacity-to-pay and the opt-out of individuals with high incomes or low risk (see detailed recommendations of section 

 5.1.1.3). The required policy statements and legislative provisions should be developed for the operationalization of article 
33 of the mutuelles law.  

5.4.3.2 Fragmentation of risk pooling 

Normative performance indicator: 

Risk pools are unfragmented or, at default, risk equalization measures are in place 

The current system is highly fragmented both inside individual schemes such as the mutuelles and also more importantly as 
a whole. There are currently insufficient resources being collected by mutuelles branches to enable adequate pooling and 

risk equalization (see section  5.1.1.4). The risk pools of this scheme are almost totally dependent on public subsidies. The 
increase in resource mobilization through differential membership fees may change the situation in the future but would still 
require effective risk-equalization mechanisms. The currently foreseen cross-subsidies from other schemes such as RAMA, 

MMI and PHI will be insufficient to achieve equity and risk equalization (see section  5.1.1.4). Table 57 illustrates the 
composition of the various existing schemes. It shows that mutuelles schemes face a bigger financial risk and also include a 
greater share of the more "needy" population than RAMA and other schemes.  

Recommendation 

The small size of the country and the existence of a broad banking system make it feasible to put in place a national or 
provincial pooling mechanism. This is necessary to ensure an effective risk-equalization mechanism if separate collection 
mechanisms are to be maintained for the formal and informal labour sectors.  

This may be seen as a centralization process that goes against the current decentralization trend but it is justified by the 
need to achieve equity. However, this would also require the building of capacity to manage such a pool and for the risk-
equalization mechanism. 
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Table 57. Health insurance coverage of population by expenditure quintile and insurance scheme 

Share of heads of household insured  
[in %] 

 

Insurance scheme 

  

 Mutuelles RAMA Employer Other  No insurance 

Expenditure quintile       

1st Quintile 14.8 3.1 0.0 13.1  24.2 

2nd Quintile 17.6 6.0 5.0 16.8  22.1 

3rd Quintile 23.3 6.5 14.6 16.7  18.6 

4th Quintile 24.2 9.5 9.6 18.9  17.8 

5th Quintile 20.1 74.9 70.8 34.5  17.3 
Total  100.0 100.0 100.0 100.0  100.0 

Source: National Institute of Statistics Rwanda. Integrated Living Conditions Survey 2005−2006 (Enquête Intégrale sur les 
Conditions de Vie des Ménages 2, EICV 2), 2006. Data reprocessed by authors.  

5.4.3.3 Management of risk pools 

Normative performance indicator: 

Efficient management, i.e. health insurance and social schemes are efficiently managed 

The current fragmentation of mutuelles funds provides incentives for mutuelles branches and health centres to be efficient, 

to satisfy clients and to expand their coverage (see section  5.1.1.4). However, this incentive does not exist at hospital level, 
and with PBF driving an increase in the volume of their output there is little incentive for providers to control costs (see 

section  5.3.5). In addition, mutual fund directors at district level neither are in a position nor have the capacity to verify the 
services provided to members of the scheme. They also have little incentive to keep funds at financial equilibrium because 
resources at this level come mainly from central subsidies and oversight of mutuelles branches through the board of 

directors is very limited (see section  5.1.1.2). At national level there is no control structure for the use of the NGF and the 
mechanisms and incentives of this fund still have to be designed. 

Schemes for the formal sector such as RAMA and MMI have currently only limited incentives to contain costs as they have 
significant surpluses and sufficient resources to provide large benefits to their members. This may in part explain their high 

overhead costs (see sections  5.1.2.4 and  5.1.3.4). 

Recommendations 

Funds of RAMA and of the mutuelles should be pooled or at least jointly managed. 

Accumulation of savings in schemes should be avoided. 

Representation of contributors should be increased in the mutual fund’s board of directors. 

Expected incentives 

Reducing the contributions to formal schemes and avoiding the accumulation of a surplus would provide a strong incentive 
for those schemes to better control the costs and behaviour of providers. In addition, it may increase incentives for private 
employees to join the scheme. It would also reduce the burden on contributors. However, these funds represent a resource 
that could be used to equalize risk among pools and to achieve a substantial increase in equity. Therefore, the new 
contribution rates should be carefully assessed to achieve fairness and equity at minimal cost.  

Pooling of the funds of the mutuelles schemes and of RAMA would change the composition of the risk pool and decrease 
the average fund available per beneficiary. This would, however, increase incentives for the managers to increase efficiency 
and would provide space for risk equalization. 
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5.4.4 Multiple purchasing structures 

5.4.4.1 Benefit packages 

Normative performance indicator: 

Benefit package(s) are based on explicit efficiency and equity criteria 

The current benefit packages of schemes are different and provide differential incentives for groups to join. They should, 
however, be kept similar as possible if schemes are to be merged in future to reduce management costs and competition 
between schemes. 

The national minimum (PMA) and complementary benefit packages (PCA) (see section  4.3.2) are the benefit packages of 
the mutuelles schemes. The definitions of these packages mention efficiency and cost-effectiveness. However, no explicit 
efficiency and equity criteria are defined for these packages. They could be considered as norms and standards for health 
facilities rather than benefit packages in a strict sense.  

The benefit packages of all existing schemes have been defined relatively broadly and do not include explicit criteria of 
efficiency. However, the list of essential drugs used responds to some cost-efficiency concerns as they give preference to 
generic drugs. 

Recommendations 

A national insurance minimum benefit package based on explicit efficiency and equity criteria should be defined and costed, 
and should be common to all health insurance schemes. This could be done on the basis of previous costing exercises of 
essential packages conducted in the countryxlvi and should include anti-retroviral treatment. 

Normative performance indicator: 

Benefit package is consumed rationally (efficiently) 

The roll-out of mutuelles and the increase in health insurance coverage has led to significant increases in utilization of 

services (see  4.4.3.5). This increase in utilization and consumption also correlates with a reduction in unmet need for health 

care. Most importantly, it correlates with an improvement in self-reported health status of populations (see section  4.4.3.9). 
Despite the increase in consumption, unmet need for health care remains very high across all quintiles.  

Interviewed stakeholders have pointed out that moral hazard has increased in hospitals in urban areas where referral 
hospitals are reported to be "overwhelmed". This situation was explained by the absence of gatekeepers or public outpatient 
services in urban areas. Therefore, members of formal-sector health insurance schemes such as RAMA prefer to rely on 

expensive ambulatory treatment in private polyclinics (see section  5.1.2.5). Moral hazard is unlikely among the poor due to 

co-payments and the opportunity costs of seeking treatment at hospital (see section  4.4.3.9). 

Health centres in populated rural areas with high mutuelles coverage have also reported being overstretched by the demand 
for outpatient services by patients. Additional contractual staff have been recruited to respond to this increased demand 
using insurance and PBF resources, but facilities still feel under pressure according to interviewed stakeholders. This 
suggests that economies of scale, as they were identified prior to the roll-out of mutuelles and PBF, may already have 
disappeared and that an increase in investment and recurrent expenditure may be necessary. 

Recommendations 

Investment and recurrent subsidies for health centres through block grants should be gradually increased and should be 
based on vertical equity principles and to a lesser degree on performance. However, this may reduce the incentives 
introduced by PBF and mutuelles. An alternative would be to channel part of the subsidies for recurrent costs to mutuelles 
and the capitation level to health centres. Investment would still be supported by block grants and complemented by PBF 
transfers based on performance but also on vertical equity.  

Autonomous or hospital-embedded public outpatient health facilities need to be created. These would serve as gatekeepers 
and provide an alternative to private polyclinics in urban areas. 
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Normative performance indicator: 

Monitoring mechanisms are in place, including patient appeals mechanisms, information on claimant rights, peer-review 
committees and claims review 

Monitoring and supervision of facilities has been reinforced by the introduction of PBF, which also introduced peer review 

and community satisfaction reviews (see section  5.3.5). 

RAMA uses medical inspectors in order to monitor the services provided to its members. Mutual fund directors are supposed 
to ensure the quality of services and the correctness of bills presented by providers. In addition, health committees of the 
sector oversee the provision of services at health-centre level. However, no formal national patient appeals mechanism or 
legislation on the protection of patients exists. 

Recommendations 

Independent peer-review committees should be put in place.  

Links between PBF's quality assurance mechanism and the existing health insurance schemes should be strengthened (e.g. 
by including satisfaction with schemes as a quality factor for PBF payment). 

Patients’ rights legislation and monitoring mechanisms should be developed. 

5.4.4.2 Provider payment mechanisms 

Normative performance indicator: 

Optimal use of resources by providers 

(Performance indicator: 

Provider incentives to encourage the appropriate level of care and a minimum of administrative costs 

The reliance on mutuelles as a major source of revenue for health centres, combined with the capitation payment, has 
introduced effective incentives for providers to maintain patient satisfaction, increase insurance coverage and contain costs 

(see sections  5.1.1.4 and  5.1.1.5). However, in the current situation health providers do not have the best incentives for 

optimal use of their resources (see section  5.4.3.3). 

Further, the complexity of the current billing system in health facilities introduces incentives for providers to treat patients 

differentially according to their insurance scheme (see  5.1.2.5).  

The current accounting rules in health centres require that resources are differently used according to their origin of funding. 
For example, for capitation payments of mutuelles, 70% of the funds are allocated to the facility's drug revolving fund and 
30% to recurrent costs (personnel, logistics, etc). Also in the drug revolving funds, a minimum 20% profit margin can be 
used for recurrent costs.xlvii In contrast, resources from the PBF can be allocated with full discretionxlviii and a substantial part 
goes directly to incentives for staff. 

The absence of disclosure of the financial situation of the facilities and of effective financial audit increases the risk of 

leakages of funds, as was verified in the payments of incentives for PBF (see section  5.3.5). It also introduces information 
asymmetries between providers and purchasers, making negotiations of tariffs and contracts difficult. 

PBF was introduced in order to increase the productivity of health facilities and has achieved substantial results in improving 

the quality of care (see section  5.3). However, with the significant differences between the tariffs for primary health care 
indicators and HIV/AIDS indicators, PBF has introduced incentives for providers to treat seropositive patients differently from 

seronegative ones (see section  5.3.5).  

Finally, the complexity of the current financing system, with multiple financing and goods provision flows, makes it difficult to 
estimate the real cost of services (see Figure 53). In this situation it is challenging for providers and purchasers to assess 
and agree on a "fair price" for services and to act rationally. However, a recent exercise was conducted on a representative 
sample of health centres and district hospitals showing that it is possible to provide reliable unit costs for various types of 
services (45).  
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Recommendations 

Capitation payments for health centres should be kept as standard payment mechanisms by health insurances. For 
hospitals, some sort of diagnostic-related groups (DRGs) should be implemented as soon as possible. 

As already highlighted, provider payment mechanisms should be simple to keep administration costs minimal and should 
give adequate incentives for providers to use resources optimally.xlix In Rwanda capitation payments have proved to be 
efficient and effective at health centres so long as additional incentives to avoid underprovision and ensure quality of 
services are granted by PBF.  

The current tariff for services should be reviewed to accommodate the introduction of DRGs. It should also be common to all 
health insurances to avoid differential treatment. 

Providers should be authorized to allocate their resources with full discretion so long as, and as soon as, clear and 
transparent accounting systems are introduced in health facilities. This system should be as simple as possible but should 
also meet international and national accounting standards. It should also preferably be computerized in large facilities and 
be linked to admission and transfer information. Finally, financial information should be disclosed to the public, or at least to 
purchasers, to ensure fair negotiations on prices. 

A regular costing exercise of services by type in public and private facilities should be conducted by an independent body. 
The results of this exercise should be used as the basis for a regular review of national tariffs of services based on DRG 
classifications. It should also be the basis for the capitation payments to health centres. 

Figure 53. Financial flows of multiple purchasing organizations in the Rwandan health financing 
system 
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5.4.4.3 Administrative efficiency 

Normative performance indicator: 

Fund management is guided by efficient principles 

As highlighted in section  4.4.1.2, the current health financing system has very high overhead costs but these costs seem to 
have been constrained between 2003 and 2006. The current overheads are far above what is recommended. 

However, there are clear economies of scale and scope to be made from existing health insurance schemes and financing 
mechanisms – particularly from the mainstreaming of organizations such as CSR, RAMA and the mutuelles with the support 
of the PBF mechanism. 

The current health financing system is inefficient because of its high fragmentation and the segmentation of its various 
structures. The gradual merging of these structures towards a social-health-insurance-like architecture should lead to 
substantial gains in efficiency. The recent introduction of social health insurance in countries such as the Republic of Korea 
showed that overall administrative costs can be reduced rapidly to less than 10%.l 

Recommendations 

The current overall health financing system needs to be re-engineered in order to ensure principles of efficiency and equity 
for health care.  

Efficiency gains could come from reforms and changes in individual financing mechanisms but they would fall short of what 
could be gained from an overall reform. The review of national health financing policy will be the occasion for designing and 

proposing the necessary changes for this reform. Chapter  6 proposes alternatives to be considered for this new health 
financing system.  

