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Executive Summary
Rwanda is a small, landlocked country of 9.3 million people characterized by rapid population growth, a high poverty incidence (56.9 percent in 2005) and the highest population density in Sub-Saharan Africa. 

Rwanda made significant progress since the 1994 genocide that resulted in the death of more than one million people and in the collapse of economic and social structures. After more than a decade of reconstruction and strong economic growth, the country is currently at peace and secure. 

The Government of Rwanda successfully implemented a broad program of economic reforms and it has adopted its second Poverty Reduction Strategy Paper, the Economic Development and Poverty Reduction Strategy (EDPRS). The specific objectives of the EDPRS for the health sector are “to maximize preventive health measures and build capacities to have high quality and accessible health care services to the entire population in order to reduce malnutrition, infant and child mortality, fertility, as well as control communicable diseases”. 
Rwanda is a country that is moving at a very rapid pace in many areas. Important reforms were implemented in the health sector with very encouraging results. They include, among others, community-based health insurance schemes (health mutuelles), performance-based financing at all levels of care to increase staff motivation and improve the quality and quantity of services delivered and fiscal decentralization that resulted in relative autonomy in budgeting and financial management within health facilities. Other countries of the region could build upon Rwanda’s experience in designing and implementing reforms that improve the health sector performance and ultimately, the health status of the general population.

Thanks to a strong political will at all levels to implement health strategies and substantial support from all actors, there has been a marked improvement in sector performance indicators linked to service delivery. The use of modern contraceptive increased by 65 percent in 2 years, from 10 percent in 2005 to 27 percent in 2007. Similarly, infant mortality rate decreased by 28 percent, from 86 per 1,000 in 2005 to 62 per 1,000 in 2007 and under five mortality decreased by 33 percent from 152 per 1,000 to 103 per 1,000. Other major impressive achievements in health sector performance include the drastic increase in health mutuelle coverage, from 7 percent in 2003 to 74 percent in 2007, and the surge in the proportion of children under five sleeping under an ITN from 11 percent in 2005 to 55.7 percent in 2007. 

It is clear that Rwanda stands for a highly performing country and that the current trend is very promising for the future. However, this very optimistic picture is mitigated by poor performance in some areas such as the still very low family planning coverage, the fact that one out of two women delivers without any skilled assistance, the fact that one in every five children suffers from moderate malnutrition or the very high burden of communicable disease. 

Indeed, there are important health system bottlenecks in terms of geographical accessibility, logistics and procurement, human resources for health, financial accessibility as well as inequalities among the Rwandan population that continue to hinder progress in the sector. These bottlenecks and possible actions to remove them are presented below. 

Health Reforms

Rwanda has rapidly transitioned from a faith-based service delivery model in the colonial era to a model guided by the Bamako initiative, which sought to accelerate and strengthen the implementation of primary health care with the goal of achieving universal coverage. Since 1996, and the introduction of user fees in public health facilities, Rwanda has pioneered major programmatic, organizational and health financing reforms aiming at improving the quality of care and ultimately, at improving the health status of the population in Rwanda with a particular focus on the most vulnerable segments of the population. It is generally acknowledged that the pace of reform in Rwanda is very fast and that the implementation of reforms is good. 
The programmatic reforms undertaken in the fields of pharmacy, education, blood transfusion or laboratories aimed at strengthening a health system that needed to be fully rebuilt after the genocide and war. In addition, priority was granted to address the major health concerns of the Rwandan population leading to the development and strengthening of the community health strategy, the expanded program of immunization or the national programs to fight HIV/AIDS, tuberculosis and malaria. 

Rwanda went also through major organizational reforms such as the fiscal decentralization which resulted into a decentralized health delivery system aiming at improving the health sector’s governance and its capacities to deliver high impact interventions at a large scale. Health facilities are now fully autonomous entities, responsible for the management of financial resources, health service delivery, and human resources for health. In terms of organization, the Government of Rwanda has also provided significant efforts to coordinate aid efforts. These efforts are translated into several coordination structures and mechanisms that enable the Government to ensure aid is aligned on its priorities.

Although all these reforms have contributed to improve the situation of the health sector, it is in the field of health financing that the Ministry of Health has pioneered its two most prominent reforms to boost both the demand and the supply: health mutuelles, which were scaled-up nationally in 2005, have greatly contributed to improved access and household income protection in the health sector; on the supply side, performance-based financing has enabled to align resource allocation to national health priorities and to increase the motivation of staff to deliver higher quality services. 
The case of Rwanda is rather unique in the region when considering the number of reforms implemented in such a short period. Therefore, key lessons from the Rwandan experience and factors contributing to the successful implementation of reforms can be formulated to provide a stronger base for future action: 
· Strong government leadership, vision, and regulatory framework at all levels, fosters the short- and long-term sustainability of health sector reforms;
· The ability of government to adapt strategies, in light of the changing macro- and health sector environment is needed to strengthen health services;
· Independent controls and quality checks are essential for monitoring and evaluation of health facility performance;
· Cultural and social factors, particularly solidarity within communities, contribute to the success of several health service delivery innovations;
· Key reforms need to include provisions for financial protection and other support for indigent populations;
· Government coordination of donor funding is critical to ensure that aid is used effectively and aligned with national priorities. 

Evolution of Health Indicators

The health situation in Rwanda has clearly improved in recent years, and the trends of health indicators show a positive outlook for the coming years. From a health situation among the direst of Sub-Saharan Africa during the 1990s due to the consequences of the war, the health situation in Rwanda today is in an intermediate position within the African context. 
In Rwanda, the burden of disease is dominated by communicable diseases that could easily be avoided through high impact interventions at community and health center levels. Despite impressive improvement in the prevention against malaria, malaria remains the first cause of morbidity and mortality in the country. The other main diseases threatening the health of the population include HIV/AIDS, TB, acute respiratory infections and diarrheas. 

Overall, Rwanda is performing well as regards to child and maternal survival. Under five mortality rate has significantly decreased over the decade from 196 per 1,000 in 2000, to 152 per 1,000 in 2005 and 103 per 1,000 in 2007. Similarly, infant mortality rate decreased from 107 per 1,000 in 2000, to 86 per 1,000 in 2005 and 62 per 1,000 in 2007. Finally, the maternal mortality ratio significantly decreased from 1,300 per 100,000 live births in 2000 to 750 per 1,000 in 2005. These levels are lower than the Sub-Saharan average and close to the levels of neighboring countries. It is worth noticing that if Rwanda sustains the recent trends, it may meet MDG 4. 
However, there are areas where Rwanda is poorly performing compared to neighboring countries and the Sub-Saharan average or where progress has been limited over the past years. Malnutrition is still very high in Rwanda and more than one in every five children suffers from moderate malnutrition (22.5 percent). In addition, in 2007, one in very four children aged 6 to 59 months (26 percent) suffered from moderate or severe anemia. Fertility is another source of concern as the total fertility rate decreases at a very low pace and reached 5.5 in 2007. Finally, there are important health inequalities in Rwanda among urban and rural areas, among income quintiles and provinces that are hindering progress. For instance, mortality rates are much lower in urban areas, among the richest quintiles and in the Northern and City of Kigali provinces than in other places.
To sustain the recent improvements in the health status of the population and to reach the MDGs, Rwanda will need to: 

· Sustain efforts at community and health center levels to prevent malaria and other causes of morbidity and mortality in the population in general and the most vulnerable in particular;

· Make significant progress in the reduction of malnutrition and fertility;
· Reduce health disparities between urban and rural populations, between different income quintiles and different provinces;

· Better target health interventions to turn health investments into significant gains in terms of improving the health status and productivity of the majority of the population.
Household Behaviors
Environmental, community conditions, cultural and socioeconomic factors play an important role in Rwanda in determining the degree of exposure to vectors of disease and households’ health-related behaviors. 
The educational level of women, knowledge about health technologies, and household income are important determinants of households’ health behaviors in Rwanda. Recently, health insurance coverage has also become a major driver of household health behavior changes. 

Despite significant progress in recent years, many Rwandan households have a limited access to drinking water and toilet facilities. Overall, in 2007, the majority of the Rwandan population (58.2 percent) did not have access to drinking water and 43.7 percent did not have access to flush toilet or improved latrines. These overall figures hide important disparities between urban and rural areas and income quintile with the better-off and urban population having a much larger access to improved water and sanitation facilities. 
Household health-related behaviors experienced significant progress over the past years: although very low until 2005 (11 percent), the use of bed nets by children under five jumped to 55.7 percent in 2007; immunization levels are among the highest in Sub-Saharan Africa; and the use of modern contraceptive increased from 3 percent in 2000 to 27.4 in 2007. Except for immunization, household health-related behaviors vary significantly among rural and urban areas, income quintile and provinces. For instance, 42.7 percent of women from the poorest quintile were assisted by a health professional during delivery against 70.6 percent for women of the richest quintile; almost 70 percent of urban women were assisted during delivery against 49 percent in rural areas. Finally, it is worth mentioning that the use of modern health services (versus traditional practitioner services) is increasing in the general population; still, it is higher among the insured population, the richest quintiles and urban population. 

Households’ health seeking behaviors have gone through significant positive changes. To further past improvements and ensure the most vulnerable can adopt healthy behavior, it is essential to: 

· Engage multisectoral efforts to increase access to improved water and sanitation facilities;
· Strengthen reproductive health services to increase the coverage of essential interventions such as antenatal care, contraception and skilled assistance during delivery;

· Reduce health disparities between urban and rural populations, between different income quintiles and different provinces;

· Encourage membership to a health insurance scheme as it has a significant impact on the use of modern services and on the reduction out-of-pocket spending;
· Encourage the use of modern health services instead of traditional practitioners’ services. 

Human Resources 

Human Resources for Health represent an important bottleneck in the Rwandan health system and solutions will need to be found and implemented in the near future if the health system is to sustain the pace it has been following in the past few years. The main issues in this area are: 

· the health workforce is not sufficient in numbers and in quality to respond to the needs that have been identified in the sector and the productive capacity of training institutions is severely limited;

· the central level is overwhelmed and there is a need to reinforce it. In addition, there is a lack of a coordinated training policy aimed at increasing the number of planners at this level;

· health workers are unevenly distributed across the country, favoring Kigali. Measures such as the allocation of graduating medical students to rural districts are already having an impact, but more needs to be done; and 

· finally, although stunning results have been achieved by the health system in a very short amount of time, reflecting the increase in the performance of health workers due to sector reforms that have linked income to performance (i.e. the PBF), there is a need to revise the curriculum and the teaching methods to make students perform better.

Infrastructures
Geographical barriers to health services have decreased over the past years. However, sustained efforts are needed to reduce inequalities in geographical accessibility and to improve the structural quality and availability of basic health services in the country, including the availability of client comfort amenities and regular supply of energy and water supply at primary health facilities. 
The modern health care delivery system of Rwanda has been rebuilt after the war. The public and government-assisted sectors constitute the core of the modern health system. Most public health facilities are under the supervision of the Ministry of Health; the government-assisted sector is composed of health facilities under the authority of faith-based organizations but the MoH provides support to this sector. Beside national referral hospitals (the Kigali University Hospital Center, the Butare University Hospital Center, and the Ndera Neuro-Psychiatric Hospital), the public and government-assisted sector is constituted by district hospitals which supervise each a network of peripheral health facilities (health centers and dispensaries). Finally, the private for-profit sector has experienced an important growth during the past years. It includes medical clinics, polyclinics, and nurse clinics, as well as private pharmacies and pharmaceutical outlets which provide basically curative care services in urban areas. 

Passive coverage of health infrastructure in the country is improving. Overall, the proportion of the population which lives within less than 5 kilometers from a health center has increased from 58.3 percent to 68.6 percent between 2000 and 2005. Still, distance from health facilities and the need to take transport remain one of the major problems in accessing health services. 

In addition to distance to health facilities, structural quality and availability of health services may determine the use and choice of health care providers. The situation is mitigated in Rwanda as in 2007, nearly 2/3 of health facilities did not have a regular source of water supply and 37 percent did not have regular electricity or a generator. The availability of client comfort amenities (clean, functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness) at health facilities is relatively high as 56 percent of health facilities have all client comfort amenities. 
As financial barriers to health services are being reduced significantly through health mutuelles, geographical accessibility remains the main barrier to modern health services. Therefore, efforts are needed to: 

· Build and rehabilitate health facilities in order to reduce the urban-rural gap and differences among provinces;

· Overhaul the availability of client comfort amenities at health facilities;

· Ensure the availability of regular supply of energy and water supply at health facilities. 
Procurement and Supply Chain Management of Pharmaceuticals and Medical Supplies

Important efforts are needed in Rwanda to strengthen the regulatory framework that will ensure the quality of drugs circulating in the pharmaceutical market and improve the availability of drugs, medical commodities and infection control devices to support quality preventive and curative health services in peripheral health facilities. 

The availability and accessibility of drugs are among the key dimensions of accessibility of health services in the country: drugs are among the key components of the costs, tariffs and resource mobilization of health facilities; they account for nearly 60% of the burden of health related expenditures of households and constitute one of the key financial barriers to the use of modern health services.

Rwanda made progress in strengthening the legal framework, strategic management and regulatory capacities of the pharmaceutical sector, as well as the procurement and distribution systems of drugs and medical supplies in the health sector, through the expansion of the role of CAMERWA in the procurement and distribution of drugs and medical supplies. There has also been a notable improvement in its administrative, financial and operating procedures.

The progress in the management of procurement and distribution of material resources at the national level, however, has not been matched by improved management at the intermediate and peripheral levels. Indeed, with the exception of vaccines and contraceptives, the availability of commodities and material resources for the provision of quality health services is low at peripheral health facilities in Rwanda. In addition, delays are observed in the implementation of key legal instruments, such as the creation of a National Pharmaceutical Agency, the setting up of a functional national drug registration system, the definition of a national drug pricing policy that improves financial access to medicines and implementation of a comprehensive national drug quality assurance and quality control system to address the issue of counterfeit and sub-standard drugs that may circulate in the country.

Several priority interventions that can improve the management of the pharmaceutical sector are identified in the draft National Drug Policy according to which Rwanda should: 

· Finalize institutional arrangements planned in the Pharmacy Law for a fully operational National Drug Regulatory Authority and assess the current pharmacy laws in light of international best practice and recommend updates if necessary;

· Develop a fast track drug registration system, starting with drugs registered in countries with stringent drug regulatory authorities and finalize arrangements and procedures to set up a functional national drug registration system, based on lessons learned from countries such as South Africa; 

· Set up a policy on drug pricing and enforce it with strong involvement of national authorities and professional organizations; or assess options to use market mechanisms such as framework contracts to lower acquisition costs for facilities and improve availability.

· Finalize the drug pricing survey initiated with support from WHO and conduct a study to analyze the causes of high level of out-of-pocket drug expenditures;

· Accelerate the implementation of the 2009 CAMERWA procurement plan, prequalification process and the selected option for active distribution of the defined list of essential drugs; 

· Continuously monitor availability of drugs in CAMERWA, district pharmacies and peripheral health facilities and share data with MoH policy makers;

· Continue interventions to reinforce supply chain management capacity of pharmacy personnel in district pharmacies and health service delivery facilities;

· Conduct a thorough assessment of the national quality assurance and quality control system and use the results to design interventions for medicines quality improvement, for example the establishment of a uniform post-marketing surveillance system for drugs in the market based on German Pharma Health Fund minilabs strategically positioned in key health facilities.

Coverage of Essential Health Interventions 

The coverage of essential health interventions has been extended as a result of the combination of the increased technical capacities of health centers through the decentralization of health services, the extension of population and community-based services, and changes in the interactions of the population with health centers resulting from the extension of health insurance coverage. 

Reproductive health services have experienced a significant increase during the decade. The coverage of family planning services, antenatal care services, and professional assistance at delivery has significantly increased reaching respectively 27.4 percent, 95.8 percent and 52.1 percent in 2007. 
Sustained progress made in child immunization (90.4 percent coverage of children aged 12-23 months for vaccination against measles in 2007) has not been matched yet by comparable gains in other technical areas of child health interventions, such as nutrition and integrated management of childhood illnesses. Many nutrition interventions have been implemented over the decade but their potential contribution to a significant reduction of malnutrition faces many problems at the population, health facility and strategic level. Nutrition activities are now at a crossroad with the adoption of a national nutrition policy in 2007 which aims, among others, at extending community-based nutrition programs. Finally, major progress has been made in the extension of the coverage of vitamin A supplementation among children and women through mass campaign and at a lesser degree the integration in routine health facility services. 
Rwanda is emerging as one of the leading countries in Sub-Saharan Africa in malaria prevention and control as significant reduction in malaria morbidity and mortality is being demonstrated in the country as a result of recent government and external assistance efforts. Rwanda is now moving from being a highly malaria endemic country and is focusing its efforts towards the elimination of malaria as a public health problem under a new institutional framework.
Finally, Rwanda made major progress in the extension of HIV/AIDS services mostly through the decentralization of voluntary counseling and testing (VCT), the prevention of mother-to-child transmission (PMTCT) and ARV treatments at the district hospital and health center levels.
In order to increase the coverage of essential health interventions in Rwanda and remove existing bottlenecks that hinder higher coverage levels, the country should: 
· Scale-up successful community-based nutrition interventions;
· Sustain the increasing trends in the coverage of family planning and professional assistance at delivery and improve the quality of reproductive health services;
· Sustain current efforts of revitalization of the IMCI strategy and fill major gaps for effective integration of IMCI in basic health services;

· Focus malaria and HIV/AIDS interventions on the poorest segments of the population and strengthen community-based interventions in rural areas;
· Strengthen preventive measures to reduce significantly the prevalence of HIV/AIDS.
Health Financing 

Rwanda has experienced sustained economic growth over the last decade. Nominal GDP per capita increased from US$ 202 per capita in 2002, to US$ 317 in 2006 and US$ 359 in 2007. As a consequence of debt relieves, Rwanda debt situation is now sustainable and its total debt service represented 9.6 percent of exports of goods, services and net factors in 2006. Domestic revenue excluding grants have also been growing reaching 13.4% of GDP in 2006 which remains low however compared to Sub-Saharan Africa levels. As a result of this positive macroeconomic trend, total government expenditures have increased by 284% between 2000 and 2007.

Parallel to the overall positive macroeconomic trends, total health expenditure (THE) have increased substantially in recent years reaching 10.7% of GDP compared to 6.6% in 2003. Health expenditure per capita doubled from US$ 17 per capita to US$ 34 during the same time frame: donor participation reached US$ 17.7 per capita, public expenditures US$ 6.3 per capita and private expenditures US$ 9.4 per capita. A high level of dependence on external financing is evident and Rwanda is among the countries of the region that have the biggest share of external resources flowing to the health sector, exceeding 50 percent of total health expenditure.
Fiscal space projections for health show a very limited window of opportunities for the future. External assistance for the health sector is projected to remain constant in nominal terms after 2008. Constant nominal aid and declining nominal aid per capita after 2008 implies a potential reduction in the level of fiscal space going forward, and underlines the health sector’s vulnerability to changes in aid policy or aid priorities. This level of aid combined with EDPRS projections for allocation of recurrent spending to health (9.1 percent on average for the period 2008-2012), GDP growth (7.5 percent by 2010 and 8 percent by 2015) and revenue to GDP ratio (13 percent of GDP over the medium term) would lead to an overall increase in resources for health by 2015 ranging between US$ 14-19 per capita. 
Greater reliance on external funding and vertical instruments (Global Fund, PEPFAR, PMI) have biased resource allocation in the health sector towards HIV/AIDS (24 percent of THE in 2006) and malaria (14 percent) interventions. In contrast, reproductive health (6 percent) and nutrition interventions have not commanded a share of health resources commensurate to their potential contribution toward reaching the MDGs.
Health financing mechanisms have experienced significant changes during the past years. An increasing number of donors are channeling their assistance through on-budget support and major efforts are underway towards the consolidation of aid coordination and harmonization in the health sector. In the domestic front, health financing mechanisms have experienced significant changes as a result of fiscal decentralization, performance-based financing, and the expansion of health insurance. These changes in health financing mechanisms have enlarged policy instruments and the capacity of the government for aligning resource allocation mechanisms with health priorities and for targeting the poorest segments of the population.

Public resource allocation patterns in the health sector translate biases in favor of referral hospitals. As referral hospitals are used mainly by the better-off segments of the population and residents of urban areas, these patterns have resulted in major inequities in the distribution of public subsidies. The richest are the main beneficiaries of the health system and their benefit increases with the level of care: the richest quintile benefit from 49 percent of the total public subsidy while the poorest receive less than 7 percent of the total subsidy. The public subsidy received by the poorest quintile is mainly flowing to the health center level: in 2005, however, this level of care captured only 11 percent of public subsidies. It is too early to assess whether these patterns have changed with fiscal decentralization and institutionalization of performance-based financing and public subsidies channeled through health mutuelles since 2006.

To ensure total health expenditure increases in the medium term, is aligned with the Government’s priorities and translates into improved health status among the general population, it is essential for the country to: 

· Reduce the concentration of external sources of funding to decrease the vulnerability of health financing to changes in donor behavior;
· Increase domestic funding on health to lessen the high level of aid dependence;
· Make sure aid is aligned to the Ministry of Health’s priorities to avoid financing gaps;
· Improve efficiency and equity in public spending by restoring a sustainable balance between recurrent and development spending, increasing resources allocated to reproductive and child health interventions, and improving the targeting of public spending on the poorest segments of the population and basic health services. 
Health mutuelles 

The coverage of community-based health insurance schemes (health mutuelle) targeting rural communities and the informal sector has experienced a dramatic increase over the past few years, reaching 74 percent in 2007. After the demonstration of the political will of the Government and its capacity to extend health insurance coverage to the majority of the population, Rwanda needs sustained efforts in the coming decade to consolidate the financial and institutional sustainability of its decentralized health insurance systems by strengthening internal financial mechanisms, management capacities and the governance of health mutuelles. 
An incremental approach has been followed to create a framework for the development of a policy for promoting health mutuelles. Rwanda has capitalized on the initial phases of experimentation and adaptation to launch the nationwide expansion of health mutuelles in 2005. Rwanda has now expanded health insurance coverage at unprecedented levels in Sub-Saharan Africa as coverage has increased from less than 7 percent of the population in 2003 to 74 percent in 2007. 
Rwanda possesses a basic health insurance infrastructure based on 403 mutuelle sections and 30 district health mutuelles that are contributing to the transformation of resource allocation mechanisms in the health sector. This basic infrastructure serves not only to shield households with the capacity to pay from the financial risks associated with illness, but also serves as a basis for new arrangements for distributing subsidies in the health sector to provide coverage for indigents and vulnerable groups, including persons living with HIV. 
The bulk of the financing for health mutuelles comes from household dues, with support from the government and external partners. As a result of the expansion of health mutuelles, resources mobilized by health mutuelle section became very substantial (RwF 8.3 billion in 2006). Health centers captured the largest share of the increase in health facilities revenues, showing that these additional resources enabled to boost the quality of services offered at local health facilities. 
Health mutuelle premium contribution is affordable for the majority of Rwandans, except for the poorest 10 percent of the population but as a consequence of existing subsidy schemes, not all household pay the annual premium. Determinants of membership to health mutuelle include the family size, education of the head of household, and income quintile.

Health mutuelles have a significant positive impact on household health seeking behaviors as the demand for health-care services are driven by factors such as enrollment in health mutuelles, income and distance to nearest health care facility and the effect of mutuelle on use of modern health provider is even stronger among the poorest 2 quintiles. In addition, among the households from the poorest quintile, those who are enrolled in a health mutuelle are twice as likely to seek care at modern health care providers than uninsured households. Finally, it seems that health mutuelles succeed in protecting unexpected illness related expenditure as uninsured households spend twice as much as insured households for illness related expenditure.
To build on these positive trends and ensure the long-term viability of health mutuelles, the following challenges will need to be addressed in the coming years: 

· In the area of health mutuelle governance, it will be essential to promote greater ownership of health mutuelles by the general population;
· To promote the institutional viability of health mutuelles, the gaps in management capacities will have to be bridged; 
· To promote the financial viability of health mutuelles in the country, financing mechanisms for health mutuelles will need to be strengthened, as well as the mechanisms for subsidizing expansion of the benefits packages of health mutuelles and coverage of indigents and vulnerable groups. 
Performance-Based Financing
Performance-based financing (PBF) links incentives to performance. In 2006, PBF became a major pillar of the Ministry of Health’s Strategy; it was implemented to provide additional resources and incentives to health workers so as to improve efficiency and the quality of care. Indeed, the quality of care had become a particularly salient issue as, with the expansion of health mutuelles, utilization rates increased drastically in all health centers.

Performance-based financing started in Rwanda as early as 2001 with impetus from external actors: the NGO HealthNet International started a PBF scheme in 2001 in the former Butare province. In early 2002, the NGO Memisa/Cordaid started a PBF scheme in Cyangugu province. Finally, in 2005, the Belgian Technical Cooperation also started a PBF scheme: the “Ville de Kigali” model. 

Evidence generated by these pilot programs on the relative performance of PBF compared to traditional input-based financing mechanisms provided a base for the Ministry of Health decision to roll-out PBF in all health facilities in Rwanda. A national PBF model for health centers was designed in 2006 through an extensive consultative process involving all key stakeholders. The national PBF model combines features of the piloted schemes and is adapted to the institutional environment resulting from implementation of political and decentralization reforms. 
PBF is currently implemented at three levels: health center, hospitals and community levels. In the national model for health centers, payments for performance are based on the quantity of outputs achieved conditional on the quality of services delivered. Health center staff can increase their performance, and hence their earnings, by increasing the quantity of outputs and increasing the quality of services as measured by an elaborate instrument measuring quality across 13 services and 185 variables. The national PBF model for use in district hospitals consists of 52 indicators, 15 of which assess administration, 19 assess quality assurance and 18 assess clinical activities. At the hospital level, performance is assessed through a peer-evaluation mechanism and performance budgets available range between US$ 70,000 and US$ 175,000 per hospital per year. Finally, the community PBF is based on experience gained during implementation of health center and hospital PBF. It consists of a decentralized control and decision making by a Sector PBF steering committee and payment of a community health worker cooperative after performance has been assessed. 

Due to a lack of rigorous evidence on the impact of PBF on health service quality and quantity, the GoR supported an effectiveness evaluation that took advantage of the phased implementation of the national PBF model over a 24-month period, and consisted of 12 treatment districts and 7 comparison districts with a total of 165 facilities and 2000 households. Initial results are expected for April 2009.

The results achieved in terms of service supply after a few years of experience and the enthusiastic participation of all stakeholders in this approach point to a promising future. Since it is a dynamic strategy, PBF will need to be more flexible in order to adjust to innovative ideas benefiting the population and health care providers. The oversight mechanisms will have to be strengthened to ensure that the quality of services provided continues to improve.

Still, a number of problems and question marks remain. They are related to the initial amount required to launch the system, the high costs of PBF, the permanent oversight requirements, the accuracy of data, the “perversion” of health care versus the sacred concept of the health worker’s role, the sustainability, the ownership, etc. The future of the PBF approach will depend on finding appropriate solutions to these issues. The following actions are therefore recommended:

· Promote integration with other activities and initiatives;
· Maintain the political commitment to ensure the sustainability of PBF;
· Ensure the quality of services and maintain credibility with partners;

· Put in place an independent mechanism to monitor services delivered and outcomes achieved.
Cost of Reaching the MDGs 
Rwanda has several sets of policy objectives for the medium term. They include the Millennium Development Goals which have targets set for 2015 and the EDPRS which targets constitute a destination in 2012 and a milestone towards the MDGs. 
Based on MBB estimates, reaching the EDPRS targets by 2012 will cost an additional US$ 10.4 per capita per year for the final year of the EDPRS. The investment is estimated to reduce neonatal, under five, and maternal mortality by 28 percent, 37 percent and 41 percent, respectively (compared to the 2005 level). Coming close to the MDGs targets by 2015 will require an additional investment of US$ 15.62 per capita with 35 percent, 44 percent and 47 percent estimated reduction in neonatal, under five, and maternal mortality respectively.
The combination of these cost estimates with projections of fiscal space for health suggests that the scale up in aid and government spending on health since 2005 may well be sufficient to cover the incremental costs required by the end of the MDGs period. The financing gap could be closed by increasing the health share of government spending to close to 15 percent (Abuja target) and increasing aid flows per capita from US$ 25 in 2008 to US$ 31 in 2015.
However, the financing gap analysis reveals that the allocation of resources by Ministry of Health’s programs does not correspond to the sector’s priorities and needs. It is clear that the situation of Rwanda is very different from the situation of many other countries in the region as the main problem of the health sector in Rwanda is not related to under financing but to the misallocation of resources. For instance, HIV/AIDS capture an impressive share of resources for the health sector, leading to financing gaps in other priority areas. 

Therefore, in order to finance high impact interventions that will enable Rwanda to achieve the MDG targets in 2015, the country will have to: 

· Address system-wide bottlenecks, including human resources, physical accessibility, supplies and logistics, and demand for services;

· Make allocative efficiency gains and ensure additional resources are aligned with the budget needs;

· Make efficiency gains to contribute to close some financing gaps. 

1. General Context and Introduction
Rwanda is a small, landlocked country of 26,338 square kilometers that became independent in 1962. The country forms part of the highlands of eastern and central Africa, with mountainous relief and an average elevation of 1,700 meters. 

Rwanda’s demographic situation has been characterized by rapid population growth; the population is currently estimated to be around 9.3 million people and the population density is the highest in Sub-Saharan Africa (368 inhabitants per square kilometer in 2007). Overall, 60 percent of the total population is considered literate. 36 percent of Rwandans age 15 years and older do not know how to read or write and only 4 percent of women are able to read (DHS 2005). 

Poverty incidence in Rwanda is high, with more than half of the population living below the poverty line. Although the comparison of the two integrated living conditions surveys (EICV conducted in 2000 and 2005) shows that the proportion of the Rwandan population identified as poor fell from 60.4 percent in 2000 to 56.9 percent in 2005, the level of poverty remains extremely high. In addition, poverty in Rwanda remains disproportionately a rural phenomenon with nearly 92 percent of the poor living in rural areas. 
Rwanda made significant progress since the 1994 genocide that resulted in the death of more than 1 million people and in the collapse of economic and social structures. After more than a decade of reconstruction and strong economic growth, the country is currently at peace and secure. In the aftermath of the genocide, the government managed to quickly stabilize the economy and encourage rapid economic growth. By 1998, the Gross Domestic Product (GDP) had recovered to its pre-1994 level. GDP growth has averaged 5-6 percent per year from 2002 to 2006. Still, the country remains one of the poorest countries in the world, with GDP per capita reaching only US$ 359 in 2007. A new constitution was enacted in June of 2003 and the first multi-party presidential and parliamentary elections were held in August and September of 2003, resulting in the election of President Kagame. 

The country is composed of two layers of government (central and local) and of six administrative complementary entities that were reorganized under the 2005 reform: the Central Government, the Province (Intara), the District (Akarere), the Sector (Umurenge), the Cell (Akagari) and the Village (Umudugudu)
. The administrative organization is guided by the principle of subsidiarity: the central government agencies’ roles and responsibilities are mainly in policy formulation, regulation and support to local governments through capacity building, financing and monitoring and evaluation; local governments, with the administrative entities, are mainly in charge of implementation of government policies and service delivery, and provide an avenue for citizen voice and accountability. The province is responsible for coordinating district development planning with national policies and programs, supervising implementation of the national policy in the Districts within the province, coordinating governance issues in the province, as well as monitoring and evaluation. Districts are charged with local economic development and planning and coordinating the delivery of public services. The Sector is the focal point for delivering services to the population. It is also charged with coordinating community participatory development, as well as collecting data and information. The Cell is responsible for needs assessment and prioritization, and mobilizing community action. Finally, the Umudugudu is charged with building cooperation, collaboration and solidarity among members of the community. 
Rwanda’s health system has a pyramidal structure, consisting of three levels: central, intermediary, and peripheral. The central level includes the central directorates and programs of the Ministry of Health (MoH) and the national referral hospitals. The central level elaborates policies and strategies, ensures monitoring and evaluation, and regulates the health sector. It organizes and coordinates the intermediary and peripheral levels of the health system, providing them with administrative, technical, and logistical support. The intermediary level is found within the province, dealing with management and policy issues but is not a provider of health services. The Provincial Directorate in charge of health is responsible for implementation of health policies, the coordination of activities, and the provision of technical, administrative, and logistical support. It ensures an equitable distribution and an efficient utilization of resources. Finally, the peripheral level is represented by the health district and consists of an administrative office, a district hospital and a network of health centers that are either public, faith-based government assisted, or private. The health district addresses the health problems of its target population. The functions of the health district are the following: (i) organization of health services in health centers and the district hospital in terms of the minimum and complementary package of activities; (ii) administrative functions and logistics, including the management of resources and supply of drugs, under the responsibility of the district management team; and (iii) supervision of community health workers. At all levels of the health district, decisions are made collectively through various committees, which serve as vehicles of community participation in the health sector. Community participation is a key element in the implementation of the primary healthcare strategy, as it plays a role in the planning, execution, and monitoring of primary healthcare activities, including the provision of certain services at the grass-roots level (e.g. nutrition, mental health, family planning), the search for appropriate solutions to local health problems, and resource mobilization.
Since fiscal decentralization, enacted in 2006, fiscal responsibilities and financial resources – that used to flow from the central government to provinces and then facilities – are now transferred directly to facilities. This reform has resulted in relative autonomy in budgeting and financial management within facilities as health care providers are now contracted and managed by health facilities. The key objective of sectoral decentralization is to make local governments responsible for delivering services which brings health services closer to their beneficiaries. As a result, the overall efficiency of the health system is expected to increase. 
In the recent years, the Government of Rwanda successfully implemented a broad program of economic reforms. Strong implementation of macroeconomic policies enabled Rwanda to reach the HIPC (Heavily Indebted Poor Countries) completion point in March 2005 and to qualify for the Multilateral Debt Relief Initiative (MDRI) in March 2006. Parallel efforts have been made to put in place a sound economic governance framework, including independent regulatory agencies, stronger public expenditure management systems with independent audit agencies, and a strong focus on anti-corruption.

In addition, the government has developed a strategy to fight poverty which is the result of a series of consultations on development challenges. It is an integral part of Rwanda’s “Vision 2020,” which spells out a medium-term development strategy for the country. As a first phase of this strategy, the government prepared a Poverty Reduction Strategy Paper (PRSP) which focuses on six broad priority areas: (i) rural development and agricultural transformation, (ii) human development, (iii) economic infrastructure, (iv) good governance, (v) private sector development, and (vi) institutional capacity building. The PRSP was discussed by the World Bank’s Board in 2002 and its implementation was monitored through Annual Progress Reports prepared by the Government of Rwanda. There has been substantial progress in reallocating funds to priority areas while reducing military spending, improvement in social service delivery (primary education, immunization), along with related reforms in the education and health sectors. However, there has been limited progress in the areas of private sector development and export promotion. 

The Government has completed and adopted its second PRSP, the Economic Development and Poverty Reduction Strategy (EDPRS), which has a strong focus on growth through improved economic infrastructure and greater productivity of agriculture. The EDPRS also pays particular attention to program implementation. The specific objectives of the EDPRS for the health sector are “to maximize preventive health measures and build capacities to have high quality and accessible health care services to the entire population in order to reduce malnutrition, infant and child mortality, 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 the entire population; 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. In addition, the EDPRS sets ambitious targets to slow down the population growth which requires innovative measures including strengthening of reproductive health services and family planning and ensuring free access to information, education and contraceptive services. 

To reach the EDPRS health targets by 2012, the Ministry of Health adopted a Health Sector Strategic Plan (HSSP) which provided an overarching medium-term framework for the period 2005-2009. Seven major goals – which have been translated into the budget structure – have been laid out in the Health Sector Policy and Health Sector Strategic Plan (Table 1‑1). Thanks to good performance in the health sector, most of the first HSSP’s targets were achieved in 2008. Therefore, the Ministry of Health is currently developing a second HSSP for the period 2009-2012.

Table 1‑1: HSSP Policy objectives and expected impact on poverty and growth

	Policy Objective
	Impact on Poverty and Growth

	1) To ensure the availability of human resources
	- Focus on rural placement of human resources benefits the comparatively poorer rural population

	2) To ensure the availability of and access to quality drugs, vaccines and consumables
	- Drugs pricing policy with subsidies for poor improves access to drugs

- Vaccination campaigns benefit children from poor households

	3) To improve the geographical accessibility to health services
	- Improved facilities for emergency transport from rural health centers

	4) To improve the financial accessibility to health services
	- Mutuelle scheme removes financial barriers to health care

	5) To improve the quality of and demand for services and strengthen the control of disease
	- IMCI and maternal health programs directly target vulnerable groups

- Malaria programs have secondary productivity impact on population

	6) To improve national referral hospitals and research and treatment institutions
	- Multi-resistant TB treatment benefits poor parts of the population

- Improved performance of national referral hospitals reduces demand for treatment courses abroad

	7) To reinforce institutional capacity
	- Health sector reform is aimed at improving efficiency through contracting


The Ministry of Health prepares its health sector strategy, including a health financing strategy, and continues to develop a sector-wide approach (SWAp) and a medium-term expenditure framework (MTEF). In order to strengthen the analytical foundations of this strategy development and increased harmonization, the Ministry of Health has commissioned the preparation of this Health, Nutrition and Population (HNP) Country Status Report (CSR) to build on the first CSR that had been published in 2003. To this end, the report’s puts emphasis on policy-relevant findings and clear recommendations.

Rwanda is a country that is moving at a very rapid pace in many areas. Important reforms were implemented in Rwanda since the last CSR (decentralization, civil service reform, etc.) and health strategies were scaled-up with the introduction and expansion of Performance-Based Financing and of Community-Based Health Insurance Schemes (Health mutuelles). In addition, results from the 2007 Interim Demographic and Health Survey (DHS) show that there has been a marked improvement in sector performance indicators linked to service delivery. The 2009 CSR structure differs from the 2003 one to reflect the recent changes that occurred in the health sector in Rwanda. 