5.4.5 Institutional assessment matrix 

The overall institutional and organizational analysis made in this chapter is to be assessed shortly against normative 
performance indicators as defined in the OASIS approach. The objective is to summarize in a comprehensive matrix the 
overall adequacy of existing institutional rules of the various functions of the health financing system in Rwanda – i.e. 
collection, pooling and purchasing. 
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Table 58. Institutional assessment matrix of the overall health financing system (for details on individual schemes, refer to specific sections) 

Health financing function/ key 
dimension 

Institutional rule(s) 
assessed as adequate 

Key issues to be addressed Key recommendations  Related section 

 No 
***** 

 Yes 
***** 

A
b

se
n

ce
 o

f 
a 

ru
le

 

In
ad

eq
u

at
e 

ru
le

 

In
st

it
u

ti
o

na
l d

ef
ic

it
s 

L
ac

k 
of

 o
rg

an
iz

at
io

n
al

 
ca

p
ac

ity
 

G
ap

s 
in

 m
o

n
it

o
ri

n
g

 a
n

d
 

en
fo

rc
em

en
t 

 o
f r

u
le

s 

In
ad

eq
u

at
e 

in
te

r-
o

rg
an

iz
at

io
n

al
 

re
la

ti
o

n
sh

ip
s 

  
 

Revenue collection             

Population coverage    **** +++ +     Extend obligatory coverage by RAMA to the formal sector  0 5.4.2.2 

Method of finance  ***    +++ ++    Current contribution rates need to be reviewed for mutuelles 
and RAMA 

 0 5.4.2.3 

Pooling             

Composition of risk pool(s)  ***         Extend obligatory coverage by RAMA to the formal sector  5.4.3.1 

Fragmentation of risk pooling  *****     +++   +++ Put in place a national and provincial pooling mechanism  5.4.3.2 ;  5.4.3.3 

Management of risk pool(s)  ***      +++ +++  Joint management of mutuelles and RAMA resources 
Reduce savings 
Increase representation of contributors in board of directors 

 5.4.3.3 

Purchasing             

Benefit package(s) 
(consumption) 

  **  + + ++ +++  Maintain gatekeeper mechanism 
Introduce ambulatory health facilities as gatekeepers in 
urban areas 

 5.4.4.1 

Provider payment 
mechanisms  

 

  ** + ++  +++ +++  Maintain capitation payment at health-centre level 
Introduce DRG payment at hospital level with support of 
PBS to maintain quality 
Review accounting and financial management rules for 
health facilities to provide more flexibility 

 5.4.4.3 ;  5.4.4.2 ; 
 5.4.4.3 

Administrative efficiency  ****   +++      Re-engineer the current health financing system (see 
chapter  6) 
Fix rules on overhead costs and "benefits/savings" of health 
insurance schemes 

 5.4.4.3 
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6  Policy options and recommendations for universal coverage 

6.1 Policy framework and objectives 

Universal coverage can be achieved by extending public expenditure in three dimensions: population coverage, benefits and 
prepayment (see Figure 54). It is important to keep in mind that universal coverage does not imply the provision of all 
existing or possible health-care services. It is neither feasible nor appropriate to aim to convert all health expenditure to 
prepayment.  

The achievement of universal coverage calls for a comprehensive health financing policy that would provide guidance for all 
components of the health financing system, including the use of health insurance and public subsidies. This policy should 
complement and extend the objectives of the Rwanda Vision 2020. 

The health financing policy should be comprehensive and based on clear goals and objectives for the achievement of the 
long-term vision. The future health financing system should build on the universal values of primary health care and on 
principles that are socially acceptable in Rwanda. As such, the long-term goal of the policy could be to: 

• Provide sustainable financial resources for the delivery of primary health care for all. 

With specific long-term objectives to: 

• Establish a fair and efficient universal health financing system based on national solidarity, capacity-to-pay, 
prepayment and financial protection. 

• Enable equitable availability, access and timely utilization of primary health-care services for all. 

And specific medium-term objectives to: 

• Institutionalize an efficient health financing management structure for universal health care. 

• Coordinate and channel external resources to supplement national fund pools. 

• Consolidate national fund pools and management structures. 

Achieving and sustaining the long-term objectives will be possible only if effective and efficient institutions are created to 
support the development of the Rwandan health financing system. These institutions are to be responsible for the promotion, 
extension, monitoring and evaluation of universal coverage. 

Figure 54. Illustration of the three dimensions of the extension of public expenditure towards 
universal coverage 

 

Source: Adapted from Busse R, Schreyögg J, Gericke C. Focus on prevention, pealth and aging. New health professions. In: 
Busse R, Schlette S (eds). Health Policy Developments, Vol. 7/8. Gütersloh, Verlag Bertelsmann Stiftung, 2007. 
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6.2 Use of external resources to achieve universal coverage 

The current limited financing capacities of the national budget make it necessary to rely on external support for the 
development of national structures and service delivery in the medium-term. Development partners therefore have a major 
role to play in the achievement of universal coverage. Financial sustainability and self-sufficiency of the health financing 
system is not and cannot be a short-term or medium-term objective. Nevertheless, the above specific medium-term 
objectives imply seeking to maximize the collection of national resources and moving towards self-sufficiency.  

Intermediate and future health financing systems will need to be able to integrate external resources as far as possible with 
minimal transaction and management costs. Coordination of various financing approaches can and should be seen only as 
short-term bridging solutions. Budget support and untied aid is to be sought as the preferred financing solution in order to 
reinforce national financing structures and funds.  

If external resources cannot be integrated into the national budget, it would be tempting to target their use to investment or 
to specific diseases. The former option is preferable but it would require that external investments do not duplicate or 
overrule the national public investment plan and expenditure frameworks.  

6.3 Long-term approaches to the achievement of universal coverage 

Objectives for universal coverage need to be complemented with an appropriate structural plan that builds on a long-term 
model for the health financing system. Different approaches can be used to develop this model, but it is the national context 
that will finally determine its architecture. The fundamental principles for the design of the future system need to be extracted 
from the historical, cultural and social situation if the system is to be both feasible and acceptable to the Rwandan population. 
The proposed fundamental principles include: 

− national solidarity (i.e. cross-subsidization from the rich to the poor, from the able to the disabled, from the 
young to the elderly, from rich to poor regions, etc); 

− fairness of payment (i.e. payments based on the ability to pay); 
− prepayment; 
− vertical equity in access and utilization of services (i.e. proportionally more resources for groups with higher 

needs); 
− financial protection from catastrophic expenditure for all; 
− all individuals have to contribute. 

Specific criteria for the various functions of the future model are needed beyond these fundamental principles. These 
criteria should include: 

On coverage: 

− coverage of preventive and curative care, including all diseases; 
− compulsory health insurance for all population groups; 
− gatekeeping for secondary and/or tertiary levels of care. 

On fund pools: 

− national pooling of funds and risk; 
− public subsidization from domestic and national resources if necessary; 
− limited accumulation of funds for health care (i.e. minimal burden on contributors and maximum cross-

subsidization). 

On inclusion of the private sector: 

− participation of the private sector in the collection of funds, provision of care and social benefits; 
− limitation of private health insurance benefits to complementary health care packages; 
− flexible contracting of providers. 

On management of fund pools: 

− equity and effectiveness of purchasing of services to take precedence over efficiency; 
− public regulation and management of fund pools; 
− accountability of fund managers and providers towards patients; 
− simplicity and transparency of the system for health-care providers, purchasers and consumers. 
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Clear performance indicators are needed to monitor and evaluate the future health financing system. The normative 
performance indicators used in the present health financing system review (see Table 2) could serve this propose. They 
could be adopted as national overall benchmarks for the development of the health financing system functions but would 
need to be adapted to the national context (as in Table 59). 

Table 59. Normative performance indicators for the health financing policy and systems 

Health financing function/key 
dimension 

Normative performance indicator   

 Targets Baseline 
(2006) 

Revenue collection    

Health expenditure Total health expenditure at 15% of government budget by 2015 t.b.d. 

 Total health expenditure at 6% of GDP by 2020 t.b.d. 
Population coverage  100% health insurance coverage of population by 2010 35% 

Prepayment at 70% of household expenditure on health by 2020 14% Method of finance  
Prepayment as 25% of total health expenditure by 2020 3.6% 

 Payments for health care based on ability to pay (fair financing) by 2015 t.b.d. 

Pooling    

Composition of risk pool(s) Poor included in the risk pool by 2010 t.b.d. 

Equal amount available per type of risk across pools t.b.d.  

10% of national recurrent budget on health allocated to the national risk pool by 
2015 

t.b.d. 

Fragmentation of risk 
pooling  

0% of households with catastrophic expenditure by 2020 t.b.d. 

Management of risk pool(s)  National risk pools operationalized by 2015 t.b.d. 

 No savings accumulation at national level by 2015 t.b.d. 

 Single governing structure of national health insurance scheme with representation 
of contributors by 2015 

t.b.d. 

Purchasing    

Explicit national minimum benefit package for health insurance based on principles 
of primary health care and cost-effectiveness  published by the MoH by 2010 

t.b.d. Benefit package(s)  

X% of national recurrent budget on health allocated to quality assurance in health 
care (through PBF) by 2015 

t.b.d. 

Provider payment 
mechanisms  
 

Patient appeals mechanism, information on claimants’ rights, peer-review committee 
and claims review put in place by 2012 

t.b.d. 

 Charter of patients’ rights and organizations put in place by 2012  t.b.d. 

 DRGs implemented in all hospitals in the country by 2012 t.b.d. 

 National contracting policy and regulation of health facilities put in place by 2012  t.b.d. 

Administrative efficiency  Administrative expenditure on health insurance funds limited to 15% of total 
prepayment expenditure by 2015 

t.b.d. 

 Transparent accounting rules and tools for health providers and health insurance 
managers in place by 2012 

t.b.d. 

 Financial accounts of health insurers and providers published by 2012 t.b.d. 

Stewardship   

Overall public resources 
information and 
management 

Key health planning exercises (HSSP, PIP, MTEF and annual sector reviews) 
conducted in alignment with national planning cycles ( PRSP, MTBF and annual 
budget approvals) by 2010 

t.b.d. 

 A multi-year plan for analytical work developed and implemented (PETS, PER, 
financial and technical audits, benefit incidence analyses, household surveys, wage 
and income studies, etc.) by 2010 

t.b.d. 

 Detailed national health accounts regularly realized, disseminated and discussed 
with the national budget authority by 2010 

t.b.d. 

 Discussions on the public health budget (fiscal space) based on regular analytical 
work and sector needs conducted annually 

t.b.d. 

t.b.d.: to be determined 
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6.3.1 Efficiency gains 

Achieving the proposed objectives requires a clear understanding of the starting point and therefore of the current situation 
of the country. This was the objective of the previous sections of this report. Building on the existing system it will be 
necessary to make the best use of current strengths and address weaknesses such as fragmentation. Thus, economies of 
scope and scale are the focus of the following sections. 

6.3.1.1 Economies of scope 

Merging of insurance funds 

Duplications and inefficiencies in the current health financing system may partly be explained by the lack of a 
comprehensive policy framework and the fragmentation of the financing pools. A concrete example is the current 
management of investment funds by CSR, MMI and RAMA using their respective "savings". It is not only questionable that 
organizations created to provide social health benefits should act as public investors, but also that each of them is doing it 
separately. Their merging would make it possible in the future to increase their leverage for long-term social benefits, public 
investment and reinsurance. 

Important efficiency gains could be made by redefining the respective responsibilities of existing organizations and schemes. 
The specific roles of each organization and of its mergers in the future structure should be based on its current comparative 

advantage. Unnecessary duplication should be avoided. For example, as mentioned in section  5.1.2.3, CSR has the 
necessary experience to conduct inspections of employers. It would therefore be logical to enforce compulsory registration 
of formal workers of the private sector in a national health insurance scheme using CSR structures. Further, RAMA has the 
necessary skills and capabilities to administer national fund pools and also, to some extent, to contract and monitor 
providers. In this context it would be rational to increase its responsibilities. It would need to improve efficiency, transparency 

and accountability towards its contributors to do so (see section  5.1.2.5). Economies of scope of this order have already 
been initiated, as was confirmed during the interviews. For instance, health benefits of CSR members are processed by 
RAMA and subsequent reimbursement between schemes is done later. 

Role of performance-based financing 

There is a need for a major discussion on the future role of PBF. This is currently a key mechanism for the quality assurance 
and motivation of health providers. It is also a substantial source of discretionary funds for health facilities. How will it 
influence and interact with the demand-side incentives of health insurance and with patients’ rights mechanisms? 

PBF has reinforced quality assurance mechanisms and has contributed to promoting a culture of performance in health 

facilities (see sections  5.3 and  5.4.4.2). However, its role in driving the supply of curative services and financing facilities 
may not be compatible with the long-term goal of developing health insurance and universal coverage, as has been shown 
by parallel financing mechanisms in other countries. For instance, it has been suggested that high dependence on direct 
public subsidies to health providers in countries such as Colombia has hampered the scaling-up of social health insurance 
schemes (46). 

In fact, demand power and efficiency can be reduced by supply-side subsidies and incentives provided by direct financial 
transfers to facilities. If national health insurance schemes are to be reinforced, this bi-polarity will need to be mitigated or 
eliminated. As certain PBF indicators trigger supply-induced demand, it may be necessary to modify the payment 
mechanisms of insurers to capitation and other mechanisms that reduce financial risks for insurance funds. 

Further studies of the effect on cost and productivity of supply-side subsidies versus demand-side subsidies may help to 
determine the best allocation balance between PBF conditional transfers and nonconditional transfers through block grants. 
In other words, the question is to assess which of these mechanisms provides the highest return to populations. Such 
studies may, however, be difficult in the current context as the health financing system is already quite elaborate, making it 
difficult to attribute effects to specific financing mechanisms.  

6.3.1.2 Economies of scale (decentralization and deconcentration) 

The current fragmentation and segmentation of the risk pools and management structures (see sections  5.4.3 and  5.4.4) 
result in poor efficiency. This is directly reflected by the high overhead costs of all health insurance schemes. Mutuelles at 
sector and district level do not have the capacity to effectively verify or influence the quality of services purchased. The 
decentralization of RAMA provides an opportunity to strengthen demand-side oversight of services, reduce the burden on 
mutuelles administrators and influence the quality of services.  

However, major opportunities for economies of scale may have been lost in the current system, in part due to 
decentralization. The decentralization process has fragmented the scarce national capacities and presented major 

challenges to local authorities (see section  3.1.3). Additional resources will be necessary to make decentralized services 
work, and this may be a lengthy process. Further, decentralization as such cannot achieve greater efficiency and may also 
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favour inequities between regions (47). This has been highlighted by the recent trend towards recentralization in European 
countries (48). A number of high-income countries that have initiated recentralization have applied a subsidiarity principle – 
i.e. that only those responsibilities that are better managed at central level should be (re)centralized. Managerial and 
administrative responsibilities are commonly delegated to local authorities, but overall fiscal and political power for 
stewardship and strategy-setting is retained at central level in those countries. The reasons for this approach are multiple 
but these experiences can provide important lessons for Rwanda in improving its future health financing system and 
avoiding pitfalls (47). For instance: 

• Overall transaction costs may not be reduced by decentralization even if decision-making is done closer to the 
point of delivery of services and is therefore more effective. 

• Decentralization requires substantial managerial skills and often needs nationwide scaling-up of human and 
logistic resources. 

• Clear definition of the roles, functions and duties of the various levels of authority is essential for ensuring the 
necessary accountability to improve social services. 

• The achievement of national priorities can be compromised by decentralization as stewardship of central 
authorities may be challenged. 

• Incentives to local authorities for fiscal discipline and efficiency may not always be effective as central authority 
bail-outs of deficits may be taken for granted. 

• Equalization mechanisms may also reduce incentives for the efficiency of recipient authorities.li 

• Fragmentation through decentralization may exacerbate geographical inequities. 

• New technologies have the potential to reduce the cost of management and information, making it feasible to take 
better decisions at central level, to oversee local structures, and to reduce the administrative burden at local level. 

Indeed, systematic decentralization of all components of the health financing system may not be the best way forward if 
efficiency and equity is sought. It may simply not always be feasible to delegate responsibilities. Certain countries such as 
Colombia have adopted a pragmatic approach to decentralization by imposing minimum requirements on the capacities of 
local governments to obtain fiscal and managerial authority over local revenues and central transfers (49). This could be 
summarized by the basic principle of "decentralize only what can be done better locally and only when possible".  

6.3.2 Equity and risk pooling 

Requirements due to differential contributions 

Risk pooling is one of the areas in which centralization is required in order to enable equalization. The existing fragmentation 
of the risk pools may not currently represent a concern as the overall prepayment amounts in the country are low. However, 
differential premiums for mutuelles health insurance and external discretionary resources to subsidize vulnerable groups 
may change this situation and make it necessary to strengthen a national pooling system, as already foreseen by the 

mutuelles law (see section  5.1.1.4). An effective pooling mechanism will require the merging of resources not only from 
mutuelles but also from other schemes.  

National pooling and equalization mechanisms 

The current pools differ not only in the amount available per beneficiary but also in their risk. Complex cross-subsidization 
mechanisms between schemes could be considered but this would introduce strong incentives to game the system and 
would reduce incentives for efficiency in the individual schemes. A common national risk pool would avoid these problems. 

However, the introduction of a national pool will bring with it the requirement to introduce rules for an equalization 
mechanism (i.e. on how resources of the national pool will be allocated between local insurance funds or directly to health 
facilities). This issue is fundamental as equalization mechanisms do not promote efficiency, and trade-offs with equity may 
have to be accepted. Equalization mechanisms through transfers to subnational organizational levels would have to be 
based on the relative needs of population groups, but would also have to provide incentives for performance and quality of 
services. Key principles for a national pool and for local fund-holders need to include: 

− a single national fund pool; 
− transfers for risk equalization; 
− inclusion of the poor; 
− no incentives for adverse selection; 
− incentives for efficient use of resources at local level; 
− incentives to provide an adequate level of care; 
− increase in demand power (increase in purchasing power and reduction of asymmetry of information). 
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6.3.3 Fund collection and capacity-to-pay 

Differential contributions for the informal sector 

As highlighted in section  5.4.2, the overall collection mechanism does not maximize fund collection and is not based on 
fairness of contributions. In the long term it is to be expected that the formal sector will develop sufficiently to provide a 
broader base for contribution collections through taxes and payroll contributions. However, intermediary mechanisms are 
required to enable a fair collection of funds from the informal sector.  

Collection mechanisms for the formal sector should ideally be based on payroll deductions and/or earmarked income taxes. 
For the informal sector, enrolment in a national health insurance scheme would still be required. This is complicated since it 
is a difficult task to estimate informal workers' ability to pay fairly.  

The current Ubudehe approach provides an opportunity to classify households according to their "perceived" capacity-to-pay. 
However, the capacities of communities for this classification are limited, and clientelism and gaming could be expected to 
appear in the short to medium term. Professional private nonprofit organizations could provide the necessary support for 
community classification. National guidelines will be necessary to ensure transparency and equity. 

Collection of the contributions from the informal sector will pose a major challenge not only because of the potential 
difficulties of some households to make their contributions but also because of the potential evasion of rich households. Key 
principles for contribution collection from the households in the informal sector and their access to benefits would need to 
include: 

− mandatory enrolment; 
− open enrolment (and payment), at any time of the year; 
− annual single full payment; 
− payment of arrears when required; 
− waiting periods for first enrolment and in case of arrears payment; 
− waiving of waiting periods for vulnerable groups. 

6.3.4 Costing of benefit packages 

As mentioned earlier, Rwanda has gone through various costing exercises to achieve the MDGs (see section  4.4.1.1). The 
last exercise was based on Marginal Budgeting for Bottlenecks (MBB) developed by the World Bank, UNICEF and WHO. 
The results indicate that resources required to achieve national targets for health would need to increase by US$ 30 per 
capita by 2014 relative to the amount for 2005 – i.e. to approximately US$ 64 in 2005 prices. This level may, as highlighted 
by a recent study on fiscal space projections for Rwanda, be difficult to achieve without additional external financial support 
(50). Therefore, it has also been argued by interviewed stakeholders that no reform towards universal coverage should be 
initiated before the cost of universal coverage is determined exactly. 

It is not recommended to delay any reform towards universal coverage and the strengthening of prepayment and health 
insurance mechanisms. This is because the costing of benefit packages is an indicative exercise and the level of health 
spending that governments can sustain is a decision based on national priorities rather than solely on the economic and 
fiscal context. In other words, as highlighted by some authors, health-sector decision-makers should focus on achieving the 
sector’s objectives through efficient management within their budget constraints and advocate for more priority resources for 
health rather than focusing on reducing deficits (51). 

As shown in section  5.1.1.3, there is a significant potential for increasing the collection of domestic financial resources for 
health and spreading the burden of financing health care of households. This will, however, require health insurance and 

pooling mechanisms to be strengthened. Section  5.4.4.3 also highlights the high administrative costs of the current structure. 
These two points should alone provide sufficient argument for the rapid initiation of the necessary reforms. 

However, to ensure financial sustainability of universal coverage, an essential benefit package based on primary health care 
principles should be developed. This is necessary not only to enable adequate actuarial analysis of the long-term 
sustainability of health insurance schemes but also to ensure that patients know what services they are entitled to. This 
would also provide guidelines for the development of appropriate health-sector plans in areas such as education, training 
and service delivery. 
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6.4 Strategies towards universal coverage: long-term approaches for a national health 
insurance scheme 

As proved by international evidence, structures can achieve universal coverage by relying on various mixes of public and 
private funds management. However, it is the national context that determines the appropriate way for the country to 
achieve universal coverage. The following sections present three long-term approaches for a national health insurance 
scheme based on different options for funding and purchasing policies. All three approaches have at their core the same 
pooling and administrative structures, which are institutionalized by a reformed RAMA.  

Three main funding policy options are based on different mechanisms for the collection of resources, namely: 

1. Funding policy option 1 – Contribution-based funding 

2. Funding policy option 2 − Mixed funding 

3. Funding policy option 3 − Tax-based funding. 

Figure 55 illustrates the degree of pooling and use of unearmarked taxes of these three policy options. It should be noted 
that the degree of independence and autonomy of financing agents from the government budget is proportional to the use of 
earmarked taxes. Minor variations of these options can be introduced to change their relative position. 

Although these three options are characterized by different degrees of public intervention and management, they are all 
based on the principles listed in the preceding sections. In particular, each option aims to achieve: 

− strong financial protection; 
− a high degree of risk pooling and fund pooling; 
− a high level of prepayment. 

It will be necessary to determine which should in the future be the purchasing and payment mechanisms to be implemented 
and which is the most appropriate collection policy. Three different purchasing policy options have been retained for 
discussion, namely: 

1. Purchasing policy option 1 − Direct purchasing  

2. Purchasing policy option 2 − Mixed  

3. Purchasing policy option 3 − Subsidized health management. 

These three purchasing policy options imply different degrees of decentralization in the purchasing of services. They aim to 
rely on different levels of competition among health-care providers to assure quality of care and efficiency. They would 
therefore also require different rules to safeguard patients’ interests and to mitigate market failures. As a result, they also 
have different requirements for quality assurance and control which are discussed below.  

The combination of these six funding and purchasing policy options could result in nine different long-term approaches with 
different advantages and disadvantages due to the incentives they would introduce. Discussion is limited to three long-term 
approaches for national health insurance which combine the policy options in the following manner: 

1. Approach 1 − Contribution funding with direct purchasing 

2. Approach 2 − Mixed funding and purchasing system  

3. Approach 3 − Tax-based funding with subsidized health management. 

These three approaches imply different degrees of decentralization in the purchasing of services and competition among 
health-care providers. Figure 56 illustrates the relative position of each model towards risk pooling and dependency on 
government budgets. 
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Figure 55. Degree of pooling and independence of government budget of the three proposed funding 
policy options and of the current health financing system in Rwanda 
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Figure 56. Degree of decentralization and competition of the three proposed long-term approaches 
and of the current health financing system in Rwanda 
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6.4.1 Role of private health insurance 

It is also essential to assess the role, if any, of the private sector in a national health financing policy and social health 
insurance scheme. The private sector traditionally plays a role in the provision of health-care services and goods in all 
countries. The development of an effective national health insurance scheme would require at an early stage the definition 
of the private sector’s contribution to the various functions (i.e. in the collection, management of pools, and purchasing).  

While health insurance is currently mandatory, it is not specified in which insurance scheme population groups are to 
register, except for the public sector which is covered by RAMA. The rationale for this is that competition among health 
insurers is needed to improve the services to insurees. However, as private health insurers have an incentive towards 
cream-skimming (i.e. to favour individuals with low health risks and high incomes), this puts the national insurance 
mechanism, which is based on capacity-to-pay and solidarity, at risk. In addition, evasion of rich households (adverse 
selection) is likely to arise as low-risk individuals will opt for private health insurance where premiums are calculated on the 
basis of individual risk. Mitigation strategies could include reviewing the current policy statement to limit private health 
insurance to complementary packages and to maintain compulsory enrolment to national health insurance. Alternatively, 
private health insurers could be mandated to collect a fixed premium to be refunded to a national pool, thus avoiding the 
depletion of resources from the national pool. 

6.4.2 Approach 1: Contribution funding with direct purchasing 

The current health insurance network and institutional background of Rwanda suggests that a social-health-insurance-like 
structure, funded by specific health contributions, could be put in place in the medium term with a reasonable reform agenda.  

Hsiao, Shaw & Fraker proposed in a recent publication a series of lessons to be considered in the development of social 
health insurance schemes and which are relevant to the Rwandan context (46). These were: 

• Social health insurance is complicated and implementation takes many years. 

• Achieving universal population coverage has taken decades in most countries. 

• In a fragmented system, it may not be possible to have the same benefit package for all coverage groups initially. 

• Benefit packages must be explicit and must be costed. 

• User fees must be in place and must be sufficient to motivate populations to join social health insurance voluntarily. 

• Shared contributions between employers and employees are part of the incentives necessary to avoid adverse 
selection and evasion by formal-sector workers. 

• Large financial resources are needed to cover the poor from public subsidies. 

• Stakeholders must be convinced of the actuarial soundness of social health insurance schemes. 

• Supply-side subsidies must be reduced and gradually transferred to the demand-side. 

• Social health insurance management bodies should be insulated from political interference and should be 
administratively independent. 

• Social health insurance agencies need to be able to negotiate and implement purchasing and provider payment 
mechanisms that ensure delivery of services and goods at minimal cost. 

• Certification of providers prior to contracting with social health insurance bodies is required for provision of quality 
services. 

• Fragmentation of fund pools is a source of inefficiency. 

• Donors should play a role in supporting the development and implementation of social health insurance. 

On the basis of the above lessons and on the principles developed in sections  6.1 to  6.3.3, the first approach presented in 
Figure 57 was elaborated. In this approach, the core of the financing system would be a strengthened and extended RAMA 
organization. The key characteristics of this approach are summarized in Table 60. In brief, this approach is based on 
existing structures and emphasizes national pooling and equalization mechanisms.  
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6.4.2.1 Funding policy options 

Financing sources and collection mechanisms 

Financing sources and collection mechanisms would be based on mandatory health insurance, differential premiums for the 
informal sector, and payroll and specific contributions for national health insurance calculated on income declarations for the 
formal sector.  

As already highlighted in section  6.3.3, it is proposed that civil society should take an active role in the identification of the 
poor and the classification of households according to capacity-to-pay using the Ubudehe mechanism. Social welfare funds 
and public organizations may also be able to support this process. 

In this approach, collection would be done through three different channels by district structures – district tax authorities, 
CSR district offices and, at health-centre level, mutual health organizations (MHOs) based on health centres. These local 
collection agents should be provided with adequate incentives to maximize fund collection (i.e. to maximize population 
coverage). This could include retention of part of the contributions by local agents.  

MHOs would also be required to put in place social desks to identify vulnerable individuals who have been excluded from 
health insurance for a valid reason – such as incapacity to pay contributions – and who need to be granted subsidized 
premiums or waivers. This post-identification mechanism would complement the community-based classification of 
households with the support of NGOs. 

Contribution rates should, if possible, be kept to the minimum necessary to cover provision of a primary health care benefit 
package to the population. They should be an acceptable percentage of households’ capacity-to-pay. This implies that only 
limited savings should be generated from the health financing system and that any deficits should be financed through 

public subsidies. As shown in section  5.1.1, this last situation will be the case over the first years of the national health 
insurance scheme’s existence.  

The current low capacity of contribution of households and the small formal-sector base will limit the resources that can be 
mobilized in the short term. It is unlikely that the approach will be able to generate sufficient resources for the system to be 
self-sufficient in its early years, and deficits are to be accepted if an effective primary health care package is to be made 
available to RAMA members. Contributions from the entire population will be insufficient to provide the minimum necessary 
primary health care benefit package; foreign financial support or contributions from other government revenues will be 
required to maintain the functioning of the system. 