The CSR was elaborated following a consultative and participatory approach and most of the work has been done by the Rwandan School of Public Health, with support from technical experts on specific issues, in order to build capacity at the country level. Donors also participated actively in this work. For instance, GTZ, DFID and the Belgian Technical Cooperation were consulted on Health mutuelles; similarly, USAID and the Belgian Technical Cooperation – which are providing important financial and technical support–, were consulted to present a clear picture of performance-based financing. Advice from other donors, such as WHO and UNICEF, was also sought for the costing of the Millennium Development Goals (MDGs) or the chapter on human resources for health. 

The 2009 CSR is made of 12 chapters including the present chapter that provided general context and introduction for the rest of the report. This report intends to be as comprehensive and analytical as possible, by answering four essential questions: (i) what are the health outcomes in Rwanda? ; (ii) what are the key interventions or behaviors that can explain these outcomes? ; (iii) what are the bottlenecks for these interventions? ; and (iv) what has been done and what could be done for improving the health system? The report answers these questions by providing an overview of health outcomes achievements over time and of the coverage of high impact community-based, population oriented and clinical interventions. Health system bottlenecks such as geographical accessibility, logistics and procurement, human resources for health and financial accessibility are also analyzed as well as potential interventions to remove them, including their related costs and impact. 
To set the scene for the rest of the report, the CSR starts with an overview of the recent health reforms in Rwanda (Chapter 2) and with an analysis of the evolution of health, population and nutrition indicators since 2000, including an analysis of the disparities between socio-economic groups and between provinces (Chapter 3). To better understand health trends and inequalities, health production determinants and constraints at the household level are analyzed by emphasizing household health seeking behavior and household health spending (Chapter 4). Then, health system and health service determinants and constraints are analyzed with regard to the following dimensions: human resources availability and distribution (Chapter 5), infrastructures (Chapter 6), procurement and supply chain of pharmaceuticals and medical supplies (Chapter 7), coverage of essential health interventions and identification of systemic bottlenecks (Chapter 8). On the health financing side, this report provides a general health financing analysis as well as a specific analysis driven by the country’s context. The general analysis of health financing in Rwanda provides the level of resources flowing to the health sector, a fiscal space analysis and an analysis of the allocation and equity of health spending (Chapter 9). Since 2003 and the last CSR, Rwanda scaled-up nationally two health financing mechanisms: Chapter 10 and 11 will focus respectively on health mutuelles and performance-based financing. To conclude, the CSR ends with an estimate of how much it would cost to reach the MDGs by 2015 thanks to the implementation of strategies, interventions and bottleneck reductions that were identified in the previous chapters (Chapter 12). Finally, recommendations that are formulated in the chapters are summarized in the executive summary to inform ongoing dialogue involving government, partners and civil society on the country’s health strategy and financing.
2. Health Reform in Rwanda

Rwanda is the story of a health system that has come full circle. It has transitioned from a faith-based service delivery model in the colonial era to a model guided by the Bamako Initiative which sought to accelerate and strengthen the implementation of primary health care, with the goal of achieving universal accessibility to these services. In 1996, two years after the genocide, user fees were introduced in public health facilities to cover the costs of health services and improve the quality of care. Consequently, the demand for health services declined and the Ministry of Health has since dedicated its efforts to improve health service delivery, both in terms of quantity and quality of health services provided.

Rwanda has finally settled into its current decentralized model of care, whereby health facilities are fully autonomous entities, responsible for the management of financial resources, health service delivery, and human resources for health. In addition, community-based health insurance schemes (health mutuelles) have been established and scaled-up nationally, which have evolved in response to low levels of utilization of health services. Partly to encourage community members to buy-in to mutuelle schemes, performance-based financing (PBF) was developed as a complementary scheme to boost the performance and motivation of staff to deliver higher quality services. Looking ahead, Rwanda is moving toward a three-tier PBF model – including hospitals, health centers, and ultimately the community level - in order to make health services more community-oriented.

This chapter will first provide an overview of the programmatic reforms that took place in Rwanda in the past decade (section 2.1). These reforms aimed at improving the quality of health services and at refocusing the Ministry of Health’s strategy on the major health problems that affect the population in Rwanda. These reforms are deemed to improve health care services in Rwanda and, consequently, to improve the health status of the population. As the Government of Rwanda is currently in the process of reforming in depth the organization of the health sector and medical schools, a brief overview of this reform will be provided although it has not been finalized and adopted yet. Second, this chapter will review five new high impact organizational and financing reforms (fiscal decentralization, performance-based financing, health mutuelles, aid coordination, and human resources for health) that are expected to have a significant impact on health service delivery (section 2.2). Finally, this chapter ends with an analysis of the main inhibiting and enabling factors that facilitated or prevented the implementation of the main reforms presented, as well as lessons learned that can help both Rwanda to improve the implementation of these strategies and other countries to build upon Rwanda’s experience in strengthening health services (section 2.3). 

2.1.  Programmatic Reforms
2.1.1. Organization of the Ministry of Health
The Ministry of Health is currently made of 3 central units, 5 taskforces, 3 programs and 5 centers and institutions affiliated to the Ministry. The three central units of the MoH are the Unit of Planning, Policies & Capacity Building, the Unit of Finance & Internal Resources Management and the Unit of Information, Communication & Technology. 

The Ministry’s taskforces focus on key issues, namely Mother & Child Health; Pharmacy; Nursing and Midwifery; Prevention of Blindness and Physical Disabilities; and Monitoring and Evaluation. The three programs of the Ministry of Health include the Health Mutuelle Technical Support Unit (Cellule Technique d’Appui aux mutuelles de Santé or CTAMS); the Support Unit for PBF (Cellule d’Appui à l’Approche Contractuelle or CAAC) and the Expanded Program of Immunization (EPI). Finally, the centers and institutions affiliated to the Ministry of Health are the National Center for Blood Transfusion; the Mental Health Center; the Pharmaceutical Laboratory of Rwanda (LABOPHAR); the Central Maintenance Workshop and the Health Communication Center. 
The current organizational chart of the Ministry of Health is presented in Annex 1. However,  the Ministry of Health is currently drafting a reform of its central organization which includes the creation of seven central units instead of the existing three. In addition, activities that were formerly operated by several institutions are expected to be merged. The institutions concerned are the National Aid Control Commission (CNLS) TRAC Plus, the University Hospital Center, the National Referral Laboratory, Kigali Health Institute (KHI), the CAMERWA, the Central Workshop and Maintenance (ACM), the Health Communication Center (HCC), the Faculty of Medicine of National University of Rwanda, Public Schools of nursing and midwifery and the Expanded Program of Immunization. All these formerly separate  institutions will be grouped under a new entity, the Rwanda Biomedical Center. Finally, all teaching hospitals (CHUK, CHUB…), King Faycal Hospital and universities (School of Public Health, Department of Dentistry, School of nursing, Medical school, Pharmacy department…) will be merged into one single university of Medicine and Health Sciences. 
The missions and challenges of some of the MoH’s taskforces, programs and institutions – because of their importance and because they experienced major reforms – are discussed in details in the following subsections. 
2.1.2. Community Health
The Rwandan health system is based on primary health care, which explains the vital importance of the role of communities in providing health care and prevention. In 2008, after many years of undoing the community in the provision of health services, the Rwandan Ministry of Health decided to develop a Community Health Policy to guide and strengthen the provision of community health services; it was then recognized that community health workers have the advantage of knowing their community well in terms of the community culture, norms, beliefs, traditions, formal and informal networks, support systems, community strengths and, most likely, their communities’ health problems. The Ministry of Health is now charged with the delivery of community health services through decentralized health structures from the district to the Umudugudu. 
Since 1995, the Community Health Unit of the Ministry of Health has trained about 12,000 community health workers who are living and working among their communities. However, as a result of decentralization, it is estimated that 60,000 community health workers in all are needed to serve all districts. The positive impact of community health workers is already being felt. Based on mobilization efforts by community health workers, Rwanda’s EPI programme has achieved some of the best immunization levels in Africa. Family planning and reproductive health services are affordable and accessible to the majority of Rwandans; a nationwide community nutrition surveillance programme has been put in place and is reaping good results. Other examples include the engagement of community health workers in malaria prevention, with significant results, proving that community volunteers, when effectively used, can bring about positive results. 
The general objective of the 2008 National Community Health Policy is to provide clear guidance for the provision of holistic and sustainable health care services to communities with their full participation. This policy provides guidance for the community health programmes, i.e. the national programme on leprosy and tuberculosis, the national malaria control programme, environmental health programmes, the national programme on community-based nutrition, the national expanded programme on immunization, the reproductive health programme and family planning, the integrated management of childhood infections, and care and support to persons living with HIV/AIDS. 
At the national level, the Ministry of Health will coordinate and provide leadership in the implementation of this policy. At the district level, coordination will be done by the district authority with clear guidance and support from the central level. Finally, at the Community level, coordination will be done by the local health center or a designated community structure with a clear mandate, guidance and support from the district authority. 

The implementation challenges for the Community Health Policy are: the need to build the capacities of the Ministry of Health staff for coordination of community health activities at all levels; the need to strengthen the capacity of decentralized health structures for programme design, implementation, monitoring and evaluation of community health; the need to mobilize communities for their full participation in community health care provision; the need to strengthen the capacity of community health workers to provide quality community health services; and the need to reinforce integration at all levels. For successful implementation of the strategy, it will also be essential to advocate and mobilize resources to support implementation of the community health programmes, to build partnerships for community health and to develop a monitoring system that will also capture community activities at the community level. 

2.1.3. Expanded Program of Immunization
Created in 1978, the Expanded Program of Immunization in Rwanda became operational in 1980. It is comprised of three principal components: routine vaccination, supplemental immunization activities, and surveillance for target diseases. Since 1996, EPI has had a functioning Interagency Coordinating Committee (ICC). This group includes senior officials from the Ministry of Health, representatives from different funding partners (WHO, UNICEF, Rotary International), and other parties interested in participating in this committee. The EPI-ICC plays a technical and advocacy role in support of the program. 
The EPI works in close collaboration with other divisions and programs of the Ministry of Health, as well as with health districts. The program also maintains partnerships with different ministries, seeking their engagement in social mobilization, especially for national or local vaccination campaigns. At the community level, the program supports a network of community health workers, whose assistance is increasingly relied upon, particularly in the areas of community sensitization and reduction of immunization dropout rates. In addition, vaccination services are completely integrated into routine activities within health facilities. The program has met with great success inasmuch as vaccination coverage in Rwanda is among the best in Sub-Saharan Africa. 
2.1.4. Reorganization of the Pharmaceutical Sector
The first reform undertaken by the Ministry of Health in March 1998 pertained to the pharmaceutical sector. The Rwanda Pharmaceutical Board (OPHAR) then became the Central Purchasing of Essential Drugs, Medical Consumables and Equipment in Rwanda (CAMERWA). The mission of CAMERWA is to purchase essential drugs, consumables, and the basic medical equipment needed in the country’s outlying health facilities and to make them financially accessible to all members of the community while working to prevent stock-outs. 
 The Ministry of Health plans to create a Pharmaceutical Agency under MoH supervision, the mission of which will be “to organize pharmaceutical sector regulation, ensure that safe and effective pharmaceutical products of good quality are available and accessible to the population of Rwanda, and ensure their rational use.” This Agency will need to monitor implementation of the national pharmaceutical policy and ensure compliance with national pharmaceutical regulations.

The duties of this forthcoming agency are currently performed in part by the “Pharmacy Taskforce”, staffed by 11 pharmacists. Recently, the government informed the MoH that this agency may be combined with the one responsible for food safety regulation and should work in close collaboration with the office responsible for setting quality standards in Rwanda.
2.1.5. National Center for Blood Transfusion
The National Center for Blood Transfusion (NCBT) was established in 1976 through a joint project between the Rwandan Red Cross, the Red Cross of Belgium, and the Ministry of Health. The project remained under the supervision of the Rwandan Red Cross until 1999, when it was placed under the supervision of the Ministry of Health. The NCBT is now an autonomous institution affiliated to the MoH. Even though the first blood transfusion structures have been established in Rwanda in 1976, no policy document or regulations texts have been elaborated by the Ministry of Health until 2006 when the Document of the National Policy for Blood Transfusion was released.

There are three units within the National Center for Blood Transfusion: The NCTB Kigali unit which is the main blood transfusion center with 60 percent of the blood collected and distributed. This center supplies blood for Eastern province, Kigali Town, a part of Southern, Western and Northern provinces. It also deals with blood processing, quality control and training. The NCTB Butare unit is the regional blood transfusion center for the Southern and Western provinces. Finally, the NCTB Ruhengeri unit is the regional blood transfusion center for the Northern and Western provinces.

The NCBT responsibilities are to promote blood donation based exclusively on the voluntary non remunerated system; to organize and develop all blood transfusion structures all over the country; to collect, screen and distribute blood for transfusion to all patients in need; to implement quality assurance applied to transfusion activities; to organize training for staffs involved in blood transfusion activities; and to monitor and evaluate blood transfusion activities in the country. 
To enable the NCBT to honor its responsibilities, the National Policy for Blood Transfusion states that it is essential that national authorities commit themselves, especially the MoH, to provide necessary means to the good running of the NCBT activities. Efforts will be needed to adapt and implement the transfusion policy. In addition, the release and transparent management of funds allocated to NCBT will be crucial, as well as a plan for capacity building. There is also a need for population mobilization and for a blood donor recruitment and fidelization program. Finally, monitoring and regular evaluation of the implementation of the national policy for blood transfusion will be essential. 

2.1.6. National Medical Referral Laboratory
Health care delivery in Rwanda long suffered from the absence of a network of functional, high-quality laboratories, which made it difficult to diagnose diseases. Until recently, there was only the one university laboratory, which had inadequate capacity to meet the needs of the health system since it was mainly reserved for academic purposes. 
The National Medical Referral Laboratory (LNR) was established in 2003 with a mandate to promote health and the quality of life in Rwanda by providing support to health agencies in the areas of disease surveillance, prevention, diagnosis, and management through quality laboratory services performed effectively, efficiently, and sustainably at all levels of the health system. 
The main responsibilities of the National Medical Referral Laboratory are: to participate in designing and finalizing the policy and regulations relating to medical laboratory development; to conduct medical referral and specialized testing and other forms of testing that cannot be conducted elsewhere in the country; to help in epidemic diseases prevention, control and surveillance; to examine the products constituting a threat to human life; to train and educate in medical testing; to carry out research in matters relating to biomedical science; to draft regulatory guidelines governing other medical laboratories in the country; to monitor the performance and operations of other medical laboratories operating in the country; to provide credentials to other medical laboratories operating in the country; to determine quality assurance credentials and quality control programs for all medical laboratories in the country; and to establish relations and cooperate with other national and international agencies carrying out similar responsibilities
2.1.7. Center for Treatment and Research on AIDS, Malaria, Tuberculosis and other Epidemics (TRAC Plus)
HIV/AIDS, malaria, and tuberculosis are the main diseases afflicting the Rwandan population and, in particular, the poor. As a result, the Ministry of Health has made it a priority to fight these diseases, and specific programs are dedicated to them. 
The National AIDS Control Program (PNLS), created in 1987, underwent major changes in 2000, during which it was split in two to form the National AIDS Control Commission (NACC), under the direct supervision of the Office of the President of the Republic, and the Treatment and Research AIDS Center (TRAC), supervised by the Ministry of Health. The Integrated National Malaria Control Program (PNILP) was set up in 1990 to promote and monitor malaria control services throughout the country. Lastly, the Integrated National Program of Fight against Leprosy and Tuberculosis (PNILT), also created in 1990, was in charged with fighting leprosy and tuberculosis and preventing the progression of these two diseases. 
In 2007 these three programs, each of which enjoyed management autonomy, were brought together under the name TRAC Plus. TRAC Plus main responsibilities are: to be in charge of health and research in matters relating to prevention and fight against AIDS, Malaria, Tuberculosis and other epidemics; to promote research for the fight against AIDS, Malaria, Tuberculosis and other epidemics; to submit to Government a draft subsector policy proposal in treatment and research on AIDS, Malaria, Tuberculosis and other epidemics; to coordinate and supervise treatment and research activities in the area of AIDS, Malaria, Tuberculosis and other epidemics in the country; to work out modalities of introducing TRAC Plus programs in medical education institutions and research centers on AIDS, Malaria, Tuberculosis and other epidemics; to advise Government on matters relating to international conventions in the field of manufacturing and selling of pharmaceuticals and equipment required for TRAC Plus programs; to establish relations and collaborate with other regional and international organizations carrying out similar responsibilities.

2.1.8. Reorganization of the University Health Sector
Until 1994 the National University of Rwanda (NUR) had only one University Hospital Center in Butare (CHUB). Soon after NUR resumed its activities in April 2005, the Hospital Center of Kigali (CHUK) joined forces with the NUR Faculty of Medicine in order to upgrade its training capacities. The two hospitals (CHUK, CHUB) then became the University Hospital Center (CHU), which is a statutory body under the Ministry of Health supervision. Its main responsibilities are to tend to the health of the population in Rwanda, to organize medical training, to conduct research on health issues, and to monitor the performance of the district hospitals. 
Until 1994, the NUR had only one School of Public Health and Nutrition (SPHN), which provided training in public health at the bachelor’s level and in nutrition at the baccalaureate level. When NUR activities resumed, the training programs in public health were modified. The SPHN became the School of Public Health (SPH), which provides certificate courses at the master’s level and a range of modular training. In certain cases the SPH provided training in nutrition at the bachelor’s level for a group of students who have passed their baccalaureate in nutrition in order to fulfill the needs expressed by the Ministry of Health in this area. 

Finally, the Ministry of Health hopes to improve the technical capacities of King Fayçal Hospital so as to reduce the number of patients sent abroad for specialized care. King Fayçal Hospital is also involved in training future doctors, both generalists and specialists.

2.2.  Organizational and Health Financing Reforms

2.2.1. Fiscal Decentralization 

Fiscal decentralization (policy adopted in 2001, law enacted in 2006) served as an essential component of Rwanda’s decentralization agenda to devolve authority to the district level. It involved the transfer of fiscal responsibilities and financial resources to facilities directly, across sectors. Specifically, fiscal decentralization involved: (i) unearmarked funds in the form of block grants to districts through the Local Authority Budget Support Fund amounting to 5 percent (formerly 3 percent) of the previous year’s central government revenues which were used to pay the salaries of administrative district level staff, rather than salaries of health personnel; (ii) earmarked transfers to districts for – among other things – health worker salaries and health centers; and (iii) other transfers to districts.

Fiscal decentralization in Rwanda was government-owned and driven, with strong support and collaboration of development partners. The objective was to bring services closer to the people, and to improve the financial viability of districts. In so doing, fiscal decentralization was rolled-out rapidly - perhaps too rapidly - without the necessary support structures in place. For example, until June 2007, districts lacked accounting software to manage financial transactions and, currently, local capacity remains limited in managing financial and human resources. 
The strategy was organized by the central government which, from the outset, determined the degree of authority delegated to local levels and delineated relevant policies and standards. In these efforts, the central government received significant technical assistance and guidance from multiple development partners that organized their support in the form of a SWAp in order to: ensure Government of Rwanda (GoR) ownership over decision-making and policy-setting; increase coherence between policy, spending and actual results; reinforce GoR management systems; and harmonize donor support. Decentralized units at local levels had the authority to manage the flow of funds (once received) as well as the delivery of health services. 
In essence, decentralization transformed health facilities into autonomous entities, with the ability to manage financial and human resources as they deem most appropriate, according to local needs. This included complete control over the hiring and firing of health personnel. 
2.2.2. Performance-Based Financing 

Performance-based financing involves the purchase of outputs by the MoH, rather than the financing of inputs, based on facilities’ performance across a meaningful range of indicators drawn from the basic package of health services (including HIV/AIDS activities). PBF payments are provided to the health sector in the form of block grants from the central government and donors, most of which were used to supplement health worker salaries based on performance. In so doing, the PBF model is based on the principle of separating purchaser-provider functions in health service delivery, so as to avoid conflicts of interest. The motivation for PBF stemmed from the low quality of services and the need to improve quality so as to increase mutuelle membership. The government therefore implemented PBF in order to provide additional incentives to health workers to improve efficiency and outcomes. Additional support came from international actors who financed PBF pilot schemes. 
The pace of implementation of the PBF strategy, like most reforms in Rwanda, was remarkably fast. PBF was complementary to the mutuelle strategy, given the need for improved quality of services, and initiated soon after mutuelle schemes with Non-Governmental Organization (NGO) support. Given the success of the pilots, the central government scaled-up PBF nationally. In terms of organization, the Ministry of Health is responsible for the establishment of norms and standards set forth within the national health policy for PBF whereas the district, as a decentralized body, is responsible for management and oversight of day-to-day operations. The central Ministry of Health developed an intricate system to administer PBF payments. Actors involved in the implementation and management of PBF include the MoH, the Support Unit for PBF (CAAC), the World Bank (WB), donors participating in PBF, and other technical agencies. Chapter 11 provides more in-depth analysis on the PBF strategy and implementation in Rwanda. 
2.2.3. Community-Based Health Insurance (Health mutuelles)
In Rwanda, health services were previously available free of charge. However, given problems associated with the quality of services and the financial sustainability of the health system, cost recovery mechanisms were implemented. In Rwanda, the preference was for pre-payment mechanisms through health insurance schemes. In 2000, the first health insurance scheme for the formal sector was established, RAMA (Rwandaise d’Assurance Maladie), for civil servants. Membership to RAMA soon became compulsory in order to increase coverage. To complement insurance schemes such as RAMA and a few private insurance schemes that target the formal sector, health mutuelles covering rural communities and the informal sector were expanded in order to promote equitable access to quality health services. Health mutuelles were designed to pool or spread the financial risk of seeking care across their membership base. The goal was to respond to the low utilization of health services (due in part to user fees) by improving financial access to health services, particularly for under-served populations. The package of services reimbursed by health mutuelles to health facilities has expanded over time, and currently covers all services delivered within a health center as well as drugs from the national essential drug list. Health mutuelles also cover the majority of costs for health services and drugs delivered at district and referral hospitals, when mutuelle members receive referrals for these higher levels of care. Chapter 10 presents the details of the Rwandan Health Mutuelle strategy.
In essence, health mutuelles in Rwanda reflected a bottom-up strategy, driven largely by local communities, and particularly motivated by the success of the initial pilot schemes. Subsequently, this strategy was driven and scaled-up by the central government. Currently, it is the central government that sets forth national guidelines and policies, including: (i) the management capacity of health mutuelles; (ii) the financial sustainability of health mutuelles; (iii) the membership policy and package of services; (iv) partnerships between health mutuelles and health facilities; (v) community involvement; and (vi) monitoring and evaluation. However, at the local level, health mutuelles are run and organized by community representatives and local health care providers. They also serve as a forum to promote dialogue between the community and providers on the quality and range of health services offered. In this way, community members are better able to hold providers accountable for services delivered. 

2.2.4. Aid Coordination

Reform of Rwanda’s aid environment has been driven by the central government, in concert with various development partners, which acknowledged the lack of clear policies and guidelines for the mobilization and management of development assistance, as well as the poor alignment of aid with national priorities and strategies. The GoR has undertaken various measures to ensure aid is aligned with national priorities, and aid flows are coordinated. First, as a signatory to the Paris Declaration on Aid Effectiveness, the GoR has illustrated its commitment to aid effectiveness and harmonization, and its goal to work increasingly with development partners in advancing the aid effectiveness agenda. Overall, the move to harmonize aid has been painfully slow; however, the GoR continues to push for increased harmonization of aid flows. The GoR plays a key role in coordinating external development assistance through the External Finance Unit within the Ministry of Finance, the agency responsible for aid coordination and harmonization. The Ministry of Finance monitors the GoR’s total aid portfolio and collaborates with line ministries as well as other decentralized entities.

Rwanda’s Aid Policy states that aid must be aligned with national plans and priorities, and that coordinated technical assistance must be focused on capacity building in order to foster country level ownership. It also calls for a clear division of responsibilities within the GoR for the management of aid which uses the Ministry of Finance and Ministry of Foreign Affair’s expertise in negotiations, while ensuring ownership of assistance by line ministries, districts, and other government bodies. Finally, Rwanda’s Aid Policy presents the list of the preferred aid modalities, in order of preference: (i) un-earmarked or global budget support provided by the African Development Bank (AfDB), the UK Department for International Development (DFID), the European Commission (EC), the International Monetary Fund (IMF), the Swedish International Development Cooperation Agency (SIDA), and the WB; (ii) sector budget support provided by the German cooperation (KFW), the Belgian Technical Cooperation (BTC), and DFID; (iii) pooled or basket funds; and (iv) stand-alone projects (both off-plan and off-budget). 
A Memorandum of Understanding for a health Sector-Wide Approach was signed in October 2007 by ten development partners (with additional signatories expected in the near future), to guide interventions within the sector, in order to ensure that aid is provided in a manner consistent with national plans and priorities. Donors participating in the health SWAp must provide on-budget support that is reflected in the sectoral Medium Term Expenditure Framework. MTEFs used to be only available by sector, based on sector needs and priorities but sectoral MTEFs are now submitted to the Ministry of Finance to create a global MTEF, which adjusts the sectoral MTEFs based on the overall budget envelope available across sectors. 
In addition, various initiatives are currently underway to better harmonize and coordinate donor aid, such as: (i) the Joint Annual Work Plan to create a comprehensive picture of all activities and players in the health system and, in turn, to identify activities that are under-funded and prioritize these going forward; (ii) the Capacity Pooled Development Fund which serves as a mechanism through which all donors will pool funding for technical assistance; (iii) the Policy Matrix to serve as the basis for Monitoring and Evaluation of the health SWAp, and monitor progress of each development partner along a common set of indicators; (iv) a donor mapping exercise to develop a comprehensive view of all donor activities within the health sector; and (v) a functional review to determine if all MoH staff are working efficiently. Finally, a Compact will be signed between the GoR and development partners to implement the new Aid Policy, which will include provisions for monitoring of both GoR and donor actions, against the obligations set-out in the Compact. This overarching Compact complements the lower-level joint agreements on budget support and the various sector level agreements.
2.2.5. Human Resources for Health 

Human resources for health (HRH) serves as a cross-cutting theme that has been impacted by health mutuelles, PBF, fiscal decentralization, and the current donor aid environment. HRH is a particularly salient issue as the shortage of health personnel undermines Rwanda’s ability to provide quality care for its population. In addition, the health worker shortage is exacerbated by rural-urban variations in the distribution of health workers. Chapter 5 will provide an in-depth analysis of the human resource for health issue in Rwanda. 
Funding for HRH is comprised of: (i) central administration expenditures (direct spending on wages and salaries) which has declined since 2003 and which comprises a small fraction of total ministry spending on wages and salaries (direct spending + transfers); (ii) transfers to public institutions for – among other things - salaries of health workers which formerly constituted the majority of HRH spending and has also declined; and (iii) funds channeled to HRH through provinces and districts which come from both the government and user fees collected directly by facilities. This latter source of HRH financing has exhibited a dramatic increase in recent years and, through this mechanism, payments for health personnel have become increasingly linked to performance in which block grants from the GoR and donors can be used as salary top-ups.

Three areas related to human resources for health are of significant importance for health service delivery in Rwanda, namely performance-based incentives, decentralization of wages, and donors’ use of national pay scales. The objective of performance-based payments is to introduce bonuses as incentives for good performance, based on a range of agreed indicators. This system was designed to allow for better monitoring of health personnel activities and, hence, to enable district and central levels to track staff performance over time. Although the central government determines the overall PBF budget envelope that the health facility receives, based on a formula involving the quantity and quality of services provided, it is the committee within the health facility itself that determines how these funds should be used. In addition, as noted above, Rwanda has been able to sustain funding for HRH through decentralization of wages via transfers to health facilities. Finally, it is the policy of the MoH, in collaboration with development partners, to harmonize the framework for compensation packages of health professionals. The objective is to ensure donors’ use of national pay scales so as not to create distortions in the distribution of health workers which occurs when health workers may move from the public sector to donor projects when pay differentials exist. In light of this concern, donors, such as the Global Fund, have begun to use national pay scales and fully integrate staff within the health system at large. 
2.3. Key Implementation Issues and Lessons Learned

Strong government leadership, vision, and regulatory framework at all levels, has fostered the short- and long-term sustainability of health sector reforms. In addition, control mechanisms at various levels – quality controls within PBF, social contracts and obligations specified in the “imihigo”
, and checks-and-balances between the various administrative structures – ensure that rules and regulations are followed. 
Rwanda has a long history of centralized management structures with a clear hierarchy, and this strong state has also contributed to the country’s relatively low level of corruption which has made implementation of strategies, such as fiscal decentralization, possible. However, given the presence of such a strong state, a “mindset change” was needed to move forward on many of these reforms. As in the case of decentralization, some officials at the central level were initially unwilling to relinquish their control and felt disempowered at the outset. A change was also required at local levels, in order for lower level officials to accept their new responsibilities, and on the part of donors to adjust to working with local government. 
The ability of government to adapt strategies, in light of the changing macro- and health sector environment was also essential to strengthen health services. Rwanda has continuously learned from and adapted its health service delivery strategies. For instance, the nationwide roll-out of health mutuelles and PBF were prompted by the success of pilot schemes, which were subsequently adapted to the national context. 
Independent controls and quality checks have been essential for monitoring and evaluation of health facility performance. PBF is a prime example of a system in which independent controls on performance are in place to ensure proper monitoring and reporting of health centers and district hospitals on the quantity and quality of services delivered which, in turn, drive facilities’ reimbursement. At lower levels, however, the monitoring and evaluation system has been noted to be inefficient. 

Donors and NGOs have been key players throughout the implementation process in providing technical assistance and expertise to guide reforms. They did not drive implementation of these strategies, but rather helped to shape and adapt them under the auspices of government.
Still, government coordination of donor funding is critical to ensure that aid is used effectively and aligned with national priorities. Rwanda has experienced a large influx of donor support, and the government has responded by improving its efforts to increase the coordination of donor aid. Each year, government and donors meet to evaluate progress and plan for upcoming activities, and the government checks to ensure stakeholders are working in accordance with the health sector strategy, as well as local needs and priorities. However, the sustainability of donor financing remains an issue, particularly as donors remain the leading contributors to health. Alignment of donor aid with government priorities remains weak in many areas and the transaction costs involved in accepting aid are often high, because many donors commit relatively small sums to projects that are costly for the government to manage. 

Cultural and social factors, particularly solidarity within communities, have contributed to the success of several health service delivery innovations. The rapid proliferation of health mutuelles was made possible by the strong solidarity within Rwandan society in which community members encouraged one another to join. This solidarity has been long-standing in Rwanda, and evident even before the start of health mutuelles. In the case of health mutuelles, cultural barriers initially thwarted implementation, particularly as Rwandans were traditionally used to seeking care with traditional healers. It therefore took time to change this mindset as, with traditional healers, patients were able to pay in kind and therefore not solely limited to making cash payments.

Key reforms in Rwanda have included provisions for financial protection and other support for indigent populations. Efforts have been made to ensure that even the poorest populations have access to health services. Local banks have provided micro-credit loans to help cover mutuelle contributions. As well, cross-subsidization occurs through the National Risk Pooling Basket, in which higher-income groups subsidize the health care costs of the poorest populations. In addition, donors and NGOs pay mutuelle fees for indigents so that they can access services at the health center, district hospital, or referral hospital level.

Finally, central and local level capacity constraints have served as obstacles to the implementation of key reforms and, as well, threaten their long-term sustainability. Although decentralization has reportedly increased efficiency, it has also weakened central ministries as they lack the shear number of staff required to conduct work at the central level. As part of the decentralization process, ministry level staff was often deployed to districts as hospital directors, resulting in the presence of highly skilled district-level management, but few staff at the central level, to carry out reforms. Still, further capacity development - in terms of systems (i.e. procurement, Information Technology, and communication capacity), human resources, and infrastructure - is needed. Limited capacity is further exacerbated by human resource shortages, high staff turnover, and poor staff motivation which are particularly acute in rural areas.

3. Evolution of Health Indicators over Time and by Poverty Level

The health situation in Rwanda has clearly improved in recent years, and the trends of health indicators show a positive outlook for the coming years. From a health situation among the direst of Sub-Saharan Africa (SSA) during the 1990s due to the consequences of the war, the health situation in Rwanda today is in an intermediate position within the African context. Its relative performance is tied to significant gains with respect to child survival and maternal health in recent years. Despite these positive changes, the levels of under five mortality, maternal mortality, malnutrition and the prevalence of HIV/AIDS remain very high in Rwanda. The major progress achieved since the end of the 1990s, however, has set the country on a positive trajectory which provides hope that Rwanda could achieve the Millennium Development Goals by 2015 in regard to child health. From this perspective, Rwanda will need to maintain over the coming decade the same rate of decline in child mortality and maternal mortality observed between 1998 and 2007 in order to reach the MDGs in 2015. 

However, Rwanda will not be able to achieve these goals without a substantial decline in the prevalence of HIV/AIDS, malnutrition, malaria, and fertility. Moreover, Rwanda will need to intensify its efforts to reduce the health disparities that continue to prevail in the country, whether between the province of the East and the other provinces of the country, between the urban and the rural areas, or between the poorest 80 percent of the population and the richest quintile. Without energetic measures backed by judicious targeting of health interventions in these areas, it will be difficult to turn health investments into significant gains in terms of improving the health status and productivity of the majority of the population. 

These conclusions are backed up in the sections below, based on information compiled through surveys and studies carried out in the country and in neighboring countries in recent years. Section 3.1 summarizes the levels and trends of health indicators in the country; section 3.2 analyzes health, population, and nutrition disparities; lastly, section 3.3 discusses the causes of morbidity and mortality in the country.

3.1.  Health Indicator Levels and Trends

The health indicators for Rwanda portray a median health situation in comparison to other Sub-Saharan African countries (Table 3‑1). The health situation is characterized by a combination of under five mortality and maternal mortality levels that are relatively lower than the SSA averages but high fertility levels compared to the regional trends. The country’s infant and under five mortality levels are close to neighboring countries’ levels such as Kenya, Uganda, and Tanzania. Rwanda’s infant malnutrition levels are lower than levels observed in Burundi, Mali or Ethiopia; they are higher, however, than levels observed in Kenya, Tanzania and Uganda. Finally, the prevalence of HIV/AIDS places the country among those with the lowest prevalence rates in the Great Lakes region.

Table 3‑1: Rwanda Health indicators in comparison with Sub-Saharan Africa (2007)

	Country
	Life expectancy at birth (women)
	Infant mortality (per 1,000)
	Under five mortality (per 1,000)
	Maternal mortality (per 100,000 live births)
	Total fertility rate (per woman)
	HIV prevalence (% adults 15-49)
	Infant malnutrition

(moderate and severe)

	Rwanda
IDHS 2007
	47
	108.8
62
	180.6

103
	750
	6.1
5.5
	2.8
	22.5

	Africa 
	52
	
	148
	910
	5
	7.1
	24

	Neighboring countries

	Burundi
	50
	108.3
	179.5
	1,100
	6.8
	2
	35

	Tanzania
	53
	73.4
	115.6
	950
	4.9
	6.2
	17

	Uganda
	51
	81.7
	130.4
	550
	7.1
	5.4
	16

	Kenya
	55
	79.8
	121.2
	560
	5.0
	n.a.
	16

	Countries with comparable human development index 

	CAR
	46
	112.9
	171.9
	980
	4.9
	1.5
	24

	Mali
	56
	116.8
	195.6
	970
	6.8
	1.5
	27

	Mozambique
	43
	115.4
	168.5
	520
	5.4
	12.5
	20

	Ethiopia
	54
	75.2
	118.6
	720
	5.7
	2.1
	33


Source: Childinfo.org, World Bank HNP Stats and IDHS 2007. 
Most health indicators have shown clear improvement since the genocide and war of 1994, with the exception of fertility and malnutrition rate among children under five. In the early 1990s, Rwanda had achieved infant and under five mortality rates that were lower than 90 per 1,000 and 150 per 1,000 respectively. The under five mortality rate had climbed dramatically by the end of the 1990s due to the after-effects of the war. Beginning in 1998, however, there was a substantial decline in under five mortality in the country and over the period 2000-2005, the infant and under five mortality rates fell to the levels achieved between 1988 and 1992. Recent DHS estimates for 2007 suggest that the infant mortality and under five mortality rates have continued to drop, falling to 62 per 1,000 and 103 per 1,000 respectively. Figure 3‑1 presents the trends of infant and under five mortality rates over the past three decades highlighting the long term impact of the genocide. It also shows how results may differ from one survey to another. 
Figure 3‑1: Trends in infant and under five mortality according to different surveys (1975-2007)
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Source: IDHS 2007. 
If Rwanda sustains the trends in under five mortality observed in recent years, the country could achieve MDG 4 by 2015 (Figure 3‑2). However, to sustain these trends, Rwanda will have to step up efforts to reduce significantly the levels of child malnutrition.
Figure 3‑2: Under five mortality trends with MDG target for 2015
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3.2.  Health Indicator Disparities

3.2.1. Under five and Infant Mortality

The IDHS 2007 data point to a significant decline in under five mortality (Figure 3‑3) by type of residence. The decrease in under five mortality has been important both in rural areas (from 192 per 1,000 to 142 per 1,000) and in urban areas (from 122 per 1,000 to 87 per 1,000). This data highlights however the huge gap in child survival between urban and rural children. 
Similarly, infant mortality decreased substantially between the two DHS surveys. In urban areas, infant mortality decreased from 69 per 1,000 to 47 per 1,000; the decline was from 108 to 82 over the same period in rural areas. 
Figure 3‑3: Under five mortality trends by type of residence (2005-2007)
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The extent of the decline in under five mortality also varied between provinces. Figure 3‑4 shows that Southern, Western and Northern provinces experienced the highest reduction in under five mortality (about 40 percent reduction) while the City of Kigali had the lowest decrease in under five mortality, from 124 per 1,000 to 102 per 1,000. 
Figure 3‑4: Under five mortality trends by province (2005-2007)
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Finally, Figure 3‑5 presents the trends in under five mortality among income quintiles between 2005 and 2007 and shows that the decline in under five mortality benefited more the richest 40 percent of the population than the poorest 60 percent (24 percent decrease). Thus, under five mortality trends seemingly strengthened the disparities in terms of child survival among different income quintiles. Under five mortality rate is currently 161 per 1,000 for the poorest quintile, that is to say twice as much as under five mortality in the richest quintile (84 per 1,000). 