Deterrent fees and co-payments 

The mobilization of additional resources provides an opportunity to reduce out-of-pocket payments. The current deterrent 
fees at health-centre level have been capped to reduce moral hazard from patients while still making it affordable for the 
majority of the population to access services. At hospital level, however, evidence shows that the unpredictability of co-
payments, which currently are at 10% of the tariff schedule, represents a major psychological and financial barrier to access 
secondary-level and tertiary-level care. The mobilization of increased resources through differential contributions makes it 
possible to consider capping these co-payments and so as to avoid catastrophic expenditure and increase equity in 
utilization of inpatient care. Alternatively low flat co-payment rates could be considered for most common services such as 
caesarean sections or minor surgery. 

Variants 

Alternatives for the collection mechanisms include the classification of households according to ability to pay by formal 
public bodies such as the local tax authority, as in other countries. This may be done with the support of, or based on the 
recommendation of, civil society organizations such as community-based organizations and local NGOs.  

Prerequisites and mitigation strategies for differential contributions  

The introduction of a differential contribution will result in differences in revenue collection by districts. "Poor districts" will 
need to be compensated for their reduction in collection income as soon as a stratification approach is put in place. "Rich 
districts" will need to transfer the majority of their resources to a national pool at the same time to enable equalization and 

also to avoid future resistance to pooling by district fund-holders (see section  6.4.2.2). 

Classification of households in urban areas using Ubudehe mechanisms is more challenging than in rural areas, where 
participative approaches can be easily applied due to the availability of villagers and their knowledge of their neighbours. In 
urban areas classification may be possible only on the basis of some formal mechanism using local authorities. Currently, 
Ubudehe classification in urban areas is done during the Umuganda collective work. This implies that all the population 
participates in the process. Also in urban areas, an estimated 5% of the population is mobile, which makes collection from 
this population difficult. However, as those are likely to be among the poorest, this will have only minimal impact on resource 



Policy options and recommendations for universal coverage  

 

127 

mobilization. Indeed, the richest populations have the greatest resource mobilization potential. Some degree of evasion is to 
be expected and it will be important to put the mechanisms of control for resource collection in place when the system starts. 

Finally, the introduction of the differential premium needs to be preceded by an awareness and information campaign. This 
is essential to ensure population support and to make the richest understand that this mechanism is in place for reasons of 
solidarity. However, as a large share of the population, indeed all the poor, will benefit from a reduction in the premium, wide 
public and political support can be expected. 

6.4.2.2 Pooling and risk equalization policy considerations 

Management structures of risk/fund pools  

All three proposed approaches include a National Trust Fund (NTF) that has as its main objective the reinsurance of a 
National Health Insurance Fund (NHIF). The NTF would not be part of the pooling mechanism. The main risk and fund pool 
would be at central level through the NHIF which would be the source for equalization transfers to district offices of RAMA 
which in turn would be responsible for the purchasing, auditing and payment of providers for preventive and curative care. It 
should be noted that such a fund was already foreseen in the mutuelles law (i.e. the NGF). 

The NHIF would be publicly managed by an independent executive board, the National Health Insurance Board (NHIB). The 
governing body of RAMA would include representatives of all cross-cutting sectors to ensure an adequate balance between 
private, public and sector interests. It would therefore need to include: 

− from the central executive: ministries of labour, economy, finance, health and social welfare; 
− from civil society: representatives of private health-care providers, health management organizations, social 

welfare funds and NGOs supporting the health financing system, patients’ organizations and consumer 
protection organizations; 

− from elected bodies: representatives of local governments and of the national parliament (Senate and 
Chamber of Deputies).  

An administrative/executive board would be responsible for the everyday management of the resources of the NHIF. Health 
insurance schemes’ funds could still be separately managed. A separate administration may be required to manage the 
resources collected for other social benefits. Part of the revenues of the NTF could also be used for capital investment 

Variants 

An alternative to the public management of the NHIF would be to have a private nonprofit organization responsible for the 
administration of the fund. The executive board of this organization would still need to be chaired by a civil servant to ensure 
public interest and continuity. Theoretically this would be an efficient alternative if the monopoly of this organization could be 
made contestable. However, in practice this may be very difficult to achieve.  

Prerequisites and mitigation strategies for national risk/fund pool  

Differential contributions for the informal sector using stratification implies that poor districts will generate fewer financial 
resources than in the current system, and that it is therefore essential to put in place the NHIF and the associated 
equalization mechanism before implementation of this new approach. 

If equalization transfers are to be put in place at the same time as differential contributions, it is to be expected that cash 
flow problems will occur as the NHIF will have had no time to build up reserves. However, the fund may already be fed by 
subsidies coming from external resources such as the Global Fund. An alternative mitigation strategy will be to transfer the 
government contributions at least three months before the new approach begins.  

The retained approach builds on district-level structures to manage district pools and purchase of services from local 
providers. While some degree of discretion is required to enable district NHI offices to operate, it is also necessary to define 
clear rules for the allocation of resources to achieve national objectives. In particular, formulas are required for the allocation 
of resources to the different levels of the health system. These formulas could include some factor of performance (e.g. 
increase in annual utilization rates, average per visit costs, or percentage of the poor registered at facilities). Those factors 
will need to be dictated by national strategic objectives and norms. 

Other management tools, such as accounting guidelines, manuals and related computerized tools, will be required to ensure 
good management of the resources. The tools currently used by RAMA could be used until a common system is put in place 
to manage these resources. 

The use of differential contributions is expected to generate substantial resources that may even exceed current revenues 
(as of 2008) of formal health insurances such as RAMA. The management of these resources will require a professional 
administration to reduce the risk of leakages and other fiduciary risk. The current structures of RAMA and CSR could 
manage at central and district levels the funds generated from mutuelles and this would enable efficiency to be improved by 
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making economies of scale. An overhead cost of 6−10% would be allocated to the administration of the mutuelles funds by 
RAMA. However, targets for the overall reduction of administration should be considered in order to improve efficiency. 

6.4.2.3 Purchasing policy options 

Purchasing and provision of services 

The purchaser−provider split would be complete in this approach, despite the collection of contributions from the informal 
sector at health-centre level by MHOs. Local agents of RAMA would be responsible for the purchasing of primary-level and 
secondary-level care from public and private providers. Case-mix adjusted capitation payments and DRG payments would 
provide incentives for efficiency and cost-containment. 

MHOs would be the entry point for all and would act as gatekeepers. MHOs would be responsible for collecting the 
differential contributions of the informal sector. Retention of part of the contribution at this level would provide incentives to 
maximize population coverage. Registration should be open – i.e. people should be able to choose their MHO. If there is a 
sufficient number of MHOs and collusion can be avoided, this would give incentives to providers to improve the quality of 
services. Such conditions can be achieved only if the market access to MHOs is sufficient – i.e. if MHOs may be private 
and/or public and barriers to entering the MHO market are not unreasonable. However, patient and consumer protection 
would necessitate minimum requirements such as accreditation and solvency guarantees by private MHOs. 

Capitation payments should, in combination with open enrolment and retention of part of the contributions collected, provide 
incentives for MHOs to provide good quality care. These incentives would, however, need to be complemented by adequate 
quality assurance mechanisms and patient appeals mechanisms.  

Avoiding gaming by MHOs and patients requires the introduction of a single identifier per person, such as a national health 
insurance number which is standard in most countries. This number could also be assigned upon first payment of health 
contributions (earmarked taxes or payroll deductions), or after a certain age or at birth. The last option seems the most 
appropriate as it would also provide a single identifier to track patient records, social benefits and contribution payments 
independently of age or socioeconomic status. 

Preventive care could be purchased on output-based performance as in the current PBF mechanism. This mechanism may 
be used only for a limited number of interventions neglected by providers. MHOs should have adequate incentives from the 
capitation payments to promote preventive care and so reduce their financial risk. Further, the parallel purchasing of 
preventive care creates an incentive for MHOs to reduce the scope of their preventive care. In other words, PBF payments 
for preventive care could be seen as a complement to capitation payments for curative health. 

Tertiary care would be purchased at central level from public providers using reimbursement based on DRG payments. As 
DRGs can be complex and require a certain degree of sophistication, it may be necessary to start with only a limited number 
of groups. However, this mechanism would need to be put in place at the early stage of the introduction of differential 
premiums as the arrival of additional resources at district level are likely to trigger an increase in utilization and put the 
financial sustainability of the system at risk. Thus it is also important to specify at an early stage the allocation of resources 
between the primary level of care (health centres) and secondary/tertiary (hospitals). 

Variants 

A variant of this approach would be to have only private providers delivering primary and secondary-level care. This would 
be possible only if effective competition among providers and the monopsony power of RAMA were sufficient to ensure cost-
containment, an adequate level of provision of care, and quality of services provided. This is unlikely to be the case as 
private providers tend to develop effective oligopolies with limited competition. They also tend to avoid hardship areas where 
only public services are available. This variant would also imply the need to reduce the public service radically, which will not 
be easy for various reasons – including public resistance and the cost of termination packages. 

A variant of the direct purchase of preventive care by private providers would be to maintain vertical programmes to deliver 
this type of care. This option may, however, be more expensive and may weaken the formal national health financing 
system. 

Access to secondary-level and tertiary-level care 

Health centres would be the entry point for all patients and could in principle act as gatekeepers. Preventive health care 
would be purchased using output-based performance as in the current PBF mechanism. These mechanisms may be used 
only for a limited number of interventions neglected by providers. Community contracts based on the model of community 
PBF could also be considered as a potential strategy for improving delivery of services outside health facilities and for 
integrating/motivating lay health workers such as CHWs and traditional birth attendants (TBAs) into the health system. For 
instance, it was proposed that TBAs could follow up pregnant women and bring them to a health professional for antenatal 
care visits and deliveries. Contracts of performance could be signed directly between health centres and lay health workers. 
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Quality assurance mechanisms 

In this approach, quality assurance and sector regulation would be under the stewardship and responsibility of the MoH and 
of its decentralized structures at district level. Incentives to maintain the quality of services and to comply with national 
standards would come from the contestability of the health-care provider market. The accreditation of facilities and licensing 
of health professionals would have to be renewed after an appropriate period and submitted to ad hoc auditing. 

Norms and rules are needed for health insurers and providers. Technical norms would be fixed though ministerial regulation 
by the MoH. The regulation of financial management by public providers would be the responsibility of the NHIB with the 
support of the executive board of RAMA.  

Patient and consumer appeals mechanisms to independent boards would also be required. Patient appeals would deal with 
denials of treatments by health providers. Consumer protection appeals mechanisms would deal with issues of access of 
consumers to MHOs. Both of these mechanisms would need to be independent of the health insurance and service 
provision network.  

Peer-review mechanisms to protect patients from medical errors would also be necessary as part of the quality assurance 
mechanism. Clinical and treatment guidelines would be required to enable a transparent decision process by peer-review 
boards or analogue mechanisms. Certain countries have responded to this by establishing independent national reference 
institutions such as the National Institute for Health and Clinical Excellence (NICE) in the United Kingdom. 

Thus, prerequisites to these mechanisms would be clear rules for timely and rapid response to claims. However, the 
effectiveness of these mechanisms would be conditional on informing patients and consumers of their rights and obligations. 
Asymmetries of information may be inevitable. Therefore, patient and consumer associations that are independent and that 
may be publicly subsidized could be effective catalysts in reducing this asymmetry of information and providing support to 
families to engage in appeal mechanisms. 

Finally, legal grounds for the protection of consumers and patients would be required for these mechanisms to operate. 
Appeal boards should be provided with sufficient powers to be credible and efficient in their role. This implies that an 
appropriate legal framework for the protection of health consumers is to be put in place to empower appeal boards.  

Variants 

A percentage of the payment to providers could be conditional on the annual achievement of quality targets, as is already 
the case to some extent through the PBF mechanism. 

Fiduciary risk and community oversight 

As already mentioned, the increase in discretionary resources at health facilities raises the fiduciary risk at those lower 
levels. Further, as health centres are to be paid by capitation and hospitals by using some form of DRGs, it will be important 
to increase the financial transparency and accountability of facilities. Accountability will be needed from providers not only 
towards the direct purchaser of services (i.e. RAMA) but also towards the contributors and their communities. Indeed, the 
publication of financial statements and performance reports of facilities will increase the power of civil society and patients to 
monitor the quantity of resources and the adequacy of their use. Thus, information should be made available on the quantity 
and quality of services, as well as on the transfers to facilities.  

The role of the community and current mutuelles in the monitoring of satisfaction is important from the point of view of 
primary health care and the principles of good governance in the current decentralization policy in the country. It will be 
indispensible to strengthen the role of communities in monitoring health-care providers since the purchasing of services will 
be transferred to district offices of RAMA. This will be important in order to ensure both accountability and the delivery of 
adequate services. 

Finally, community verification could be institutionalized and extended to essential services to strengthen communities' 
voices. The current PBF has initiated third-party reviews using grassroots organizations of PLWHA to verify the accuracy of 
the reported volume indicators and patient satisfaction with HIV/AIDS indicators. These mechanisms could complement 
existing peer reviews and internal supervision mechanisms. The performance payment could be made conditional on these 
reviews.  

6.4.3 Approach 2: Mixed funding and purchasing system 

Figure 58 illustrates the proposed second approach. This approach builds on a mix of funding arrangements through direct 
payroll contributions and earmarked taxes for health. Services here are also purchased through a mix of direct contracting 
for preventive and tertiary health care and indirect purchasing of primary and secondary health-care services through private 
nonprofit HMOs. The core of the financing structure of this approach would be, as in approach 1, a strengthened and 
extended RAMA organization. Table 61 summarizes the key characteristics of the proposed approach. 
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6.4.3.1 Funding policy options 

Financing sources and collection mechanisms 

Financing sources and collection mechanisms would be based on mandatory contributions for health financing through 
payroll contributions and earmarked income taxes. Families in the informal sector would be taxed at differentiated flat rates 
according to their income and social classification through the same process as proposed in approach 1 (see section 6.4.2). 
Pooling remains centralized but no lump-sum equalization transfers would be made to districts. Risk equalization would be 

assured through risk-adjusted capitation payments to HMOs (see section  6.4.3.2)  

In this approach, collection would be done through only two channels at local level (district tax authorities and CSR district 
offices). It will be necessary to introduce incentives to maximize fund collection by those agents. In the case of CSR, the 
collection of health insurance contributions may be seen only as an additional burden and it may be necessary to retain part 
of the contribution collected at local level to mitigate this. Taxes earmarked for health should have the same priority in the 
local tax collection process as other taxes, and should be collected at the same time. This would put an administrative 
burden on local tax authorities. The retention of part of the earmarked taxes for investment in health may provide incentives 
for local authorities to ensure adequate revenue collection. The use of these resources would need to be clearly regulated 
and monitored to ensure that they are used in the public interest. However, the collection of contributions from the informal 
sector by local tax authorities at fixed dates simultaneously with other taxes may increase the financial burden on 
households and make the measure unpopular. 