Figure 3‑5: Under five mortality trends by income quintile (2005-2007)
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3.2.2. Nutritional Status of Children
Malnutrition among children under five is relatively high in Rwanda: in 2005, more than one in every five children (22.5 percent) suffered from moderate or severe malnutrition, and 4.4 percent of children suffered from severe malnutrition, based on the weight for age indicator (Figure 3‑6)
. However, this national average conceals major geographic disparities. With regard to moderate and severe malnutrition among children, it appears that Southern and Northern provinces are above the national average. As far as the City of Kigali is concerned, the prevalence of moderate malnutrition is far below the national level but severe malnutrition is much higher. 
Figure 3‑6: Malnutrition among children under five by province (2005)
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Disparities in terms of malnutrition are also broad between the country’s different socioeconomic groups. The rate of moderate malnutrition is 10 percent for children from the richest quintile, and the rate of severe malnutrition is as low as 1 percent for the same category. But for children from the poorest quintile, the rate of moderate malnutrition is three times higher than for children from the richest quintile. Furthermore, the rate of severe malnutrition is seven times higher for children from the poorest quintile, compared to children from the richest quintile.

The prevalence of anemia is also relatively high in the country: in 2007, 26 percent of children between 6 and 59 months suffer from moderate or severe anemia, with 8.3 percent suffering from severe anemia. There are important geographical disparities of anemia in the country with severe anemia varying from 19.7 in the City of Kigali and 0.6 percent in Southern province. Disparities in the prevalence of anemia by socioeconomic group are relatively small. The prevalence of severe anemia in children ranges between 5.3 percent and 10.6 percent for all socioeconomic groups, while moderate anemia ranges between 16.4 and 21 percent (Table 3‑2).

3.2.3. Fertility

Fertility trends have not undergone any significant change in Rwanda over the last decade. In 2007, the total fertility rate (TFR) reached 5.5 children per woman countrywide. However, Table 3‑2 suggests that significant variations occur between provinces. At one extreme, the City of Kigali stands out with a TFR below 4.5 children. Southern and Northern provinces have intermediate rates around 5.5 children. Finally, Western and Eastern provinces have fertility rate close to six children. 
Women from the richest quintile stand out from other socioeconomic groups. The TFR is 4.4 children per woman among the richest quintile. For the other socioeconomic groups, however, the TFR is between five and six children per woman.

Table 3‑2: Health status by type of residence, province and income quintile (2007)

	 
	Total fertility rate
	Child and infant mortality
	Prevalence of HIV/AIDS (adults 15-49 years) (2005)
	% anemic children 6-59 months

	
	
	Infant mortality
	Under five Mortality
	 
	Moderate (7.0-9.9 g/dl)
	Severe (under 7.0 g/dl)

	Type of residence
	 
	 
	 
	
	 

	Urban
	4.7
	47
	87
	
	18.6
	9.3

	Rural
	5.7
	82
	142
	
	16.9
	8.2

	Province
	 
	 
	 
	 
	 
	 

	City of Kigali
	4.4
	60
	102
	3.6
	20.6
	19.7

	South
	5.5
	79
	127
	3.2
	17.1
	0.6

	West
	5.8
	79
	129
	2.2
	16.8
	4.8

	North
	5.4
	71
	115
	1.8
	13.3
	18.6

	East
	5.8
	84
	174
	1.6
	21.8
	9.6

	Income quintile

	Poorest
	5.8
	99
	161
	2.1
	21
	5.3

	Quintile 2
	5.7
	82
	149
	2
	16.4
	8.2

	Quintile 3
	6
	74
	132
	2.9
	18.2
	7.4

	Quintile 4
	5.8
	85
	141
	2.8
	17.1
	10.6

	Richest
	4.4
	45
	84
	5.4
	17.5
	9.6


Source: DHS 2005 and 2007. 
3.3.  Causes of Morbidity and Mortality

The principal causes of morbidity and mortality in Rwanda are, for the most part, communicable diseases, which are avoidable in most cases through improved hygiene and behavioral change. Among these diseases, two pathologies place an especially high health and economic burden on households and on the entire country: AIDS and malaria.

The most recent UNAIDS estimates from 2007 place the prevalence of AIDS in adults (15-49 years) between 2.9 and 3.2 percent. These estimates overlap with the estimated prevalence of AIDS in DHS 2005, ranging between 2.6 and 3.5 percent. The number of persons living with HIV/AIDS is estimated at 190,000 (180,000-210,000). Morbidity due to AIDS mainly affects adults between 15 and 45 with greater exposure to multiple sexual partners. In addition, the AIDS burden weighs more heavily on women: it is estimated that some 91,000 women over 15 are living with HIV/AIDS. The prevalence among the young is 1.5 percent for girls and 2.0 percent for boys. Lastly, the disease weighs heavily on newborn children of HIV+ mothers. 

Malaria is the leading cause of morbidity and mortality in Rwanda. Alone, it accounts for at least 40 percent of all medical visits to health centers and 60 percent of visits to district hospitals. As a new phenomenon, malaria has become a serious problem in the mountainous areas, with epidemic outbursts. This is reportedly due to the emergence of malaria in a population with no immunity, as well as to the emergence of resistance to chloroquine, which was the first-line drug used to treat malaria. In addition, climatic changes resulting from deforestation may have facilitated the proliferation of vectors and improved the conditions for transmission. However, the country has made impressive progress in the prevention and treatment of malaria over the past years resulting in a decrease in malaria mortality in health centers while utilization of health services increases (Figure 3‑7). 
Figure 3‑7: Proportional malaria morbidity in health centers versus health utilization rate (2001-2007)
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Currently, no area of the country is spared, although the rate of incidence varies, depending on climatic conditions (cooler areas versus very hot areas), topography (valley versus mountain), the existence of swamps, etc. The proliferation of the female anopheles in wetlands (necessary for agriculture as a water supply), the lack of adequate protection against the anopheles, and improper administration of drugs are some of the factors contributing to the extent of the problem that malaria has posed in recent years. 

Malaria is responsible for childhood anemia, the majority of spontaneous abortions, and premature births. It causes severe anemia in newborns and infants. Along with respiratory diseases, diarrhea, and malnutrition, it accounts for 90 percent of medical visits to primary health care facilities (EICV 2005). Among pregnant women, malaria is responsible for spontaneous abortions at home, 60 percent of which result in maternal death because appropriate care is not received early enough. Lastly, it contributes to premature births and, in such cases, insufficient primary care results in a very high rate of neonatal mortality.

Apart from these two major diseases, other pathologies continue to increase the burden of morbidity and mortality in the country. Acute respiratory infections and diarrhea are still among the ten leading causes of morbidity and mortality. In addition, the number of cases of tuberculosis is rising from year to year. This increase is the result of an upsurge of the disease, due particularly to the emergence of HIV, and to improvements in recording actual cases. 
Most of the diseases that are avoidable through vaccination continue to be properly contained; however, Rwanda still faces epidemics of cholera, meningitis, bacillary dysentery, and epidemic typhus on a regular basis. In addition, malnutrition remains a concern (see section 3.2.2 and Table 3‑2). Apart from children, the nutritional status of mothers is also precarious, and there are widespread deficiencies of micronutrients (iodine, vitamin A, and iron). 
The leading cause of death among adults is AIDS, but the relationship between opportunistic diseases and AIDS is not always established. Other causes of death among adults include traffic accidents, diseases due to alcohol (cirrhosis and primary cancer of the liver), smoking (cancer and cardio respiratory ailments), metabolic (diabetes) and circulatory problems (hypertension and heart disease). 
Finally, the principal cause of maternal mortality during pregnancy is spontaneous abortion associated with malaria in general and heavy housekeeping chores. During childbirth, cases of dystocia (small pelvis, small frame, large baby, poor presentation, etc.) are the main problem. Lastly, during the postnatal period, the leading cause of maternal mortality is infections arising after giving birth under unsanitary conditions. 

4. Household Behaviors and Health Expenditures

In the process of producing good health, the primary constraints faced by Rwandan households involve the environmental conditions of their community, including access to drinking water and the availability of toilet facilities, which play an important role in determining the degree of exposure to vectors of disease. Despite significant progress in recent years, many Rwandan households, and particularly poor households, continue to face health risks caused by environmental contamination resulting from gaps in access to drinking water and the availability of toilet facilities in communities. Accordingly, multisectoral efforts should be stepped up to improve access to drinking water, sanitation, and domestic hygiene and thereby strengthen the ability of poor households to protect the health of their members. The gaps and disparities in access to drinking water and availability of toilet facilities are analyzed in section 4.1.

At the household level, however, the educational level of women, the knowledge that household members have about health technologies, and the income level are important factors in determining the health-related behavior of households and their members. Another important factor in Rwanda, added in recent years, is health insurance coverage. After Rwanda Health Insurance (RAMA), covering government employees, was launched in the late 1990s, Rwanda instituted a policy of promoting community-based health insurance schemes, the health mutuelles, with nationwide implementation ongoing since 2004. Thus, membership in health mutuelles has become one dimension of the health behavior of households, with major implications for access to care and household behavior in regard to the utilization of health services.

With respect to knowledge and utilization of health technologies, sustained efforts should be undertaken to improve the utilization of services and products that have a significant impact on health. The level of knowledge about how to protect oneself from HIV/AIDS is low; in addition, major disparities are observed between different regions of the country. Until 2005, the rate of household utilization of bed nets against malaria has remained low in the country: significant improvements, however, have been observed starting in 2006 as a result of mass campaign distribution of bed nets. Furthermore, there are two areas where significant household behavioral change has been slow in coming: the use of modern contraception and the utilization of professional assistance during childbirth. Positive changes have been observed, however, between 2005 and 2007. Efforts to sustain these changes in the use of bed nets, contraceptive prevalence and professional assistance at delivery should be supported as a way to improve child and reproductive health in Rwanda.

Household health behaviors did undergo significant change between 2000 and 2007. Rates of child immunization coverage still remain high in the country, suggesting that child immunization has become a common practice among Rwandan households. In addition, the utilization of antenatal consultations during pregnancy has increased significantly. The utilization of modern health care providers in the event of illness has also grown significantly, both among children under five and in the general population. There has been a significant increase in health insurance coverage, and its effects appear to be reflected not only in the levels of utilization of modern providers but also in direct illness-related household spending. 

These issues concerning health-related knowledge and household behaviors are discussed in greater detail in section 4.2. They are analyzed on the basis of data from household surveys conducted recently in the country: DHS 2005, EICV 2005, and the Interim 2007 DHS. Information from these recent surveys is compared to information from DHS 2000 and EICV 2000 in order to assess changes that have taken place in recent years with regard to health-related household behaviors.

4.1.  Community-Based Factors
4.1.1. Access to Drinking Water
Section 3.3 underscored the importance of diarrhea as one of the ten leading causes of morbidity and mortality in Rwanda. The country also continues to face epidemics of cholera, bacillary dysentery, and typhus on a regular basis. Thus access to drinking water remains one of the chief community-based factors contributing to the capacity of households to protect and maintain the health of their members, especially children. Moreover, the disparity in access to drinking water is a factor that contributes to the health disparities noted in Chapter 3.

With respect to the existing sources of drinking water, the population in 2007 used principally two sources (Figure 4‑1): unprotected wells and water sources (58 percent) and public taps (32 percent). The proportion of households possessing a pipe into dwelling, compound or plot remains very low (3.4 percent) and very few households use water from protected wells or sources (6 percent). Nationwide, there was not real improvement in terms of changes in the utilization of improved water sources: the proportion of households possessing a pipe into dwelling, compound or plot increased only slightly between 2005 and 2007 while the proportion using public taps increased from 24 to 32.4 percent. As far as the proportion of households relying on unprotected wells or sources is concerned, it decreased slightly, from 65 to 58.2 percent.

Figure 4‑1: Evolution of source to drinking water (2000-2007)
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Source: DHS 2000, 2005 and 2007. 

There are great disparities in access to drinking water based on the type of residence (Figure 4‑2). Although it is still very limited, access to a pipe into dwelling, compound or plot remains a privilege of urban areas (17 percent in urban areas versus less than 1 percent in rural areas) and the richest quintiles. In rural areas, where the majority of the poor live, the situation has remained virtually unchanged since 2000: in 2007, more than 62 percent of households get water from unprotected wells and sources (67 percent in 2000), while public taps, the primary improved water source, are used by just 30.3 percent of households (27 percent in 2000). 
Figure 4‑2: Access to drinking water by type of residence (2007)
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In 2005
, the proportion of households relying on unprotected wells or sources as their source of drinking water was inversely proportional to the level of socioeconomic welfare: in the two poorest quintiles, more than 7 of every 10 households (73 percent) depended on unprotected wells or sources, while among the richest quintile, fewer than 4 of every 10 households did so. With respect to the utilization of public taps, the proportions observed are proportional to the level of socioeconomic welfare: in the richest quintile, more than 2 of every 5 households (44 percent) rely on this type of water source, while fewer than one household in five (15 percent) do so among the poorest two quintiles.

In 2005, only the wealthiest province of the country, Kigali, showed significant access (20 percent of households) to private pipes. Everywhere else, the proportion of households using a pipe as their primary water source was no more than 2 percent. Access to drinking water was weakest in the province of the South (Figure 4‑3).

Figure 4‑3: Access to drinking water by province (2005)


[image: image10.emf]              

16

1 2 2

1

44

11

27

28

29

3

9

5

2

9

City of Kigali South West North East

Piped into dwelling/compound/plot Public tap Protected wells/sources

 Source: DHS 2005. 

4.1.2. Access to Toilet Facilities
Nationwide, more than four out of ten households (43.7 percent) rely on traditional latrines while the majority of the population (56.3 percent) has access to flush toilets or improved latrines (Figure 4‑4). 
Figure 4‑4: Evolution of access to toilet facilities (2000-2007)
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Source: DHS 2000, 2005 and 2007. 
Compared to 2000, the proportion of households from rural areas using flush toilets or improved latrines has improved significantly in 2007, rising from 4 percent to 56 percent, while the proportion using traditional latrines has decreased from 96 percent in 2000 to 44 percent in 2007 (Figure 4‑5). 

Figure 4‑5: Evolution of access to toilet facilities in rural areas (2000-2007)
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Source: DHS 2000, 2005 and 2007. 

Finally, Table 4‑1 uses DHS 2005 data to provide more detail about access to drinking water and toilet facilities in Rwanda by region, income quintile and type of residence.

Table 4‑1: Access to drinking water and availability of latrines (2005)

	
	Access to drinking water
	Access to toilet facilities

	
	% households whose source of drinking water is a:
	% households whose water source is located:
	% households that use:

	
	Piped into dwelling/ compound/plot
	Public tap
	Protected well or source
	Unprotected well or source
	Less than 30 minutes away
	30-59 minutes away
	At least 1 hour away
	Flush toilets or improved latrines
	Traditional latrines
	Other types of toilet

	Province
	
	
	
	
	
	
	
	
	

	City of Kigali
	15.8
	43.9
	2.7
	35.5
	53.9
	22
	24.1
	55.2
	42.5
	2.3

	South
	1.1
	11.1
	9
	78.3
	46.5
	34.5
	19
	33.4
	60.3
	6.2

	West
	1.8
	27.2
	5.4
	64.4
	57.7
	26.9
	15.4
	29.5
	65.6
	4.9

	North
	1.5
	27.9
	2.1
	68.2
	51
	25.7
	23.3
	20.6
	77.1
	2.3

	East
	0.6
	29.3
	8.7
	60.5
	37.3
	27.1
	35.6
	17.8
	76.9
	5.4

	Type of residence
	
	
	
	
	
	
	
	

	Urban
	14
	41.3
	5.3
	37.9
	57.7
	24.6
	17.7
	52.6
	44
	3.4

	Rural
	0.5
	22.1
	6.4
	70.3
	47.3
	29
	23.7
	24.3
	70.8
	4.8

	Income quintile
	
	
	
	
	
	
	
	

	Poorest
	-
	
	3.8
	96.1
	42.2
	31
	26.7
	-
	97
	3

	Quintile 2
	-
	15.1
	11.5
	72.9
	44.5
	29.9
	25.6
	0.1
	89.5
	10.5

	Quintile 3
	-
	31.8
	5.8
	61.4
	48.6
	28.7
	22.6
	14.2
	84
	1.8

	Quintile 4
	-
	35.8
	6.1
	56.9
	51.5
	28.3
	20.2
	62.8
	31
	6.2

	Richest
	13.2
	43.9
	4.3
	36.8
	58.6
	22.9
	18.5
	67.8
	30.2
	2

	Total
	2.5
	24.9
	6.2
	65.5
	48.6
	28.4
	22.9
	28.5
	66.9
	4.6


Source: DHS 2005. 
Note: IDHS 2007 does not provide this level of information.

4.1.3. Cultural Factors
Apart environmental factors, a number of cultural traits of local communities in Rwanda influence household demographic and health behaviors. For example, Rwandan society is highly pronatalist, which means that Rwandan women feel strong social pressure to bear children. Moreover, in addition to the housekeeping burden placed on women, they also account for a major portion of the labor force in agricultural activities. Such demands on women’s time result in high opportunity costs for investing in their own health and the health of their children. Finally, attitudes about childbirth, which is perceived as a social event that should take place within the family, deprive many Rwandan women of access to emergency obstetrical care in the event of complications during childbirth.

However, a number of values held by local communities in Rwanda contribute positively to health care coverage. Mutual assistance in health matters shows up in various forms in the local communities of Rwanda, where it plays a role each time that a sick individual or his or her family relies on mutual assistance and community solidarity to face the immediate consequences of the illness. Spurred on by the government, a number of communities are already putting these positive values to good use by instituting community-based health insurance schemes. Changes in health-related household behaviors associated with the expansion of health mutuelles are analyzed in section 4.2.
Table 4‑2 presents the results of a multivariate analysis of factors associated with child mortality. The results suggest that the environment of the community and households in which children are born is associated with the risk of child mortality. As one might expect, children who are born in communities where access to drinking water is better have a lower risk of mortality. Similarly, the greater the availability of bed nets in the household, the better the chance of child survival. These results also suggest that demographic behaviors are associated with the risk of child mortality. In fact, the shorter the interval between births is, the higher the risk of child mortality is. Moreover, in relative terms, births by women under 20 and births by women over 35 present a higher risk of mortality.
Even when the effects of demographic variables and the socioeconomic characteristics of households are taken into account, the type of residence of the household continues to be strongly associated with the risk of child mortality. Children who live in rural areas continue to face a higher risk of mortality in comparison with children who reside in urban areas. In addition, children from the Eastern province continue to face a higher risk of mortality in comparison with other regions, thus confirming the trends observed in Figure 3‑4. 

Finally, the higher the educational level of the mother, the lower the risk of child mortality. In addition, the relationship between the socioeconomic status of households and child mortality shows a lower risk of mortality for children in the richest quintile in comparison with the rest of the population. The relationship between health insurance coverage and the risk of child mortality points in the expected direction, although the widespread expansion of health insurance in the country is too recent to have produced a significant effect on the risks of mortality observed over the last ten years. 
Table 4‑2: Factors associated with child mortality in Rwanda – Results of the regression analysis based on the Cox survival method (births occurring between 1995 and 2005)

	Variables
	Model 1
	Model 2

	
	Exp(B)
	Exp(B)

	Demographic characteristics of the birth
	
	
	
	

	Twin (base = No)
	1.945
	***
	1.892
	***

	Boy (base = Girl)
	1.069
	
	1.064
	

	Birth order (base = 1)
	
	
	
	

	2-3
	1.460
	*
	1.409
	*

	4-5
	1.464
	*
	1.382
	

	6-7
	1.284
	
	1.229
	

	8+
	1.552
	*
	1.458
	*

	Length of the birth interval (base = First child)
	
	
	
	

	<12 months
	1.156
	
	1.191
	

	12-23 months
	0.957
	
	0.968
	

	24-35 months
	0.749
	
	0.747
	

	36 months+
	0.600
	**
	0.598
	**

	Age of mother at the time of birth (base = 25-29 years)
	
	
	
	

	15-19 years
	1.239
	**
	1.198
	*

	20-24 years
	1.068
	
	1.035
	

	30-34 years
	0.971
	
	0.992
	

	35 years+
	1.158
	
	1.187
	*

	Access to drinking water
	
	
	
	

	Protected well
	1.002
	
	1.038
	

	Public standpipe
	0.981
	
	1.079
	

	Spigot
	0.488
	***
	0.816
	

	Availability of bed netting in the household
	
	
	
	

	One bed net
	0.948
	
	0.991
	

	At least two bed nets
	0.651
	***
	0.782
	**

	Educational level of mother (base = No education)
	
	
	
	

	Primary school
	
	
	1.026
	

	Secondary school
	
	
	0.720
	*

	Rural type of residence (base = Urban)
	
	
	1.227
	**

	Province (base = East)
	
	
	
	

	Kigali
	
	
	0.880
	

	South
	
	
	0.808
	***

	West
	
	
	0.794
	***

	North
	
	
	0.654
	***

	Income Quintile (base = Richest 20%)
	
	
	
	

	Poorest
	
	
	1.297
	**

	Quintile 2
	
	
	1.180
	*

	Quintile 3
	
	
	1.118
	

	Quintile 4
	
	
	1.355
	***

	Health insurance coverage (base = None)
	
	
	
	

	RAMA
	
	
	0.694
	

	Health mutuelle
	
	
	0.932
	

	Number of births
	17,183
	
	17,183
	

	Number of deaths
	2,729
	
	2,729
	

	Χ-square of model
	278.26
	***
	396.04
	***


4.2. Household Factors

4.2.1. Household Knowledge and Behaviors 

The proportion of women and men that have a comprehensive knowledge about AIDS
 can be used as a tracer indicator of general health knowledge in the country. Nationwide, more than one in every 2 women (53.6 percent) had comprehensive knowledge about AIDS in 2005. The proportion was slightly higher for men (57.5 percent)
. There are important regional disparities as 65.9 percent of women from the City of Kigali have comprehensive knowledge about AIDS while less than 40 percent of women from the Western region have this knowledge. The knowledge gap is less important in the case of men, varying from 60.1 percent in the City of Kigali to 47.2 percent in the Western province. Although comprehensive knowledge about AIDS is higher in urban areas, the urban-rural gap is relatively small: 63 percent of urban men have comprehensive knowledge about AIDS versus 56.3 percent in rural areas (Table 4‑3). 
The expansion of health insurance in recent years via health mutuelles has been one of the most important changes in Rwanda with immediate implications on households’ health behavior. Of the 68.1 percent of the total population that had health insurance coverage, Figure 4‑6 suggests that in 2007, 65 percent of the population was covered by a health mutuelle, 2.7 percent by the RAMA social insurance scheme, and 1 percent by other health insurance schemes. Membership in health mutuelle varies from one region to another. Western and Northern provinces have the highest rates of membership in health mutuelles and Southern province the lowest. Finally, as a result of the expansion of health mutuelles, health insurance coverage is higher in rural than in urban areas. In 2007, the rate of health insurance coverage was above 66 percent in rural areas, while it was about 61 percent in urban areas. Membership to RAMA is essentially an urban phenomenon. 
Figure 4‑6: Health insurance coverage by type of insurance scheme, type of residence and province (2007)
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Source: IDHS 2007
Such high level of health insurance coverage will affect household behaviors in health matters over the coming years. To anticipate the direction of these changes, an effort is made in the analyses of household behaviors in regard to child health and reproductive health to assess the effects of health insurance coverage on changes in household behaviors. 

4.2.2. Child Health

The use of bed nets to protect children from malaria remained very limited until 2005: 11 percent of children under five had slept under a bed net the previous night in the DHS 2005 survey, versus 6 percent in the DHS 2000 survey. However, in the recent years, impressive progress was made and in 2007, 55.7 percent of children under five slept under an ITN the night before the DHS survey. This improvement is also remarkable in rural areas where the proportion was just 9 percent in 2005 and increased to 54.7 percent in 2007. In all provinces, the use of ITN is over 50 percent, with the highest level in the City of Kigali (61 percent) and the lowest in Northern province (52 percent). 

With respect to measles vaccination, coverage of children aged 12-23 months is quite high and shows improvement when compared with the DHS 2000: 90.4 percent nationwide in 2007 versus 78 percent in 2000, which breaks down as 92 percent in urban areas and 90 percent in rural areas in 2007, versus 82 percent and 77 percent respectively in 2000. In addition, the disparities between socioeconomic groups become blurred: among children in the richest quintile and those in the poorest quintile, measles vaccination coverage exceeds 88 percent. 
Table 4‑3 presents the differences among provinces, types of residence and income quintiles in terms of membership to health insurance, education, knowledge of AIDS and child and reproductive health. 
Table 4‑3: Households factors and utilization of health services by province, type of residence and income quintile (2007)

	
	Health insurance
	Educational level
	Child health
	Reproductive health
	Communicable diseases

	
	% households with at least one member affiliated to a health insurance scheme (%)
	% of women with primary educational level
	% of women with secondary educational level
	% of children under five who slept under an ITN the night before the interview
	% of children (12-23 months) vaccinated against measles
	% of women who had at least one ANC
	% of assisted deliveries
	Use of modern contraceptives (women, age 15-49)
	% women with comprehensive knowledge about AIDS (2005)
	% men with comprehensive knowledge about AIDS (2005)

	Province
	
	
	
	
	
	
	
	
	
	

	City of Kigali
	67.5
	54.7
	28.9
	62.3
	90.8
	95.8
	65.5
	34.5
	65.9
	60.1

	South
	57.8
	70.4
	8.2
	58.7
	87.7
	95.3
	50.7
	22.9
	60
	66.6

	West
	75.6
	65.1
	8.3
	57.4
	92.4
	96.6
	51.9
	26.3
	39.6
	47.2

	North
	76.1
	65.4
	10.6
	54.7
	92.9
	96.6
	47.7
	33.3
	53.4
	59.6

	East
	65.3
	67.7
	8.6
	59
	89.2
	95
	52.7
	26.3
	56.5
	54.8

	Type of residence
	
	
	
	
	
	
	
	
	

	Urban
	68.4
	58.7
	24.3
	64.1
	90.8
	95.9
	69.8
	36.1
	64.2
	63

	Rural
	68.1
	67.8
	7.9
	57
	90.2
	95.8
	49.1
	25.9
	51.4
	56.3

	Income quintile
	
	
	
	
	
	
	
	
	

	Poorest
	n.a
	65.9
	1.7
	46.9
	89.4
	94.1
	42.7
	21.7
	45.7
	50.8

	Quintile 2
	n.a
	70.4
	3.8
	54.7
	88.2
	94.7
	45.8
	23.2
	53.6
	56.8

	Quintile 3
	n.a
	69.6
	7
	59.1
	90.2
	97.2
	50.7
	26.8
	52.3
	57.4

	Quintile 4
	n.a
	70.3
	7.3
	63.7
	92.8
	96
	53.9
	27.4
	53.5
	58.2

	Richest
	n.a
	54.8
	31.8
	65.3
	92.3
	97.3
	70.6
	38.6
	62.8
	62.6

	Total
	68.1
	66.2
	10.7
	58
	90.4
	95.8
	52.1
	27.4
	53.6
	57.5


Source: DHS 2005 and 2007. 

Overall, in 2005 the utilization of modern health services in cases of child illness showed improvement over the situation in 2000, although the results remain very far from the expected levels of utilization (Figure 4‑7): 19 percent of children under five suffering from fever and cough made use of public health services in 2005, versus 8 percent in 2000, while 3 percent made use of private health services in 2005 versus 6 percent in 2000. One noteworthy result suggests that traditional healers, who were the leading source of health care in 2000, when they accounted for 11 percent of consultations, are now the least consulted, at 7 percent.

Figure 4‑7: Utilization of health services in the event of illness among children under five (fever/cough) by provider (2000-2005)
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Source: DHS 2000 and 2005. 

Note: Data not available in IDHS 2007. 
Furthermore, Figure 4‑8 indicates that the membership of mothers to a health insurance scheme has positive effects on the utilization of modern health services in the event of illness among children under five.
Figure 4‑8: Utilization of health services in the event of illness among children under five (fever/cough) by membership in a health insurance scheme (2005)
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Source: DHS 2005.
Note: Data not available in IDHS 2007. 

In 2005, children whose mothers have RAMA health insurance made the greatest use of both public health services and private health services (31 percent and 15 percent respectively) in comparison with those whose mothers have no health insurance (14 percent and 3 percent respectively). In addition, 26 percent of children whose mothers have coverage under a health mutuelle utilized public health services, compared to 14 percent of those whose mothers have no coverage; however, these two categories of children show comparable rates of utilization of private health services.

Finally, major changes took place between 2000 and 2005 with respect to household behaviors in regard to child health among the poorest segments of the population (Figure 4‑9). Overall, the rate of utilization of modern health services by children under five suffering from fever or cough increased from 13 percent in 2000 to 22 percent in 2005. Among children from the richest quintile, the rate of utilization of modern services rose from 27 percent to 36 percent. Meanwhile, among children from the poorest quintile, the rate of utilization of modern services increased from 7 percent to 18 percent. 

Figure 4‑9: Utilization of modern health care providers among children under five suffering from fever/cough by income quintile (2000-2005)
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Source: DHS 2000 and 2005.
Note: Data not available in IDHS 2007. 

In 2005, however, poor children made less use of modern health services, whether public or private (Figure 4‑10). Among children of the poorest quintile, 18 percent utilized modern health services in the event of malaria or respiratory infection – with 17 percent utilizing public services and 1 percent private services – versus 7 percent that utilized the services of traditional healers. In the richest quintile, the rate of utilization of health services when children suffered from malaria or respiratory infection was higher, and the pattern of the choice of provider changes significantly: 35 percent utilized modern health services in the event of malaria or respiratory infection – with 25 percent utilizing public services and 10 percent utilizing private services – versus 4 percent who sought care from traditional practitioner. 

Figure 4‑10: Utilization of health services in the event of illness among children under five (fever/cough) by income quintile (2005)
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Source: DHS 2005.
Note: Data not available in IDHS 2007. 

Finally, Table 4‑4 provides a summary of the results of the logistic regression analysis of factors associated with the probability of utilizing modern health services for children under five who have had a fever or cough during the two weeks preceding the DHS 2005
. It can be seen that, compared to children aged four and over, children under one and those under two are twice as likely to be treated by modern health services in the event of a fever or cough. Moreover, children from the four poorest quintiles are roughly two times less likely to be treated by modern health services in the event of a fever or cough, compared to children from the richest quintile. Lastly, children whose mothers have health insurance coverage, either through RAMA or through a health mutuelle, are twice as likely to be treated by modern health services in the event of a fever or cough, compared to children whose mothers have no health insurance coverage.
Table 4‑4: Results of the logistic regression analysis of factors associated with the probability of using modern health services among children under five who had a fever or cough during the 2 weeks preceding the survey 

	Variables 
	Odds ratio

Exp(B)
	Level of significance

	Age of child (base = 48 months or more)
	
	

	< 12 months
	2.0802
	0.0000

	12-23 months
	2.1536
	0.0000

	24-35 months
	1.5591
	0.0037

	36-47 months
	1.0828
	0.6491

	Sex of child (base = Girl)
	
	

	Boy
	0.8663
	0.0982

	Educational level of mother (base = None)
	
	

	Primary
	0.9138
	0.3839

	Secondary +
	1.4604
	0.0514

	Type of residence (base = Urban)
	
	

	Rural
	0.8530
	0.2214

	Province (base = East)
	
	

	Kigali
	1.4570
	0.0470

	South
	1.2535
	0.0743

	West
	0.8062
	0.1128

	North
	1.5128
	0.0024

	Income quintile (base = Richest 20%)
	
	

	Poorest
	0.5113
	0.0000

	Quintile 2
	0.5691
	0.0002

	Quintile 3
	0.5679
	0.0001

	Quintile 4
	0.5677
	0.0001

	Health insurance coverage of mother (base = None)
	
	

	RAMA
	2.0649
	0.0169

	Health mutuelle
	1.9523
	0.0000

	Constant
	0.2195
	0.0000

	Chi-square
	232.336

	Degree of freedom
	18

	Level of significance
	0.0000

	Number of observations
	3,318


4.2.3. Reproductive Health
Despite recent impressive progress, contraception is still practiced by a small proportion of women of childbearing age: 3 percent of women of childbearing age were using a modern contraception method in 2000, 10 percent in 2005 and 27.4 percent in 2007. In 2007, the prevalence was highest in the city of Kigali (34.5 percent) and in the Northern province (33.3 percent). From the poorest to the richest quintile, the prevalence of contraception varies from 21.7 to 38.6 percent (Table 4‑3 and Figure 4‑11). 

There was a significant increase in antenatal care over the last five years. Whereas during the period 1995-2000, 58 percent of births resulted from pregnancies during which women had at least one antenatal consultation, the proportion rose to 96 percent for births between 2000 and 2007. In 2007, there was practically no disparity at all between provinces, type of residence and socioeconomic groups in regard to the coverage of first antenatal consultations (Table 4‑3). 
The proportion of deliveries assisted by skilled professional increased significantly over the decade, reaching 52.1 percent in 2007 but disparities between geographic areas remain substantial: while in the City of Kigali 65.5 percent of the births were assisted by a health professional, the proportion is close to 48 percent in the Northern province. There are also differences between income quintiles: among women from the richest quintile, the rate of assisted deliveries is 70.6 percent, but it is just 42.7 percent among women from the poorest quintile (Figure 4‑11).

Figure 4‑11: Utilization of reproductive health services by income quintile (2007)
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Source: IDHS 2007. 

Health insurance coverage seems to have contributed to the increase in assisted deliveries for births occurring between 2000 and 2005. Among women who gave birth during the period 2000-2005, 77 percent of those who were affiliated with RAMA and 42 percent of those affiliated with a health mutuelle were assisted during delivery by a skilled health professional, versus 35 percent for women with no insurance.
Figure 4‑12: Utilization of reproductive health services by membership in a health insurance scheme (2005)
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Table 4‑5 presents the results of the logistic regression analysis of factors associated with the probability of giving birth at a modern facility, for births occurring in 2004 and 2005
. The results suggest that the youngest women have a greater tendency to deliver at a modern facility, compared to their elders: in fact, women under 25 are twice as likely to do so as women of 25-29 years, while the latter show comparable levels to those of the oldest women. 

Table 4‑5: Results of the logistic regression analysis of factors associated with the probability of giving birth in a modern health facility (births from 2004 and 2005)

	Variables 
	Odds ratio

Exp(B)
	Level of significance

	Age of mother at childbirth (base = 25-29 years)

	15-19 years
	2.3276
	0.0001

	20-24 years
	1.7928
	0.0000

	30-34 years
	0.9626
	0.7855

	35 years+
	0.9575
	0.7628

	Educational level of mother (base = None)

	Primary
	1.4234
	0.0019

	Secondary
	5.5050
	0.0000

	Type of residence (base = Urban)

	Rural
	0.7877
	0.0985

	Province (base = East)
	
	

	Kigali
	1.4878
	0.0713

	South
	1.2266
	0.1386

	West
	1.2771
	0.0627

	North
	1.2601
	0.1183

	Socioeconomic status (base = Richest 20%)

	Poorest
	0.2436
	0.0000

	Quintile 2
	0.2651
	0.0000

	Quintile 3
	0.2762
	0.0000

	Quintile 4
	0.4125
	0.0000

	Health insurance coverage (base = None)

	RAMA
	3.8460
	0.0039

	Health mutuelle
	1.6237
	0.0000

	Constant
	0.5393
	0.0057

	Chi-square
	433.3607

	Degree of freedom
	17

	Level of significance
	0.0000

	Number of observations
	2,632


A woman’s educational level has a major effect on the choice of the place of childbirth: women with a primary school education are 1.4 times as likely to deliver at a modern facility, compared to women with no education; women with at least a secondary school education are 5.5 times as likely to deliver at a modern facility, compared to women with no education. Women from the two poorest quintiles are four times less likely to deliver at a modern facility, compared to women from the richest quintile. 

Finally, women with RAMA coverage are 3.8 times as likely to deliver at a modern facility, compared to women with no health insurance coverage; women with coverage from a health mutuelle are 1.6 times as likely to deliver at a modern facility, compared to women with no health insurance coverage. After controlling the effects of the other variables, the type of residence and the province do not appear to have a significant impact on the probability of delivering at a modern facility. 
4.2.4. Utilization of Health Care Services in the General Population

Between 2000 and 2005, the rate of utilization of modern health services by individuals in the general population who reported that they had been ill during the two weeks preceding the EICV interview increased by 10 percent to 27 percent, with 16 percent using public health services and 11 percent using private health services. The rate of utilization of traditional practitioners in the event of illness, which was 4 percent in 2000, increased to 13 percent in 2005 in the general population; in rural areas, it rose from 4 to 17 percent.

Thus, in the general population, the utilization of modern health services in the event of illness remained relatively limited in 2005. Figure 4‑13 indicates that the utilization of modern services in the event of illness remained the same among the uninsured population between 2000 and 2005, regardless of the distance from health centers. In contrast, the use of modern services by the insured population is nearly twice as high as the use by uninsured in 2005 or the general population’s use in 2000, a time when health insurance coverage was close to zero. These differences are observed systematically, regardless of the geographic accessibility of modern health care providers, as indicated by the distance from health centers.

Figure 4‑13: Proportion of individuals who sought care from a modern provider among individuals who indicated that they had been ill during the two weeks preceding the survey, by health insurance coverage (2000-2005)
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 Source: EICV 2000 and 2005. 

The effects of health insurance coverage on the choice of provider in the event of illness in 2005 are summarized in Figure 4‑14. In 2005 among individuals indicating that they had been ill during the two weeks preceding the survey, 52 percent of those who were members of the RAMA mutuelle, 34 percent of those who were members of a health mutuelle, and 21 percent of those with no health insurance coverage utilized modern health services. In contrast to individuals with health insurance coverage, those with no such coverage showed a greater tendency to utilize the services of traditional practitioners.

Figure 4‑14: Utilization of health services in the event of illness in the general population by health insurance coverage (2005)


[image: image21.emf] 

10

35

25

16

11

17

9

11

20

0

9

13

None RAMA Health mutuelle All

Public services Private services Traditional practitioners

 Source: EICV 2005.
In 2005, direct illness-related spending was still high (Figure 4‑15). After adjusting for inflation, patients with no insurance coverage had illness-related expenses comparable to the 2000 levels. Moreover, direct illness-related spending followed the same gradient with household income levels. Figure 4‑15 suggests, however, that health insurance coverage greatly reduced the amount of direct illness-related spending in 2005 by beneficiaries of these health insurance schemes. 

Figure 4‑15: Direct disease-related spending by income quintile (2000-2005)
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Source: EICV 2000 and 2005.

Average out-of-pocket spending by patients who sought health care in 2005 is summarized in Table 4‑6. On average, each patient spent RwF 1,920. Close to half of the direct spending is for drugs (RwF 915), followed by spending for consultations (RwF 392) and spending for transportation to the health facility. Average direct illness-related spending by patients who sought health care in 2005 is higher among RAMA beneficiaries (RwF 3,555): patients covered by RAMA spent an average of RwF 1,668 on drugs and roughly RwF 832 on consultations. 

Health mutuelle members have direct expenses nearly three times lower than uninsured individuals: members of health mutuelles spent an average of RwF 973, while for individuals with no coverage the average spending came to RwF 2,758. Direct spending from individuals with no coverage, compared to health mutuelle members, is three times higher for drugs, 3.5 times higher for hospitalization and 2.7 times higher for consultations.

Based on the observed frequency of individuals indicating that they had been ill in prior weeks and numbers of visits to health services, it can be estimated that households spend an average of RwF 3,248 per capita per year. Among individuals with no health insurance coverage in 2005, the average annual per capita spending reportedly came to RwF 3,705. Meanwhile, among health mutuelles members in 2005, the average annual per capita spending totaled RwF 1,967, i.e. RwF 1,738 less than for uninsured individuals. Among individuals covered by RAMA and other insurance schemes, who are among the wealthiest individuals, average annual per capita spending came respectively to RwF 10,173 and RwF 3,777. 

Table 4‑6: Average direct disease-related spending (RwF) by individuals indicating that they had been ill and sought health care during the two weeks preceding the survey (2005)

	Categories of direct disease-related spending
	Beneficiaries of health insurance schemes
	No coverage
	All

	
	RAMA
	Health mutuelle
	Other
	
	

	Transportation
	832
	113
	382
	271
	235

	Consultation
	384
	218
	177
	591
	392

	Examination
	242
	118
	101
	258
	186

	Hospitalization
	425
	84
	10
	297
	192

	Drugs
	1,668
	440
	604
	1,341
	915

	Total
	3,552
	973
	1,274
	2,758
	1,920


Source: EICV 2005.
5. Human Resources in the Health Sector

Of all the regions of the world, Africa is at the bottom when it comes to the availability of health personnel. Most of them are unable to provide the basic health services package or the minimum services required to combat AIDS, Tuberculosis, malaria or other specific priority programs. As funding has now been made available, countries and their partners are considering ways to rapidly increase the supply of available health workers. Increasing the output of training institutions is one of the strategies under consideration. Other strategies often mentioned include finding better ways to retain available staff, improving productivity, promoting the return of migrant health workers or of those who have prematurely left the sector or even employing foreigners from countries were there is an excess supply of health staff, such as Cuba. In terms of improving production, better knowledge of the current and the potential production of health workers (HWs) can help policy-makers in assessing means to rapidly scale up production, as well as in evaluating timing and cost implications. 
Health workers are defined as “people whose job it is to protect and improve the health of their communities”
. Though this definition applies to many individuals (e.g., a mother caring for her sick child), most data pertains to those who are paid for their contributions towards improving health. This includes health workers in both the formal and informal sector, and the public and the private sector. Therefore, the data and analysis presented in this chapter focuses on these paid health workers.

Within this broader definition, health workers are sometimes distinguished into 3 groups: (i) Health Specific Cadres or Medical Staff- providers engaged directly in delivering health services; (ii) Paramedical Staff, including health technicians and sometimes pharmacists (this is the case in Rwanda), and (iii) Non Health Cadres or Administrative and Support Staff, health management and support workers who are not engaged in directly delivering health services. The importance of the second and third group should not be overlooked; without their efforts, health systems would not function adequately.

Different definitions of what a health worker actually does make comparisons of data sources difficult. When comparing different data on health workers in Rwanda, it should be kept in mind that studies using different definitions of “health workers” (some more inclusive than others) will distort and thus affect data uniformity and comparability.

The terminology of health worker cadres is frequently simplified, and often grouped together, also making comparisons problematic. To facilitate comparison, as well as to simplify long lists of cadre terminologies, umbrella cadres are frequently created to encompass several local cadre terminologies. For example the term “medical assistant” may be used as an umbrella term by some studies to encompass various local cadre terminologies.

In addition, different methodologies and data collection initiatives used to obtain HW data can also reflect different data outcomes. As is apparent below, measuring the health workforce can provide different results depending on the methodology used to collect data. Some of the total workforce numbers provided may reflect HWs registered at the facility level, others may reflect health workers actually present at the facility level (through headcounts for example), and others may only reflect HWs registered at the national level, or on government payroll. Furthermore, some studies may have obtained data and information on Human Resources for Health from national censuses, while others use national payroll records or registration lists as a source of data. In addition, some HW data may include health workers in the private sector and others may not.In summary, data from different sources should be expected to diverge, and comparisons should not be treated too literally. Ideally, data on HWs should be clearly identified and defined throughout any comparisons.
This chapter will first provide an overview of the existing stock of human resources for health in Rwanda, paying attention both on the aggregate stock and on the distribution of the workforce (section 5.1). Needs in terms of human resource for the coming years will then be assessed, thus identifying the existing gap (section 5.2). Existing bottlenecks that hinder the delivery of health services will then be presented (section 5.3) before assessing the performance and motivation of the health workforce (section 5.4). 

5.1. Stock of HRH
5.1.1. Aggregate Stock of Health Workers
The main feature of the Rwandan health workforce is that, until recently, there is no comprehensive evaluation of its size. In order to update and improve the comprehensiveness and accuracy of existing data, a new initiative was conducted to take stock of all health workers registered in all health facilities (i.e. public and private sectors) as well as those on duty rosters and actually head-counted at the time of visit. 
Since the last evaluation made by Mukamusoni and al. in 2005, very few studies have been done to evaluate the size of the health workforce. A public and private sector facilities health worker census funded by the Belgian Technical Cooperation in 2006-2007 and based on data collected in 2005 provided results different from Mukamusoni’s estimates. Although these results covered both the public and private sectors, an inclusive picture could not be obtained as data for these sectors were collected at different times. District as they were during the public census had changed by the time the private census was done.

More recently, a survey of health facilities done by the MoH/Clinton Foundation provided a more accurate picture of HRH in Rwanda. However, this database could not be reconciled with a headcount of the health workforce released by MoH (Table 5‑1). These three estimates vary quite widely, and, although the difference with the BTC estimates and the two other surveys can be explained by the difference in the period covered, the one between the MoH and MoH/Clinton Foundation is puzzling. The main difference between the three figures provided has to do with the size of the administrative and support staff. If the three databases were to be considered as reliable, it would mean that the health workforce grew by between 36 and 62 percent in about 3 years.

Table 5‑1: The Stock of Health Workers in Rwanda according to different sources
	Staff group
	MoH/Clinton Foundation

(2008)
	MoH Figures

(2008)
	BTC Database

(2005)

	1. Medical Staff
	6,574
	6,456
	5,298

	2. Paramedical Staff
	1,345
	1,373
	1,012

	3. Administration and Support Staff
	5,214
	3,218
	1,792

	Total Staff
	13,133
	11,047
	8,102


5.1.2. Distribution
By category of cadres and category and ownership of facilities. Nurses represent the largest category within the medical staff/health cadres group in Rwanda, no matter what database is used and the bulk of this nursing workforce is constituted by the A2 group (i.e. auxiliary nurses) (Table 5‑2). The distinction between registered and auxiliary nurse was made after the census was conducted. This was done by looking at the academic qualification of nurses: in this analysis, nurses with an A1 level or higher are considered registered nurses. Most auxiliary nurses are on the A2 level and very few on the A3 level. In order to increase the quality of services provided in health facilities, the A2 nursing program is being phased out and A2 nurses are gradually being trained to become registered nurses (i.e. A1 nurses).

Table 5‑2: Distribution by Major Categories of Cadres according to available sources
	
	MoH/Clinton Foundation
	MoH
	BTC Database

	
	Number
	Percentage
	Number
	Percentage
	Number
	Percentage

	MDs
	558
	4.25
	713
	6.45
	309
	3.81

	Nurses
	6,016
	45.81
	5,743
	51.99
	4,989
	61.58

	 A2 Nurses
	5,044
	38.41
	5,024
	45.48
	4,589
	56.64

	Paramedics
	1,345
	10.24
	1,373
	12.43
	1,012
	12.49

	Administr. & Support
	5,214
	39.70
	3,218
	29.13
	1,792
	22.12

	Total
	13,133
	100.00
	11,047
	100.00
	8,102
	100.00


By gender. Most health workers are women who are employed as nurses. Only the BTC database provided access to a workforce breakdown by gender. This breakdown shows that most health workers are female (mostly employed as A2 nurses).

By geographical location and health level. The geographical distribution of health workers is quite uneven, with Kigali and its districts getting the lion’s share of the workforce. One of the main reasons for this situation is the concentration of tertiary health facilities in this capital city. Considering that the rural/urban breakdown can be equated to the Kigali/Rest of the Country difference and considering that most of the tertiary facilities are based in Kigali, close to a quarter (23.7 percent) of nurses (estimated using the MoH database) are working in urban environments. Most of them work in tertiary facilities. For doctors (generalists), the percentage is even higher, as 35.67 percent live in Kigali (25 percent being employed by tertiary health facilities). Overall the tertiary level employs about 1/5 of all nurses and 36.32 percent of MDs (General Practitioners or GP). This leaves 80 percent of nurses in primary and secondary health facilities and close to 64 percent of all GPs (Table 5‑3). 

Table 5‑3: Distribution of selected health personnel by level of Care
	
	Nurses
	MDs (General Practitioners)

	
	Number
	Percentage
	Number
	Percentage

	Rwanda Tertiary level
	1154
	20.09
	223
	36.32

	Rwanda Primary and Secondary levels
	4589
	79.91
	391
	63.68

	Kigali
	1361
	23.7
	219
	35.67

	 . Tertiary level
	797
	13.88
	154
	25.08

	 . Primary & Secondary levels
	564
	9.82
	65
	10.58


Source: MoH’s HRH database. 
When the tertiary level is excluded to focus on the distribution of the health workforce between health districts, it appears that the capital city, Kigali, despite its large population still carries an important weight. The three districts that constitute Kigali employ 12.29 percent (564 out of 4,589) of the remaining nurses and 16.62 percent of the remaining general practitioners.

Using the MoH/Clinton Foundation database shows an even higher concentration of nurses and doctors in the capital, Kigali, as about 18.75 percent of all nurses and around 35.6 percent of doctors are split between the 3 Kigali districts (Table 5‑4). 

Table 5‑4: Distribution of staff among the 30 districts of Rwanda (in percent of the total workforce in the category shown)
	
	MDs
	Nurses

	Kigali
	35.64
	18.75

	Other districts
	64.36
	81.25


When these numbers are analyzed while taking into account the population to be served in each district, Kigali again emerges from the pack. Where on aggregate Rwanda has 12.6 nurses and 1.2 MDs per 20,000 inhabitants, Kigali offers 25.3 nurses and 4.2 MDs while the rest of the districts cannot provide more than 11 nurses and 0.9 MDs. That being said, although Kigali is over the international benchmarks set up by WHO and by the Joint Learning Initiative (JLI), Rwanda is still a long way from reaching the benchmark relating to doctors (Figure 5‑1).

Figure 5‑1: Density of health workers per district (selected cadres)
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By public versus private sector. In the latest databases available, the MoH/Clinton Foundation or MoH’s headcount, the analysis pertaining to the differentiation between public and private health sectors has not yet been done. Only the BTC database has this breakdown, which as was mentioned earlier, is not appropriate for analysis due to the fact that the surveys used in the two cases cover districts that are not comparable. Furthermore, the line between private and public health sectors is not clear in Rwanda, as employees of private facilities are often paid by the Rwandan government while the employees of public facilities can also be paid by private funds. There is a need to fully exploit the MoH/Clinton Foundation database to give a better view of the importance of each of these 2 sectors.

5.2. Projecting needs and Gap to be Filled
The projected increase in the health workforce through training and recruitment will not cover the identified bottom-up needs for doctors and nurses in the next ten years and ways will need to be found to fill the remaining gap. 
A recent analysis of the MoH/Clinton Foundation database, taking into account the projected number of graduate in the next ten years, the attrition and the retirement rates, made an assessment of the bottom-up projection of needs in the next 10 years (Table 5‑5). 

Table 5‑5: Facility based staffing projections, based on bottom-up analysis (2008-2018)
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It appears that if the needs shown in these projections are met, the density of doctors and nurses per 20,000 inhabitants will increase; however for these two categories of health workers, there is a large gap to fill to meet bottom-up needs (Figure 5‑2 and Figure 5‑3). The current production rate of these 2 types of cadres will not be enough to fill the gap. 
Figure 5‑2: Nurse staffing projections over ten years
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Figure 5‑3: Doctors staffing projections over ten years
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5.3. Reasons Explaining the Stock Level and its Distribution

The inadequacy of the HRH stock can be the result of a variety of elements linked to education or to the rate at which people leave the health labor market. In the next section, the education system is analyzed through an approach called the education funnel, a way to look at the production process that is used to generate new personnel. Following the education funnel, the analysis will focus on elements which could reduce the availability of human resources in the health sector. These are grouped under the generic term attrition and they include the level of retirement, migration or death. 

5.3.1. The Education Funnel
One of the main bottlenecks to having an adequate stock of both doctors and nurses/midwives education is the pool of potential applicants. The other important bottleneck is the success rate, especially for nurses/midwives training, as almost one out of every three nurses/midwives students does not graduate. This section is based on the Bossert and Bernighausen approach and takes a look at the education system as a whole and, analyzes the bottlenecks to producing more health workers by looking at six different filters
 through which the system produces doctors and nurses/midwives. The scarcity of data in Rwanda did not allow us to compute the six filters that could limit the production of health workers, but for those three that were computable, results show that the capacity to produce doctors and nurses/midwives is limited in Rwanda.
Pool of potential applicants to health tracks. Available data shows that indicators for the first filter, the pool of potential students that can access to health training tracks, are not up to the standards found in other country groups (Table 5‑6), be they less developed countries or else. However, over the 3 years shown below, the pool of applicants has been steadily increasing 

Table 5‑6: Filter 1: Pool of applicants
	Students
	Rwanda
	LDCs
	MDCs
	DCs

	
	2004
	2005
	2006
	
	
	

	Medical
	15.99%
	21.68%
	25.47%
	44%
	74%
	91%

	Nursing
	10.08%
	11.75%
	12.88%
	
	
	


Source: Mineduc, DEPE, Carte Scolaire, Répartition par filières (2004, 2005, 2006). 

Success rate. The next filter for which indicators could be computed is the success rate or filter number 5 (Table 5‑7). For this indicator, one needed to follow a cohort of students from their first year in the respective program until graduation. For nursing students, data were available for only two cohorts, students who started in 2000/2001 and 2002/2003 and graduated respectively in 2004 and 2006. For medical students, on the other hand, data was available for 4 cohorts. Although computed figures are shy of standards found elsewhere, there have been a real improvement for medical students, as the gap relative to standards has decreased from 25 percentage points to only 6 for the latest cohort available. For nurses/midwives however, the gap relative to standards still remains higher than 20 percentage points.

Table 5‑7: Filter 5: Success rate
	
	Rwanda
	Elsewhere

	
	1999-2000 cohort
	2000-01 cohort
	2001-02 cohort
	2002-03 cohort
	2003-04 cohort
	

	Medical Students
	60.49%
	78.90
	78.13%

	78.72%

	
	85%

	Nursing Students
	
	68.85%
	
	68.33%
	
	90-95%


Sources: Faculty of Medicine for medical students; KHI for nursing students.
Entry in the labor market. Finally, for the last filter showing the end result of the whole training process (i.e the entry rate), data were available for only two years (Table 5‑8) and only for medical students (entering the labor market through Government facilities, the private sector or NGOs and donor-sponsored projects). 
Table 5‑8: Filter 6: Entry rate in the labor market for medical graduates in Rwanda
	Percentage working in: 
	2005 graduates
	2006 graduates
	Elsewhere

	- Government facilities
	71.88%
	81.83%
	

	- The health Sector at large
	98.44%
	83.96%
	


Source: Human Resources Division, Directorate of Planning, MoH. 
In summary and using fair assumptions
 about the 3 remaining filters, one can draw the following Figure 5‑4 showing the result of going through the education funnel. It shows that of the total number of secondary school graduates, only 12.37 percent enter the health labor market as doctors and almost all of those go in the public sector (12.06 percent). For nurses, the education funnel problem is even more serious, as out of the pool of secondary school graduates, only 6.6 percent end up becoming nurses. The problem is dampened however by the fact that there are already a very large number of A2 nurses in the system.

Figure 5‑4: Health education funnel for MDs and nurses/midwives
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These results should be taken with extreme care, as they are not all linked to one single cohort and, therefore do not “filter” the same flow of individuals through the whole education system. The results should be seen as indicative and more as a “how to” approach to be used for analysis done in other countries, but with a given cohort. With these caveats in mind, the results show that one of the main bottlenecks both for doctors and nurses/midwives’ education is the pool of potential applicants, 25.47 percent for potential doctors and 12.88 percent for potential nurses/midwives (in fact 38.35 percent, as secondary students graduates who could apply for medical school could also apply to nursing/midwifery schools). In Rwanda however, the pool of applicants for A0 and A1 nurses/midwives is not really a constraint, as the country faces a surplus of A2 nurses/midwives which could easily be converted to A0 and A1 nurses/midwives following a two year training program. Therefore, the pool of potential applicants to Medical school remains the real problem. This bottleneck could have its source in the quality of secondary school training or in the policy choices made by the education system.

The other important bottleneck is the success rate, especially for nurses/midwives training. Almost one out of every three nurses/midwives does not graduate. This calls for questions relating to the quality of training (including physical, technical and organizational settings), to learning difficulties tied to the quality of secondary school training and to external factors (like family situation, financial capability, etc).

5.3.2. Attrition
Attrition largely reflects: (i) HW migration abroad; (ii) premature death; (iii) retirement, or (iv) a career outside the national health sector. 
Out-Migration. Health workers migration out of Rwanda is not as high as sometimes assumed. In many countries in Sub-Saharan Africa, out-migration of existing health workers is the most plausible explanation for exit out of the HLM, although does not necessarily or always explain low stock. Although many analysts contend that out-migration clearly reduces the overall stock of health workers in Sub-Saharan Africa, this is not always the contention. Out-migration of health workers is often, however not always, argued to negatively impact the supply of health workers in a country. A well held argument is that brain drain negatively impacts health worker supply by affecting the capacity of rural areas to attract and retain health personnel (Dussault, 2006). Nevertheless, one region wide study has actually associated out migration with increased production of health workers. The study argues that Africa’s generally low staffing levels and poor public health conditions are the result of factors entirely unrelated to international movements of health professionals and that such result is explained by the segmentation of health workforce labor markets in the sending countries. (Clemens M, 2007). 
Although some studies show that significant number of doctors have migrated out of Rwanda, others argue that migration of health workers to richer countries does not seem to be a major phenomenon in Rwanda; certainly when compared to other countries. A recent health labor market study on Rwanda argued that migration out of the country is not very pronounced (Serneels, Lievens, 2008) At the same time, although no data exists on the proportion of health workers who migrate out of particular cohorts, a recent study by the Center for Global Development found that 43 percent of Rwandese doctors practice and now work outside of Rwanda
. Although this is not the level of migration of Mozambique or Angola, this nevertheless means that if migration of doctors in Rwanda was reversed, the number of doctors in Rwanda would almost double (Figure 5‑5).
Figure 5‑5: Proportion of doctors stationed abroad (2008)
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International migration of health students has been found by a recent study to likely be less important in Rwanda than in some other African countries as 83 percent of medical students and 81 percent of nursing students in Rwanda does not expect to migrate in the coming five years. (Lievens et al, 2008.) 
The lack of large scale permanent outmigration is sometimes attributed to the fact that there is a bonding agreement between the government and health workers, to return and practice in Rwanda when studying abroad. The Government of Rwanda has put in place policies to ensure that training is carried out in-country as much as possible. Health workers going out of country for training are required to sign an agreement or bond to return to the country and work for the MoH for at least three years upon return. Implementation of the bond arrangement has not been perfect as it has been reported that sometimes health workers do not return, or leave the government service prior to the three-year requirement. It is unclear what the sanctions are for defaulters, or if any have been implemented. (Vujicic et al, 2008)
Out-migration when it does occur reflects various push and pull factors (Box 1), although a detailed analysis of these is lacking. In terms of push factors, a recent study found that health workers who are more satisfied with their current job are significantly less likely to migrate abroad (Serneels, 2nd cohort study). Discussions with focus groups suggest that there is substantial heterogeneity in job satisfaction and motivation among health workers in Rwanda. Low pay relative to high effort, poor working conditions, the lack of career perspectives and the risk of getting HIV/AIDS are all sources of frustration, while social respect seems a source of satisfaction. Work in rural areas is also often associated with dissatisfaction. (Serneels, and Lievens, 2006). Although no evidence exists of these, pull factors identified in other countries include better working conditions, a safer environment, stronger economies, higher employment and wages, more professional opportunity, and comparably less poverty (Shinn D.H. 2002).
 
Box 1: Generic of push and pull factors of migration in countries in SSA
	Push factors Away from Africa
	Pull Factors Towards the West

	-Low pay

Lack of postgraduate training opportunities, 

-Poorly funded work facilities, 

-Lack of work posts, 

- Work Associated risks (HIV/AIDS Tuberculosis)
	-Training and career opportunities, 

-Attraction of centers of medical excellence, 

-Better pay and working conditions 

- Availability of posts.

- Safer environment 

- Political stability/freedoms


A recent study suggests that among the push and pull factors, financial incentives play an important role in the decision to migrate as a hypothetical gradual increase in salary convinces an increasing number of students to opt for a job in Kigali in place of a job abroad. When nursing students would be paid their own expected salary (RwF 390,000), 80 percent would choose to stay in Rwanda. This is about 75 percent if medical students are paid their expected salary (RwF 532,000) (Lievens et al, 2008, quantitative study) 

Migration trends are also sometimes explained by active recruitment efforts of foreign countries to meet demand, although again mostly anecdotal evidence exists. Although there is no evidence on this with regards to Rwandan health workers, there is some evidence that demand for African health workers in the West is high. This is partly because of the fact that wages of such health workers from Africa are lower (hence their increased demand), as well as sufficient rooming to put up health workers. An ever aging population in Europe and the West means that health worker demand will only increase in the future. Outside of Sub-Saharan Africa, health worker vacancies, particularly large unfilled nursing vacancies, are also evident. There are large numbers of unfilled vacancies for nursing positions in Australia, Canada, the United Kingdom and the USA. These nursing shortages are so large – and are forecasted to grow at such a rate – that many believe current domestic training institutions simply cannot produce enough nurses to remedy the situation. This is due to several factors. Many claim that health worker or nursing requirements in particular will increase in the near future due to population ageing and technological advancements in medicine (Vujicic et al, 2004). 
Premature death. WHO estimates of premature deaths of health workers in Rwanda are extremely high, even when compared to other countries. Estimates of premature mortality in selected countries were found to be considerable in Sub-Saharan Africa (Kinfu et al, 2006). When considering that Rwanda produces less than 100 physicians a year, a crude death rate for physicians of more than 20 is detrimental. 

Table 5‑9 shows that Rwanda is among the lowest in terms of workforce generation for both physicians and nurses/midwives while it is among the highest for the death rate for physicians. For nurses however, the country is the best of the group in with a death rate of 19 per 1,000 active worker in the health sector. Furthermore, what is apparent in this table is that for every ten entries in the health workforce, almost 5 staff members are prematurely lost to death. For nurses/midwives, the situation is even worse, as for every 10 entries in the health workforce, 8.6 staff members are lost to death. This will not stop the gross rate of expansion as this rate takes into account the effect of other attrition elements, like retirement of these 2 categories of health cadres (shown by Kinfu and al. to be at 2.6 percent for physicians and only at a mere 0.3 for nurses/midwives), but it still deserves great attention (WHO, 2006
). 

Table 5‑9: Workforce generation and death in the health sector in selected African countries (per 1000 active workers)
	Country


	 MDs
	Nurses

	
	Inflow 2004, per 1000 workforce
	Deaths 2005, per 1000 workforce
	Number of deaths per 1000 workforce as a percentage of the inflow 2004
	Inflow 2004, per 1000 workforce
	Deaths 2005, per 1000 workforce
	Number of deaths per 1000 workforce as a percentage of the inflow 2004

	Central African Republic
	68
	25
	37%
	23
	21
	91%

	Congo, Democratic Republic
	33
	23
	70%
	46
	19
	41%

	Cote d'Ivoire
	140
	25
	18%
	27
	22
	81%

	Ethiopia
	73
	23
	32%
	105
	20
	19%

	Kenya
	1
	23
	2300%
	0
	23
	∞

	Liberia
	49
	24
	49%
	20
	20
	100%

	Madagascar
	86
	21
	24%
	49
	20
	41%


	Rwanda
	51
	25
	49%
	22
	19
	86%

	Sierra Leone
	65
	26
	40%
	66
	22
	33%

	Tanzania
	84
	24
	29%
	3
	22
	733%

	Uganda
	49
	26
	53%
	16
	22
	138%

	Zambia
	29
	28
	97%
	24
	22
	92%

	Zimbabwe
	50
	28
	56%
	80
	24
	30%

	Grand Total
	59
	24
	41%
	64
	21
	33%


Source: Adapted from “Estimating inflows and outflows of health service providers in sub-Saharan Africa by Kinfu Y, and al.; WHO; 2006March 2006.
5.4. Performance and Motivation of HRH in Rwanda

5.4.1. Measuring Performance in Rwanda

The extent to which clients of health facilities are satisfied with the services they have received is a general reflection of the performance of health service delivery. However, performance can also be reflected in the results provided by a situation analysis of the health system. Both options are used in the following paragraphs and, surprisingly, they provide different insights into the performance of health workers. 

Two qualitative studies done in 2006 and 2008 revealed clients to be dissatisfied with health worker performance, particularly in the public sector (Serneels and Lievens, 2006, 2008). Another study looking at clients’ perception with antenatal care and children consultation services showed a generally good perception, but also revealed some areas of dissatisfaction (2006)
. In Rwanda, client dissatisfaction is often reflected in a number of specific problems related to availability, competence, responsiveness, and productivity of health workers. The following section examines the evidence with regards to some of these areas. 

Availability. Health worker absenteeism has generally been problematic in Rwanda, and worse in public than in private sector facilities. A 2006 study suggests that absenteeism is a problem in the urban sector, especially among doctors. In the Rwanda health labor market, absenteeism is usually related to having a second job and is especially present in the public sector. In some public facilities, there are reportedly ‘ghost doctors’ who are on the payroll but do not show up for work (Serneels and Lievens, 2006). Absenteeism was still an issue in a 2008 study by the same authors, which also found that this was lower in the private sector than the public sector. The study found that many health workers stay absent from work during parts of the day, or sometimes the entire day, and this appears to be mostly related to a second job and is particularly high among health workers in urban areas and doctors. About 40 percent of the quotes on absenteeism (26) refer to doctors, underlining that they can organize their own time schedule freely. But the responses received suggest that the absenteeism situation in public facilities is improving (Serneels, Lievens, 2008)
Waiting times are longer in the public sector, mainly due to a lack of personnel and more administration (Serneels and Lievens, 2006) A study on clients’ perception showed that the quality of ANC and consultation of children services is very good; however some clients complained about the length of time spent waiting at the health facility (almost 4 hours on average and up to a maximum of 8 hours sometimes)
 A panel data of 166 rural health facilities found that the proportion of client satisfied with the waiting time decreased between 2006 and 2008 (from 74 percent to 61 percent) for patients who came to receive either prenatal, child or adult care. This may be due to an increase in service utilization during the 2 years interval. (MoH/ World Bank PBF impact evaluation study). 

Competency. Competency of HRH needs to be improved. A set of competency studies done in four countries (including Rwanda) between 2003 and 2004 revealed some important weaknesses in the competency of HRH (Table 5‑10). The study measured knowledge with a 58-question test covering seven subject areas. It also tested skills in several key areas, including ability to use a partograph, neonatal resuscitation, manual removal of placenta, bimanual uterine compression, and insertion of an intravenous needle. Finally, it asked participants to assess their own ability to carry out common obstetric procedures. Comparative results show that, although Rwandese health workers demonstrated skills second only to Benin, they did poorly in the knowledge test scores where they ranked last of the group. There was no correlation between providers’ self-assessment and their competency as measured by the knowledge and skills tests. 
Table 5‑10: Comparing levels of obstetrical competency in four countries
	Topic
	Competency Scores by Country (in %)

	
	Benin
	Ecuador
	Jamaica
	Rwanda

	Knowledge Test Scores
	(n=43)
	(n=25)
	(n=66)
	(n=34)

	 1. asepsia/antiseptia
	60.5
	41.1
	48.7
	34.5

	 2. Labor and delivery
	48.0
	60.5
	57.7
	51.5

	 3. Immediate newborn care
	49.1
	62.6
	62.4
	44.1

	 4. Postpartum hemorrhage
	51.5
	56.3
	60.0
	43.4

	 5. Pregnancy-induced hypertension
	54.8
	78.2
	69.2
	52.0

	 6. Sepsis
	38.0
	53.3
	48.7
	39.2

	 7. Active management of 3rd stage labor
	N/A
	N/A
	4.02
	7.4

	Overall Knowledge Score
	50.0
	59.6
	58.3
	46.6

	
	
	
	
	

	Partograph Test Scores
	(n=42)
	(n=22)
	
	(n=270

	 1. Written questions only
	67.4
	53.85
	N/A
	50.1

	 2. Plotting information on the partograph
	63.5
	31.65
	N/A
	48.5

	Overall Partograph Score
	66.7
	46.1
	N/A
	49.8

	
	
	
	
	

	Skills Station Scores
	(n=42)
	n=25)
	(n=62)
	(n=19)

	 1. Resuscitation with ambu bag
	61.4
	39.5
	78.7
	43.3

	 2. Resuscitation: mouth to mouth and nose
	68.2
	26.0
	82.4
	44.7

	 3. Manual removal of placenta
	78.6
	46.8
	18.4
	58.3

	 4. Bimanual uterine compression
	11.2
	28.6
	18.7
	40.2

	 5. IV insertion
	79.4
	66.7
	56.3
	87.1

	 6. Asepsia
	55.2
	38.0
	43.2
	53.7

	 7. Patient rapport
	18.4
	7.4
	36.2
	32.7

	Overall skill score 
	54.4
	41.8
	46.1
	50.2


Sources: “Safe Motherhood – Results from Rwanda”, May 2004; “Safe Motherhood – Results from Benin”, November 2003; “Safe Motherhood – Results from Jamaica”, April 2004; “Estudios de maternidad segura – Resultados del Ecuador”, Marzo 2004; all published by the Quality Assurance Project.
A 2006 study on the performance of health workers during the intra-partum phase, as well as mother and baby post partum phase, also showed some inadequacies.
 Out of 4 countries, Rwanda performed the worst with regards to a number of indicators presented in Table 5‑11 and Table 5‑12. 
Table 5‑11: Performance during intrapartum phase: percentage of cases performed to standard, by country (2006)

	Indicator
	Country

	
	Benin
	Ecuador
	Jamaica
	Rwanda

	Use new or re-sterilized gloves
	97.2
	100
	94.5
	97.9

	Dry and cover newborn
	97.1
	100
	94.4
	97.9

	Clamp and cut umbilical cord
	86.1
	97.6
	94.5
	97.9

	Examine vulval-perineal region
	94.4
	95.1
	96.4
	89.4

	Use sterile instrument to cut cord
	100
	100
	96.3
	100

	Protect perineum
	100
	87.8
	88.7
	84.8

	One hand on each side of baby’s head
	100
	92.7
	86.8
	82.6

	Observe/ managed delivery of placenta
	72.2
	100
	81.5
	83.3

	Confirm uterus is well contracted
	94.4
	80.0
	98.2
	63.0

	Examine placenta
	78.8
	70.7
	96.2
	53.1

	Examine birth canal
	57.1
	90.2
	98.2
	23.3

	Give mother oxytocin after delivery
	82.4
	36.6
	85.5
	70.2

	Clean perineum
	41.2
	95.1
	83.3
	48.9

	Use sterile drapes and clothing
	5.6
	95.1
	34.5
	81.3

	Wash hands
	15.6
	31.7
	74.5
	0.0

	Baby put skin-to-skin with mother
	61.1
	9.8
	42.0
	8.5

	Suction newborn
	0.0
	36.6
	27.5
	18.8

	All cases in all indicators pooled
	70.1
	77.6
	81.1
	65.0


Note: All calculations are pooled cases. Percentages were calculated as the number of cases performed to standard (Yes) divided by the number of valid cases (Yes+No+Missing). Not observed cases are excluded.

Source: Adapted from “Quality of obstetric care observed in 14 hospitals in Benin, Ecuador, Jamaica and Rwanda”; p. 11; Quality Assurance Project, USAID March 2006.

Table 5‑12: Performance during mother and baby postpartum phases: percentage of cases performed to standard, by country
	Indicator
	Country

	
	Benin
	Ecuador
	Jamaica
	Rwanda

	Mother PP Phase:
	
	
	
	

	 1. Check uterine retraction
	94.1
	73.2
	93.2
	40.9

	 2. Check ext genitelia for hemorrhage
	94.1
	68.3
	93.2
	32.6

	 3. Initiate breastfeeding within 2 hours
	16.1
	70.7
	60.4
	2.9

	 4. Check temperature
	21.2
	4.9
	82.1
	0.0

	All mother PP indicators pooled
	57.6
	54.3
	82.8
	19.9

	
	
	
	
	

	Baby PP Phase:
	
	
	
	

	 1. antimicrobial eye drops / ointment
	100
	100
	88.0
	42.9

	 2. Breastfeed on demand
	22.6
	70.7
	65.3
	4.1

	 3. Constant supervision
	24.2
	19.5
	82.0
	49.0

	 4. Blood and meconium cleaned
	82.4
	90.2
	94.1
	73.5

	All baby PP indicators pooled
	58.3
	70.1
	82.5
	42.3


Note: All calculations are pooled cases. Percentages were calculated as the number of cases performed to standard (Yes) divided by the number of valid cases (Yes+No+Missing). Not observed cases are excluded.

Source: Adapted from “Quality of obstetric care observed in 14 hospitals in Benin, Ecuador, Jamaica and Rwanda”; p. 12; Quality Assurance Project, USAID March 2006.

A Rwanda Child Survival study done at the Gisagara Health District and looking at HW performance in ANC and consultation of children services found some clients complaining of the lack of patient follow-up. 

A qualitative study in 2006 found that nurses and auxiliary workers felt that they did not have enough skills for the job they were assigned, and that there were not enough skilled people for the tasks that had to be done. All health workers felt that they received too little training to deal with HIV/AIDS (Lievens and Serneels, 2006). HIV/AIDS has increased the workload substantially. Protocols regarding how to treat HIV/AIDS patients are not always known, and are often not implemented (Lievens and Serneels, 2006). The study on Child Survival mentioned previously found that the clinical practice of personnel in VCT and children consultation services was not very satisfactory, because some basic processes, such as measuring patients’ pulse, or advising the patients with regard to the follow-up, were not systematically used. 
A 2006 analysis of the capacity and quality of VCT services revealed that almost all FOSA have a functional VCT service, except for Kirarambogo. The knowledge and experience of the VCT health staff are of medium quality. Most of the interviewed health workers who have given good spontaneous answers reached a rather low level (20 percent to 40 percent). Patients’ knowledge of the danger signs related to pregnancy and children diseases is average as the majority was unable to quote all major danger signs(2006)
. 

Some of the above performance weaknesses were confirmed in a 2008 study, which found medical knowledge to be lacking, especially among nurses and auxiliary health workers, who are themselves concerned about their own lack of knowledge, for instance in how to deal with HIV/AIDS. The latter is confirmed by people living with HIV/AIDS, who complain about the lack of knowledge among health staff which impacts performance (Serneels, Lievens, 2008).
A study at 166 health facilities that collected data on HW competency and effort in 2008 using prenatal care vignettes found that the competency score for prenatal care is generally very low. On average health workers correctly responded to 51 percent of all items. On one hand, providers tend to be better in terms of competency in patients’ examination (average score 80 percent) but on the other hand, those same providers scored 44 percent on average when it comes to patient history taking (pregnancy and other medical background), testing (anemia and proteinuria) and taking action (providing iron supplementation, preventing tetanus, preparing the delivery) (MoH/World bank PBF impact evaluation study). 