As in approach 1, social desks would identify vulnerable individuals and would be required to complement the community-
based classification of households and provide access to social benefits. These social desks, which could be built on the 
current mutuelles, would be an essential component of the approach by providing social safety-nets. They will be 
responsible for the identification of vulnerable individuals who have been excluded from health insurance for a valid reason, 
such as incapacity to pay contributions, and who need to be granted reduced or subsidized contributions or waivers. This 
post-identification mechanism would complement the Ubudehe classification by identifying vulnerable groups with the 
support of civil society association such as local NGOs or community-based organizations. Social desks would also be used 
to channel social benefits for vulnerable groups (e.g. the reimbursement of transportation costs to facilities, or conditional 
cash transfers for high impact services such as antenatal care and deliveries in health facilities.) 

Variants 

Alternatives to the collection mechanism include the direct classification of households according to capacity-to-pay by the 
local tax authority on the recommendation of the civil society organizations.  

Management structures for risk pools  

Pooling structures in approach 2 are the same as those in approach 1 with the NHIF, and for its reinsurance the NTF, as 
main funding arrangements (see section 6.4.2.2). Transfers to district level would be limited to a local fund-holder for the 
purchasing of preventive care based on output performance (PBF fund-holder). RAMA at central level would be responsible 
for the purchasing, auditing and payment of providers, including tertiary-level hospitals, HMOs and PBF fund-holders.  

Variants 

An alternative to the public management of the NHIF would be to have a private nonprofit organization responsible for the 
administration of the fund. The executive board of this organization would need to be chaired by a civil servant to ensure the 
public interest. Theoretically, this would be possible and would be an efficient alternative if the monopoly of this organization 
were made contestable. However, in practice this may be very difficult to achieve.  

6.4.3.2 Purchasing policy options 

Purchasing and provision of services 

The purchaser−provider split would not be complete in this approach. Primary and secondary-level care would be purchased 
from HMOs by RAMA at central level and paid through risk- and case-mix-adjusted capitation. Tertiary care would still be 
provided through public facilities and reimbursed on the basis of DRG payments directly by RAMA. However, adequate 
incentives would be required to avoid inappropriate transfers from HMOs to public facilities, such as payment of treatment 
fees by HMOs for unjustified transfers. 

Preventive care would be purchased on the basis of output-based performance by a local PBF fund-holder financed by 
lump-sum transfers from the NHIF. This fund-holder would be a public organization. As proposed in approach 1, this 
mechanism should be limited to interventions neglected by HMOs.  

In this approach the registration of the population with HMOs would not be mandatory. Registration would, however, need to 
be limited to a single HMO to avoid multiple counting and payment. As in approach 1, the mitigation of gaming by HMOs and 
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patients would require the introduction of a single national health insurance number. Registration for formal-sector workers 
and their dependants should be open (i.e. people should be able to choose their HMO). This would provide incentives for 

providers to improve the quality of care if competition is sufficient (see also in section  6.4.2.3  on market access of private 
providers).  

Adequate incentives are required to avoid adverse selection or cream-skimming by HMOs.  For-profit organizations naturally 
have more incentive to cream-skim even in a system where the capitation payment takes into account more risky and needy 
individuals. It is therefore proposed to limit market access to the market to nonprofit private HMOs. This is also likely to 
contribute to cost-containment. It may, however, reduce incentives for private investors to enter the health-care market 
which may be possible in urban areas where revenues from complementary services may represent an attractive source of 
revenue. It is also likely to strengthen inequities between urban and rural areas. 

Variants 

A variant of this approach would be to have a private nonprofit fund-holder for PBF funds and for purchasing preventive care 
at local level. This was tested with success in the initial pilots of PBF in Rwanda.  

A variant of the direct purchasing of preventive care from private providers would be to maintain public vertical programmes 
to deliver this type of care. This option may, however, be more expensive. 

Quality assurance mechanisms 

The quality assurance mechanisms of approach 2 would be the same as those of approach 1 (see section  6.4.2.3 on Quality 
assurance mechanisms). However, the introduction of managed health care brings with it a need to create mechanisms to 
mitigate adverse selection and moral hazard by HMOs.  

Thus, timely and effective patient and consumer appeal boards with significant power over HMOs are required. These 
regulatory bodies would need to be autonomous and well financed to ensure their effectiveness in protecting the public 
interest. This could be achieved through direct financing by the general government budget. 

The assignment of public contracts to HMOs will bring with it the need to reinforce capacities of RAMA and the MoH in 
organizing, monitoring and enforcing public contracts. Bidding for service contracts is far more complex than bidding for 
work or equipment, and requires not only technical knowledge – in this case of health care service delivery and systems – 
but also legal knowledge about the preparation, evaluation and awarding of tenders. Bidding processes would need to be 
transparent in order to ensure the public interest. 

A central question will be the length of concessions given to HMOs. These will need to be long enough to attract private 
providers and provide incentives to invest in the medium to long term. However, concession periods that are too long may 
disproportionately reinforce the monopoly power of HMOs and could require stronger mechanisms to contest or refute 
attributed markets. This will be particularly important in the case of unsatisfactory services or insufficient investment by 
HMOs. Sufficient financial guarantees would be required from providers to protect the public interest. For example, bank 
guarantees, reinsurance obligations and multi-year investment plans are the minimum requirements that should be expected 
from private HMOs in public tenders. 

Another critical issue in this approach will be the allocation of geographical areas to HMOs. While it may already be difficult 
to find sufficient private HMOs to be contracted to cover the entire country, it may be even more challenging to identify 
HMOs ready to work in poor, rural and isolated areas. Potential mitigation strategies could include the awarding of larger 
areas or the matching of areas for bidding purposes (i.e. tenders would need to cover both poor and rich geographical 
areas).  

6.4.4 Approach 3: Tax-based funding with subsidized health management 

This third approach is conceptually the most simple of the three approaches proposed in this report. It is based on financing 
of health care through general taxes and on the subsidization of private managed health care. Public intervention would 
here be limited to the regulation, monitoring and enforcement of HMOs that would provide a comprehensive spectrum of 
services from preventive to tertiary-level care. 

Although in theory this approach may be the simplest, it may also be the most difficult to implement in terms of regulation, 
monitoring and control.  

Figure 59 and Table 62 provide illustrations of the proposed approach and a summary of its key characteristics. 
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6.4.4.1 Funding policy options 

Financing sources and collection mechanisms 

Financing resources for the NHIF would be collected indirectly through general taxation. Taxation could still be fair and 
progressive but health care would not be linked to specific contributions or earmarked taxes. This provides, in theory, more 
flexibility for the government to allocate its resources but also puts the health sector in competition for fiscal space with other 
sectors. However, in this approach the contractual obligations of the government towards HMOs could ensure some degree 
of protection of allocations for health in the medium term. 

CSR would limit its responsibilities to vocational hazards and social benefits of formal-sector workers as is currently the case.  

NGOs and social funds would still have their role of providing a social safety-net for vulnerable groups and they would play a 
main role in classifying households for taxation purposes and access to social benefits.  

Variants 

Alternatives for the collection mechanisms include the direct classification of households by the local tax authority on the 
basis of their income declarations and recommendation by NGOs and social funds.  

Management structures for risk pools  

Pooling structures in approach 3 do not formally exist as the NHIF would be fully supplied by general government 
contributions. However, we can consider this mechanism a perfect pooling as resources from the general budget cannot be 
attributed to a particular risk group. 

RAMA would still be the central management and purchasing agency for health care but would depend completely on 
general government budget contributions. It would be responsible for the collection of information for resource allocation to 
geographical areas and HMOs.  

The NHIF could be replenished annually, or preferably several times a year, to avoid cash flow shortages. Retention of 
surpluses at the end of fiscal years may provide adequate incentives for RAMA to be cost-effective. However, a ceiling on 
the administrative overhead costs of the organization is highly recommended and should be fixed by the NHIB.  

Variants 

As in the previous approaches, an alternative to the public management of the NHIF would be to have a private nonprofit 
organization responsible for the administration of the NHIF (see 6.4.2.2).  

6.4.4.2 Purchasing policy options 

Purchasing and provision of services 

The purchaser−provider split would be complete in this approach. RAMA would purchase through capitation comprehensive 
health care from HMOs based on risk-mix and case-mix. This purchase would in practice be a subsidization of premiums of 
HMOs.  

Health insurance would still be mandatory and high user fees may be retained to provide incentives to reduce adverse 
selection. The ceiling for HMO premiums would be fixed by RAMA, and would provide open enrolment incentives to reduce 
cream-skimming by HMOs. 

This approach may be the most complicated to implement as it would require both substantial resources and capacities to 
regulate and mitigate the monopoly power of HMOs. Enforcement of patients’ and claimants’ rights may be particularly 
difficult in this context.  

All the reservations made in section  6.4.3.2 for approach 2 (on the requirement for adequate incentives to avoid adverse 
selection by HMOs) are also applicable to approach 3. 

Variants 

As for approach 2, a variant of this approach would be to have a private nonprofit PBF fund-holder for purchasing preventive 

care at local level (see section  6.4.3.2). 

If financial resources are limited, an important variant on the proposed approach may be to limit public subsidies to 
vulnerable groups. However, as financial resources in a capitation payment mechanism would be fungible inside HMOs, the 
benefits of public subsidies may be partially captured by nonvulnerable groups.  
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Quality assurance mechanisms 

The quality assurance mechanisms of approach 3 would be the same as in approach 2 (see section  6.4.3.2 on Quality 
assurance mechanisms) and may need to be reinforced to take account of the extension of HMO service delivery to tertiary-
level care. In approach 3 it may be very difficult to make HMO markets contestable, and government control and actions to 
ensure equity, cost-containment and the public good characteristics of health-care services will be much more challenging.  

6.4.5 Capital investment 

Capital investment is a major component of any health financing system. Most decentralized systems allocate capital 
investment responsibilities at subnational level as local authorities are better informed and more capable of identifying the 
needs of their communities. This requires, however, that local authorities have sufficient fiscal autonomy and revenues. 
These revenues may be provided by stable local taxes and borrowing. For revenues to be effectively allocated at local level, 
local authorities need to be accountable to their populations and to central government.lii Incentives to make better use of 
resources may include avoiding the use of unconditional transfers and no systematic bail-out of local deficits by central 
authorities. 

While evidence suggests that capital investment plans and expenditure should be under the responsibility of local 
governments, a major question remains to as to what should be the role of the NHIF in capital investment for the health 
sector. 

The following breakdown is proposed: 

• Major capital investment such as the buildings and equipment of tertiary-level public facilities, national 
infrastructures and expensive equipment for secondary facilities should be financed from the general government 
budget at central level.  

• Capital investment of secondary-level public facilities, excluding expensive equipment (if any), should be financed 
by local governments, supported if necessary by public subsidies and borrowing. Common financing of such 
investment by multiple local governments should also be possible to enable economies of scale. 

• Capital investment of primary-level public facilities and equipment should be financed from local government 
resources. 

• Recurrent expenditure on preventive and curative care should be financed through the NHIF as described above 
in the long-term approach. 

Variants 

Part of the revenues of the NTF could be used as a source for capital investment. 

6.4.6 Proposed approach, intermediary strategies and considerations  

On the basis of the descriptions of the three proposed approaches in the preceding sections, it is recommended to choose 
approach 1 as the preferred long-term approach for developing Rwanda's national health insurance system. This approach 
is strongly based on existing structures and financing initiatives that have been developed in Rwanda over the past decade. 
The approach also has the advantage of providing the health sector with more independence and sheltering its resources 
from sectoral competition. Approach 1 provides RAMA with stronger control over the allocation of financial resources. It is 
also more likely to enable RAMA to implement pro-poor policies and promote equity effectively.  

The purchasing policy options in approaches 2 and 3 may appear to be easier to apply as they rely strongly on the private 
sector and on competition. However, it would require substantial capacity and resources to protect the public interest and 
regulate the health-care market if these approaches were used.  

Carrin & James provided in their review of social health insurance design and development key experiences of eight 
countries that achieved universal health insurance coverage (52). While it took certain countries over 100 years to achieve 
universal coverage, it is important to note that recent experiences of countries such as Costa Rica, Japan and the Republic 
of Korea show that political commitment can substantially speed up the process. Some key factors for speeding up the 
transition are already at work in Rwanda, such as strong government stewardship and solidarity within society (52). Major 
challenges remain, however, in aspects such as the general level of income and the country’s economic structure. Planning 
for the transition phase and development of the Rwandan national health insurance scheme is essential. Comprehensive 
planning tools exist to support national implementation (53,54). 

A major dilemma in scaling up for universal coverage will be to decide which strategies to implement in the transition period. 
Should universal coverage be extended on the basis of geography or of benefits? In other words, should coverage be 
extended gradually to the different parts of the country using a minimum but sufficient benefit package, or should a more 
limited package be extended to the whole country at once and gradually improved afterwards? “Crucially, concern for equity 
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should not be translated into a ‘lowest common denominator’ approach: equal access for all to a set of largely unsatisfactory 
services” (55). Also, in the vulnerable and fragile Rwandan social context, a geographical approach will be challenging and 
would need to be sufficiently rapid to avoid the accumulation of social tensions. 

In the coming year, it will be important to balance the willingness to extend coverage rapidly to populations with the 
resources available for such an extension. A rapid extension may simply not be sustainable. A collapse of the health 
financing system may be more damaging to the government and the health sector than the acceptance of a slower 
extension of coverage with some transitional inequities. Adequate communication strategies to disseminate national plans 
and policies would be required during the transition to ensure public support. 

Finally and not least, the move towards the proposed approach and universal coverage will require substantial changes in 
the roles and duties of the current actors in the health sector. Institutional changes and reforms are always difficult to 
implement, regardless of the country, due to vested interests. Adequate mitigation strategies will need to be implemented in 
order to open the way towards universal coverage. 
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Figure 57. Long-term approach 1 - Contribution funding with direct purchasing  
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Table 60. Key characteristics of long-term approach 1 - Contribution funding with direct purchasing 

Dimension/function Basic characteristics Institutional requirements Variants 

Key principles • Mandatory national health insurance funded through 
specific contributions 

• Service coverage of primary health care, including major 
diseases (e.g. HIV/AIDS, tuberculosis and malaria) 

• Other services to be covered by complementary health 
insurance 

• NTF for reinsurance 

• NHIF for central pooling of funds 

• Direct purchasing of services by public agents 

• Disincentives for moonlighting and free-riding 

• Accountability and transparency of funding mechanisms in 
channelling public subsidies 

• Definition of comprehensive primary health care package to be 
covered 

• Effective regulation of private health insurers 

 

External resources and 
support 

• Support of NTF and NHIF 

• Support through technical collaboration programmes 

• Support of capital investment plans 

 

 

• Policy dialogue 

• Transparent national health accounts 

• Rules and reporting mechanisms for NTF and NHIF 

• Multi-year public investment plan (MTEF) 

• Integration of health policies into national growth and poverty 
reduction strategies 

• Effective policy dialogue platform 

 

Sources of financing • Informal sector: annual flat rate differential contributions 
(classification of households by contracted NGOs and 
public social funds) 

 

• Formal sector self-employed: national health insurance 
contributions calculated on the basis of income 
declaration 

• Formal sector salaried: monthly payroll contributions 
(deductions) 

• Public subsidies (domestic and external resources) 

• Clear criteria for classification of households 

• Regulations and subsidization mechanisms for NGOs and 
public social funds 

• Social safety-nets for vulnerable groups 

• Regulation and enforcement of income declaration for self-
employed and non-salaried workers 

• National policy and explicit general budget allocation for 
subsidies of health care and other social benefits 

• Classification of households by 
local revenue authority based on 
annual income declarations 
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Dimension/function Basic characteristics Institutional requirements Variants 

Collection mechanisms • Collection of funds by local agents: mutual health-centre-
based organization (MHO), local tax authority and CSR 
district branch 

• Differential contributions paid to MHOs 

• Payroll contributions (deductions) paid to CSR district 
branches 

• National health insurance contributions paid to local tax 
authority 

• External resources for health transferred to NHIF  

• Percentage of collected funds retained locally as 
incentive for maximum population coverage 

• Fund transfer rules, mechanisms and adequate incentives 
(e.g. retention of part of collected amounts) for local agents of 
NHIF 

 

• CSR role extended to collection of health insurance 
contributions 

 

• Accounting and reporting mechanisms on use of public funds 
for investment (public contracts regulation, bidding rules, 
accounting, etc)  

• Rules for use of retained funds 

 

Pooling mechanisms • Pooling at national level 

• Equalization transfers from central to districts based on 
case-mix and performance 

• Rules and adequate incentives for central fund managers 
(RAMA central)  

• Rules and adequate incentives on autonomy of local fund-
holder (RAMA district) (e.g. retention of surpluses, appropriate 
transfer formula, etc) 

• Adequate multisectoral governing board for national pool 
(including labour, economic, fiscal, health and social welfare 
sectors and representatives of patients/consumers) 

• Public independent administrative/executive board for NHIF 

• Transfer criteria and mechanisms 

 

 

 

 

 

• Private nonprofit administrative 
management with contestable 
monopoly for management of NHIF 
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Dimension/function Basic characteristics Institutional requirements Variants 

Purchasing mechanisms • Case-mix adjusted capitation for health centres and 
MHOs 

• Flat-fee DRG payment for secondary-level and tertiary-
level care facilities 

• Private health-care providers contracting with capitation 
payment and performance premium  

 

• Preventive care directly purchased by RAMA district on 
the basis of performance (output) 

• Health and financial information management systems of 
providers to establish fair compensation and monitor service 
provision 

• Regulation framework for contracting of health-care providers 

• Financial audit mechanisms for service purchasers and 
providers 

• Integration of financial resources for preventive care into NHIF 

• Purchasing and verification rules and mechanisms for 
preventive care 

• Separate district fund-holder for 
preventive care purchasing 

Provision of services • Gatekeeper at primary care level (private and public) 

• Ambulatory annexes in hospitals in urban areas 

• Private and public mix (primary-level and secondary-
level care) 

• Adequate referral rules, monitoring and incentives 

• Accreditation and licensing criteria and mechanisms of 
providers 

• Preventive care purchase criteria and mechanisms 

• Preventive care provided by vertical 
programmes (more costly option 
but effective) 

Quality assurance 
mechanisms 

• Regulation (technical aspects) of health-care providers 
by MoH at district level 

• Regulation (financial management) of health-care 
providers by NHIB 

• Regulation of private health insurers by National Banking 
and Insurance Board (NBIB) in collaboration with NHIB 

• Regulation and licensing criteria 

• Transfer of accreditation authority to district health units 

• Licensing and accreditation criteria and process 

• Regulation of private health 
insurers by NHIB 

• Accreditation and licensing of 
providers by independent public (or 
private) organization on the basis of 
technical criteria from MoH and 
financial management criteria from 
RAMA 

• Accreditation and licensing by 
central authorities with monitoring 
responsibilities transferred to 
district health units 
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Dimension/function Basic characteristics Institutional requirements Variants 

Auditing • Technical audit of health-care providers by district health 
offices 

• Financial and administrative audit of health-care 
providers and MHOs by RAMA  

• Financial and administrative audit of private health 
insurers by NBIB 

• Monitoring and evaluation capacities in district health units 
(local governments) 

• Monitoring and evaluation capacities in RAMA district 
branches 

• Monitoring and evaluation capacities in NBIB 

 

• Audit by central agencies and 
monitoring by local decentralized 
agencies 

• Contracting of private companies 
for audit of health-care providers, 
insurers and fund-holders 
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Figure 58. Long-term approach 2 - Mixed funding and purchasing system 
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Table 61. Key characteristics of long-term approach 2 - Mixed funding and purchasing system with variants (changes from approach 1 are given in blue) 

Dimension/function Basic characteristics Institutional requirements Variants 

Key principles • Mandatory health contribution and earmarked taxes 

• Open enrolment 

• Service coverage of primary health care, including major 
diseases (e.g. HIV/AIDS, tuberculosis and malaria) 

• Purchasing of services through a mix of public and 
private agents: private nonprofit and/or public HMOs and 
public providers 

• Other services to be covered by complementary policies 
provided by HMOs 

• NTF for reinsurance 

• NHIF for central pooling of funds 

• Disincentives for moonlighting and free-riding 

• Accountability and transparency of funding mechanisms for 
channelling public subsidies 

• Definition of comprehensive primary health care package to be 
covered 

• Effective regulation for competition of HMOs and to avoid 
adverse selection and moral hazard 

 

External resources and 
support 

• Support of NTF and NHIF 

• Support through technical collaboration programmes 

 

• Support of capital investment plans 

 

 

• Policy dialogue 

 

 

 

• Transparent national health accounts 

• Rules and reporting mechanisms for NTF and NHIF 

 

• Multi-year public investment plan (MTEF) 

• Integration of health policies into national growth and poverty 
reduction strategies 

• Effective policy dialogue platform 

 



Health Financing Systems Review - Rwanda 

 

142 

Dimension/function Basic characteristics Institutional requirements Variants 

Sources of financing • Informal sector: earmarked tax(es) (annual differential 
flat rate) (classification of households by contracted 
NGOs and public social funds) 

 

• Formal sector self-employed: earmarked income taxes 

• Formal sector salaried: monthly payroll deduction 

• Public subsidies (domestic and external resources) 

• Clear criteria for classification of households 

• Regulations and subsidization mechanisms for NGOs and 
public social funds 

• Social safety-nets for vulnerable groups 

• Regulation and enforcement of income declaration for self-
employed and non-salaried workers 

• National policy and explicit general budget allocation for 
subsidies of health care and other social benefits 

• Classification of households by 
local revenue authority based on 
annual income declarations 

Collection mechanisms • Collection of funds by local agents: local tax authority 
and CSR district branch 

• Earmarked and non-earmarked taxes collected by local 
tax authority 

• Payroll deductions paid to CSR district branches 

• Earmarked health income taxes paid to local tax 
authority 

• External resources for health transferred to NHIF 

• Open registration by population (upon certification of 
payment by collection agents) 

• Percentage of collected funds retained locally as 
incentive for maximum population coverage 

• Fund transfer rules, mechanisms and adequate incentives 
(e.g. retention of part of collected amounts) for local agents of 
NHIF 

 

• CSR role extended to collection of health insurance 
contributions 

 

• Accounting and reporting mechanisms on use of public funds 
for investment (public contracts regulation, bidding rules, 
accounting, etc)  

• Rules for use of retained funds 

 

Pooling mechanisms • Pooling at national level  

• Separate district fund-holder for preventive care 

• Rules and adequate incentives for central fund managers 
(RAMA central)  

• Adequate multisectoral governing board for national pool 
(including labour, economic, fiscal, health and social welfare 
sectors and representatives of patients/consumers) 

• Public independent administrative/executive board for NHIF 

• Private nonprofit administrative 
management with contestable 
monopoly for management of NHIF 
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Dimension/function Basic characteristics Institutional requirements Variants 

Purchasing mechanisms • Risk and case-mix adjusted capitation for HMOs (based 
on coverage) 

 

• Flat-fee DRG payment for tertiary-level care facilities 

• Preventive care purchased by local fund-holder on the 
basis of output performance (PBF fund-holder) 

• Competition or bidding system for allocation of geographical 
monopoly areas to HMOs 

• Health and financial information management systems of 
HMOs to establish fair compensation and monitor service 
provision 

• Regulation framework for contracting of HMOs, including 
obligation for financial and technical guarantees 

• Regulation framework for contracting of health-care providers 
for delivery of preventive care 

• Financial audit mechanisms for PBF fund-holders and HMOs 

• Integration of financial resources for preventive care into NHIF 

• Purchasing and verification rules and mechanisms for 
preventive care 

• Private nonprofit organization as 
PBF fund-holder 

Provision of services • Primary and secondary health care provided by HMOs 

• Gatekeeper at secondary care level 

• Public provision limited to tertiary-level health care 

• Preventive care provided by HMOs but purchased 
individually by PBF fund-holders 

 

 

 

 

 

 

• Adequate referral rules, monitoring and incentives 

• Accreditation and licensing criteria and mechanisms of HMOs 

 

• Preventive care purchase criteria and mechanisms 
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Dimension/function Basic characteristics Institutional requirements Variants 

Quality assurance 
mechanisms 

• Regulation (technical aspects) of health-care providers 
and HMOs by MoH at district level 

• Regulation (financial management) of private health-care 
providers and HMOs by NHIB 

• Regulation of private health insurers by National Banking 
and Insurance Board (NBIB) in collaboration with NHIB 

• Public claimant appeal board to avoid moral hazard by 
HMOs 

• Consumer protection agency to ensure no adverse 
selection by HMOs 

• Regulation and licensing criteria 

• Transfer of accreditation authority to district health units 

• Licensing and accreditation criteria and process 

 

 

• Legislation and regulation on patients’ and consumers’ rights 

• Transparent nomination process of appeal board members 

• Regulation of private health 
insurers by NHIB 

• Accreditation and licensing of 
providers by independent public (or 
private) organization on the basis of 
technical criteria from MoH and 
financial management criteria from 
RAMA 

• Accreditation and licensing by 
central authorities with monitoring 
responsibilities transferred to 
district health units 

Auditing • Technical audit of health-care providers by district health 
offices 

• Financial and administrative audit of health-care 
providers and MHOs by RAMA  

• Financial and administrative audit of private health 
insurers by NBIB 

• Monitoring and evaluation capacities in district health units 
(local governments) 

• Monitoring and evaluation capacities in RAMA district 
branches 

• Monitoring and evaluation capacities in NBIB 

 

• Audit by central agencies and 
monitoring by local decentralized 
agencies 

• Contracting of private companies 
for audit of health-care providers, 
insurers and fund-holders 
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Figure 59. Long-term approach 3 – Tax-based funding with subsidized health management 
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Table 62. Key characteristics of long-term approach 3 – Tax-based funding with subsidized health management (changes from approach 1 are given in blue) 

Dimension/function Basic characteristics Institutional requirements Variants 

Key principles • Mandatory private health insurance and open enrolment 
with limited registration fee 

• No earmarked taxes or contributions for health 

• Service coverage of primary health care, including major 
diseases (e.g. HIV/AIDS, tuberculosis and malaria) 

• Other services to be covered by complementary policies 
provided by HMOs 

• NTF for reinsurance 

• NHIF for central pooling of funds 

• Public subsidization of private HMOs 

• Purchasing of services only through private agents 

• Disincentives for moonlighting and free-riding 

• Accountability and transparency of funding mechanisms in 
channelling public subsidies 

• Definition of comprehensive primary health care package to be 
covered 

• Effective regulation (and competition) of HMOs 

• Private nonprofit status for HMOs 

External resources and 
support 

• Support of NTF and NHIF 

• Support through technical collaboration programmes 

 

• Support of capital investment plans 

 

• Policy dialogue 

• Transparent national health accounts 

• Rules and reporting mechanisms for NTF and NHIF 

 

• Multi-year public investment plan (MTEF) 

• Integration of health policies into national growth and poverty 
reduction strategies 

• Effective policy dialogue platform 
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Dimension/function Basic characteristics Institutional requirements Variants 

Sources of financing • General government budget 

• Informal sector: income and consumption taxes 
(classification of households by contracted NGOs and 
public social funds for taxation purposes and access to 
social benefits) 