Responsiveness. A study done by Serneels and Lievens in 2006 found that shirking or ‘avoiding to work’ is observed mostly in public sector facilities. The same study found that both health workers and users confirm that there is a serious problem with health workers’ attitudes towards patients. Far too often health workers are impolite or rude, sometimes because they are overwhelmed by the patient workload. There is also positive discrimination in favor of those who the health worker knows personally. Attitudes are better in the private for profit, NGO and faith based facilities. There seems to be improvements in those public facilities where health workers have received training on quality assurance. Persons living with HIV/AIDS (PLWHA) often complain about rude behavior on the part of health workers. HIV/AIDS patients often receive worse and/or less treatment than non-infected patients. They are sometimes avoided altogether. Specific training seems to be effective in improving the way health workers deal with PLWHA (Serneels and Lievens, 2006). In the prospective study of 166 rural facilities mentioned previously, client satisfaction in regard to staff attitude was high in 2006 (at 92 percent); but it decreased slightly in 2008 (88 percent). 
Some of these findings were confirmed in a follow-up study. First, the study showed that many health workers displayed a poor attitude towards patients and seemed to have weak patient management skills. They were frequently impolite and rude, favored some patients above others and often cared little about the long waiting times for patients. The importance of this issue for users is underlined by the fact that 61 percent of the quotes from users are about the reception of patients and health worker attitudes. Patients emphasize that health worker’s attitudes are better in private-for-profit and faith-based facilities (Serneels, Lievens, 2008). Nevertheless, some improvements in these issues were also noted in the public sector. 
5.4.2. Factors Affecting HRH Performance in Rwanda

Rwanda has institutionalized an innovative model based on a new generation of HRH reforms comprising block granting, decentralization and the use of performance-based financing, and aimed at increasing the efficiency with which funds are allocated to HRH. On the downside, there are factors keeping health personnel from performing. In a country like Rwanda, which suffers not only from a shortage of HRH but also from the usual constrained fiscal conditions faced by many developing countries, achieving results such as those just presented requires the presence of positive factors and innovative ways to motivate health workers and get them to produce these remarkable outcomes in health service delivery.

Positive factors affecting performance. The Rwandan model, based on a problem solving approach, links fiscal space creation to the resolution of problems facing the sector. Increasing the amount of money given to health workers is not seen as enough if it does not also reflect on health outcomes. The main problems facing the health sector were the stagnation of indicators irrespective of the amount of money spent, and one possible explanation was that, on top of being in insufficient numbers, health workers were not sufficiently motivated to produce expected health outcomes. One challenge was therefore to motivate those workers within the global economic constraints and within the Public Service regulations framework without negatively affecting other public service workers. As it was not possible to increase wage and salaries only for health workers, other solutions were needed. The second challenge was to ensure that the incentives used to motivate those workers would be such that they would correct incoherencies in the system and produce an improvement in health outcomes. The third challenge was to increase the access to the health system. 
These challenges have been approached by the Rwandan health sector in a systemic way and its response has been: (i) to move decision centers relating to human resources closer to where health services are produced; (ii) to create, in addition to the existing input-based payment system(in which health workers get a regular salary irrespective of health outcomes), a financing system rewarding results and therefore encouraging performance and leading to better health outcomes; (iii) to create incentives for some type of health workers who are in scarce supply to move to and remain in rural and remote areas; and (iv) to create a risk-sharing mechanism that would provide greater access to the health system.
These four answers were materialized by four very important and innovative reforms/policies which have been institutionalized: decentralization, the use of performance-based financing, the creation of incentives to attract and retain health workers in rural areas, and the creation and development of the system of health mutuelles. However, there are also factors that are keeping HRH from performing.
Negative factors affecting performance. Inadequacies related to pre-service education and training may negatively affect the skill set and hence performance of health workers in Rwanda. In past surveys, graduating medical and nursing students in Rwanda have shown weak knowledge, although better at the theoretical questions than the practical know how questions. Surveys were performed in 2006, 2007 and 2008 in this country to ascertain the readiness of graduating students to provide proper care in health facilities. The 2007 survey was given to medical and nursing students in their last year of school to test their knowledge on four subject matters were covered (child mortality, maternal mortality, malaria and illnesses due to HIV/AIDS and Tuberculosis). Another section was used to test their technical know-how. 
The results, shown in Table 5‑13 indicate that, as providers, medical students, with close to 50 percent (48.99 percent) of right answers, had a better understanding of the issues. Nurses, on the other hand, provided correct answers for barely more than 40 percent of the questions. Notwithstanding there poor results, nursing students (with 53.86 percent correct answers) had a better grasp than medical students of the required technical know-how needed to practice in the health sector.

On the theoretical section, medical students provided better answers than nursing students for each of the four sections, edging them on all counts with more than 50 percent right answers for 2 of the 4 sections. Nursing students were not able to reach 50 percent on any of the 4 sections, scoring between a low of 22.80 percent and a high of 42.86 percent. This showed that the planned curriculum reform in the nursing training program should be continued and implemented, but also that a bigger effort was needed to improve other variables impacting on the quality of training.

Table 5‑13: Correct answers (percentage of total)
	
	Child mortality
	Maternal mortality
	Malaria
	Illness due to HIV/AIDS and Tuberculosis
	Technical Know-how
	Overall

	Medical students
	51.11%
	52.22%
	38.89%
	47.22%
	51.05%
	48.99%

	Nursing students
	42.86%
	22.80%
	33.20%
	40.15%
	53.86%
	42.54%


Source: “Scaling up the Health Workforce in Rwanda” by Gilles Dussault, Laurence Codjia, Kathy Kantwenga, Aly Boury Sy and Therese Bishagara; unpublished report, March 2008.
When the survey results were analyzed through the standpoint of the disease groups/subject matters, the most striking feature in this survey was the low score made by nursing students on maternal mortality related questions. There may be a strong correlation between this finding and the high level of maternal mortality in the country. Although nurses are expected to be at the forefront in the fight to reduce maternal mortality, only 22.80 percent of the nursing students provided correct answers. Test results for malaria, one of the main killers in Rwanda, also warrant some concern, as both medical and nursing students were not able to provide more than 39 percent correct answers. This is troublesome and calls into question the efficiency of the huge amounts spent on malaria in the country. Knowledge on HIV/AIDS and Tuberculosis is average, with less than 48 percent for the best of the two groups.

To sum up these results, and in view of the phenomenal amounts spent on malaria (by the Global Fund, among others) and on HIV/AIDS (by PEPFAR, among others), there is room for diverting some of these funds to strengthen the curriculum and the teaching techniques in order to boost front line workers’ knowledge about these diseases.

Before increasing production, the quality of programs (both in terms of contents and pedagogy) and trainers’ qualifications should be scaled up. Incentives are also needed to entice more qualified teachers in rural areas.
The findings that students generally perform better at the theoretical knowledge than in the practical knowledge test was also confirmed by the 2008 survey (Lievens and al., 2008). Competence and skill in students was measured separately through scholastic achievement and a medical knowledge test, the results of which correlate well. Nursing, as well as medical students, score better on the Evidence Based (theoretical) Module of the test in comparisons with the Technical (practical) know-how part. The score on the Technical know-how module is positively associated with whether or not the student has been doing practical work as part of her/his training. The test scores of nursing students are negatively correlated with their preference to work in the long term for the public sector which may suggest self-selection of less skilled students into the public sector. 
6. Infrastructures
As financial barriers to access to health services are being reduced significantly through health care financing reforms, including the development of community-based health insurance, geographical accessibility will remain one of the main issues of access to health services in Rwanda in the coming years. The geographical accessibility of basic health services have improved over the past five years, however, with the construction and rehabilitation of district hospitals and health centers. The former provinces of Butare, Gisenyi and Byumba have experienced significant improvements in geographical accessibility between 2000 and 2005. Additional efforts need to be concentrated in the former provinces of Gikongoro, Umutara, Cyangugu and Kibuye in order to reduce the inequalities in geographical accessibility in the country. 
More attention should be focused also on efforts to improve the structural quality and availability of basic health services in the country. The availability of client comfort amenities needs to be overhauled, as well as the availability of regular supply of energy and water supply, at primary health facilities. These issues are discussed further in section 6.2 building on recent information from national household surveys (EICV 2000 and 2005), health care provider survey (RSPA 2007), and successive annual reports of the MoH.
6.1. Infrastructure and Geographical Accessibility

The modern health care delivery system of Rwanda has been rebuilt after the war of the mid-90s. The development of public and government-assisted (mostly faith-based hospitals and health centers) health facilities has been evolving under formal partnerships between the MoH and religious authorities for many years; partnerships between the public sector and the private sector, the traditional sector as well as the for-profit modern sector, are very recent. Public and private initiatives under these partnerships are all contributing to the improvement of geographical accessibility of health services in the country.

As chapter 4 suggests, use of traditional practitioners remains a major pattern of health behavior in the country. The population continues to seek care at modern health care providers as well as at traditional providers, even if trends between 2000 and 2005 suggest that health seeking behavior patterns are shifting from traditional practitioners to modern health care providers as a consequence of recent health care financing reforms. As a result of the paucity of data on the traditional sector, however, it is difficult to assess its contribution to geographical accessibility of health services in the country.

The private for-profit sector has experienced an important growth during the past years. It includes medical clinics, polyclinics, and nurse clinics, as well as private pharmacies and pharmaceutical outlets which provide basically curative care services in urban areas. In 2007, 373 private health facilities were functional in the country, including 72 medical clinics and 301 nurse clinics. The distribution of private health facilities is driven by market forces as 70 percent of private providers are located in the city of Kigali and its periphery. In addition, the only private hospital in the country, King Faycal Hospital, is located in Kigali.

The public and government-assisted sectors constitute the core of the modern health delivery system in Rwanda. The majority of public health facilities are under the supervision of the MoH; a few public health facilities, however, are under the authority of other ministries including the Ministry of Defense. The government-assisted sector is composed of health facilities under the authority of faith-based organizations (the Catholic Church or other Christian Churches): the MoH provides support to the government-assisted sector in health personnel and medical equipments under well established partnerships. Beside national referral hospitals (the Kigali University Hospital Center, the Butare University Hospital Center, and the Ndera Neuro-Psychiatric Hospital), the public and government-assisted health care provider system is constituted by basic health infrastructures of districts: district hospitals which supervise each a network of peripheral health facilities (health centers and dispensaries). 

The basic health infrastructures have experienced sustained growth over the past decade. Between 1997 and 2001, peripheral health facilities have increased from 333 to 365, a relative increase of 9.6 percent; while district hospitals have increased from 30 to 34, a relative increase of 13.3 percent. In spite of the slowdown of building and rehabilitation of basic health infrastructures between 2002 and 2005, increase in the basic health infrastructure stock has accelerated since 2005. During the year 2006, 7 new health centers have been built; 2 district hospitals have been built (the Kibagabaga hospital in the Gasabo district, the Kibilizi hospital in the Gisagara district); 2 district hospitals have been rehabilitated (the Rwinkwavu hospital in the Kayonza district, the Gitwe hospital in the Ruhango district). These efforts have been maintained in 2007 with the construction of 7 new health centers and the construction of 2 new district hospitals (the Munini hospital in the Nyaruguru district and the Kirehe hospital in the Kirehe district). Hence, peripheral health facilities have increased from 365 to 401 between 2001 and 2007, a relative increase of 9.9 percent; while district hospitals have increased from 34 to 38, a relative increase of 11.8 percent.

These recent efforts are contributing to the improvement of the passive coverage of health infrastructure in the country. Overall, the proportion of the population which lives within less than 5 kilometers from a health center has increased from 58.3 percent to 68.6 percent between 2000 and 2005 (Figure 6‑1). The former provinces of Butare, Gisenyi and Byumba have experienced significant improvements in geographical accessibility between 2000 and 2005. However, there are parts of the country which continue to lag behind as far as improvements in geographical accessibility are concerned: the former provinces of Gikongoro, Umutara, Cyangugu and Kibuye. Additional efforts need to be concentrated in these former provinces to reduce the inequalities in geographical accessibility in the country.

Figure 6‑1: Evolution of the percentage of the population living within less than 5 km from a health center by the old provinces (2000-2005)
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Figure 6‑2 provides some evidence that there is a relationship between geographical accessibility and poverty as districts where the average distance to the nearest health center is furthest harbor higher poverty. At one extreme, Rwamagana district combines one of the lowest levels of poverty and a small average distance to the nearest health center; at the other extreme, Gisagara and Nyamagabe districts are among the poorest districts and they are also the districts where the average distance to the nearest health center is the largest. Between these two extremes, groups of similar districts could be identified in order to target districts that combine a high level of poverty and a low geographical access to health services. Targeting those districts for specific interventions would enable to reduce the disparities reflected in Figure 6‑2. 

Figure 6‑2: Poverty and access to health care by district (2005)
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Indeed, the DHS 2005 report suggests that distance from health facilities and the need to take transport remain one of the major problems in accessing health services among women: as financial accessibility problems are being addressed through health care financing reforms, including the development of community-based health insurance, geographical accessibility will remain one of the main issues of access to health services in the country. 

Geographical accessibility issues are also compounded in Rwanda by the coverage and the functionality of roads in the country. Nearly 1/3 of roads are not functional at any given period of the year. In addition, as a result of floods and landslides during the rainy season, the functionality of roads is weaker between February and April. Consequently, community-based interventions and outreach services will remain a key strategy for improving the coverage of essential health interventions in the country (Chapter 8).
In addition to the provision of medical equipments to newly built and rehabilitated health centers and district hospitals over the past five years, specific efforts have been made during the last two years to improve the accessibility of health services through the improvement of diagnostic capacities and mobile equipments of basic health services. In 2006, many laboratory equipments have been provided to health facilities including 75 distillatory equipments and 25 centrifuges. These efforts were continued in 2007 with the distribution of 100 microscopes and an assessment of laboratory equipments of all health facilities in order to orient the distribution of 245 hematology equipments (HEMOCUE). 
To strengthen transport logistic capacities of basic health services, 51 ambulances were distributed to hospitals and health centers in 2006; 370 motorcycles were distributed to health centers; liaison vehicles were distributed to districts to support supervision activities. Finally, the SAMU (Service for Emergency Medical Aid) was launched in 2007.

6.2. Structural Quality and Availability of Basic Health Services 

More attention should be focused on efforts to improve the structural quality and availability of basic health services in the country. The availability of client comfort amenities needs to be overhauled, as well as the availability of regular supply of energy and water supply, at primary health facilities. 
In addition to distance to health facilities and financial constraints, other factors contributing to the use and choice of health care providers include the structural quality and availability of health services. As Figure 6‑3 suggests, nearly 2/3 of health facilities do not have a regular source of water supply: the situation is worse in the Eastern, Southern and Northern provinces. The situation is much better relative to the availability of a regular source of energy as regular electricity or a generator is available 63 percent of health facilities: there is a sharp contrast, however, between the availability of a regular source of energy between Kigali and other provinces.
Figure 6‑3: Structural quality of health facilities by province (2007)
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Source: Rwanda Service Provision Assessment Survey 2007.
Note: All client comfort amenities: clean, functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness.
The availability of client comfort amenities (clean, functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness) at health facilities is relatively high as 56 percent of health facilities have all client comfort amenities. The Western province, however, is an exception with only 45 percent of health facilities having all client comfort amenities. 
Less than 1/3 of health facilities have all services available at minimum frequency with at least one qualified staff
. This proportion reaches 12 percent in Kigali as a result of the weakness of the integration of services among private health care providers in the city. There is also a sharp contrast between the Eastern province and other provinces relative to the availability of basic health services. 


Figure 6‑4
 provides more details on the availability of basic health services at health facilities by province. Growth monitoring is by far the less available of basic health services: only 55 percent of health facilities provide growth monitoring services at the national level; this proportion levels down to 33 percent in the Eastern province. Growth monitoring is followed by family planning services and child immunization services which are available respectively at 73 percent and 75 percent of health facilities at the national level. In other words, preventive services are the least available of basic health services at health facilities in the country.

Figure 6‑4: Availability of basic health services in Rwanda (2007)
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Source: Rwanda Service Provision Assessment Survey 2007.
7. Procurement and Supply Chain Management of Pharmaceuticals and Medical Supplies

The procurement and distribution of equipments, drugs and medical supplies are among the key support systems of health services in Rwanda. The availability and accessibility of drugs are among the key dimensions of accessibility of health services in the country: drugs are among the key components of the costs, tariffs and resource mobilization of health facilities; they account for nearly 60 percent of the burden of health related expenditures of households and constitute one of the key financial barriers to the use of modern health services.

Rwanda started this decade with important gaps in the regulation and coordination of the procurement and distribution of drugs and medical supplies resulting from the sequels of the destruction of the social fabric during the mid-1990s. In addition to two autonomous agencies, procurement of drugs in the public and government-assisted sectors included many actors including non governmental organizations and vertical health programs. In the private sector, most of the pharmacies continued to function unregulated; nearly half of pharmaceutical outlets were operated without authorization from the MoH and by staff without any medical or pharmaceutical qualifications. Illegal importation of drugs through the Burundi and Uganda borders continued to fuel the illicit distribution of drugs in the country. Such a situation was facilitated by gaps of the legislative and regulatory framework of pharmaceutical practice: indeed, a law on pharmaceutical practice was adopted in 1999, but until 2003 most of the decrees for its application were not adopted by the government.
Significant progress has been achieved between 2004 and 2007 in the strategic management of the pharmaceutical sector. Several ministerial decrees have been adopted including those on the organization of the national committee on the distribution of pharmaceutical enterprises, the conditions and modalities of start-up and operation of pharmaceutical enterprises, the inspection of pharmacies, the list of drugs and other pharmaceutical products for pharmaceutical outlets. The essential drug list, the national drug formulary and standard treatment guidelines have been elaborated and regularly revised. Regulatory measures have been taken in the pharmaceutical sector including the renewal of authorizations of opening and operating pharmaceutical establishments and pharmaceutical outlets, a reinforcement of pharmaceutical inspection mechanisms and the strengthening of the system for issuing visas and licenses for the importation of drugs.

However, delays are observed in the implementation of key legal instruments, such as the creation of a National Pharmaceutical Agency and of a functional national drug registration system. Thus, the regulatory system in place cannot guarantee the quality of drugs circulating in the country. Furthermore, key issues remain in the distribution and management of drugs at the intermediate and peripheral levels of the health system. Consequently, important efforts are needed to improve the availability of commodities to support quality preventive and curative health services at health facilities, but also to improve the availability of items for infection control at health facilities in Rwanda.

This chapter analyzes each element of pharmaceutical management in the context of the Rwandan health system. Practical recommendations are formulated to improve the management of the pharmaceutical sector and solve some of the key issues that may impede the optimal performance of the health system. The analysis is based on the pharmaceutical management cycle that involves four basic functions: selection, procurement, distribution and use. In this cycle described in Figure 7‑1 below, each major function builds on the previous function and leads logically to the next. Selection should be based on actual experience with health needs and drug use, procurement requirements follow from selection decisions, and so forth. At the center of the drug management cycle is a core of management support systems: organization, quality control, financing and sustainability, information management, and human resources management. These management support systems hold the drug management cycle together. 

Figure 7‑1: The Pharmaceutical management cycle
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Source: Management Sciences for Health (MSH), managing Drug Supply, 1997
Although individual parts of the cycle may function independently for a short time, the cycle as a whole will soon cease to serve the public, and patient care will suffer without a guarantee of the safety and quality of pharmaceuticals in the sector, a functional organizational structure, adequate financing, reliable management information and motivated staff. Finally, the entire cycle rests on a policy and legal framework that establishes and supports the public commitment to access to pharmaceuticals. Costs may rise, shortages become common and patients suffer when the separate tasks are performed independently or disjointedly, and not as a part of a system.

7.1. Pharmaceutical Sector Organizational Framework

Several key players operate in the public and private pharmaceutical sector in Rwanda. The Pharmacy Task Force (PTF), a national committee formed in 2005 by the Ministry of Health to replace the Directorate of Pharmacy, is responsible for both the public and private sector. Its main responsibilities are to develop and implement the national drug policy, develop and coordinate drug registration systems of the pharmaceutical profession and of facilities, certify and regulate drug importers and distributers, and provide drug information to health personnel and consumers.

The Central Purchasing of Essential Drugs, Medical Consumables and Equipment in Rwanda (Centrale d’Achats de Médicaments Essentiels du Rwanda or CAMERWA), a non-profit private-like entity with autonomous management was created in 1998 with the mandate to solve the problems of supplying essential drugs to public health facilities, thereby ensuring the population physical and financial access to quality pharmaceuticals. CAMERWA procures essential drugs and medical commodities and supplies stand alone pharmacies that operate in each of the 30 districts, as well as service pharmacies located in referral hospitals, district hospitals, and health centers. The Office of Church-affiliated Health Facilities in Rwanda (Bureau des Formations Médicales Agréées du Rwanda or BUFMAR) is the second but much less active pillar of the importation of drugs in the public sector that supplies mainly the government-assisted hospitals and health centers. The private sector network is composed of 38 drug importers and wholesalers that supply a network of 71 private retail pharmacies mostly located in Kigali and 340 pharmaceutical outlets (comptoirs pharmaceutiques) spread throughout the country and outside the capital.

There is virtually no local drug industry in Rwanda, except for the Pharmaceutical Laboratory of Rwanda (Laboratoire Pharmaceutique du Rwanda or LABOPHAR), an inefficient state-owned entity that manufactures intravenous fluids without being able to cover country needs. Plans are being studied for its privatization.

Finally, several development partners support pharmaceutical management in Rwanda and the MoH Pharmacy Task Force has expressed the need to better coordinate their efforts: (i) USAID, through the President's Emergency Plan for AIDS Relief (PEPFAR) and the President’s Malaria Initiative (PMI) contracted out several institutions such as John Snow Incorporated (JSI) and Management Sciences for Health (MSH) to support different areas of pharmaceutical policy and management. A particular emphasis is given to procurement and supply chain systems by the USAID/DELIVER Project (malaria, maternal health and family planning commodities) and the Supply Chain Management System (SCMS) initiative (HIV/AIDS commodities) that work closely together to support CAMERWA, the MoH and a range for development partners. A coordinated supply management system (CDMS) implemented by SCMS is currently operating procurement and supply chain functions for most health programs; (ii) WHO provides technical assistance to pharmaceutical policy development, UNFPA support policies and activities for better availability of contraceptives, and UNICEF supports vaccine supply management; (iii) the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM) provides funding for HIV, TB and malaria control programs, as well as support to health systems. CAMERWA ensures procurement and supply chain management for GFATM-funded projects; and (iv) other bilateral and multilateral donors such as Belgium cooperation, European Union and the World Bank have provided financial and technical support to the pharmaceutical sector.

7.2. Human Resources and Training

Rwanda has about 250 pharmacists, mostly employed in the private sector and based in the capital, Kigali. Only 72 pharmacists are employed by the public sector at the central and decentralized levels (all referral hospitals and half of district pharmacies). At the health facility level, most pharmacy activities are still performed by junior nurses or other staff with primary or secondary education hired by health facilities to work in their pharmacies. The National University and the School of Public Health play an important role in the initial training and continuing education of pharmacists. There are no pharmacy technicians or assistants.

Management Sciences for Health conducted an assessment in 2003
 and found that less than half of staff surveyed reported having been trained in drug procurement, with a similar ratio having received training in rational drug use. Only one-third reported having been trained in storage and stock management. Furthermore, several people who had received training in pharmaceutical management were not necessarily working in pharmacy services where the training was meant to be applied. Thus, more than 80 percent of facilities reported perceiving a need for training in drug quantification, procurement, inventory control, and rational drug use. Pharmacy staff at all levels of the system lacked access to technical updates and reference materials. The technical and financial support of several development partners allowed training personnel responsible for pharmaceutical duties at all levels of the health system on different aspects of pharmaceutical management.

7.3. Policy, Legal and Regulatory Framework 

Two laws governing the pharmaceutical sector were put in place in 1999 and 2000. The earlier law calls for a National Drug Registration Commission that is yet to be established. In 2005, ministerial decrees specific to the pharmaceutical industry included the creation of the Pharmacy Taskforce that was entrusted with the responsibility to oversee the numerous pharmacy wholesalers and retailers by ensuring licensure, inspection, and quality control. Standard operating procedures (SOPs) for importing drugs are available. Visa and import licenses are issued only after verification that the exporter meets certification and other basic requirements. These include documentation of manufacture, wholesale and export pharmaceuticals’ licenses, certification of good manufacturing and distribution practices, verification of accurate packing lists with batch numbers, manufacture dates, appropriate expiry dates, quantities of drugs and country of origin. Although the PT has the regulatory authority, it is staffed by only 11 pharmacists, thus its capacity is insufficient to conduct key functions, such as drug registration, quality assurance and quality control of drugs circulating in the country, effective inspection of the pharmaceutical sites and professionals, regulation of drug dispensation practices and provision of drug information. Only four pharmacy inspectors work in the PT to cover the whole country, and though they are very dedicated, they have not received formal training to perform their duties.

The Ministry of Health (MOH) developed a draft of the National Drug Policy (NDP) in December 2008, but it has yet to be finalized. The traditional (natural) medicine plays a significant role in health care and health sector but to assure the safety and efficacy, as well as the quality control, of traditional medicine is a challenge for the pharmacy taskforce. Thus, several documents (policy, five-year strategic plan, legal framework, and code of ethics) organizing the practice of traditional medicine, were developed, but have to be approved by the MOH cabinet.
7.4. Drug Pricing 

There is no policy for price regulation in Rwanda and prices charged for drugs by the private sector vary greatly across the country. In the public sector, fixed prices are charged by CAMERWA, based on margins that are defined by the MoH. CAMERWA prices are determined based on the cost of drugs or supplies plus a 10 percent markup.

However, both the 2003 MSH assessment and an ongoing WHO/HAI price survey started in July 2008 reported relatively high and variable prices for a list of tracer products sold in public and private sector pharmacies. The final results of the survey will be published before June 2009 and inform policy decisions for pricing of medicines in Rwanda.

7.5. Financing of Medicines

Public and Private 
In the 2006 National Health Accounts (NHA), it is reported that more than 21 billions Rwandan Francs were spent in pharmaceuticals and other medical non durables, representing about 12.5 percent of total health expenditures. As described in Table 7‑1 below, financing of essential drugs is largely ensured by households and the government through health insurance and community financing schemes. External donors finance most of the drugs used for vertical programs (HIV/AIDS, Malaria, Tuberculosis, Immunization, etc.). All public facilities have a health mutuelle in place or are linked to health insurance schemes. Patients pay 15 percent of the total cost of prescribed drugs when they purchase them in public pharmacies or private pharmacies participating in an accredited health financing scheme. Further analyses are needed to better explain the causes of a very high level of out-of-pocket drug expenditures that may be due to high drug prices, irrational prescription or dispensation practices, high level of self –medication, or all of the above.

Table 7‑1: Sources of funding for pharmaceuticals and other medical supplies (in RwF), 2006
	Payer
	2006 Spending

	MoH including pooled donor funds
	284,790,232

	National AIDS Council Projects (WB, GF, PEPFAR)
	4,653,248,393

	Government Employee and Military Insurance Programs
	715,969,471

	Private Household Out of Pocket Payments (including mutuelles)
	14,767,197,470

	Non Profit Institutions (NGOs)
	585,302,625

	Parastatal Companies
	93,501,139

	Private Employees Social Insurance Program
	55,679,953

	Private Insurance Enterprises (other than social insurance)
	55,479,470

	TOTAL
	21,211,168,753


Source: 2006 National Health Accounts

7.6. Selection of Drugs 

Selection involves reviewing the prevalent health problems, indentifying treatments of choice, choosing individual drugs and dosage forms, and deciding which drugs will be available at each level of health care. Standard treatment guidelines (STGs) for the diagnosis, treatment, and care of the most prevalent diseases have been developed in 2007
. An Essential Drugs List (EDL) has been available since 1997 and was updated in 2002 and 2005
. A simpler version of the EDL has been made available in 2007 to be distributed to all health centers
. A National Drug Formulary (NDF) was also elaborated in 2007 to be used by medical doctors, dentists and pharmacists working in the public and private sector
. Although the PT reported that these documents are available at all appropriate levels of the health system, it is unclear whether they are being used.

7.7. Procurement of Drugs and Medical Supplies

Procurement includes quantifying drug requirements, selecting procurement methods, managing tenders, establishing contract terms, assuring drug quality, and ensuring adherence to contract terms. The system of procurement and distribution of drugs is organized around two networks which controlled comparable shares of the drug market until 2004: the public sector including the government-assisted sector, and the for-profit private sector. 

The balance has started to shift in favor of the public sector since 2005, however, as a result of the strengthening of coordination of the procurement and distribution system in the public sector. In addition, the role of CAMERWA has been strengthened as the major source of procurement and distribution of drugs in the country, under a strategy called Consolidated Procurement and Distribution System (CPDS), adopted by most development partners. This is a consequence of the growing demand for drugs and medical supplies resulting from the extension of the coverage of interventions of major health programs such as the malaria and HIV/AIDS programs, including the promotion of universal HIV testing in the country (see Chapter 8 on the coverage of essential health interventions), and the growing demand for drugs and medical supplies of basic health services (health centers and district hospitals) resulting from the extension of community-based health insurance (see Chapter 10 on the extension of health mutuelles). CAMERWA accounts for more than 95 percent of imports of the public sector. CAMERWA imports have grown very rapidly over the past five years: in 2002 and 2003, CAMERWA imports were less than 2 billions Rwandan Francs; they have reached RwF 3.6 billions in 2004 and RwF 10.4 billions in 2007. CAMERWA is the supplier of major vertical programs, national public hospitals, and health district pharmacies: district pharmacies play an intermediation role in the public sector distribution chain between CAMERWA and district hospitals and health centers. CAMERWA supplies drugs to its clients on a cash-and-carry basis and generally does not extend credit to health facilities. Figure 7‑2 summarizes the evolution of CAMERWA sales by clients between 2004 and 2007. 

Figure 7‑2: Evolution of CAMERWA sales (RwF) by clients (2004 -2007)
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Source: MoH Annual Report 2007.

BUFMAR, the second pillar of the importation of drugs in the public sector, accounts for less than 5 percent of imports of the public sector. BUFMAR supplies mainly the government-assisted hospitals and health centers. In practice, all public health facilities and government-assisted facilities can place their order to either of these sources: it is only when there are stock-outs in these two sources that health facilities of the public sector can procure drugs or medical supplies at private pharmacies.

The private sector network is dominated by six major importers (KIPHARMA, AGROTECH, Sun Pharmacy, CONTINENTAL, UBUMWE, and BACCUS PHARMACY) which control more than 60 percent of imports of the private sector; more than 15 other private establishments, however, are active in the importation of drugs. These importers supply private pharmacies and pharmaceutical outlets throughout the country.

Theoretically, CAMERWA supplies referral hospitals and district pharmacies that in turn supply district hospitals and health centers. However, these facilities may actually obtain their supplies from CAMERWA, BUFMAR, district pharmacies, and the private sector. Orders may be placed on a monthly basis or, as in many instances, on a need basis. 

7.8. Distribution of Drugs and Medical Supplies

Distribution refers to clearing customs, stock control, stores management, and delivery to drug depots and health facilities. Neither CAMERWA nor BUFMAR carries out active distribution. Health facilities have to pick up their orders, which may add up to the costs of drugs or contribute to stock-outs. With funding from SCMS/USAID, the PT and CAMERWA received technical assistance to undertake a complete review of the operational and physical status of the district pharmacies (DP), and develop a road map towards supporting active distribution
. Particular emphasis is given to the DPs’ ability to function as points of district stock-holding together with the identification of the resources required; the management controls and systems required; the stock-holding potential of each DP; the determination of the number of facilities that can be supported within each district; and the construction of the routes and frequency of delivery that CAMERWA would have to put in place to enable a more effective stock-holding policy to be maintained at the DPs and their related facilities. Three options for active distribution have been proposed for consideration by Rwandan health authorities, with clear advantages to the second and third options that are more efficient and suitable to the country’s context.

· Option 1: Upgrading the district pharmacies to the point where they can stock the full range of products for servicing all health centers and hospitals in their district thereby creating District Distribution Centers, which requires funding a major capital improvement programme, and committing extra funds to create the required product stock-holding range.
· Option 2: “Cross Docking”: the DPs control the ordering process from the health facilities and then transmit those orders to the central supply organization (CSO). The CSO then process the orders, pick and pack them by health facility; and then send the totality of the ordered product to the district pharmacy. The health facilities will either collect their order from the DP or the DP will deliver to the health facilities.
· Option 3: “Direct Delivery” this option can be exercised at the DP’s discretion and will follow the same process as cross-docking facility, but instead of sending the goods to the district pharmacy, the CSO will deliver the individual health facility orders direct to the individual health facility with the district pharmacy still keeping control of the total process.

7.9.  Access to Essential Medicines: Availability of Drugs and Supplies at the Facility Level

Both CAMERWA and BUFMAR have experienced stock-outs of essential drugs and health commodities, which contribute to shortages at the facility level, though the situation is improving at CAMERWA. Stock-outs in many instances are attributed to the lack of adequate quantification and use of unreliable data, such as historical consumption, for the quantification process. Lack of inventory control data and poor record keeping in health institutions complicates the possibility to assess accurate drug needs.

With the exception of vaccines, the availability of a complete set of essential medicines commodities and material resources for the provision of quality health services is low at peripheral health facilities in Rwanda, for reasons that have to be further investigated. Consequently, important efforts are needed to improve the availability of commodities to support quality preventive and curative health services at health facilities, but also to improve the availability of items for infection control at health facilities in Rwanda. As prepayment for health care has become one of th
e major mechanisms of the population contribution to resource mobilization in the health sector, the availability of drugs at health facilities need to be guaranteed in order to ensure that households have value for the money they have invested in the health sector.

The availability of drugs at the facility level can be assessed by the reliability of orders and the frequency of stock-outs of commodities at the health facility level: these indicators have been measured at all health facilities in Rwanda in 2007 based on RSPA 207 data and routine health information system data in 2005. As suggested in Figure 7‑3 there is variability in the reliability of orders depending on the commodity and the province where the health facility is located. Health facilities report that the ordering system of vaccines is by far the most reliable among major commodities used at health facilities: 71 percent of health facilities report that the ordering system of vaccines is very reliable at the national level, compared to 48 percent for contraceptive methods, 40 percent for Anti-Retrovirals (ARVs), and 29 percent for medicines. In all provinces, at least 78 percent of health facilities report that the ordering system of vaccines is very reliable except in the Eastern and Southern provinces where the proportion of facilities reporting a very reliable system for vaccines levels down respectively to 43 percent and 59 percent.

Figure 7‑3: Reported reliability of ordering system for commodities in percentage of health facilities (2007)
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Source: Rwanda Service Provision Assessment Survey 2007.
The reliability of the ordering system of contraceptive methods varies significantly between provinces. In one extreme, the proportion of facilities reporting a very reliable system for contraceptive methods reaches 69 percent in the Western province; on the other extreme, it is as low as 19 percent in the Eastern province. In intermediate provinces, it fluctuates between 45 percent and 57 percent. The least reliable ordering system is reported as the ordering system for medicine. Indeed, less than 40 percent of health facilities report that the system of ordering medicines is very reliable in all provinces, except in the capital city, Kigali, where the proportion of facilities reporting a very reliable system for medicines reaches 57 percent.

Table 7‑2 provides a summary of the frequency of drug stock-outs at health centers in 2005 based on routine health information system data. Overall, the Health Management Information System (HMIS) 2005 data suggest that, compared to the 2003 CSR, the average number of months of drug stock-outs has not changed significantly. Hence, the irregularity of the procurement of drugs related to weaknesses in the ordering system of drugs and management of district pharmacies is still a problem. Indeed, managers of district pharmacies are rarely qualified and have not received targeted training related to their responsibilities. In addition, the integration of health districts into administrative districts in 2006 has weakened the management of district pharmacies. 

Table 7‑2: Average number of months of stock outs for key selected drugs in selected health centers (2005)
	
	AAS 500mg
	Amoxycilline 500mg
	Penicilline proc 4 MIU
	Quinine injectable
300 mg
	Cotrimoxazole 250 mg
	Metronidazole 250 mg
	Oral Rehydrattion Salts

	Butare
	11.6
	0.4
	0.0
	0.0
	0.1
	0.1
	0.2

	Byumba
	0.1
	0.2
	0.3
	2.9
	0.3
	0.2
	1.9

	Cyangugu
	0.3
	0.6
	0.1
	0.0
	3.3
	0.1
	3.2

	Gikongoro
	0.6
	0.3
	0.3
	1.1
	0.2
	0.4
	1.8

	Gisenyi
	0.4
	4.7
	0.2
	0.2
	0.2
	0.3
	0.2

	Gitarama
	0.2
	0.3
	0.0
	7.7
	5.4
	3.2
	0.9

	Kibungo
	0.3
	3.9
	0.1
	4.0
	0.9
	0.4
	0.0

	Kibuye
	0.3
	0.7
	0.4
	3.6
	0.5
	0.0
	0.0

	Kigali Ngali
	0.2
	0.1
	0.0
	0.0
	0.0
	0.2
	0.6

	Ruhengeri
	0.1
	0.3
	0.0
	0.0
	0.1
	1.7
	0.0

	Umutara
	0.3
	0.8
	0.0
	0.1
	0.2
	0.1
	0.8

	Kigali City
	0.1
	0.0
	0.1
	0.1
	0.0
	0.0
	0.2

	Rwanda
	1.2
	1.1
	0.1
	1.7
	0.9
	0.6
	0.8


Source: HMIS 2005.

While baseline data collected in 2006 as part of the impact evaluation of performance–based financing scheme on general health services in 19 of the 30 districts showed high availability of tracer drugs such as amoxicilline, cotrimoxazole, mebendazole; the 2007 Service Provider Assessment suggests that no major changes occurred towards the improvement of the availability of commodities at health facilities, and that stock-outs remain a common problem as evidenced in Figure 7‑4. The difference in findings in these 2 data sets can be attributed to the different timing of the studies as well as the fact that they did not use the same molecules. The RSPA 2007 suggests that only one-third of facilities that store vaccines, contraceptives, and medicines have an adequate system to monitor the stocks of vaccines, contraceptives, and medicines; nearly half of facilities that store ARVs have an adequate system. It also suggests The availability of commodities is much better for vaccines, followed by contraceptive methods and ARVs; the availability of medicines is reported as the poorest among the selected commodities. 

Figure 7‑4: Reported stock-out of commodities at the facility level (%) (2007)
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Source: Rwanda Service Provision Assessment Survey 2007.
In addition to the availability of drugs for preventive and curative purposes, the availability of items for infection control is another key dimension of the availability of material resources at health facilities. Based on RSPA 2007 data, Figure 7‑5 suggests that the availability of items for infection control is low in the country. Except for Kigali, less than 45 percent of health facilities in all provinces had running water, soap, clean later of sterile gloves, sharp box or chlorine-based disinfectant. The situation is worse in the Southern province, followed by the Eastern province. Thus, important efforts are needed to improve the availability of items for infection control at health facilities in Rwanda.

Figure 7‑5: Availability of items for infection control in maternal and child health and in reproductive health service areas (2007)
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Source: Rwanda Service Provision Assessment Survey 2007.
7.10. Quality Assurance and Quality Control of Drugs

Poor quality medicines are those that do not meet acceptable standards for identity, strength, quality, purity, packaging or labeling. Medicines of poor quality adversely affect the lives of patients and nations a like. Those who use them remain ill longer and spend more time in health facilities, thereby increasing the burden and cost to the health care system
. Medicines of poor quality may be legally registered as innovator or generic products, or they could be counterfeits- deliberately mislabeled for identity, strength, or source
. 

There is a general consensus that the keys aspects of quality assurance (QA) and quality control (QC) of drugs lack in Rwanda, although CAMERWA has implemented some elements of QA in their procurement and storage systems. These include prequalification of manufacturers and providers, prequalification of drugs, control of storage conditions inside the stores and regularly sending samples of drugs to be analyzed out of the country.

The following factors contribute to the weak QA/QC system: insufficient capacity of the national drug regulatory authority, absence of a reliable and strong medicines registration system; absence of a national quality control laboratory for regular and sound laboratory testing mechanisms at key levels of the pharmaceutical supply chain (procurement, storage, distribution and dispensation), and lack of quality surveillance of medicines at peripheral locations
. As a result, Rwanda is exposed to a high risk of sub-standard, counterfeit, expired, and diverted medicines being present in the market, either from neighboring countries or as a result of disruptions during distribution or storage of drugs throughout the supply chain. More thorough analyses are needed to assess licensing schemes of wholesalers and retailers and the level of enforcement of regulations prescribed in medicines laws. 

7.11. Rational Use of Medicines
Use of drugs includes diagnosing, prescribing, dispensing and proper consumption by the patient. In the MSH 2003 survey, about half of the health facilities reported having a system to record and register prescriptions; however, very few have a system to monitor drug use. Most facilities reported having a separate dispensing room, although it is not always adequate in space (57 percent) or conducive to confidentiality (37 percent). One-third of patients had not been counseled on drug use. Pharmacies lack standard operating procedures for prescribing, dispensing, and monitoring drug adverse reactions. In light of very high household drug related expenditures, it is necessary to study the different rational use parameters, such as the percentage of prescriptions where generic name was used, the average number of drugs prescribed per patient, the percentage of patients receiving injections or antibiotics, and the percentage of prescribed drugs that are from EDL.

7.12. Key Issues and Recommended Actions

Several priority interventions that can improve the management of the pharmaceutical sector are identified in the draft National Drug Policy. Table 7‑3 below summarizes the key issues and recommended actions to improve the management or the pharmaceutical sector in Rwanda. 

Table 7‑3: Key issues and recommended actions to improve the management of the pharmaceutical sector

	Issue
	Recommended Actions

	Policy and Legal Framework

	1. Insufficient capacity of National Drug Regulatory Authority (NDRA) to conduct its key functions
	1. Finalize institutional arrangements planned in the Pharmacy Law for a fully operational NDRA and assess the current pharmacy laws in light of international best practice and recommend updates if necessary.

	2. Lack of a functional national drug registration system
	2. Develop a fast track drug registration system, starting with drugs registered in countries with stringent drug regulatory authorities (see list in the Global Fund website) and finalize arrangements and procedures to set up a functional national drug registration system, based on lessons learned from countries such as South Africa.

	Drug pricing and financing

	3. Lack of drug pricing policy in the country and very high level of out-of-pocket drug expenditures
	3. Set up a policy on drug pricing and enforce it with strong involvement of national authorities and professional organizations; or assess options to use market mechanisms such as framework contracts to lower acquisition costs for facilities and improve availability.

4. Finalize the drug pricing survey initiated with support from WHO and conduct a study to analyze the causes of high level of out-of-pocket drug expenditures.

	Procurement and supply chain management

	4. Low availability of essential drugs in peripheral health facilities and frequent stock-outs in CAMERWA
	5. Accelerate the implementation of 2009 CAMERWA procurement plan, prequalification process and the selected option for active distribution of the defined list of essential drugs and better coordinate partner’s support around this important area.

6. Continuously monitor availability of drugs in peripheral health facilities and share data with MoH policy makers and study where people get their drugs when a health facility is out of stock, this may point to an alternative distribution model based on contracts with private sector.
7. Continue interventions to reinforce supply chain management capacity of pharmacy personnel in district pharmacies and health service delivery facilities

	Quality of drugs in the pharmaceutical market

	5. Lack of a national quality assurance and quality control system of drugs, except for processes put in place by CAMERWA
	8. Conduct a thorough assessment of the national QA/QC system, using a standardized tool approved by health authorities for better ownership of the results. The assessment should use a bottom up approach to show breaches in quality at the lowest possible level of the primary health care system; to evaluate country existing regulatory authority functions, quality assurance and quality control functions. It can lead to the establishment of a uniform post-marketing surveillance system for drugs in the market based on German Pharma Health Fund (GPHF) minilabs strategically positioned in key health facilities and targeting tracer drugs that reflects the epidemiology of Rwanda. This assessment can be coupled with a collection of baseline data on specific drugs at the primary, secondary and tertiary care levels to determine the current quality of medicines in the pharmaceutical market.
9 Design other interventions for improvement of quality assurance of medicines, based on results from the baseline assessment. These may include: (i) quality assurance and quality control training, (ii) implementation of a functional drug registration system, and, (iii) strengthening of drug information and pharmacovigilance system.


8. Coverage with Intervention and Productivity of the Health Sector in Rwanda
Major health system changes and greater coordination of increased external assistance discussed in chapter 2 have progressively increased Rwanda’s capacity to deliver high impact health interventions at a large scale in the past years. The coverage of major essential health interventions has been extended as a result of the combination of the increased technical capacities of health centers through the decentralization of health services, the extension of population and community-based services, and changes in the interactions of the population with health centers resulting from the extension of health insurance coverage. This chapter builds on major national demographic and health surveys (DHS 2000, DHS 2005, IDHS 2007, RSPA 2007, Malaria Survey 2007), HMIS, MoH annual reports, and strategic documents of the MoH, to provide a summary of progress achieved and to identify remaining gaps in the coverage and quality of key essential health interventions: reproductive health services, child health interventions, malaria prevention and control, and HIV/AIDS interventions.

Changes in the coverage of reproductive health interventions are discussed in section 8.1. Information summarized in this section suggests that the coverage of family planning services, antenatal care services, and professional assistance at delivery has significantly increased during the past years. The information suggests, however, that in order to reach the maternal health related MDG, Rwanda needs to invest important efforts to sustain the increasing trends in the coverage of family planning and professional assistance at delivery and to improve the quality of reproductive health services in the country. 

Evidence presented in section 8.2 suggests that sustained progress made in the coverage of child immunization interventions has not been matched yet by comparable gains in other technical areas of child health interventions, namely nutrition and integrated management of childhood illnesses (IMCI). Thanks to the commitment of the government and external partners, Rwanda has maintained a very high and equitable coverage of vaccination against avoidable childhood diseases over the past seven years. This achievement, however, has to be sustained by addressing the remaining challenges of vaccine security, vaccine stock management at the intermediate and peripheral levels, logistic support of supervisory activities, and insufficient human resources at the national level. Major progress has been made in the past three years in the extension of the coverage of vitamin A supplementation among children and women through mass campaign and at a lesser degree the integration in routine health facility services. In order to reduce significantly malnutrition, which is a major cause of maternal and child morbidity and mortality in the country, however, Rwanda will need to scale-up successful community-based nutrition interventions. Finally, Rwanda needs to build on the positive trends in the use of modern health services and increased resource mobilization at the peripheral level resulting from the scale-up of major health financing reforms (community-based health insurance and performance-based financing) in order to sustain current efforts of revitalization of the IMCI strategy and to fill major gaps for effective integration of IMCI in basic health services for improved management of childhood illnesses. 
Progress and ongoing challenges in malaria prevention and control are discussed in section 8.3. Evidence summarized in this section suggests that Rwanda is emerging as one of the leading countries in Sub-Saharan Africa in malaria prevention and control as significant reduction in malaria morbidity and mortality is being demonstrated in the country as a result of recent government and external assistance efforts. The prevention and control of malaria is at crossroads in Rwanda as the country is moving from being a highly malaria endemic country and is focusing its efforts towards the elimination of malaria as a public health problem under a new institutional framework. However, the prevention and control of malaria should focus increased attention on the poorest segments of the population and in rural areas, the extension of coverage of intermittent presumptive treatment among pregnant women and community-based interventions.

Finally, information summarized in section 8.4 suggests that Rwanda has made major progress in the extension of HIV/AIDS services over the past five years mostly through the decentralization of voluntary counseling and testing, the prevention of mother-to-child transmission and ARV treatments at the district hospital and health center levels. Rwanda will need to strengthen preventive measures, however, in order to reduce significantly the prevalence of HIV/AIDS and its burden on households, the health system and the economy. 

8.1.  Reproductive Health Services
The coverage of family planning services, antenatal care services, and professional assistance at delivery has significantly increased during the past years. In order to reach the maternal health related MDG, however, Rwanda needs to invest important efforts to sustain the increasing trends in the coverage of family planning and professional assistance at delivery and to improve the quality of reproductive health services in the country. 

8.1.1. Family Planning

In 2003, the GoR adopted a national reproductive health policy (NRHP 2003). In the family planning (FP) area, the specific objective of the NRHP was to increase the use of modern contraceptive methods among women of reproductive ages to at least 15 percent by 2010; the FP target has been revised under the 2006 national family planning policy (NFPP 2006) and five-year strategy 2006-2010 to 18.5 percent by 2010. To reach this objective, the NRHP 2003 and the NFPP 2006 main strategies include advocacy to raise awareness of FP issues and to generalize access to FP services among women, men and youth, involvement of community-based organizations (religious groups, NGOs and women groups), improvement of the skills of FP providers, revitalization of FP services in all public and private health facilities, and involvement of political and administrative authorities and community leaders. Under the piloting and scale-up of PBF in the country, coverage of FP services is among the key indicators among different models of PBF implemented in the country.

As illustrated in Figure 8‑1, the use of modern contraceptive methods at the national level has increased from 4 percent in 2000, to 10.3 percent in 2005 and 27.4 percent in 2007, well above the target set for 2010. A dramatic increase in the use of modern contraceptive is observed between 2005 and 2007 in both urban and rural areas; all provinces have experienced significant increase in the use of modern contraceptive methods in the two-year period. The contraceptive method mix has not changed much between 2000 and 2007 as injectables and pills have remained by far the preferred methods by users, accounting respectively for 55.5 percent and 23.4 percent of current users. A significant proportion of married women (9 percent) continue to depend on traditional methods of periodic abstinence and withdrawal for protection.
Figure 8‑1: Trends in modern contraceptive use among currently married women (2000-2007)
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Source: DHS 2000, 2005 and 2007. 
As the Rwanda Services Provision Assessment conducted in 2007 suggests: approximately three-fourths of health facilities in Rwanda offer some temporary modern method of family planning. The variability of the availability of family planning services is very large, however, between different types of health facilities and between facilities under different management authorities: the availability of family planning methods is relatively low in hospitals and dispensaries compared to health centers; in addition, the availability of family planning services is relatively low in private and government-assisted health facilities compared to government facilities. There are challenges relative to the structural quality of family planning services: the availability of items for infection control in the family planning services is relatively low; in addition, only half of facilities sterilize family planning equipment in the family planning service area; finally, the availability of furnishings and equipment needed for quality pelvic examinations is very low.
8.1.2. Antenatal Care and Delivery Assistance
The priority interventions identified in the safe motherhood component of the NRHP 2003 include the surveillance of pregnancy and delivery and the post partum period, strengthening of information, education and communication for delivery at health facilities, and management of obstetrical emergencies. As with FP services, antenatal care visits and assisted deliveries are among key indicators under the piloting and scale-up of PBF in the country.

As Figure 8‑2 suggests, the coverage of antenatal care services has significantly increased from 2000 to 2007: currently, more than 95 percent of pregnant women receive at least one antenatal care visit. No disparities are observed between rural and urban areas, and between provinces in the coverage of antenatal care services.

Professional assistance at delivery has also undergone significant changes between 2000 and 2007. The proportion of births attended by qualified health personnel has increased from 26.7 percent in 2000 to 38.6 percent in 2005 and to 52.1 percent in 2007 Between 2000 and 2007, the urban-rural gap in coverage of professional assistance at delivery has significantly decreased, as well as disparities between provinces. Inequalities between the poorest and the richest segments of the population have also narrowed significantly.

The high level of the use and availability of antenatal care services and the increasing professional assistance of deliveries are in sharp contrast with the structural quality of the antenatal care services (RSPA 2007). Items that support quality antenatal care counseling are not available in most facilities. The availability of antenatal package and items for infection control is low in health facilities. Iron and folic acid tablets are not available in all facilities. Finally, the availability of essential equipment and supplies for basic antenatal care is low.
	Figure 8‑2: Percentage of women who received antenatal care from a health professional (2000-2007)
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Source: DHS 2000, 2005 and 2007. 
	Figure 8‑3: Percentage of women delivered by a health professional (2000-2007)
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Not all health facilities offer normal delivery services in Rwanda and far less offer services of a system of emergency transportation to another facility for maternity emergencies. Basic equipment and supplies for conducting normal deliveries are generally available in the facilities offering delivery services. In contrast, among facilities which offer normal delivery services, soap and running water for controlling infections are scarce, as well as elements needed to support quality sterilization of delivery equipment. The availability of items for managing common complications of delivery is very low outside hospitals. Finally, emergency respiratory support for newborns is not widely available in Rwandan health facilities.

8.2.  Child Health Interventions
8.2.1. Child Immunization
Thanks to the commitment of GoR and external partners, Rwanda has maintained a very high and equitable coverage of vaccination against avoidable childhood diseases over the past seven years. This achievement has to be sustained by addressing the remaining challenges of vaccine security, vaccine stock management at the intermediate and peripheral levels, logistic support of supervisory activities, and insufficient human resources at the national level. 

Combating childhood diseases is among the priorities of the GoR. Accordingly, the Expanded Program on Immunization has been created since 1978 for combating through vaccination avoidable childhood diseases such tuberculosis, polio, diphtheria, tetanus and measles. As presented in section 2.1.3, the EPI has been revitalized since 1995 with the support of a functioning Interagency Coordinating Committee. 
Immunization activities remain part of the minimum package of interventions which are integrated within health centers. The EPI strategies are articulated around the integration of immunization services at fixed health centers, re-establishment of outreach strategy within a health catchment’s areas and catch-up campaigns. The outreach strategy has been revitalized in most of health facilities, using financial support from the GoR and the Global Alliance for Vaccines and Immunization (GAVI Alliance). In 2005, the scale-up of PBF, which includes fully immunized children as one of the performance indicators, contributed to improving the incentive regime for vaccination at the health center and community health worker levels. In 2007, Insecticide Treated Nets (ITNs) distribution and vitamin A supplementation were integrated with immunization services at health centers.
After the revitalization of EPI in 1995, vaccination coverage increased rapidly during the following two years. These positive trends stalled between 1998 and 1999, however, as a result of relaxation of monitoring and supervisory activities. Since 2000, the positive trends regained momentum, thanks to financial support from the GAVI Alliance. As suggested by Figure 8‑4, the level of coverage of all antigens has remained high at the national level in the past six years, except for the tetanus toxoid vaccine for pregnant women. Inequalities in the coverage of EPI interventions are very low as evidenced by information from the national immunization coverage survey carried-out in April 2007: estimates the coverage of PENTA3 are as high as 87.4 percent at the national level; 83.9 percent, in the Western province; 86.1 percent, in Kigali; 87.0 percent, in the Northern province; 89.7 percent, in the Eastern province; and 90.3 percent in the Southern province.
Figure 8‑4: National trends in vaccination coverage by antigen (%) (2002-2007)
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Source: Administrative data, national EPI Rwanda, 2007
The EPI continues to face a few challenges including (i) the heavy burden of pneumococcal diseases in the country, (ii) the low coverage of TT2+ for pregnant women, (iii) the poor vaccine stock management, especially at intermediate and health facility levels, (iv) the insufficient means of transportation at the national level for supervision activities, (v) the National Regulatory Authority (NRA) which is not operational to ensure the vaccine security, and (vi) the insufficient human resources within the EPI program.
8.2.2. Nutrition
Major progress has been made in the past years in the extension of the coverage of vitamin A supplementation among children and women through mass campaign and integration in routine health facility services. In order to reduce significantly malnutrition, which is a major cause of maternal and child morbidity and mortality in the country, Rwanda will need to scale-up successful community-based nutrition interventions. 
Malnutrition is among the major causes of morbidity and mortality among children and contributes to the high level of maternal mortality in Rwanda: malnutrition and iron, vitamin A and iodine deficiencies are serious public health problems in the country. As an outcome of iron deficiency, anemia which is one of the major causes of maternal mortality, low weight at birth, reduction of attention and school productivity of children, is widely prevalent among pregnant women and women of childbearing ages and children under five. The prevalence of vitamin A deficiency, which is also high among children under one, contributes to the weakness of resistance of infections and child death risks.
Many nutrition interventions have been implemented over the past ten years in the country, but their potential contribution to a significant reduction of malnutrition continue to face major constraints at the population, health facility and strategic levels. The fortification of foodstuffs with micronutrients is still at its early stages: in addition to the adoption in 1992 of regulatory measures prohibiting the importation of non-iodized salt, a few private sector initiatives have emerged including the fortification of flours with vitamins and mineral elements which have had a limited impact as a result of the weakness of accessibility of fortified products associated with the low purchasing power of the population.

Growth monitoring for children and monitoring of pregnant women weight gain through regular weighing are among the normative package of activities of health facilities, but they are faced with problems related to the specific schedules of supporting interventions (immunization, antenatal and post-natal care). Vitamin A supplementation of children and women is implemented through mass campaign twice a year: indeed, the integration of vitamin A supplementation in routine activities of health facilities is still weak. Iron and folic acid supplementation is not systematic among pregnant women during antenatal care activities: a national strategy to respond to iron deficiency has not been elaborated yet. Management of cases of malnutrition is still very limited at peripheral health facilities. The integration of the management of nutrition under HIV/AIDS interventions is still very weak: however, the government has recently adopted national guidelines for the management of nutrition of people living with HIV/AIDS. Finally, the community-based nutrition program and pilot projects, which provide support to children, parental education, FOSACOM, CECOME and women associations are still being implemented at a small scale: lessons have been drawn from these experiences and operational guidelines have been elaborated for the extension of community-based nutrition interventions.

Table 8‑1 provides a summary of the coverage of nutrition interventions in Rwanda based on key tracer indicators and information from DHS 2005. Long breastfeeding of children is a common practice in Rwanda: on average, children are breastfed for a period of 25 months. Exclusive breastfeeding, however, drops very rapidly between the age of 2 months (95 percent) and the age of 7 months (31 percent): hence, median duration of exclusive breastfeeding is about 5.6 months at the national level. The duration of exclusive breastfeeding is shorter in the urban areas (median of 4.8 months) compared to the rural areas (median of 5.8 months); it is much lower in Kigali compared to other provinces; it is longer among the poorest segments of the population compared to the better-offs.
The use of salt with adequate iodine content is widespread in the country as 87 percent of children under five live in households with salt with adequate iodine content. The Western province is an exception, however, as the proportion of children under five who live in households with salt with adequate iodine content falls to 70.5 percent. 

Table 8‑1: Coverage of nutrition interventions in Rwanda (2005)

	
	Median duration (months) of exclusive breastfeeding among children born in the three years preceding the survey


	% children under five living in households with salt with adequate iodine content (15+ppm)


	% children under three living with mother who consumed fruits and vegetables rich in vitamin A


	% children 6-59 months who received vitamin A supplements in the six months preceding the survey


	% women with a birth in the five years preceding the survey who received a vitamin A dose in the first two months after delivery
	% women with a birth in the five years preceding the survey

who took iron tablets or syrup

during pregnancy

	Type of residence

	Urban
	4.8
	89.1
	61.8
	83.9
	34.3
	34.2

	Rural
	5.8
	87.0
	57.6
	84.3
	33.3
	27.9

	Province 
	
	
	
	
	
	

	East
	5.6
	90.7
	52.4
	84.2
	35.1
	28.8

	Kigali 
	4.2
	88.0
	64.1
	79.9
	28.0
	31.5

	North
	6.2
	96.4
	61.8
	90.4
	32.8
	21.4

	South
	5.7
	94.4
	60.6
	89.2
	42.8
	36.4

	West
	5.6
	70.5
	56.3
	75.7
	25.3
	34.8

	Income quintile

	Poorest
	6.2
	87.9
	58.0
	82.0
	30.8
	24.7

	Quintile 2
	5.7
	87.0
	57.9
	86.7
	34.2
	23.7

	Quintile 3
	5.8
	89.7
	56.7
	85.3
	33.9
	28.1

	Quintile 4
	5.5
	86.2
	58.5
	81.2
	34.0
	31.5

	Richest
	5.0
	86.5
	59.9
	85.2
	34.9
	37.5

	Rwanda
	5.6
	87.3
	58.1
	84.1
	33.5
	28.8


Source: DHS 2005
Note: Data not available in IDHS 2007.

A relatively high proportion (58.1 percent) of children under three live with a mother who consumed fruits and vegetables rich in vitamin A: disparities are very low between rural and urban areas, between provinces, and between different socioeconomic groups. Similarly, the proportion of children aged 6-59 months who received vitamin A supplements is very high (84.1 percent), except in the Western province where it levels down to 75.7 percent. The coverage of vitamin A supplementation among women, however, was relatively low in 2005. Low levels of coverage of iron supplementation among women are also observed in 2005. These relatively low levels may result from the failure of the tracer indicators to capture recent changes in coverage as their reference period extends to the five year period preceding the DHS 2005. Indeed, the mass campaign reports suggest that vitamin A coverage among post-partum women has increased from 47.8 percent in 2003 to 80 percent in 2005 and 87 percent in 2006.

Nutrition activities are at a crossroad in Rwanda with the adoption of a national nutrition policy (NNP) in 2007. The general objective of the NNP is to improve the nutritional status of the Rwanda population, to prevent and to adequately manage malnutrition cases. The main strategies of the NNP include the strengthening the political commitment in favor of nutrition, the promotion of optimal feeding practices of newborn and young children, the extension of the community-based nutrition program (see Box 2), the fortification of foodstuffs with micronutrients, the promotion of food security at the household level, the prevention and management of nutritional deficiencies, the nutritional support and management of people living with and affected by HIV/AIDS, the promotion of nutrition in pre-school education and school environments, and the strengthening of communication for behavior changes in nutrition at all levels.
Box 2: Extension of the Community-Based Nutrition Program (CBNP)
	Lessons learned have been drawn from the CBNP and nutrition pilot projects implemented at a small scale and guidelines have been elaborated for the national scale-up of community-based nutrition interventions. The CBNP constitutes a participative approach for promoting efficiency and equity in the fight against malnutrition in the country. The CBNP intends to bring nutrition interventions and services closer to communities and to serve as an entry point for child survival activities such as the community-based integrated management of childhood illnesses (C-IMCI). The CBNP target is to extend the program to 80 percent of cells in the country.

In that perspective, the CBNP interventions include the update of the CBNP national protocol, the elaboration and validation of training materials for community health workers, the elaboration and implementation of CBNP district plans, the promotion of community-based growth monitoring of children under five, the organization of a community week on nutrition coupled with the supplementation with micronutrients and promotive and preventive activities (personal and environmental hygiene, impregnated bed nets, family planning, HIV/AIDS, mutual health insurance), income generation activities, and the production of communication materials for behavior change. 


8.2.3. Integrated Management of Child Illness
Rwanda needs to sustain current efforts of revitalization of the IMCI strategy and to fill major gaps for effective integration of IMCI in basic health services in order to build on the positive trends in the use of modern health services and increased resource mobilization at the peripheral level resulting from the scale-up of major health financing reforms.
The IMCI strategy aims to improve child health through improvement of the quality and integration of basic health services (health workers’ skills, equipment, supplies and referral systems, and child care at the community and household levels). Improved access and the sustained increase in the use of modern health services and increased resource mobilization at the peripheral level resulting from the scale-up of major health financing reforms provide a favorable environment for the contribution of the IMCI strategy to child health improvements. Hence, the IMCI program is being revitalized since 2006 through the adoption of guidelines, standards, and protocols, and the training of health providers at the peripheral level. The IMCI program is expanding its coverage: about 23 percent of the districts were covered by the middle of 2007 with at least two IMCI staff per health center. 

For the IMCI strategy to be effective, basic child health services (curative care, immunization and growth monitoring) need to be available and integrated at peripheral health facilities, basic supplies need to be available, and trained health personnel, guidelines and protocols need to be available to support the integrated provision of child health services. The 2007 Service Provider Assessment Survey provides information for assessing progress and remaining gaps in the implementation of the IMCI strategy in the country based on these three dimensions. 

As Figure 8‑5 suggests, about half of facilities offer all three basic child health services at the national level. As a result of the concentration of private providers which are less integrated in the public health system in Kigali, there is sharp contrast between Kigali and other provinces relative to the availability of basic child health services. The provision of outreach sick child services is not a common practice in Rwanda; however, outreach growth monitoring and outreach child immunization services are widely provided in all provinces except in Kigali.

Figure 8‑5: Availability of basic child health services in Rwanda (2007)
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Source: Rwanda Service Provider Assessment Survey 2007.
Figure 8‑6 suggests that nearly all health facilities that offer child immunization services have all of the basic EPI vaccines (BCG, OPV, Pentavalent, and measles vaccines). Syringes and needles for immunization are available in 80 percent of facilities offering child immunization services. All first-line oral medicines are available in 82 percent of facilities, but all pre-referral medicines are available only in about one-third of facilities, mostly in hospitals. As vitamin A supplementation is weakly integrated in health facility activities and is provided mainly through mass campaign strategies, the availability of vitamin A at health facilities is relative low compared to vaccines and basic medicines.

Figure 8‑6: Availability of supplies in support of basic child health services in Rwanda (2007)
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Source: Rwanda Service Provision Assessment Survey 2007
RSPA 2007 results suggest that there are still major gaps to be filled for effective integration of IMCI in basic health services. Structured training on child health topics is not routinely provided. The availability of treatment guidelines and protocols for sick child services and IMCI treatment counseling cards is very low at health facilities. A very low percentage of child service providers received training related to EPI and the cold chain, ARI treatment or nutrition during the year preceding the RSPA 2007.

8.3.  Malaria Prevention and Control

The prevention and control of malaria is at crossroads in Rwanda as the country is moving from being a highly malaria endemic country and is focusing its efforts towards the elimination of malaria as a public health problem under a new institutional framework. The prevention and control of malaria should focus increased attention on the poorest segments of the population and in rural areas, the extension of coverage of intermittent presumptive treatment among pregnant women and community-based interventions.

As discussed in section 3.3, malaria is the leading cause of morbidity and mortality in Rwanda with devastating effects on pregnant women, children under five, and the chronically ill. In addition, malaria’s heavy toll on the Rwandan economy and households’ resources is a key challenge confronting the country’s poverty reduction efforts. During the past four years, however, Rwandans have learnt that it does not have to be the case anymore. Decreased morbidity of malaria has been documented with HMIS data and sentinel surveillance shows a decrease in incidence by 12.2 percent between 2003 and 2006. Additionally, the number of severe malaria cases has declined by 32.2 percent during the same period. These positive changes are direct results of policy changes in the treatment of malaria cases and recent massive efforts of malaria prevention and control in the country.

These recent efforts are illustrated by the important increase in the coverage of malaria prevention interventions among children under five (Figure 8‑7). The proportion of children under five who have slept under a bed net has barely changed between 2000 and 2005. Massive efforts since 2006, however, have resulted in dramatic increase in the coverage of bed net which has leveled-up to 60 percent among children under five at the national level. 
Figure 8‑7: Coverage of malaria prevention interventions – Children Under five by income quintile (2000-2007)
[image: image44.png]®MICS 2000 =DHS2005 m=Malaria Survey 2007
100.0

80.0

1

Poorest Middle-poor Middle Middlerich Richest





Source: MICS 2000, DHS 2005 and Malaria Survey 2007. 
Figure 8‑7 indicates that these changes affected all socio-economic groups: among the poorest, bed net coverage increased from nearly 0 percent in 2000, to 4 percent in 2005, and 44 percent in 2007. These important changes in the utilization of bed nets are a direct result of the efforts of the PNILP through the integration of the distribution of bed nets in routine vaccination activities in general, the integrated campaign of measles of September 2006 in particular during which nearly 1.5 million ITNs have been distributed
.
Table 8‑2: Coverage of malaria prevention interventions among women aged 15-49 (2007)
	
	Knowledge of malaria prevention measures
	Use of bed nets during pregnancy
	Intermittent Presumptive Treatment

	
	% women who report that mosquito bites are the cause of malaria


	% women who report that bed nets are a method of prevention of malaria


	% pregnant women who slept under a bed net the night preceding the survey


	% pregnant women who slept under an ITN the night preceding the survey
	% mothers who have received IPT during ANC visit


	% mothers who have received 2 doses of IPT including at least one dose taken during ANC visit

	Type of residence

	Urban
	66.3
	63.1
	82.5
	75.0
	52.3
	29.4

	Rural
	53.4
	49.1
	55.7
	51.9
	54.0
	27.4

	Province

	East
	58.6
	56.6
	76.7
	72.6
	54.5
	25.7

	Kigali 
	70.8
	70.3
	64.3
	42.9
	53.1
	30.6

	North
	45.2
	38.4
	42.3
	38.5
	54.2
	28.8

	South
	66.2
	59.2
	57.4
	54.1
	55.0
	29.8

	West
	44.1
	42.0
	55.8
	53.8
	51.6
	26.1

	Income quintile

	Poorest
	42.5
	38.3
	48.8
	43.9
	56.4
	31.9

	Quintile 2
	54.4
	47.4
	47.9
	45.8
	49.3
	34.9

	Quintile 3
	52.3
	49.0
	68.0
	62.0
	54.5
	19.1

	Quintile 4
	57.4
	53.1
	58.6
	55.2
	53.7
	22.8

	Richest
	71.8
	69.9
	72.7
	67.3
	54.5
	31.8

	All
	55.6
	51.4
	60.7
	55.6
	53.7
	27.7


Source: Ministry of Health. 2007. Enquête Nationale sur les Indicateurs du Paludisme au Rwanda. 

Table 8‑2 suggests, however, that while efforts to increase the coverage of malaria prevention interventions should be strengthened, increased attention should be targeted to rural areas and the poorest segments of Rwandan society. Indeed, knowledge of malaria prevention measures is higher in the urban areas compared to rural areas; in addition, knowledge of malaria prevention measures is lower among the poorest segments of the population compared to the richest segments. These disparities in knowledge are translated in the use of bed nets among pregnant women. While these disparities are not observed in the intermittent presumptive treatment during pregnancy as suggested by Table 8‑2, Rwanda will need to redouble its efforts in order to reach its objective of providing two doses of sulfadoxine – pyriméthamine to 90 percent of pregnant women.

Table 8‑3: Coverage of malaria interventions among children under five (2007)

	
	% children under five who slept under an ITN the night preceding the survey


	Children who reported fever

	
	
	% children who have taken anti-malarial drugs


	% children who have taken anti-malarial drugs during the same day or the following day
	% children who sought treatment at a health center during the same day or the following day

	
	IDHS 2007
	Malaria Survey 2007
	Malaria Survey 2007
	Malaria Survey 2007
	Malaria Survey 2007

	Type of residence

	Urban
	64.1
	67.6
	27.0
	14.7
	13.3

	Rural
	57.0
	58.3
	17.8
	11.1
	8.7

	Province

	East
	59.0
	66.3
	23.4
	13.1
	10.3

	Kigali 
	62.3
	66.2
	16.7
	10.5
	5.3

	North
	54.7
	53.4
	20.2
	12.1
	11.8

	South
	58.7
	65.1
	18.5
	11.7
	6.5

	West
	57.4
	51.7
	13.4
	9.2
	9.8

	Income quintile

	Poorest
	46.9
	48.3
	9.6
	4.1
	2.0

	Quintile 2
	54.7
	58.5
	16.4
	9.5
	10.8

	Quintile 3
	59.1
	62.9
	24.6
	12.7
	9.6

	Quintile 4
	63.7
	63.4
	16.0
	10.5
	7.4

	Richest
	65.3
	72.9
	32.9
	26.7
	20.7

	All
	58.0
	59.7
	19.0
	11.6
	9.3


Source: IDHS 2007; Ministry of Health. 2007. Enquête Nationale sur les Indicateurs du Paludisme au Rwanda. 
As Table 8‑3 indicates, there are very large gaps that need to be filled in the early treatment of children suffering from malaria. Indeed, only 19 percent of children who suffer from fever received anti-malaria drugs in 2007 at the national level; similarly, only 11.6 percent of children under five suffering from fever have taken anti-malarial drugs during the same day or the following day, and only 9.3 percent have sought treatment at a health center during the same day or the following day. Efforts are needed not only to increase the early treatment of malaria among children, but also to reduce disparities between urban and rural areas, and between children among the poorest segments of the population and the better-off.
Given geographical barriers to access to health centers in rural Rwanda, greater emphasis should be put on community-based interventions. Indeed, in the districts with Home Based Management (HBM) up to 80 percent of children seeking care from the community distributors, do so within 24 hours after onset of symptoms. In the six districts with implemented HBM, the multiplication factor for consultations, at health center level and at community level, rose between 2.96 and 10.39. The case fatality rate is going down at all of the six districts from 1.44 to 0.66 percent (HBM Assessment report 2006). These successive interventions need to be scaled-up in the coming years. 

Rwanda has revised its malaria prevention and control strategic plan to adapt it to the Economic Development and poverty Reduction strategy planning cycle and recent changes in the coverage of malaria prevention and control interventions and the decrease in mortality and morbidity related to malaria. A mid-term evaluation in 2007 showed that Rwanda is moving from being a highly malaria endemic country and needs to focus its efforts towards the elimination of malaria as a public health problem. 

Accordingly, the resulting national malaria control strategic plan for the years 2008 – 2012, has the overall goal of moving Rwanda towards the pre-elimination of malaria. To reach this goal, strategies have been identified to face the continuing challenges associated with case management at the community and clinical levels, strengthening of prevention measures (vector control and environmental sanitation, availability of ITNs, intermittent preventive treatment for pregnant women), promotion of community-based interventions, prediction and management of malaria epidemics. These strategies will be implemented by the districts with the supervision of the new malaria unit under the new institutional framework of TRAC Plus/Center for Infectious Disease Control (CIDC) (section 2.1.7). 

8.4.  HIV/AIDS 
Rwanda has made major progress in the extension of HIV/AIDS services over the past years mostly through the decentralization of VCT, PMTCT and ARV treatments at the district hospital and health center levels. Rwanda will need to strengthen preventive measures in order to reduce significantly the prevalence of HIV/AIDS and its burden on households, the health system and the economy. 

HIV/AIDS is a major public health problem in Rwanda. The prevalence of HIV/AIDS among adults aged 15-49 years is estimated between 2.9 percent and 3.2 percent in Rwanda in 2007
. In the past years, however, Rwandan authorities have shown a high level of determination and a multilevel leadership for a strong response against HIV/AIDS. Since 2000, the Government has restructured the coordination of AIDS control activities by creating the National AIDS Control Commission (NACC) in order to promote a multisectoral approach and strengthen cooperation in the response to the disease, and by establishing the Treatment Research AIDS Center (TRAC) to strengthen the health sector’s capacity to respond in a specialized manner. More recently, the Government has consolidated major disease specific programs, including HIV/AIDS, malaria and tuberculosis under an autonomous entity, TRAC Plus, with the mission to promote treatment and research in HIV/AIDS, Malaria, Tuberculosis and other diseases.
The need to reorganize and expand the national response to HIV/AIDS, in conjunction with all actors in AIDS control activities has been emphasized in the 2002-2006 Strategic Framework. The main orientations of the strategic framework include the strengthening of preventive measures against HIV transmission, the strengthening of monitoring of the epidemic, the improvement of care provision for infected and affected people, the strengthening of poverty reduction measures and gender mainstreaming in AIDS control activities, and the strengthening of responses, promoting partnerships and multisectoral coordination. Major progress has been achieved under the 2002-2006 Strategic Framework: the following paragraphs provide an overview of the coverage of key HIV/AIDS interventions including the VCT component, the PMTCT component, and the ARV treatment component. 

In Rwanda, VCT activities are being integrated in government, government-assisted and private health facilities as preventive measures. As Figure 8‑8 suggests, the integration of VCT activities has been scaled-up progressively over the past years. In 2003, 44 health facilities were providing VCT services in the country. The number of health facilities providing VCT services has grown steadily starting in 2004 to reach 313 health facilities in the year 2007.

As a result of the increasing capacity to provide VCT services, the number of clients tested for HIV/AIDS has grown steadily in the country. In 2004, 177,174 clients have been tested and 159,784 have received their results. The number of clients tested has been multiplied by 4 between 2004 and 2007. In 2007, 706,044 clients have been tested and 685,083 have received their results. The capacity to provide VCT services has been extended with a VCT mobile strategy targeted to solidarity camps, prisons, churches, schools, soccer fields and remote areas. In 2007 only, 22,814 persons have been tested under the VCT mobile strategy.