• Formal sector: income and consumption taxes 

• Other taxes: company, withholding, sales, service, 
import, excise, and other taxes 

• Registration fees to HMOs (maximum limit)  

• Public subsidies (external resources) 

• Clear criteria for classification of households 

• Regulations and subsidization mechanisms for NGOs and 
public social funds 

• Social safety-nets for vulnerable groups 

• Regulation and enforcement of income declaration for self-
employed and non-salaried workers 

• National policy and explicit general budget allocation for 
subsidies of health care and other social benefits 

• Classification of households by 
local revenue authority based on 
annual income declarations 

Collection mechanisms • Collection of funds by local tax authority  

• Open registration by population (upon delivery of 
national insurance number by collection agents) 
collected by HMOs  

• Open unconditional registration of vulnerable population 
groups (under-16s and elderly) 

• Delivery of national health insurance number by local 
(tax) authority 

• Adequate tax base and collection mechanisms  

Pooling mechanisms • Transfers from general government budget at national 
level  

• Rules and adequate incentives for central fund managers 
(RAMA central)  

• Adequate multisectoral governing board for national pool 
(including labour, economic, fiscal, health and social welfare 
sectors and representatives of patients/consumers) 

• Public independent administrative/executive board for NHIF 

 

 

• Private nonprofit administrative 
management with contestable 
monopoly for management of NHIF 
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Dimension/function Basic characteristics Institutional requirements Variants 

Purchasing mechanisms • Risk and case-mix adjusted capitation/subsidies for 
HMOs (based on coverage) 

• Retention of surpluses by HMOs for investment only 

• Competition or bidding system for allocation of geographical 
monopoly areas to HMOs  

• Health and financial information management systems of 
HMOs to establish fair compensation and monitor service 
provision 

• Regulation framework for contracting of HMOs, including 
obligation for financial and technical guarantees 

• Financial audit mechanisms for HMOs 

• Integration of financial resources for preventive care into  NHIF 

• Private nonprofit organization as 
PBF fund-holder 

• Subsidies only for vulnerable target 
groups 

Provision of services • Comprehensive health care (at primary, secondary and 
tertiary levels) provided by HMOs 

• Preventive care provided by HMOs 

 

 

• Adequate referral rules, monitoring and incentives 

• Accreditation and licensing criteria and mechanisms of HMOs 

• Subsidization of essential medical 
goods such as vaccines and 
essential drugs 

 

 

Quality assurance 
mechanisms 

• Regulation (technical aspects) of health-care providers 
and HMOs by MoH at district level 

• Regulation (financial management) of private health-care 
providers and HMOs by NHIB 

• Regulation of private health insurers by National Banking 
and Insurance Board (NBIB) in collaboration with NHIB 

• Public claimant appeal board to avoid moral hazard by 
HMOs 

• Consumer protection agency to ensure no adverse 
selection by HMOs 

• Regulation and licensing criteria 

• Transfer of accreditation authority to district health units 

• Licensing and accreditation criteria and process 

 

 

• Legislation and regulations on patients’ and consumers’ rights 

• Transparent nomination process of appeal board members 

• Regulation of private health 
insurers by NHIB 

• Accreditation and licensing of 
providers by independent public (or 
private) organization on the basis of 
technical criteria from MoH and 
financial management criteria from 
RAMA 

• Accreditation and licensing by 
central authorities with monitoring 
responsibilities transferred to 
district health units 
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Dimension/function Basic characteristics Institutional requirements Variants 

Auditing • Technical audit of health-care providers by district health 
offices 

• Financial and administrative audit of health-care 
providers and MHOs by RAMA  

• Financial and administrative audit of private health 
insurers by NBIB 

• Monitoring and evaluation capacities in district health units 
(local governments) 

• Monitoring and evaluation capacities in RAMA district 
branches 

• Monitoring and evaluation capacities in NBIB 

 

• Audit by central agencies and 
monitoring by local decentralized 
agencies 

• Contracting of private companies 
for audit of health-care providers, 
insurers and fund-holders 
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Table 63. Comparison of the three proposed approaches (changes from approach 1 are given in blue) 

Dimension/function Basic characteristics Approach 2 versus Approach 1 (basic characteristics) Approach 3 versus Approach 1 (basic characteristics) 

Key principles • Mandatory national health insurance funded 
through specific contributions 

• Service coverage of primary health care, including 
major diseases (e.g. HIV/AIDS, tuberculosis and 
malaria) 

• Other services to be covered by complementary 
health insurance 

• NTF for reinsurance 

• NHIF for central pooling of funds 

• Direct purchasing of services by public agents 

• Disincentives for moonlighting and free-riding 

• Accountability and transparency of funding 
mechanisms in channelling public subsidies 

• Definition of comprehensive primary health care 
package to be covered 

• Effective regulation for competition of HMOs and to 
avoid adverse selection and moral hazard 

• Mandatory private health insurance and open 
enrolment with limited registration fee 

• No earmarked taxes or contributions for health 

• Service coverage of primary health care, including 
major diseases (e.g. HIV/AIDS, tuberculosis and 
malaria) 

• Other services to be covered by complementary 
policies provided by HMOs 

• NTF for reinsurance 

• NHIF for central pooling of funds 

• Public subsidization of private HMOs 

• Purchasing of services only through private agents 

External resources and 
support 

• Support of the NTF and NHIF 

• Support through technical collaboration 
programmes 

• Support of capital investment plans 

• Policy dialogue 

• Transparent national health accounts 

• Rules and reporting mechanisms for NTF and NHIF 

• Multi-year public investment plan (MTEF) 

• Integration of health policies into national growth and 
poverty reduction strategies 

• Effective policy dialogue platform 

• Support of NTF and NHIF 

• Support through technical collaboration programmes 

• Support of capital investment plans 

• Policy dialogue 
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Dimension/function Basic characteristics Approach 2 versus Approach 1 (basic characteristics) Approach 3 versus Approach 1 (basic characteristics) 

Sources of financing • Informal sector: annual flat rate differential 
contributions (classification of households by 
contracted NGOs and public social funds) 

 

• Formal sector self-employed: national health 
insurance contributions calculated on the basis of 
income 

• Formal sector salaried: monthly payroll 
contributions (deductions) 

• Public subsidies (domestic and external resources) 

• Clear criteria for classification of households 

• Regulations and subsidization mechanisms for NGOs 
and public social funds 

• Social safety-nets for vulnerable groups 

• Regulation and enforcement of income declaration for 
self-employed and non-salaried workers 

• National policy and explicit general budget allocation for 
subsidies of health care and other social benefits 

• General government budget 

• Informal sector: income and consumption taxes 
(classification of households by contracted NGOs and 
public social funds for taxation purposes and access 
to social benefits) 

• Formal sector: income and consumption taxes 

• Other taxes: company, withholding, sales, service, 
import, excise, and other taxes 

• Registration fees to HMOs (maximum limit)  

• Public subsidies (external resources) 

Collection mechanisms • Collection of funds by local agents: mutual health-
centre-based organization (MHO), local tax 
authority and CSR district branch 

• Differential contributions paid to MHOs 

• Payroll contributions (deductions) paid to CSR 
district branches 

• National health insurance contributions paid to local 
tax authority 

• External resources for health transferred to NHIF  

• Percentage of collected funds retained locally as 
incentive for maximum population coverage 

 

 

• Fund transfer rules, mechanisms and adequate 
incentives (e.g. retention of part of collected amounts) 
for local agents of NHIF 

• CSR role extended to collection of health insurance 
contributions 

• Accounting and reporting mechanisms on use of public 
funds for investment (public contracts regulation, 
bidding rules, accounting, etc)  

• Rules for use of retained funds 

• Collection of funds by local tax authority  

• Open registration by population (upon delivery of 
national insurance number by collection agents) 
collected by HMOs  

• Open unconditional registration of vulnerable 
population groups (under-16s and elderly) 

• Delivery of national health insurance number by local 
(tax) authority 
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Dimension/function Basic characteristics Approach 2 versus Approach 1 (basic characteristics) Approach 3 versus Approach 1 (basic characteristics) 

Pooling mechanisms • Pooling at national level 

• Equalization transfers from central level to districts 
based on case-mix and performance 

• Rules and adequate incentives for central fund 
managers (RAMA central)  

• Adequate multisectoral governing board for national 
pool (including labour, economic, fiscal, health and 
social welfare sectors and representatives of 
patients/consumers) 

• Public independent administrative/executive board for 
the NHIF 

• Transfers from general government budget at national 
level  

Purchasing 
mechanisms 

• Case-mix adjusted capitation for health centres and 
MHOs 

• Flat-fee DRG payment for secondary-level and 
tertiary-level care facilities 

• Private health-care providers contracting with 
capitation payment and performance premium  

 

• Preventive care directly purchased by RAMA district 
on the basis of performance (output) 

• Competition or bidding system for allocation of 
geographical monopoly areas to HMOs  

• Health and financial information management systems 
of HMOs to establish fair compensation and monitor 
service provision 

• Regulation framework for contracting of HMOs, 
including obligation for financial and technical 
guarantees 

• Regulation framework for contracting of health-care 
providers for delivery of preventive care 

• Financial audit mechanisms for PBF fund-holders and 
HMOs 

• Integration of financial resources for preventive care 
into NHIF 

• Purchasing and verification rules and mechanisms for 
preventive care 

 

• Risk and case-mix adjusted capitation/subsidies for 
HMOs (based on coverage) 

• Retention of surpluses by HMOs for investment only 
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Dimension/function Basic characteristics Approach 2 versus Approach 1 (basic characteristics) Approach 3 versus Approach 1 (basic characteristics) 

Provision of services • Gatekeeper at primary care level (private and 
public) 

• Ambulatory annexes in hospitals in urban areas 

• Private and public mix  

• Adequate referral rules, monitoring and incentives 

• Accreditation and licensing criteria and mechanisms of 
HMOs 

• Preventive care purchase criteria and mechanisms 

• Comprehensive health care (at primary, secondary 
and tertiary levels) provided by HMOs 

• Preventive care provided by HMOs 

Quality assurance 
mechanisms 

• Regulation (technical aspects) of health-care 
providers by MoH at district level 

• Regulation (financial management) of health-care 
providers by NHIB 

• Regulation of private health insurers by National 
Banking and Insurance Board (NBIB) in 
collaboration with NHIB 

• Regulation and licensing criteria 

• Transfer of accreditation authority to district health units 

• Licensing and accreditation criteria and process 

 

• Legislation and regulation on patients’ and consumers’ 
rights 

• Transparent nomination process of appeal board 
members 

• Regulation (technical aspects) of health-care 
providers and HMOs by MoH at district level 

• Regulation (financial management) of private health-
care providers and HMOs by NHIB 

• Regulation of private health insurers by NBIB in 
collaboration with NHIB 

• Public claimant appeal board to avoid moral hazard 
by HMOs 

• Consumer protection agency to ensure no adverse 
selection by HMOs 

Auditing • Technical audit of health-care providers by district 
health offices 

• Financial and administrative audit of health-care 
providers and MHOs by RAMA  

• Financial and administrative audit of private health 
insurers by NBIB 

• Monitoring and evaluation capacities in district health 
units (local governments) 

• Monitoring and evaluation capacities in RAMA district 
branches 

• Monitoring and evaluation capacities in NBIB 

 

• Technical audit of health-care providers by district 
health offices 

• Financial and administrative audit of health-care 
providers and MHOs by RAMA  

• Financial and administrative audit of private health 
insurers by NBIB 
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7.2 Territorial administration of Rwanda
23

 

7.2.1 Administrative units 

The Republic of Rwanda is divided into Intara (provinces), Uturere (districts) [or Akerere in the singular form], Imirenge 
(sectors) [or Umurenge in the singular form], and Utugari (cells) [or Akagari in the singular form]. The Akarere (district) is the 
basic political-administrative unit of the country.  

7.2.1.1 The Akagari organizational structure 

The Akagari is the smallest political-administrative unit of the country and hence is the closest to the people. Therefore this 
is the unit through which the problems, priorities and needs of the people at grassroots level are identified and addressed. 
The key organizational bodies of the Akagari are: 

(i) The Akagari Council 

All citizens aged 18 years and over who are resident in the Akagari are members of the Akagari Council. The Akagari 
Council mobilizes the residents of the Akagari, identifies, discusses and prioritizes the problems of the Akagari, and takes 
decisions to resolve them. 

 (ii) The Akagari Executive Committee 

The Akagari Council elects the Akagari Executive Committee which has 10 members. The Akagari Executive Committee 
carries out functions related to administration and community development, including the day-to-day administration of the 
Akagari and the implementation of decisions taken by the Akagari Council. 

The Akagari Executive Committee works through its technical committee (the Community Development Committee) to 
identify and prioritize needs, design development plans, mobilize development resources and implement the plans.  

7.2.1.2 The Umurenge organizational structure 

The Umurenge is the next level of administration where people participate through their elected representatives. The 
following is the administrative structure at Umurenge level. 

(i) The Umurenge Council 

There is a political organ for policy-making called the Umurenge Council. The number of Umurenge Council members is 
determined by the number of Utugari that make up the Umurenge. The Umurenge Council’s functions include approval of 
Umurenge plans and action programmes and ensuring the follow-up of their implementation. 

(ii) The Umurenge Executive Committee 

The Umurenge Council elects the Umurenge Executive Committee to support the preparation and implementation of its 
policies, plans and decisions. 

The Umurenge Executive Committee has 10 members. It carries out the day-to-day administration of the Umurenge and 
implements of the decisions and plans of the Umurenge Council. 

The Umurenge Executive Committee works with the technical support of its two subcommittees: (i) the Political and 
Administrative Committee; (ii) the Community Development Committee. 

7.2.1.3 The Akarere organizational structure  

The Akarere is being created as the centre for the delivery of services that directly concern the well-being of the local 
population. The management structure is as follows: 

(i) The Akarere Council 

The Akarere Council is the policy-making and legislative body at Akarere level. It functions as the parliament of the Akarere 
through which the people, via their representatives, can exercise their decision-making, planning and control powers to 
determine the development of the Akarere. To avoid the accumulation of mandates and the concentration of power in the 
hands of a few individuals, persons who are members of the Umurenge Executive Committee should not be councillors at 
Akarere level. 