As Figure 8‑8 suggests, the HIV prevalence among VCT clients has declined over the past four years. In 2004, HIV prevalence among VCT clients was as high as 10.8 percent. It has declined steadily, however, to reach 4.8 percent in 2007. The declining trend of HIV prevalence among VCT clients may be explained by the sensitization of the general population for voluntary testing in contrast to preceding years when voluntary testing services were targeted to high risk groups. 
Figure 8‑8: Number of sites with VCT and HIV prevalence among tested clients under VCT (2002-2007)
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Source: TRAC annual report 2007. 
The capacity to provide services for the prevention of mother-to-child transmission has also increased steadily over the past years in the country. In 2003, 53 health facilities were providing PMTCT services throughout the country (Figure 8‑9). The number of PMTCT health facilities has been scaled since 2004 to reach 285 by the end of 2007. Health facilities providing PMTCT services include 8 hospitals, 274 health centers and 3 dispensaries.

The decentralization of PMTCT services has resulted in the extension of the coverage of PMTCT services. In 2002 and 2003, 35,000 and 42,000 pregnant women were tested respectively for HIV under PMTCT services. The number of pregnant women tested has increased steadily between 2003 and 2007. In 2007, 223,000 pregnant women have received antenatal care services: among these women, a total of 213,000 have accepted the test for HIV and 99 percent of tested women have received results.

The new prophylactic regimen including many ARV molecules has been initiated since September 2005. Over a total of 8,059 women who tested positive for HIV, 74 percent have received the ARV prophylactic treatment in 2007. Among the 6,183 deliveries notified among women who tested positive for HIV, 96 percent of children have received prophylactic treatment at birth in 2007. Among a total of 3,763 women who tested positive for HIV who have used family planning services, 93 percent have been put under contraception. 
Figure 8‑9: Number of sites with PMTCT and number of pregnant women tested for HIV (2002-2007)
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Source: TRAC annual report 2007. 

ARV treatment has also been decentralized in order to improve geographical accessibility and the continuity of care for people living with HIV/AIDS. In 2003, only 16 health facilities were providing ARV treatment in the country (Figure 8‑10). By 2007, 165 health facilities have been accredited and were providing ARV treatment throughout the country. The decentralization of ARV treatment and the initiative to provide ARVs free of charge have resulted in an important increase in the number of patients under ARV treatment. From 4,200 patients in 2003, the number of patients under ARV treatment has increased to 48,000 in 2007. 

Figure 8‑10: Number of sites providing ARV and number of patients under ARV (2002-2007)
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Source, Ministry of Health, Tracnet. 
In summary, Rwanda has made major progress in the extension of HIV/AIDS services over the past years mostly through the decentralization of VCT, PMTCT and ARV treatments at the district hospital and health center levels. As a result, HIV/AIDS services are widely available in all provinces except for ARV treatment (Figure 8‑11). Tuberculosis services are available in about two-thirds of facilities providing HIV/AIDS services, and over half of these follow the DOTS treatment approach. Sexually transmitted infection (STI) treatment services are also available in almost all facilities that offer care and support services for HIV/AIDS clients. 

Figure 8‑11: Percentage of facilities that offer specific HIV/AIDS services by province (2007)
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Source: Rwanda Service Provision Assessment Survey 2007
9. Health Sector Financing

In 1994, Rwanda’s Gross Domestic Product fell by 50 percent and almost all economic sectors collapsed. However, in the aftermath of the genocide, the government managed to quickly stabilize the economy and encourage rapid economic growth. The nominal GDP growth has been sustained over the last decade; GDP growth has averaged 5 to 6 percent per year from 2002 to 2006 and has exceeded 6 percent in 2007. Despite this strong economic growth and because of a high fertility rate, per capita income has not risen as expected and the 2020 target of US$ 900 seems out of reach. Nominal GDP per capita increased from US$ 202 per capita in 2002, to US$ 213 per capita in 2003, US$ 230 in 2004, US$ 270 in 2005, US$ 317 in 2006 and US$ 359 in 2007. 
Total revenue and grants increased by 242 percent in real terms from 2000 to 2007 and total government expenditures increased even more (+284 percent). Domestic revenue excluding grants have been growing (+226 percent in real terms over the period) reaching 13.4 percent of GDP in 2006 which remains low compared to SSA levels. Inflation has been contained fewer than 10 percent since 1997, with the exception of 2004 when it reached 12.3 percent. Rwanda reached the Heavily Indebted Poor Countries Initiative completion point in March 2005 and qualified for the Multilateral Debt Relief Initiative in 2006. Since then, Rwanda has a sustainable public debt: the total debt service decreased from 24 percent of exports of goods, services and net factors income in 2000 to 9.6 percent in 2006. 

Finally, external assistance to Rwanda has been growing over time, increasing from US$ 321 million in 2000 to US$ 585 million in 2006, financing about 50 percent of public spending.

The increase in domestic revenue and in aid flows together with the major reduction in debt services led to a significant increase of total public expenditure in the recent years. In this context, this chapter first pays attention to the resources flowing to the health sector – total resources as well as domestic, external and private resources – to see whether the health sector benefited from the overall positive macroeconomic trend. The scope for fiscal space for health in the coming years will also be envisioned (section 9.1). This chapter also focuses on the allocation of these increasing resources in order to identify potential distortions (section 9.2). Finally, this chapter provides an in depth analysis of the equity of public health spending in order to see to what extend health financing in Rwanda is progressive (section 9.3). 
This chapter builds upon several key studies on health financing in Rwanda, particularly upon the 2006 National Health Accounts, the 2008 Public Expenditure Review, and a World Bank 2008 study on Fiscal Space for Health.
9.1. Health Financing and Fiscal Space for Health
9.1.1. Level of Resources Flowing to the Health Sector

There has been an incremental change since 2002 in the health budget, both as a percentage of GDP, reaching 3 percent in 2007, and as a percentage of the national budget, reaching 9 percent in 2007 (Table 9‑1). 

Table 9‑1: Health expenditure to national expenditures (2002-2007)
	 
	2002
	2003
	2004
	2005
	2006
	2007

	GDP (In million RwF)

	GDP nominal
	781,500
	955,200
	1,137,900
	1,327,100
	1,583,000
	1,826,200

	GDP real
	1,490,577
	1,494,784
	1,573,404
	1,684,945
	1,776,836
	1,826,200

	National Budget (In million RwF)

	National Recurrent Budget
	263,289
	251,225
	288,972
	305,058
	316,014
	413,516

	National Development Budget
	183,355
	101,898
	112,591
	153,131
	170,265
	210,155

	National Budget Total
	446,645
	353,123
	401,564
	458,189
	486,279
	623,671

	Health Budget (In million RwF)

	Recurrent Health Budget (including Districts)
	11,978
	15,958
	16,224
	18,179
	20,256
	23,627

	Development Health Budget 
	18,619
	4,872
	9,052
	19,238
	40,783
	31,539

	Health Budget Total 
	30,597
	20,829
	25,276
	37,417
	61,040
	55,166

	Ratios (%)

	Health Budget as % of GDP
	2.1%
	1.4%
	1.6%
	2.2%
	3.4%
	3.0%

	Health Budget as % National Budget (Recurrent)
	4.5%
	6.4%
	5.6%
	6.0%
	6.4%
	6.1%

	Health Budget as % National Budget (Development)
	10.2%
	4.8%
	8.0%
	12.6%
	24.0%
	15.0%

	Health Budget as % National Budget (Total)
	6.9%
	5.9%
	6.3%
	8.2%
	12.6%
	9.1%

	Annual growth rate of the health budget
	
	0.3%
	5.3%
	7.1%
	5.5%
	2.8%


Source: 2008 Public Expenditure Review.

However, the share of domestic spending in health (recurrent) remained almost constant over the period, around 6 percent of total government expenditures. In fact, domestic spending in health increased only mechanically because total government expenditures have been increasing. Consequently, despite the government’s commitment to increase the allocation to priority sectors (including health), Rwanda is very far from the Abuja target according to which 15 percent of public expenditure should be allocated to health.
The execution rate for public domestic resources flowing to the health sector is good. As far as external financing is concerned, there are huge differences from one year to another, with execution rates sometimes largely exceeding 100 percent (Table 9‑2). 

Table 9‑2: Execution rate of public resources for health (2003-2007)

	In Million RwF
	2003
	2004
	2005
	2006
	2007

	Domestic (Ordinary Budget)
	96.5%
	94.3%
	91.8%
	94.8%
	106.6%

	Domestic District Transfers
	89.7%
	100.1%
	100.1%
	75.6%
	100.0%

	Domestic (counterpart and internal finance)
	 
	87.6%
	89.6%
	110.0%
	86.4%

	External (grants & Loans)
	 
	87.6%
	89.6%
	181.3%
	124.8%

	Total Public Resources for Health 
	 
	93.0%
	91.8%
	132.4%
	114.2%


Source: 2008 Public Expenditure Review.

Total health expenditure (THE)
 increased substantially in recent years. The comparison of the 2003 and 2006 National Health Accounts reveals a rapid expansion of total health expenditure in nominal terms over the three-year period, from RwF 62.9 billion in 2003 to RwF 169 billion in 2006. In 2006, total health expenditure reached 10.7 percent of GDP (compared to 6.6 percent in 2003). 

During the same time frame, nominal health expenditure per capita doubled from US$ 17 per capita to US$ 34 (Figure 9‑1), which is close to several international estimates on the per capita resources needed in order to deliver good quality basic health services. In 2006, donor participation reached US$ 17.7 per capita, public expenditures US$ 6.3 per capita and private expenditures US$ 9.4 per capita. In constant prices, financing nearly doubled from US$ 14 to US$ 26 per capita over the three years. However, this data must be put in perspective as an important share of these expenditures is earmarked to the fight against HIV/AIDS. 

Figure 9‑1: Per capita health expenditure (1998-2006)
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Source: 2006 National Health Accounts. 

A high level of dependence on external donor finance is evident in Rwanda, accounting for more than half of total health financing in 2006. Rwanda is among the countries of the region (with Madagascar and Mozambique) that have the biggest share of external resources flowing to the health sector, exceeding 50 percent of THE. In addition, as Rwanda benefits from large inflows of external assistance and the population is rather small compared to other countries, Rwanda ranks among the countries with the highest per capita external assistance on health. On the contrary, public domestic spending on health is limited in Rwanda: it amounts to US$ 6.3 per capita in 2006 compared to US$ 23 in Zambia, US$ 14 in Kenya or US$ 12 in Mozambique. Finally, Rwanda is the country of the region that has the lowest share of private spending in THE (Table 9‑3). 

Table 9‑3: International comparison for selected health financing indicators (2006)

	Country
	External resources for health as % of THE
	Per capita government expenditure on health (US$ )
	Per capita total expenditure on health (US$ )
	Private expenditure on health as % of THE

	Burundi
	13.7
	1
	4
	75.4

	Democratic Republic of the Congo
	28.8
	2
	6
	62.9

	Ethiopia
	42.9
	4
	7
	39.6

	Kenya
	14.8
	14
	29
	51.8

	Madagascar
	50.3
	6
	9
	37.2

	Mozambique
	56.8
	12
	17
	30.6

	Nigeria
	5.9
	10
	32
	69.9

	Rwanda (NHA data)
	53
	6.3
	34
	28.0

	Uganda
	28.5
	7
	25
	73.1

	United Republic of Tanzania
	35.4
	11
	18
	40.8

	Zambia
	37.2
	23
	49
	53.2


Sources: WHO database. Rwanda: 2006 National Health Accounts.

9.1.2. Health Financing Sources

There are four major financing sources for the Rwandan health sector, namely: (i) Government revenues which include revenue generated from taxation, loans, grants and donor contributions through general budget support; (ii) donor funds, partially on budget as seen in the development budget, and partially earmarked off budget donor funds; (iii) internally generated funds from health facilities; and (iv) private expenditures, mainly through household out-of-pocket expenditures.

Government revenues. Public finance for health has been increasing over time, from US$ 3.2 per capita in 2003 to US$ 12.8 per capita in 2007 (Table 9‑4). The share of domestic resources to public health expenditure has decreased while external health resources increased. In fact domestic resources allocated to health increased – mainly thanks to district transfers – but at a less rapid pace than external on budget financing. In 2007, 55.6 percent of public resources to health came from external sources and 44.4 percent from domestic sources.

Table 9‑4: Source of public finance for health (2003-2007)
	 
	2003
	2004
	2005
	2006
	2007

	In Million RwF 
	
	
	
	
	

	Domestic ordinary MoH budget
	11,504
	10,712.60
	12,282.00
	11,988.80
	14,925.90

	Domestic district transfers for health
	4,454.20
	5,511.80
	5,895.80
	6,057.70
	8,700.70

	 Domestic (counterpart and internal finance)
	
	303.1
	1,767.40
	1,055.50
	884.2

	External (grants and loans)
	21,528.20
	8,748.70
	17,470.90
	35,278.80
	30,655.00

	Total public health resources (on budget)
	37,486.40
	25,276.20
	37,416.10
	54,380.80
	55,165.80

	Share of Public Health expenditure
	
	
	
	
	

	Domestic MoH resources to public health expenditure (%)
	43%
	65%
	53%
	35%
	44.4%

	External health resources to total public health expenditure (%)
	57%
	35%
	47%
	65%
	55.6%

	Resources per capita
	
	
	
	
	

	In RwF
	1,713
	2,258
	3,507
	6,909
	7,006

	In US$ 
	3.2
	3.9
	6.29
	12.52
	12.80


Source: 2008 Public Expenditure Review.

External financing. Donors’ share of THE has increased to over 53 percent in 2006 compared to 41 percent in 2003 (Figure 9‑2). This increase is impressive but distorted. A big share of external resources (42 percent) was earmarked for HIV/AIDS activities in 2006, amounting to US$ 7.4 per capita (out of US$ 17.7). As HIV/AIDS financing is highly volatile, external resources to health may decrease in the near future. If HIV/AIDS financing were excluded (public and private funds), THE in 2006 would only reach US$ 25.6 per capita, which would not illustrate a dramatic increase in per capita spending, compared to the 2003 level. 

Figure 9‑2: Contributors to the health sector in percentage of THE (2003-2006)
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Source: 2006 National Health Accounts. 

Internally generated funds from health facilities. Health facilities generate revenue internally through the sale of drugs and consumables, and other services such as consultation, hospitalization, surgery and laboratory services. This is a supplemental income on top of GoR subsidies, subsidies from local district authorities and NGOs. The income generated by health centers has increased by 660 percent over the period 2002-2007. At the level of district hospitals, it increased by 305 percent while that of reference hospitals grew by 194 percent (Table 9‑5). The year 2006 saw a dramatic change in fortunes where revenue generated by health centers shot up by 234 percent. This significant shift in capacity to generate revenue is a result of Health mutuelles national scale up. 

Table 9‑5: Total internal health facility revenues (2002-2007)
	
	2002
	2003
	2004
	2005
	2006
	2007
	Growth rate

	Health Centers 

In Million RwF
	1,919
	2,332
	2,678
	3,912
	9,151
	14,581
	660%

	Annual increase
	
	122%
	115%
	146%
	234%
	159%
	

	District Hospitals In Million RwF
	674
	880
	1,135
	1,676
	2,412
	2,731
	305%

	Annual increase
	
	131%
	129%
	148%
	144%
	113%
	

	Referral Hospitals

In Million RwF
	1,713
	2,034
	1,996
	2,527
	3,477
	5,031
	194%

	Annual increase
	
	119%
	98%
	127%
	138%
	145%
	

	Total 
In Million RwF
	4,306
	5,246
	5,809
	8,115
	15,040
	22,343
	419%


Source: 2008 Public Expenditure Review. 

Households’ expenditure. The share of private spending in THE increased to 28 percent in 2006 compared to 25 percent in 2003. The share of private spending in THE is even greater than that of public spending on health (Figure 9‑2). Private expenditures amounted to US$ 9.4 in 2006 out of which US$ 7.5 constituted out-of-pocket expenditures. The biggest share of out-of-pocket spending (almost US$ 3 per capita) is used at private pharmacies and shops, as well as for private health care providers (traditional healers, private referral hospital and private clinic) which amounted to US$ 1.8. When compared to other out-of-pocket spending, mutuelle-related expenditures appear relatively low: overall mutuelle financing amounted to US$ 2 per capita out of which US$ 1.4 came from out-of-pocket spending. 

9.1.3. Is there Room for Fiscal Space for Health
?

In its broadest sense, fiscal space is “the availability of budgetary room that allows a government to provide resources for a desired purpose without any prejudice to the sustainability of a government’s financial position” 
. The government can create fiscal space in many different ways: (i) additional revenues can be raised through tax measures or by strengthening tax administration; (ii) lower priority expenditures can be cut in order to make room for more desirable ones; (iii) resources can be borrowed, either from domestic or external sources; (iv) governments can use their power of seignorage; and (v) governments may benefit from any fiscal space arising from the receipt of grants from external sources.

Recent improvements in Rwanda can have a significant impact on fiscal space for health. First, according to recent data on health outputs and indicators, the MDG health objectives for child and maternal mortality are likely to be met if recent rates of progress are maintained and if significant recent progress on factors that reduce fertility rates is maintained. Second, the overall large increases in external assistance for health (as well as private spending) appear adequate to cover a desired scale up of essential spending needs through 2015. Third, real advances in health policies geared towards improving health service delivery and reducing financial barriers to accessing health services may result in improved efficiency and hence more fiscal space for health. Last, mechanisms for better aid coordination between the government and development partners have been agreed, raising the prospect of lower transaction costs, and aid better aligned to country health priorities. 

The following fiscal space projections use actual budget execution data for 2006 and 2007, budgeted government health spending for 2008 and donor health aid commitments for 2008 obtained from the Joint Annual Work Program. Aid commitments for the health sector rose to US$ 251 million in 2008 or US$ 27 per capita. Most of the increase of fiscal space for health is a result of much higher upfront inflows of aid earmarked for the health sector either as projects or sector support. However, the high concentration of sources of funding – with the United States government accounting for over half of aid, and the largest three donors accounting for three quarters of aid – highlights the vulnerability of health financing to changes in donor behavior. External assistance for the health sector is projected remain constant in nominal terms after 2008 (and to fall on a per capita basis) as this appears to be a consensus amongst the main stakeholders. Constant nominal aid and declining nominal aid per capita after 2008 implies a potential reduction in the level of fiscal space going forward, and underlines the health sector’s vulnerability to changes in aid policy or aid priorities. The overall impact on fiscal space depends on whether or not budgetary policies shift in favor of health.

In early 2008, agreement was reached between the Ministries of Health and Finance that public expenditure on health would rise from 6.5 percent of total recurrent spending to 11 percent by 2012 and 15 percent by 2015, as assumed in the high scenario. However, in other documents produced by the Ministry of Finance, there is little or no explicit sign that spending on health will increase as a share of total government spending. In the EDPRS and the Budget Framework paper, health sector spending is shown as an average for the whole period 2008-2012 of 9.1 percent of recurrent spending. Therefore, in the fiscal space projections, domestic financing rises from close to US$ 4 per capita in 2006, to US$ 6 in the 2008 budget and between US$ 8 and US$ 15 per capita by 2015. 

Projections for medium term growth and revenue apply assumptions from the EDPRS and the budget framework. GDP growth is assumed to rise from an average of 6.5 percent between 2000 and 2007 to 7.5 percent by 2010 and 8 percent by 2015. Using the EDPRS and Budget Framework, the revenue to GDP ratio is assumed to remain at its 2007 level of 13 percent of GDP over the medium term. Overall, the projected increase in resources for health by 2015 ranges between US$ 14-19 per capita (Table 9‑6).

Table 9‑6: Fiscal space projections (2005-2015)

	 
	2005
	2010
	2015
	Increase

	Government and aid financed health spending constant US$ per capita

	Fiscal Space Scenario
	
	
	
	

	High case (7.5% GDP growth 15% health share of spending by 2015, constant aid)
	12
	30
	31
	19

	Low case (7.5% GDP growth 8.3% health share of spending by 2015, constant aid)
	12
	30
	26
	14


Source: C. Lane and P. Gottret. 2008. Rwanda: Fiscal Space for Health and the MDGs Revisited.
There are substantial risks ahead that could undo or reverse the impressive gains made to date or leave progress far short of what could be expected. Aid dependence has reached 80 percent
 and future unchanged nominal US$ denominated aid flows would imply that the level of aid dependence will remain above 67 percent through 2020 even if the government can deliver the domestic health financing levels envisaged in the poverty reduction strategy and beyond. The high level of aid dependence and the uncertainty over future commitments poses a contingent fiscal risk for the continuity of health services that could not be covered by domestic financing. Accordingly there is a clear need to extend the period of aid commitments in support of the health strategy and to identify which activities can be financed in a sustainable manner. 

If aid for health levels off in nominal terms at around US$ 250 million per year after 2008, and declines in real terms on a per capita basis, this will place total aid and government financing on downward trend on a per capita basis. Furthermore, there is a risk that the planned increase in the share of health to 15 percent of domestically financed spending is not realized. Finally, even if the resources for the health sector were sufficient, they would probably not be targeted on the interventions that are needed for substantial health gains. Chapter 12 provides a detailed analysis of the estimated financing gaps by Health Sector Strategic Plan programs and sub-programs until 2015. 

9.2.  Allocation of Resources Flowing to the Health Sector
9.2.1. Allocative Efficiency of Health Spending

The allocation of expenditure mainly depends on the priorities in a given period. Each year the MoH determines the set of priorities for that calendar year; in 2007 for example the main priority was human resources for health facility staff. Other allocation criteria include historical allocations, performance in terms of budget execution, logic in activities planned, the next petitions available, and the budget ceilings from the Ministry of Finance.

Expenditures by HSSP-I classification. Among the priorities of the HSSP-I was the willingness to increase the quantity of human resources for health as set out in the minimum standards and norms developed for the Rwanda health sector. The second major priority was to increase access to health facilities by improving the financial access of the population, especially targeting the poor. Table 9‑7 shows the allocation of public resources according to the HSSP-I programs and sub-programs
. Resources have in effect been allocated increasingly to try and achieve the priority targets as regards to human resources for health as the resources allocated to financing this priority has doubled twice over the two years, and the numbers of health personnel have drastically increased. Allocation to PBF also significantly increased over the period while the resources to improve the availability of drugs and the financial accessibility of health services only slightly increased.
Table 9‑7: Expenditure by HSSP-I programs and sub programs (2006-2007)
	 
	Actual

Millions RwF
	Allocation

(%)
	Actual Millions RwF
	Allocation

(%)

	
	2006
	2006
	2007
	2007

	1. Human Resources Development
	206
	1,6%
	891
	6,4%

	2. Availability of drugs, vaccines & consumables
	1583
	12,3%
	1928
	13,8%

	3. Geographical accessibility of health services
	1675
	13,0%
	74
	0,5%

	4. Financial accessibility of health services
	342
	2,7%
	430
	3,1%

	5. Quality of and demand for health services in the control of diseases

	 5.1 Child Health
	7
	0,1%
	 
	0,0%

	 5.2 Reproductive Health
	5
	0,0%
	33
	0,2%

	 5.3 Immunization
	 
	0,0%
	34
	0,2%

	 5.4 Nutrition 
	2
	0,0%
	 
	0,0%

	 5.5 Malaria
	70
	0,5%
	28
	0,2%

	 5.6 HIV and AIDS
	498
	3,9%
	593
	4,2%

	 5.7 Tuberculosis
	37
	0,3%
	30
	0,2%

	 5.8 Response to epidemics and natural disasters
	 
	0,0%
	36
	0,3%

	 5.9 Mental Health
	47
	0,4%
	 
	0,0%

	 5.10 Physical Handicap
	 
	0,0%
	 
	0,0%

	 5.11 Environmental Health
	6
	0,1%
	3
	0,0%

	 5.12 IEC / BCC
	16
	0,1%
	41
	0,3%

	 5.13Community Health
	398
	3,1%
	63
	0,4%

	 5.14 Quality of Health Care
	10
	0,1%
	13
	0,1%

	 5.15 Performance Based Financing
	1842
	14,3%
	4630
	33,1%

	6. Strengthening national referral hospitals, treatment & research centers
	4796
	37,2%
	4127
	29,5%

	 
	114
	0,9%
	18
	0,1%

	7. Reinforce institutional capacity
	1243
	9,6%
	1024
	7,3%

	TOTAL
	12,896
	 100%
	13,992
	100%


Source: 2008 Public Expenditure Review.

The drop from 13 percent to 0.5 percent in expenditures on geographic accessibility reflects the decision of the MoH to focus less on the numbers of health facilities and more on accessibility. 

Expenditure by activity. The allocation of health spending varies a lot across activities. HIV/AIDS resources represent almost one quarter of THE, while malaria gets 14 percent of THE, and reproductive health only 6 percent (Figure 9‑3). The shares of malaria and reproductive health in THE have decreased since 2003, while the share of HIV/AIDS financing has increased. This is mainly due to the striking amount of resources earmarked by some donors (Global Funds, PEPFAR) to HIV/AIDS activities. 

Figure 9‑3: Health expenditure by activity (2006)
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Expenditures by Financing Agent. Priorities in health spending vary also across financing agents. Donors are almost the only financing source for HIV/AIDS activities and public and private resources tend to focus on health services that are less prioritized by donors. Donor financing to HIV/AIDS activities increased over the last years while the share of external assistance to reproductive health decreased from 37 percent to 8 percent. This decrease reflects how overall donor assistance is biased towards HIV/AIDS financing. As far as private spending is concerned, almost one-quarter of if is allocated to malaria (Figure 9‑4). 
Figure 9‑4: Health activities by financing source (2006)
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As regards to health functions (i.e. curative care, prevention, drugs, health administration and capital formation), it appears that public spending on health is rather well balanced. Donors are the largest contributors to prevention and public health programs. They also spend a significant share of their contribution to the sector on curative care and health administration. Households’ expenditures are essentially focused on curative care and drugs (Figure 9‑5). 
Figure 9‑5: Key cost drivers by financing agents (2006)
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Expenditures by Managing Entity. The MoH is managing slightly over one-quarter of total health expenditure. Development partners and households are the two main other managers of health resources. Although efforts towards the integration of donor funds into the MoH budget are made, 27 percent of THE coming from external resources is managed off-budget (Figure 9‑6) and the MoH has little to no control over these resources. 
Figure 9‑6: Management of health sector resources (2006)
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9.2.2. Functional Allocation of Health Expenditure

Allocation by Economic Classification. Since the 2005 fiscal decentralization process, funds being transferred to districts have been increasing and in 2006, the transfers’ category was reaching 447 percent over the previous year. On average, transfers accounted for the largest share of public expenditure in 2007 at 39 percent, followed by goods and services at 35 percent, wages and salaries at 23 percent and lastly capital expenditure at 4 percent (Table 9‑8). 
Table 9‑8: Public health expenditure by economic classification (2002-2007)

	In Millions RwF
	2002
	2003
	2004
	2005
	2006
	2007

	Wages and Salaries
	2,155
	3,463
	5,159
	4,446
	2,951
	5,764

	As a % of total expenditure
	21%
	30%
	39%
	30%
	15%
	23%

	Goods and Services
	5,472
	3,419
	4,596
	6,398
	8,962
	8,670

	As a % of total expenditure
	54%
	30%
	35%
	43%
	45%
	35%

	Transfers
	1,013
	3,293
	1,420
	1,305
	7,142
	9,690

	As a % of total expenditure
	10%
	29%
	11%
	9%
	36%
	39%

	Domestic Capital
	164
	17
	604
	1,573
	840
	968

	As a % of total expenditure
	2%
	0%
	5%
	11%
	4%
	4%

	Others
	1,255
	1,174
	1,341
	1,157
	-
	-

	As a % of total expenditure
	12%
	10%
	10%
	8%
	-
	-

	TOTAL
	10,059
	11,366
	13,120
	14,879
	19,895
	25,092


Source: 2008 Public Expenditure Review. 

Allocation by Level and Type of Care. Health facilities receive public funds through the MoH programs, district transfers, and in addition generate internal revenue. The general trend of expenditures in real values at health centers, district hospitals and referral hospitals reveals a significant increase rate, as expected with the growing budget for the health sector. This implies that resources are being utilized at the ultimate level of service delivery, the health facilities. The largest proportion of health facility funds goes towards wages and salaries, followed by running costs, then drugs and lastly capital investiments (Table 9‑9). Expenditures on investment at all health facilities combined, have been increasing year by year, but were less than 10 percent of total expenditure except for 2007 where it increased up to 14 percent. Except for 2006, the expenditures on drugs remained at around 19 percent over the period. A general view on the wages and salaries shows that they have moved between 40 and 50 percent while other running costs expenditures have been decreasing from 2002 to 2007.
Table 9‑9: Health expenditure by health facility (2002-2007)

	Level and Category of Expenditures
(Million RwF)
	2002
	2003
	2004
	2005
	2006
	2007
	Growth
(02-07)

	1. Health Centers
	3,341.60
	3,378.60
	3,577.10
	4,563.10
	5,192.80
	7,630.80
	21%

	Wages and salaries
	1,108.20
	1073.5
	1,078.50
	1292.5
	1,901.10
	3,064.50
	29%

	Drugs
	1,348.50
	1230
	1,338.50
	1775
	1,585
	2,031.60
	8%

	Other Running Cost
	812.5
	934.2
	966.5
	1270.9
	1,220.60
	1,705.10
	18%

	Investments & other capital expenditure
	72.5
	140.8
	193.6
	224.7
	486
	829.7
	174%

	2. District Hospitals
	1,325.60
	1,533.60
	1,537.60
	2,127.90
	3,205.50
	3,358.70
	26%

	Wages and salaries
	541.7
	549.3
	522.7
	807.5
	1,060
	1,190.70
	20%

	Drugs
	379.6
	533.6
	536.5
	671.6
	809.5
	641
	11%

	Other running cost
	377.7
	381.8
	425.9
	587.8
	1,089.60
	1,013.90
	28%

	Investments & other capital expenditure
	26.7
	68.9
	52.5
	60.9
	246.4
	513.1
	304%

	3. Referral Hospitals
	5,765.90
	7,547.50
	8,032.30
	9,216.30
	10,394
	13,156
	21%

	Wages and salaries
	2,639.70
	3,732.30
	4,068
	4,159.40
	5,450
	6,965
	27%

	Drugs
	234.6
	619.7
	611.2
	530.7
	2,052
	1,962
	123%

	Other running cost
	2,861
	3,167.30
	3,080.70
	4,018.40
	2,205
	2,268
	-3%

	Investments & other capital expenditure
	30.5
	28.2
	272.4
	507.9
	687
	1,961
	1054%

	Total Expenditure 
	20,866.20
	24,919.30
	26,293.90
	31,814.70
	37,584.50
	48,291.00
	22%

	Total Wages and salaries
	4,289.60
	5,355.10
	5,669.20
	6,259.30
	8,411.10
	11,220.20
	27%

	Total Drugs
	1,962.60
	2,383.30
	2,486.10
	2,977.30
	4,446.50
	4,634.50
	23%

	Total Other running cost
	4,051.20
	4,483.40
	4,473.10
	5,877.20
	4,515.20
	4,987
	4%

	Total Investments & other capital expenditure
	129.7
	237.9
	518.5
	793.5
	1,419.40
	3,303.80
	408%

	Distribution of Total Expenditure (%)

	Wages and salaries
	41%
	43%
	43%
	39%
	45%
	46%
	2%

	Drugs
	19%
	19%
	19%
	19%
	23%
	19%
	0%

	Other Running Cost
	39%
	36%
	34%
	37%
	24%
	21%
	-8%

	Investments & other Capital expenditure
	1%
	2%
	4%
	5%
	8%
	14%
	167%


Source: 2008 Public Expenditure Review. 

Over the period 2002-2007, expenditures have increased almost at the same pace at the three levels or care. This shows that there was no real priority granted to the lower levels of care although most of health services needed by the population of Rwanda can be delivered at the health center level. 
9.3. Equity of Health Spending
A Benefit Incidence Analysis (BIA) was conducted for the purpose of this report to measure the benefits of public expenditure across characteristics of individuals such as income, provinces or gender to reveal the overall shift (increase or decrease) in welfare that individuals enjoy from the national spending policies. The BIA focuses on public health expenditure which includes government expenditure and donor aid to the health sector, but excludes household out-of-pocket expenditure on health
. This section assesses how effectively the GoR is able to target its limited resources towards meeting the needs of the poor. It is therefore directly linked to the objectives of the Health Sector Strategic Plan which aims at reducing poverty and improving the health status of the population. The health system will be considered progressive if the poorest income quintile receives more than the richest income quintile. 
The geographic disaggregation of poverty in 2005 reveals important differences between different parts of the country (Table 9‑10). First, poverty in Rwanda remains disproportionately a rural phenomenon as nearly 92 percent of the poor live in rural areas. Second, the share of the different quintile groups by type of residence also illustrates inequality. On the one hand, 73 percent of the City of Kigali population is in the richest quintile group and other urban households are generally disproportionately located in the higher quintile groups. On the other hand, rural households are overrepresented in lower quintile groups. Finally, the proportion of the population of the Southern and Western provinces that are in the lowest quintile is high compared to other provinces. On the contrary, in the Eastern province, there are fewer households in the first quintile group and more in the middle and upper quintiles. Last, more than 60 percent of households in the City of Kigali province are in the richest quintile. 

Table 9‑10: Poverty indicators and type of residence (2005)
	 
	Poverty Indicators
	Income quintile

	 
	Poverty Headcount (share of population, %)
	Share of the poor
	Poorest
	Quintile 2
	Quintile 3
	Quintile 4
	Richest

	Type of residence
	 
	 
	 
	
	
	
	 

	Kigali
	13.0%
	1.7%
	1.9%
	5.1%
	6.5%
	13.5%
	72.9%

	Other urban
	41.0%
	6.7%
	12.1%
	15.0%
	16.4%
	20.3%
	36.2%

	Rural 
	62.5%
	91.6%
	22.5%
	21.9%
	21.6%
	20.6%
	13.5%

	Province
	 
	 
	 
	
	
	
	 

	City of Kigali
	20.2%
	3.4%
	3.8%
	8.3%
	8.5%
	16.3%
	63.1%

	South
	67.3%
	30.2%
	26.2%
	24.9%
	18.8%
	16.7%
	13.3%

	West
	62.0%
	26.3%
	23.1%
	21.6%
	20.3%
	20.5%
	14.6%

	North
	62.7%
	20.3%
	22.5%
	21.1%
	22.4%
	20.1%
	13.9%

	East
	50.4%
	19.7%
	14.4%
	16.9%
	24.0%
	24.9%
	19.9%

	National
	56.90%
	100%
	 
	 
	 
	 
	 


Source: EICV 2005
9.3.1. Benefit Incidence Across the Three Levels of Health Service Delivery

There are three levels of health care services in Rwanda. According to the referral route, a patient can seek care at the hospital level only if he receives a referral from the lower level. Although some health services are provided at different levels (diarrhea treatment or assisted deliveries for instance), some other services are only provided at one level of care. As most of the diseases affecting the population of Rwanda can be prevented at the health center level or at the community level, a particular attention will be given to the share of public subsidy allocated to the health center level in comparison to higher levels of care. 
In 2005, most public subsidies (78.8 percent) were flowing to the four referral hospitals (mainly CHUK and King Faycal Hospital). The remainder was almost equally distributed among district hospitals (10.1 percent) and health centers (11.2 percent). Part of this distortion can be explained by the fact that health care services at the referral hospital level involve higher costs than at the district and health center levels. However, given the low utilization of health services provided in these hospitals compared to the high utilization of services in district hospitals and health centers, one can wonder whether this is an efficient way of spending scarce public resources. Furthermore, most of the burden of disease in Rwanda can be treated at a lower cost at the health center level. Providing more public subsidy at the health center level and less at the referral hospital level would therefore have a significant impact on the health status of the population. 

It appears that in Rwanda, the system is regressive at all levels, both for outpatient and inpatient care (Figure 9‑7). The richest are the main beneficiaries of the system and their benefit increases with the level of care. Overall, the richest quintile benefit from 49 percent of the total public subsidy while the poorest receive less than 7 percent of the total subsidy. The public subsidy received by the poorest quintile is mainly flowing to the health center level which may be both related to the needs of the poor and to their financial capacities. On the contrary, richer quintiles are more likely to seek care at the hospital level (where the cost of services is higher) than in a health center. 

Figure 9‑7: Share of public subsidy according to income quintiles, by level of care and outpatient/inpatient care (2005)
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Further analysis of the utilization of health services by level of care and by quintile in Table 9‑11 shows that the allocation of public subsidies across the three levels of care is not efficient. The public subsidy unit cost varies from about RwF 115 to RwF 6,502 for outpatient care respectively for health center and referral hospital level whereas the number of annual outpatient visits per capita is 0.55 at the health center level and only 0.02 at the referral level. As far as inpatient care is concerned, the unit cost of the subsidy varies from about RwF 319 to RwF 138,693. In sum, it is clear that the public subsidy is highly distorted to the benefit of referral hospitals which are frequented mostly by the rich urban population. The number of annual visits per capita varies among quintiles at all levels of care, with the richest using more health services than the poorest. As a consequence, out of RwF 319 public subsidy per capita for outpatient care at the health center level, the poorest quintile receives RwF 39 and the richest quintile RwF 82, that is to say twice as much. Similarly, the utilization of highly subsidized services (at the referral hospital level) is higher in the richest quintile than in the poorest and the gap between the poor and the rich is greater than at the health center level. Out of a public subsidy of RwF 1,991 per capita for inpatient care at the referral hospital level, the poorest quintile gets RwF 167, while the richest gets RwF 730, that is to say more than 4 times more. 