 

                                                                 

23 Based on information from the web site of the Ministry of Local Government, Community Development and Social Affairs. 
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(ii) The Akarere Executive Committee 

At its inaugural meeting, the Akarere Council, together with all the members of the Imirenge Executive Committees and 
chairpersons of the Utugari councils, will constitute an electoral college to elect the chairperson of the Akarere Council from 
among the elected councillors of Akarere and four members of the Executive Committee. The Executive Committee is the 
day-to-day contact point between the people of the Akarere and their elected council in matters pertaining to service delivery 
and development. 

(iii) The Akarere Executive Secretary 

The head of administration in the Akarere will be the Executive Secretary. He/she will head the management and technical 
units of the Akarere and be the overall supervisor of the public servants employed in the Akarere. 

Figure 60. Government structure of local governments 

 

7.2.1.4 The Intara organizational structure  

The Intara serves as a coordinating organ to ensure the efficiency and effectiveness of central government in the planning, 
execution and supervision of decentralized services. It is also a channel through which the central government will receive 
complaints from the population concerning the quality, quantity and fairness of services provided. The administrative 
structure of the Intara is as follows : 

(i) The Umuyobozi of Intara 

The Umuyobozi of the Intara is the custodian of the authority of the state and the government’s delegate in the Intara. The 
main functions of the Umuyobozi of the Intara are: to ensure the execution of and adherence to existing laws and 
regulations; to ensure the realization of the programmes of the government; and to take, within its competence and on the 
basis of instructions from the government, all measures and initiatives to promote the general development of the Intara. 

(ii) The Intara Coordination Committee 

The Intara Coordination Committee is composed of : 

− the Umuyobozi of Intara (chairperson); 
− the Executive Secretary (secretary); 
− the chairpersons of councils of the Uturere that make up the Intara (members); 
− the directors of departments in the Intara (members); 
− the heads of deconcentrated services at Intara (members). 

The mains functions of the Coordination Committee of the Intara are to examine and coordinate all matters concerning the 
administration and development of the Intara. 

(iii) The Intara Executive Secretary 

The Intara Executive Secretary ensures the coordination of the administrative and technical services of the Intara. 
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Endnotes 
                                                                 

i For details of the structure and composition of the legislative chambers, consult the web site 
http://www.rwandaparliament.gov.rw. 

ii For a more detailed description of the territorial administration structure of Rwanda, please refer to Annex 7.2 and visit the 
web site of the Ministry of Local Government, Community Development and Social Affairs (MinAloc) at 
http://www.minaloc.gov.rw/spip.php?rubrique4. 

iii The MinAloc refers to provinces, districts, sectors, cells and villages using the respective Kinyarwanda terms of Intara, 
Akarere (in plural Uturere), Umurenge (in plural Imirenge), Akagari (in plural Utugari), and Umudugudu (in plural Imidugudu). 

iv Cities like Kigali have a similar status to districts. 

v In Rwanda, poverty and extreme poverty has been defined using the food consumption thresholds. These thresholds 
correspond to an equivalent monetary consumption of RWF 150 per day for a very poor person and RWF 250 for a poor 
person (approximately PPP$ 2 and PPP$ 3 per capita per day).  

vi Around 49.5% of interviewed individuals identify lack of land as a reason for their poor income status. 

vii Food insecurity and vulnerability are highest among agricultural labourers and in southern and western regions of the 
country. 

viii Diphtheria, pertussis and tetanus toxoid vaccine (DPT). 

ix Comprehensive knowledge means knowing that use of condoms and having just one uninfected faithful partner can 
reduce the chances of getting the AIDS virus, knowing that a healthy-looking person can have the AIDS virus, and rejecting 
the two most common local misconceptions about AIDS transmission and prevention. 

x Higher-risk intercourse is defined as having sexual intercourse with a non-marital, non-cohabitant partner over the          
last 12 months. 

xi The original question of the DHS 2005 referred to women reporting having big problems in accessing health care for 
themselves when they were sick. 

xii Capacities of local governments prove to be a major challenge in the effective implementation of the decentralization 
policy. Most districts do not have transportation capacities and rely on project resources for their monitoring and supervision 
activities at sector and cell levels. Further, the current organizational structure of the district has proved to be inadequate. 
Human resources units usually count two staff responsible for the oversight of over 1000 employees. For instance, Kamonyi 
district has two staff only for the supervision of 84 primary schools, 14 secondary schools, 136 nursery schools and                 
145 literacy centres. 

xiii Certain districts, like Gisagara, report up to 90% new staff after 62% of the staff resigned in 2007. This situation has also 
affected district mayors as many have resigned. 

xiv Fiduciary risk, a definition: the term refers to the risk of mismanagement of resources allocated for the achievement of an 
objective. In the case of budget support, it includes concerns on the use of resources for non-priority sectors, inadequate 
accounting and suboptimal performance. Corruption is only one aspect of fiduciary risk. 

xv Local governments report having major difficulties in granting salary payments due to the lack of revenue. 

xvi The HSSP targets have been fixed at 1 physician per 37 000 inhabitants and 1 nurse (auxiliary or registered) per 3900. 
This corresponds to densities of 2.7 physicians per 100 000 inhabitants and 25.6 nurses per 100 000 inhabitants for a 
physician-to-nurse ratio of 1 to 23. WHO recommends, based on empirical international evidence, minimum densities of 
skilled professionals of 57 physicians per 100 000 inhabitants and 171 nurses per 100 000 inhabitants. 

xvii Social protection has its own cluster with 14 partners represented and led by the United Nations Development 
Programme (UNDP). 

xviii Different ideological and normative opinions have been competing among development partners and expert advisers. 
This has resulted in unnecessary tensions. 

xix In the framework of the joint sector budget support programme supported by Germany and Belgium, the creation of the 
coordination subunit under the planning unit of the MoH was included as a trigger for disbursement. In addition, the German 
Technical Cooperation (GTz) has committed €200 000 to pooling fund to support the coordination subunit. 

xx A functional assessment of the structure of the MoH was conducted in 2007. Its recommendations were being considered 
by the national authorities at the time that this report was being prepared. 
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xxi CAMERWA has been created by the Rwandan Government as a nonprofit organization (asbl), established as a legal 
entity in 1998 in accordance with the ministerial decree no "089/11 of December 26rd 1998" amended by law no "20/2000 of 
July 26th 2000". This status allows associating a private-sector styled management with the social aim of public health 
policies. For more information: http://www.camerwa.rw/. 

xxiiThe MoH and its development partners introduced in 2007 a project proposal on “Strengthening health systems to 
improve and sustain high immunization coverage in Rwanda” to be financed by the Global Alliance on Vaccination and 
Immunization (GAVI). 

xxiii Referred to as "Consulation Primaire Curatice" (CPC). 

xxiv Referred to as "Prise en Charge Intégrée des Maladies de l’enfance" (PCIME). 

xxv WHO recommends a minimum of 2.28 health professionals (physicians, nurses and midwifes) per 1000 to achieve the 
target of 80% measles vaccination and skilled birth attendance to its member states based on empirical evidence derived 
from the analysis of cross-country panel data. For more information: http://www.who.int/hrh/en/. 

xxvi For further reading on health workforce shortages and budget constraints issues see  Lane C, Fernandes Antunes A, 
Kingma M. The nursing community, macroeconomic and public finance policies: towards a better understanding. Discussion 
Paper. 2009. Electronic article available at: http://www.who.int/entity/health_financing/documents/dp_e_09_02-
nursing_macroeconomics.pdf.  

xxvii The Commission on Macroeconomics and Health estimated the required financing for the delivery of an essential 
package in low-income countries at US$ 34 per capita. Specific recently conducted costing exercises for Rwanda estimate 
the cost of essential packages for the country to meet the MDGs at between US$ 27 and US$ 37 (including anti-retroviral 
treatment). 

xxviii For more information see: Organization of African Unity Summit in Abuja "Abuja declaration on HIV/AIDS, tuberculosis 
and other related infectious diseases", 2000 http://www.uneca.org/ADF2000/Abuja%20Declaration.htm 

xxix Source, Ministry of Finance and Economic Planning, budget law 2008−2010. 

xxx Through the European Commission and the European Development Fund (EDF). 

xxxi The Swedish International Development Agency (Sida) relied on DFID's monitoring and reporting to assess Rwanda's 
performance. Funds were earmarked for health but funds were monitored through the monitoring framework of DFID's 
general budget suport programme. The intention of Sida was to benefit from DFID's comparative advantage for the day-to-
day follow-up of the programme and strong policy dialogue leverage.  

xxxii The United Kingdom was the first development partner to engage in general budget support based on partnership 
principles with Rwanda in 2000 with over £210 million disbursement. It was followed by Sweden in 2001, the European 
Union in 2003 and the World Bank in 2004. 

xxxiii The full report of the evaluation is available at http://www.oecd.org/dataoecd/42/13/36685888.pdf. 

xxxiv For more information on the evaluation of general budget support and its impact on development see OECD, 
http://www.oecd.org/document/51/0,3343,en_21571361_34047972_36556979_1_1_1_1,00.html. For a short introduction to 
general budget support and its importance for the health sector see Fernandes Antunes  A, Carrin G, Evans DB. General 
budget support in developing countries: ensuring the health sector's interest. Discussion Paper. 2008. Electronic article 
available at: http://www.who.int/health_financing/documents/pb_e_08_2-budget_support.pdf.  

xxxv The Fourth Poverty Reduction Strategy Grant is the first of the second series of PRSGs signed with the International 
Development Association (IDA). The first series, PRSG 1 to 3 supported the first EDPRS of the country. 

xxxvi Rwanda has used a limited amount of its lending quota from the IMF. In June 2008, outstanding loans represented in 
total SDR 6.3 million (i.e. approximately US$ 10.2 million) which represented 7.8% of Rwanda's quota with the IMF. 

xxxvii For a description of the methodology, please see Saksena et al., "The Impact of Universal Insurance Program on 
Catastrophic Health Expenditure: Simulation Analysis for Kenya", 2006 at  

http://www.who.int/entity/health_financing/documents/dp_e_06_8-kenya_insurance_simulation.pdf. 

xxxviii Complementary law N°29/2002 of 19 October 2002 and law N° 27/2007 of 26 June 2007. 

xxxix AAR is Africa's largest health management organization. It was until recently suspended from its activities in Rwanda. 

xl The FARG should not be confused with the Survivors Fund (SURF), which is an international NGO founded in 1997 to 
support the survivors of the 1994 genocide in the United Kingdom and in Rwanda. 
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xli The first "output-based" PBF mechanism was introduced by the international NGO HealthNet International (HNI) in the 
former Butare province in 2001. Memisa/Cordaid, another international NGO, subsequently introduced a similar mechanism 
in the former Cyangugu province in 2002. Finally, the Belgian Technical Cooperation initiated PBF in 2005 based on quality 
principles in the City of Kigali and the former province of Kigali Ngali. 

xlii The CAAC is supported by: Belgian Cooperation (BTC/CTB); the USAID (MSH, EGPAF, IntraHealth, FHI); the CDC; the 
Global Fund; Cordaid; Health International (HNI); HDP; the World Bank; Luxembourg Cooperation (Lux-development); 
Swiss Cooperation. 

xliii The source study does not specify if this base or gross salaries were used. 

xliv It has to be kept in mind that this harmonization mainly affects the higher category staff (A0-A2 nurses) whose salaries 
come from different sources. The salaries of lower category staff are almost all paid by health facilities as are those of 
general contracted staff.  

xlv For a detailed review of the control and verification process, please consult the "Performance-based financing annual 
report 2007". 

xlvi Specific recently conducted costing exercises for Rwanda estimate the cost of essential packages for the country to meet 
the MDGs at between US$ 27 and US$ 37 (including anti-retroviral treatment). 

xlvii Margins in drugs have been reported to be higher in order for health centres to generate sufficient resources and 
overcome the lack of transfers from government financing for recurrent costs (A. Kalk et al., "Paying for health in two 
Rwandan provinces: financial flows and flaws." Trop Med Int Health 10, No. 9 (2005)). 

xlviii In the pilot projects, business plans were compulsory for facilities participating in PBF. This was an effective way to 
incentivise health facilities' managers to use the PBF transfers in a rational way. In the national model, the obligation for 
business plans was also introduced but according to interviewed stakeholders the preparation and respect of these business 
plans has been neglected by facility managers. 

xlix For a detailed reference on various purchasing methods, see G. Carrin and P. Hanvoravongchai, "Provider payments and 
patient charges as policy tools for cost-containment: how successful are they in high-income countries?" Hum Resour 
Health 1, No. 1 (2003). 

l Administrative costs for the social health insurance scheme in Korea fell from 11.9% in 1990 to 6.4% in 1999. Source: G. 
Carrin and P. Hanvoravongchai, " Provider payments and patient charges as policy tools for cost-containment: how 
successful are they in high-income countries?" Hum Resour Health 1, No. 1 (2003); extracted from G. Carrin and C. James, 
"Key performance indicators for the implementation of social health insurance," Appl Health Econ Health Policy 4, No. 1 
(2005). 

li This argument has been presented by some authors against equalization mechanisms (see BL Crowley and B O'Keefe, 
"The flypaper effect: does equalization really contribute to better public services, or does it just ‘stick to’ politicians and civil 
servants?", Policy Series, Frontier Centre for Public Policy (2003),  

http://www.fcpp.org/pdf/PolicySeries029TheFlyPaperEffectJul06.pdf. 

lii Discussions and research have been intensive on the best architecture, arrangements and level of delegation of powers 
for revenue collection and expenditure between central and subnational level authorities. This area of research makes use 
of various disciplines such as institutional and political economic analysis and econometrics. Unfortunately, specific research 
on the applications of "fiscal federalism" in the health sector are limited. It is beyond the scope of this report to discuss this 
theory and the reader may find additional lectures on this elsewhere. (See O. Okorafor and S. Thomas, "Protecting 
resources for primary health care under fiscal federalism: options for resource allocation.," Health Policy Plan 22, No. 6 
(2007) ). 
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