Table 9‑11: Per capita public subsidy by level of care and income quintile (2005)
	
	Health center
	District Hospital
	Referral Hospital

	Visits per capita

	
	Outpatient visits
	Inpatient visits
	Outpatient visits
	Inpatient visits
	Outpatient visits
	Inpatient visits

	Poorest
	0.333
	0.017
	0.014
	0.007
	0.006
	0.001

	Quintile 2
	0.492
	0.032
	0.026
	0.014
	0.01
	0.002

	Quintile 3
	0.577
	0.026
	0.03
	0.011
	0.012
	0.002

	Quintile 4
	0.651
	0.051
	0.047
	0.022
	0.019
	0.004

	Richest
	0.709
	0.072
	0.154
	0.032
	0.061
	0.005

	Total
	0.552
	0.04
	0.054
	0.017
	0.022
	0.003

	Public spending per visit (RwF)

	
	116
	319
	525
	2325
	6503
	138,693

	Spending per capita (RwF)

	Poorest
	39
	5
	8
	17
	37
	167

	Quintile 2
	57
	10
	14
	32
	67
	319

	Quintile 3
	67
	8
	16
	26
	76
	258

	Quintile 4
	75
	16
	25
	52
	122
	517

	Richest
	82
	23
	81
	74
	398
	730

	Total
	319
	63
	143
	201
	700
	1,991


Concerning the type of residence, it appears that the benefit incidence of the public subsidy at the health center level is relatively well balanced between rural and urban populations. But as far as the hospital level is concerned, the urban population disproportionately benefits from the subsidy. This is particularly true for outpatient hospital care as the population living in urban areas uses more health services and therefore benefits more from the subsidies for outpatient care at the hospital level. In general, urban population is more likely to seek care directly at the hospital level than the rural population. 
Table 9‑12: Share of public subsidy according to gender and type of residence, by level of care and outpatient/inpatient care (2005)
	
	Health center
	Hospital

	
	Outpatient Care
	Inpatient Care
	Outpatient Care
	Inpatient Care

	 Gender 

	Male
	42.4%
	38.9%
	41.6%
	38.9%

	Female
	57.6%
	61.1%
	58.4%
	61.1%

	Type of residence

	Urban
	17.8%
	26.0%
	46.9%
	26.0%

	Rural
	82.2%
	74.0%
	53.1%
	74.0%


It is more difficult to interpret the benefit incidence among provinces as they may present a combination of factors that the BIA does not take into account: some provinces are more urban than others, richer, with higher population or have better access to health services. All these factors may impact the benefit incidence of the public subsidy among provinces. Still, the BIA shows that Southern and Western provinces in general benefit more from the public subsidy than the province of Kigali or the Northern province (Figure 9‑8). This tends to suggest that the benefit incidence of public subsidy among provinces is progressive as Southern and Western provinces are the two provinces with the highest proportion of individuals living in the poorest quintiles (Table 9‑10). Part of this trend can be related to the fact that Southern and Western provinces have more health facilities, especially district hospitals, than other provinces. Southern province has 9 district hospitals and Western province has 12, whereas Northern, Eastern and Kigali provinces have respectively 5, 8 and 2 district hospitals. 

Figure 9‑8: Share of public subsidy among provinces, by level of care and outpatient/inpatient care (2005)
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9.3.2. Benefit Incidence for Selected Health Services 

The BIA focused on high impact interventions which are used both by the rich and the poor, the urban and rural population and across all the provinces. As the analysis barely takes into account the referral hospital level, the distortion of public subsidy is less important. But still, for most of the selected interventions, the BIA revealed a regressive trend of the public subsidy as it tends to benefit first to the rich and urban population
. None of the public subsidies for the specific interventions under study showed a tendency to target the poor (Figure 9‑9). As far as malaria is concerned, the public subsidy is not progressive as the poorest quintile receives fewer subsidies (17.4 percent) than the richest quintile (21 percent). Family planning subsidies appear to be highly regressive as the richest quintile benefits from 39 percent of the total subsidy, whereas the poorest quintile only receives 12 percent of the subsidy. Public subsidy for other health interventions is relatively well balanced among the quintiles although not progressive. This is the case for diarrhea related interventions, antenatal care as well as immunization services. There is therefore room for improvement to increase the efficiency and equity of public spending on health.
Figure 9‑9: Benefit incidence on specific health interventions by quintiles (2005)
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The results presented in Table 9‑13 as regards to type of residence tend to illustrate that for some health interventions, the subsidy is relatively well balanced. For instance, in the case of malaria, 80 percent of the public subsidy flows to rural areas. Similarly, diarrhea, family planning and assisted deliveries subsidies are mainly flowing to rural areas. In addition, for malaria, important differences in benefit incidence can be noticed among provinces, with the City of Kigali and Northern province receiving much less subsidy than the others (especially Southern province). It seems that for these health interventions the public subsidy succeeds in targeting the poorest areas. On the contrary, for some other health interventions, individuals living in urban areas tend to benefit comparatively more from the public subsidy than those living in rural areas: in the case of immunization services and antenatal care, the public subsidy is regressive. 
Table 9‑13: Benefit Incidence of specific health interventions by type of residence and provinces (2005)
	
	Type of residence
	Provinces
	Rwanda

	
	Urban
	Rural
	City of Kigali
	Southern
	Western
	Northern
	Eastern
	

	Diarrhea
	
	
	
	
	
	
	
	

	Targeting efficiency (% of total diarrhea subsidies received)
	24%
	76%
	13%
	28%
	23%
	14%
	23%
	100%

	Lorenz Distribution

	24%
	100%
	13%
	41%
	64%
	77%
	100%
	

	Immunization
	
	
	
	
	
	
	

	Targeting efficiency (% of total immunization subsidies received)
	42%
	59%
	19%
	21%
	21%
	19%
	22%
	100%

	Lorenz Distribution 
	42%
	100%
	19%
	39%
	60%
	79%
	100%
	

	Malaria
	
	
	
	
	
	
	
	

	Targeting efficiency (% of total malaria subsidies received)
	19%
	81%
	11%
	29%
	22%
	10%
	29%
	100%

	Lorenz Distribution 
	19%
	100%
	11%
	39%
	61%
	71%
	100%
	

	Assisted deliveries
	
	
	
	
	
	
	

	Targeting efficiency (% of total assisted deliveries subsidies received)
	15%
	85%
	16%
	21%
	21%
	18%
	24%
	100%

	Lorenz Distribution 
	15%
	99%
	16%
	37%
	58%
	76%
	100%
	

	Family Planning
	
	
	
	
	
	
	

	Targeting efficiency (% of total family planning subsidies received)
	28%
	72%
	17%
	21%
	26%
	18%
	18%
	100%

	Lorenz Distribution 
	28%
	100%
	17%
	38%
	64%
	82%
	100%
	

	Antenatal care
	
	
	
	
	
	
	

	Targeting efficiency (% of total ANC subsidies received)
	50%
	50%
	20%
	20%
	20%
	20%
	20%
	100%

	Lorenz Distribution 
	50%
	100%
	20%
	40%
	60%
	80%
	100%
	 


9.3.3. Gender Equity

The above benefit incidence analysis quickly tackled some gender related issues, showing that there is no inequality in the benefit of public subsidy by gender both at the health center and hospital levels. Globally, women even tend to benefit more from public subsidies than men as they are more likely to seek care (Table 9‑12). However, an in depth gender analysis can show if there are differences among women and men across quintiles, provinces or type of residence and if there are some areas where men and women are healthier. This analysis will therefore address the following questions: (i) to what extend public spending mitigate or exacerbate gender inequities in welfare? and (ii) how can allocations of public expenditure be changed to improve gender equity? The analysis first focuses on women and men separately before looking at them together. 

The access to health services by quintile follows a similar trend for men and women (Figure 9‑10). Outpatient care and inpatient care at the hospital level is very regressive for both sexes: women of the poorest quintile benefit from 5.9 percent of the total subsidy for women for outpatient care against 55.9 percent for women in the richest quintile. As far as inpatient care is concerned, women from the poorest quintile get 10 percent of the total subsidy for women against 34 percent for the richest quintile. For men, the benefit incidence is respectively 4.5 percent and 58.2 percent for outpatient care and 5.9 percent and 41 percent for inpatient care. The public subsidy for inpatient care at the hospital level is even more regressive in the case of men than that of women. The distribution of public subsidy for consultation at the health center level is better balanced for both sexes, although revealing a priority given to the richest quintiles. No major difference exists between the two sexes. Finally, for each sex, immunization is equally distributed among quintile. 

Figure 9‑10: Access to health services for men and women by quintile (2005)
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Results presented in Table 9‑14 suggest that the public subsidy for consultation in health centers is rather well balanced among women from urban and rural areas. The public subsidy also tends to be progressive as far as the distribution by province is concerned as women from the poorest provinces (Southern and Western) are the one who get the biggest share of the public subsidy for women. The same trend is observed for hospitalization, antenatal care and vaccination as women from rural areas and the poorest provinces receive the biggest share of the subsidy. As already stated above, the public subsidy is regressive in the case of outpatient care at the hospital level: 45 percent of the subsidy is captured by urban women; in addition, women from the Western province capture almost 30 percent of the subsidy whereas women from the Northern province only receive 13 percent of it. 

Malaria is affecting more women from Southern and Eastern provinces than women from other provinces. Other health problems are rather equally balanced among provinces with the exception of the province of the City of Kigali where women have on average less health problems that in the rest of the country. This is particularly the case for malaria, intestinal parasites, dental problems and diarrhea. Finally, health problems are relatively well balanced among women from rural and urban areas.
Table 9‑14: Benefit incidence for women by province and type of residence (2005)
	
	Type of residence
	Provinces

	 
	Urban
	Rural
	City of Kigali
	South
	West
	North
	East

	Consulted a physician or Health Care Worker in the last 2 weeks
	27.1%
	72.9%
	17.4%
	21.9%
	24.5%
	14.5%
	21.8%

	o/w in Health Center
	18.6%
	81.4%
	13.0%
	26.0%
	21.0%
	14.3%
	25.8%

	o/w in Hospital
	44.7%
	55.3%
	23.4%
	18.6%
	29.3%
	12.8%
	16.0%

	Hospitalized in the last 2 weeks
	23.8%
	76.3%
	8.8%
	27.5%
	32.5%
	13.8%
	17.5%

	Received antenatal care during last pregnancy
	25.4%
	74.6%
	15.5%
	23.8%
	23.6%
	14.9%
	22.2%

	Ever been vaccinated
	21.2%
	78.8%
	13.4%
	24.0%
	24.1%
	16.1%
	22.4%

	Primary Health Problem
	 
	 
	 
	 
	 
	 
	 

	o/w malaria
	18.7%
	81.3%
	10.3%
	28.8%
	21.8%
	9.8%
	29.3%

	o/w intestinal parasites
	18.8%
	81.2%
	9.9%
	28.7%
	26.5%
	14.2%
	20.7%

	o/w respiratory infections
	29.8%
	70.2%
	19.1%
	26.8%
	22.1%
	13.5%
	18.5%

	o/w skin disease
	21.2%
	78.8%
	12.3%
	22.5%
	26.1%
	13.8%
	25.4%

	o/w accident or injury
	28.4%
	71.6%
	23.5%
	16.2%
	26.5%
	13.2%
	20.6%

	o/w diarrhea
	26.5%
	73.5%
	12.9%
	32.3%
	16.1%
	22.6%
	16.1%

	o/w dental problem
	10.1%
	89.9%
	8.1%
	26.7%
	27.9%
	22.1%
	15.1%

	o/w gynecological problem
	30.0%
	70.0%
	22.2%
	24.1%
	25.9%
	9.3%
	18.5%

	o/w others
	22.4%
	77.6%
	13.4%
	27.3%
	24.0%
	12.7%
	22.5%


The same analysis for men (Table 9‑15) presents some specificity compared to the above results for women. As for women, the public subsidy for consultation in health centers is well balanced between men from urban and rural areas. But the public subsidy tends to be less progressive than that of women as far as the distribution by province is concerned: for instance, men from Western province benefit less from the public subsidy than those from the Eastern province, although Western province is poorer. Similarly, public subsidies for hospitalizations benefit more the urban areas, as 33 percent of the total public subsidy for men goes to urban areas (against 24 percent for women). Public subsidy for outpatient care at the hospital level also favors disproportionately men in urban areas and from the City of Kigali province. Vaccination is the only health service that benefits equally to all men. 

As for women, men from Southern and Eastern provinces are the most affected by malaria and health problems are well balanced among rural and urban areas. Men from the City of Kigali and Northern provinces are healthier than in the rest of the country. 
Table 9‑15: Benefit incidence for men by province and type of residence (2005)
	
	Type of residence
	Provinces

	
	Urban
	Rural
	City of Kigali
	South
	West
	North
	East

	Consulted a physician or Health Care Worker in the last 2 weeks
	29.1%
	70.9%
	17.3%
	23.1%
	21.6%
	15.0%
	22.9%

	o/w in Health Center
	18.8%
	81.2%
	11.7%
	26.9%
	19.2%
	15.3%
	26.9%

	o/w in Hospital
	54.6%
	45.4%
	29.1%
	15.7%
	23.9%
	13.4%
	17.9%

	Hospitalized in the last 2 weeks
	32.6%
	67.4%
	13.7%
	23.5%
	29.4%
	9.8%
	23.5%

	Ever been vaccinated
	24.0%
	76.0%
	15.0%
	23.8%
	24.5%
	14.9%
	21.8%

	Primary Health Problem
	 
	 
	 
	 
	 
	 
	 

	o/w malaria
	20.2%
	79.8%
	11.1%
	28.5%
	21.8%
	10.1%
	28.6%

	o/w intestinal parasites
	20.2%
	79.8%
	10.9%
	30.7%
	24.8%
	15.9%
	17.6%

	o/w respiratory infections
	30.9%
	69.1%
	19.3%
	25.9%
	21.7%
	14.4%
	18.7%

	o/w skin disease
	15.7%
	84.3%
	11.6%
	23.1%
	23.1%
	18.2%
	24.0%

	o/w accident or injury
	22.5%
	77.5%
	14.6%
	24.4%
	25.2%
	7.3%
	28.5%

	o/w diarrhea
	20.8%
	79.2%
	12.3%
	26.3%
	26.3%
	8.8%
	26.3%

	o/w dental problem
	9.8%
	90.2%
	5.8%
	28.8%
	28.8%
	15.4%
	21.2%

	o/w gynecological problem
	35.7%
	64.3%
	20.7%
	27.6%
	13.8%
	17.2%
	20.7%

	o/w others
	24.0%
	76.0%
	15.0%
	21.3%
	23.6%
	15.5%
	24.6%


Results of combining the two sexes suggest that overall women benefit more from the public subsidy than men which is what is expected from a well targeted subsidy as women are most likely to need and to seek care than men. However, efforts are still needed to improve gender equity (Table 9‑16).

As far as outpatient consultations are concerned, and although women benefit from 60 percent of the total public subsidy, men from the richer quintile actually benefit more from the public subsidy than women from the first four quintiles. The difference between men and women is important for the richest quintile but less significant for the other ones. This suggests that the poorer a woman is, the more gender exacerbates inequities. 

Similarly, more than 60 percent of the total public subsidy for inpatient care at the hospital level benefit to women. The difference between men and women is rather homogeneous among the quintiles suggesting that although the public subsidy is very regressive (women from the first quintile receive 6.1 percent of the total subsidy compared to 20.6 percent for women from the richest quintile), gender is not exacerbating inequities. 

Finally, as already stated above, access to vaccination is well balanced among women and men and among quintiles thanks to the high coverage rate of immunization services all over the country. 

Table 9‑16: Access to health services: differences between men and women (2005)
	
	Men
	Women
	Men – Women Difference

	Consulted a physician or Health Care Worker in the last 2 weeks

	Poorest
	4.7%
	6.5%
	-1.7%

	Quintile 2
	7.5%
	8.6%
	-1.0%

	Quintile 3
	8.5%
	9.7%
	-1.2%

	Quintile 4
	9.4%
	11.9%
	-2.5%

	Richest
	13.9%
	19.3%
	-5.4%

	Total
	44.1%
	55.9%
	-11.9%

	Hospitalized in the last 2 weeks

	Poorest
	2.3%
	6.1%
	-3.8%

	Quintile 2
	5.3%
	10.7%
	-5.3%

	Quintile 3
	5.3%
	7.6%
	-2.3%

	Quintile 4
	9.9%
	16.0%
	-6.1%

	Richest
	16.0%
	20.6%
	-4.6%

	Total
	38.9%
	61.1%
	-22.1%

	Ever been vaccinated

	Poorest
	9.7%
	9.2%
	0.5%

	Quintile 2
	9.8%
	9.9%
	-0.1%

	Quintile 3
	9.8%
	10.1%
	-0.3%

	Quintile 4
	9.9%
	10.1%
	-0.1%

	Richest
	11.0%
	10.5%
	0.4%

	Total
	50.2%
	49.8%
	0.5%


9.3.4. Policy Implications

Given the current regressive nature of the public subsidy flowing to the health sector in Rwanda, several reallocations and policy changes could be decided to improve the benefit incidence of the public subsidy for the poor and women, and, consequently, to improve the health status of the overall population. Given the limited public subsidies on health, the first step should be to reallocate part of the referral hospitals’ subsidies to the health center and district hospital levels as most of the health problems of the population can be treated at the latter levels of care. 

The development and use of a resource allocation formula that takes into account the need for more income to be spent on prevention rather than treatment would well improve the skewed distribution of the public subsidies. A significantly larger proportion of the public subsidies are spent on tertiary care as opposed to primary health care, and yet the poor have a far greater need for the latter basic health care. Access to tertiary care is often skewed towards the better off due to the high cost of care at this level. The share of public subsidies targeted towards primary health care services needs to be revised to cater for the major morbidity causes. Public subsidies should be targeting the poor and women instead of benefiting to those who use the most health care services. Different ways of targeting the poor and women and of setting up cross-subsidies exist and should be examined carefully to see which ones would be the more appropriate in Rwanda. 

Most public subsidies on health currently flow to the referral hospitals where the services delivered have little to no impact on the health status of the population. Key interventions that need to be subsidized can easily be defined, based on the burden of disease in Rwanda and knowing that women are most likely to need health care services than men. These interventions would include, among others, reproductive health (to increase the utilization of FP for instance, as it is a HSSP and EDPRS priority), prevention activities, maternal and child health and sensitization through behavioral change campaigns. 
Finally, the latter analysis on the impact of gender on the benefit of public subsidy revealed that the poorer a woman is, the more gender is likely to be a barrier in accessing health care services and in benefiting from the public subsidy. Major efforts are therefore needed to target women, especially from the poorest quintiles, in order to make sure that they receive the health services they need, no matter their economic situation or geographical location. 
10. Health mutuelles
Ever since the reintroduction of the cost recovery policy in 1996, with all its implications for constraints to the financial accessibility of health care, a political vision has taken hold in Rwanda whereby every citizen and every person living in the country should be covered by health insurance. An incremental approach has been followed to create a framework for the development of a policy for promoting health mutuelles to cover categories of the population employed in the rural and informal sectors. Over the last three years, Rwanda has capitalized on the initial phases of experimentation and adaptation to launch the nationwide expansion of health mutuelles. Many efforts have been undertaken around the country to support the expansion of health mutuelles. The efforts undertaken at the strategic level are discussed in section 10.1, while section 10.2 summarizes the expansion efforts undertaken at the technical and operational level. 

Through these efforts, Rwanda has expanded health insurance coverage from less than 7 percent of the population in 2003 to more than 70 percent in 2006 and 2007. Rwanda now possesses a basic health insurance infrastructure based on 403 mutuelle sections and 30 district health mutuelles that have transformed the resource allocation mechanisms in the health sector. This basic infrastructure serves not only to shield households with the capacity to pay from the financial risks associated with illness, but also serves as a basis for new arrangements for distributing subsidies in the health sector to provide coverage for indigents and vulnerable groups, including persons living with HIV. The bulk of the financing for health mutuelles comes from household dues, with support from the government and external partners. These results, unprecedented in Sub-Saharan Africa, are summarized in section 10.3. The impact on the utilization of health services is also summarized, based on the results of earlier studies and the analytic results presented in Chapter 3 of this report.

However, Rwanda will need to surmount a number of challenges to ensure the sustainability of the benefits of widespread coverage against illness-related financial risks. A number of challenges will have to be met in the area of health mutuelle governance so as to promote greater ownership of health mutuelles by the general population. Furthermore, the internal management and oversight capacities of health mutuelles have been sorely tested by the speed and scope of the effort to expand health mutuelles. The gaps in health mutuelle governance and management capacities will have to be bridged in the coming years in order to promote the institutional viability of health mutuelles. Rwanda will also need to strengthen the financing mechanisms for health mutuelles, as well as the mechanisms for subsidizing expansion of the benefits packages of health mutuelles and coverage of indigents and vulnerable groups, and thereby promote the financial viability of health mutuelles in the country. These challenges in regard to viability are implicit in the discussion of health mutuelle expansion efforts and results in the first three sections of the chapter; they are summarized more explicitly in section 10.4.

10.1. Strategic Support

10.1.1. Legal and Institutional Framework
 To face the challenge of the financial accessibility of health care noted since reintroduction of the cost recovery policy in 1996, a political vision has taken hold in Rwanda whereby every citizen and every person living in the country should be covered by health insurance. To give concrete expression to this vision, the Government of Rwanda adopted a deliberate strategy to promote various health risk pooling mechanisms appropriate for different segments of the population. A social insurance scheme, Rwandaise d’Assurance Maladie (RAMA), was instituted in 1999 to cover employees of the central government and the national police, teachers, prison guards, and employees of parastatal corporations; a health insurance scheme for the military was set in place later, in 2005. Other types of commercial insurance have also been promoted to cover other categories of personnel in the formal sector of the economy. Development of the policy on the establishment of health mutuelles in Rwanda falls within the framework of the broader policy to promote health insurance.

For the majority of the population employed in the rural sector and the informal sector, an incremental approach was followed for the development of health risk pooling mechanisms. In 1999 the Ministry of Health launched a health mutuelle experiment in three pilot districts. Then, starting in 2001, this period of experimentation was followed by attempts to adapt the institutional arrangements for health mutuelles to the environment of administrative and political decentralization and by early efforts to expand health mutuelles to other districts of the country. In the absence of an explicit policy framework for coordinating the initial efforts of adaptation and expansion, there was then a proliferation of local policies and incentives, initiated by local authorities of all categories (political groups, associations, etc.), to motivate the population to join health mutuelles: for example, by linking health mutuelle membership to civil status services, microcredit, etc. These initiatives gave impetus to the development of health mutuelles and contributed to the growth of social demand for nationwide expansion of health mutuelles.

The policy formulated in 2005 reflected the political commitment and the growing social demand for the expansion of health mutuelles. The basic objective of the policy to develop health mutuelles is to support rural and informal sector communities, as well as districts, in the creation of health mutuelles that will provide them with equitable access to high-quality health services. The 2005 policy aims to coordinate the development of health mutuelles around the country by fostering harmonization of the efforts to organize and expand health mutuelles. This harmonization process has focused on the main parameters of health mutuelles: benefit packages, dues, risk management mechanisms, subsidization mechanisms, organizational structure, and the administrative and financial management system and tools. The policy on the standardization of health care fees, published in 2005, has helped strengthen the process of health mutuelle harmonization.

The health mutuelle development policy is built around five strategic pillars that undergird the support systems for setting up and monitoring health mutuelles: strengthen the legal and regulatory framework for health mutuelles; strengthen the institutional framework; strengthen the financing mechanisms for health mutuelles; strengthen the partnership frameworks with health mutuelles; and strengthen national and district capacities in regard to mutual insurance. Implementation of these strategies, as we shall see in the sections below, has broadly contributed to a rapid expansion of health mutuelles.

The community-based health insurance experimentation phase relied on a legal framework dating back to the colonial period: the decree of April 15, 1958 regulating mutual organizations. To provide the health mutuelles with a more specific legal status, more in keeping with current realities in the country, it was deemed more appropriate to strengthen the legal and regulatory framework for health mutuelles. A bill to establish health mutuelles and define their operations and management was adopted by the Council of Ministers during its session of October 5, 2005 and sent to the Parliament for review and adoption. The National Assembly then voted in favor of the law on health mutuelles, but the law has yet to be promulgated. In anticipation of its promulgation, however, the Minister of Health issued a directive in 2006, which covers the provisions of the law, to ensure coordination of health mutuelle expansion interventions (see Box 3 on the organization of health mutuelles in Rwanda). 

The bill calls for setting up a national union of health mutuelles, a nonprofit institution with legal status, composed of all district health mutuelles. The national union would represent and defend the collective, legal, and material interests of district health mutuelles at the national level and would promote a sharing of experience and cooperation among district mutual institutions. However, this union is not yet in operation. 

At the central level, a Health Mutuelle Technical Support Unit (CTAMS) has been set up under the secretary-general of the Ministry of Health. The role of CTAMS is to provide support for the development of health mutuelles, by contributing to policy formulation and strategy development in regard to health mutuelles and by taking charge of health mutuelle monitoring and evaluation. In addition, CTAMS is responsible for the development, updating, and dissemination of management, monitoring, and training systems and tools. The unit carries out studies and action-research activities, disseminates the results, and identifies, documents, and disseminates best practices. The team charged with day-to-day management of CTAMS is composed of a coordinator, a training research and planning officer, an accountant, a computer scientist, a project manager, a monitoring and evaluation officer, and an inventory administrator. 

Box 3: Organization of health mutuelles in Rwanda

	The current structure of health mutuelles anticipates to some extent the organizational structure proposed in the bill that still awaits promulgation. Unlike community-based health mutuelles that are the property of their members and are set in place and autonomously managed by them, similar to organizations of the associational movement, Rwanda’s community-based health mutuelles are health insurance schemes actually based on the district: a district-based partnership between Government and the community. The health mutuelles are in fact now structured around their district: thus there are 30 district health mutuelles in Rwanda that possess legal status. 

In other words, the unions of health mutuelles that were set in place to provide support for pooling the risks and strengthening the capacities in each district have been transformed into district health mutuelles. Each district mutual institution is composed of as many health mutuelle sections as the number of health centers or sectors: community-based health mutuelles, which existed autonomously under the provisions of the Decree of April 15, 1958, have become integral units of the district health mutuelle, called “health mutuelle sections.” 

Although this reform has legally centralized health mutuelles at the district level, mutual organizations remain highly decentralized in Rwanda. The district health mutuelle has two bodies: a board of directors and management. The mandate of the board of directors includes general supervision of the management and monitoring of health mutuelle operations. The partnership between Government and the community is reflected in the board of directors, which is composed of seven persons: a district representative, two representatives of health mutuelle sections working in the district, a representative of district associations, a representative of religious denominations, a health facility representative, and a sector representative. Members of the board of directors are elected to a three-year term and may be reelected only one time consecutively.

The health mutuelle section has a management committee composed of five persons: a president, a vice-president, a secretary, and two councilors who are each from a different sector. Members of the management committee are elected to a two-year term and may be reelected just one time consecutively. In addition to the management committee, each health mutuelle section has a permanent manager charged with day-to-day management and regular monitoring of the activities of the health mutuelle section. 

In addition, at the sector, unit, and village (Umudugudu) level, there are mutual committees for awareness-raising, once again composed of five persons including a president, vice-president, secretary, and two councilors. Apart from awareness-raising, the mutual committees at the sector, unit, and village level are charged with identifying, validating, and transmitting lists of indigents at the health mutuelle section and district level. 


CTAMS also has an oversight body with the following membership: a representative of the Ministry of Health, a representative of the Ministry of Local Administration, Community Development, and Social Affairs, a representative of the Ministry of Finance and Economic Planning, a RAMA representative, an MMI representative, a representative of RALGA (Rwanda Association for Local Government Authorities), a representative of FARG (National Fund for Assistance to Survivors of Genocide and Massacres in Rwanda), a representative of district mutual institutions, and a donor representative. These members of the CTAMS oversight committee are appointed by ministerial decree. 

At the central level, there are also a number of external partners who assist the Ministry of Health in the execution of its health mutuelle development policy. These include, in particular, the Global Fund, USAID, GTZ, BTC, ILO/STEP, the Netherlands development agency, the Swiss development agency, the European Union, the World Bank, WHO, and UNICEF. The Working Group on Health mutuelles, set up in 2005 by the Ministry of Health and these partners as part of the Health Cluster, provides a framework of consultation for discussing the goals and assistance needs of health mutuelles. Apart from strengthening the institutional capacities of the Ministry of Health/CTAMS, these partners provide technical and financial assistance for mutual initiatives in their respective target areas.

Cooperation with external partners in the health mutuelle field has enabled the Government and the Ministry of Health to save time in implementing financing mechanisms to support health mutuelles since 2006 at the national and local levels through the establishment of a national solidarity fund, called “national risk pooling,” and district-level solidarity funds, called “district risk pooling.” Through these financing mechanisms, internal government financing and support from external partners contribute to expansion of the benefit packages of health mutuelles and coverage for indigents and vulnerable groups, including persons living with HIV. The solidarity funds play a balancing role which makes it possible to subsidize health mutuelle beneficiaries and facilitate access on comparable terms to the guarantees enjoyed by beneficiaries of social insurance schemes such as RAMA. The financing for the solidarity funds is discussed in the following section.

Internal actors include the mutual management committees (Box 3), the districts, and other local political and administrative entities including the sector, the unit, and the villages, care providers, and NGOs. The districts, sectors, units, and villages play an important role in the development of health mutuelles. Their involvement stems from a deliberate strategy on the part of mutual actors, designed to benefit from their mobilization capacities in raising general awareness: this is the reason why mutual committees have been formed at the sector, unit, and village level, the roles of which are summarized in Box 3. In addition to the political support that involvement in health mutuelle development affords them, the sources of motivation for district actors to support the development of health mutuelles have been strengthened by the performance contract which the President of the Republic signed with local authorities: in fact, the rate of health mutuelle membership among target populations is one of the performance evaluation indicators for districts. 

Health care providers are key partners in the development of health mutuelles. It is not unusual to find a representative of health care providers on the management committee of a health mutuelle section, playing much more the role of advisor and never the role of manager. Moreover, each health center has made furnished facilities available to the health mutuelle section working in the surrounding area, to serve as the health mutuelle’s office. Providers are also involved in mobilizing the population to join health mutuelles. 

Many other NGOs are involved in supporting the development of district-level health mutuelles and health mutuelle sections. In addition to technical assistance (support in the areas of supervision and training), these NGOs are increasingly involved in health coverage for indigents by subsidizing their membership in health mutuelles. In reality, these local initiatives by NGOs to extend coverage to indigents through the health mutuelles during the experimentation and adaptation phases provided the experiential framework that made it possible to expand the coverage of indigents through health mutuelles nationwide. The resource mobilization role of local microfinance institutions is summarized in the following subsection. 

In the current context of health mutuelle operations in Rwanda, consultation between actors takes place at several different levels. Consultation between the Ministry of Health and its external partners within the framework of the Working Group on Health mutuelles, cited above, represents the first level of consultation. Another level of consultation takes place through forums, such as the evaluation workshops and meetings organized at the national or health mutuelle district/section level: CTAMS does in fact organize a health mutuelle evaluation workshop with health directors and other health professionals, although unfortunately this workshop is not expanded to include other community actors involved in management and mutual members. 
Formal frameworks of consultation between mutual actors of all stripes do not yet exist: this is one of the weak links of the support mechanism set up in connection with the expansion of health mutuelles in Rwanda. Furthermore, communication between actors suffers from the nonexistence of periodicals, reviews, or newsletters on mutual matters which would at least provide some level of information, exchange, and sharing of experiences and best practices. 
10.1.2. Resource Mobilization

In line with the strategic goals set forth in the health mutuelle development policy concerning the strengthening of health mutuelle financing mechanisms and health mutuelle partnership frameworks, substantial progress has been achieved in terms of mobilizing human and financial resources.

The Government of Rwanda, through the Ministry of Health, grants a budget each year to support the strengthening of health mutuelles. This budget covers the operations of and support for the national health solidarity fund, referred to as “national risk pooling.” The operating budget is in the vicinity of RwF 198,849,220
 and falls primarily under the following headings: document printing and publication (75 percent of the budget), office supplies and printed materials, fuel and lubricants, travel and mission expenses, vehicle rentals, advertising and radio programs, seminars and conferences, professional training, supervision, and consultants’ fees. The financial contribution to the national solidarity fund, which was set up to provide co financing of the district hospital complementary package (PCA) and the national hospital package (PTA) for mutual members, comes to approximately RwF 400 million. 
In addition, in 2005 Rwanda negotiated major financing through the Global Fund, as part of the fifth round of negotiations, to strengthen its health system, including the health mutuelles. Thus a grant of US$ 33,945,080 was awarded to Rwanda, mainly for the purpose of subsidizing, over a period of years, coverage of the complementary package of activities at district hospitals on behalf of mutual members, and for ensuring coverage of persons living with HIV through the health mutuelles. Within the framework of this project, called Health System Strengthening (HSS), from a first installment of US$ 14,322,867 awarded for the period running from January 1, 2006 to December 31, 2007, CTAMS received US$ 9,127,071, i.e. 63.72 percent of the total figure.

This financial support from the Government and the Global Fund has made it possible to expand the package of services offered to mutual members and make it more comprehensive (MPA, PCA and PTA). The financial support of the Global Fund, and a long list of other donors, has also made it possible to cover health mutuelle membership for some 803,500 indigents and 138,000 persons living with HIV each year. The bill calls for mechanisms to ensure the sustainability of financing for indigents and for the hospital package based on national pooling, including: budget contributions from the central government and local governments, contributions from the social insurance schemes at a rate of 1 percent of their monthly returns, and contributions from commercial insurers at a rate of 1 percent of their annual returns. Other financing mechanisms, including trust fund mechanisms, are now being studied as a way to contribute to the sustainability of financing for subsidies to expand the benefit packages for indigents and vulnerable groups.
As we shall see in section 10.3, the bulk of the financial resources of health mutuelle sections do however come from household contributions and the payment of annual dues by health mutuelle beneficiaries. In addition, a major portion of the resources of the district solidarity funds comes from contributions from the health mutuelle sections. These issues, which have important implications for the financial viability of the health mutuelles, will be discussed in greater detail in section 10.4 on the challenges to viability. 

The networks of decentralized financial institutions, including the banques populaires, also play an important role at the local level in mobilizing and protecting health mutuelle resources. In a number of districts, local partnerships have emerged between health mutuelles and microfinance schemes whereby the microfinance schemes pre-finance the dues of potential members, grouped into small associations, thus eliminating the bottleneck in the payment of annual dues in one installment for many households. Through these local partnerships, decentralized financial institutions help boost membership in health mutuelles and also facilitate the collection of health mutuelle dues. Finally, the density of the microfinance networks has provided opportunities to invest the resources collected by health mutuelles and generate an additional local source of revenue on top of membership dues. 

10.2. Technical and Operational Support

In Rwanda, capacity building for local actors involved in setting up, managing, and monitoring health mutuelles began in 1999 with the introduction of health mutuelles in the former pilot health districts of Byumba, Kabgayi, and Kabutare
. The participatory approach underlying their design and implementation led to capacity building for a number of actors: members of the steering committee at the local level, representatives of the health mutuelles and their unions, local elected officials, health care providers, opinion leaders, and representatives of local nongovernmental organizations. At the end of the pilot phase, this pool of human resources contributed to the consolidation of existing health mutuelles and the expansion of health mutuelles in other parts of the country. Successively in 2000,
 2001,
 and 2003
, these key actors met in forums organized to define the strategic thrusts of health mutuelle development in Rwanda. This process culminated in 2004 in the development of a Health Mutuelle Support Program (PAMS), the basis of the policy paper on health mutuelle development, adopted by the Government in 2005. These human resources also served as the basis for strengthening the technical capacities of actors involved in the expansion of health mutuelles in Rwanda with the assistance of certain external partners. 

10.2.1. Training on the Development of Health mutuelles
Capacity building in matters pertaining to mutual organizations is one of the five pillars of intervention of the health mutuelle development policy. To that end, the strategy advocated has been to follow a process of cascading training of national trainers and district trainers, in order to support the capacities of mutual committees of the sectors, units, and villages (Umudugudu) in regard to the development and management of health mutuelles.

The training activities were supported by the development of a cadre of national trainers with the technical support of PRIME II in June 2004
. This core group of national trainers included some thirty participants coming at the time from the 11 former provinces of the country and the Office of the Mayor of the City of Kigali: managers of health mutuelles and federative bodies, health officers at the provincial level, and representatives of decentralized administrative entities and other support structures (NGOs). To further build the capacities of the national trainers and expand their ranks, other training activities were carried out in 2005 by the Ministry of Health, with the financial and technical support of partners such as ILO/STEP, GTZ, and Intrahealth. To the initial core group of 30 national trainers were added 25 other resource persons in charge of health in the new context of administrative decentralization. 
The expansion of health mutuelles in new districts has relied on this cadre of national trainers within their respective target areas. Provinces or districts receiving financial support have been able to carry out successfully the process of cascading training by placing district trainers in districts such as Muhanga and Rubavu. However, in other districts there is, strictly speaking, no core of district trainers: instead, national trainers originally from these districts are called upon to support directly the process of developing and monitoring health mutuelles. Thus, as a result of the large territorial expanse of the districts and the scope of the tasks, decentralization and proximity of technical assistance have not taken hold in these districts. 
One of the areas in which the need for capacity building is deeply felt, not only by national trainers but also by district trainers and health mutuelle managers, is the financial management of health mutuelles. Indeed, on several occasions these different actors have expressed their need for training in accounting to ensure better monitoring of the health mutuelles.

10.2.2. Administrative and Financial Management Systems and Tools

The administrative and financial management system of health mutuelles in Rwanda has steadily evolved in step with a variety of internal and external changes, caused in particular by the restructuring of the territorial framework pursuant to political and administrative decentralization reforms; the harmonization initiatives put forth under the health mutuelle development policy of 2005; and the launching of the subsidization policies in 2006. In addition, the formation of new management bodies at the district, sector, unit, and village levels, in line with the new way in which health mutuelles were to be structured, required further adaptation of the administrative and financial management system.

The administrative and financial management system is based on a set of processes and tools that are used for recording and identifying beneficiaries and for monitoring membership dues and health care service delivery. These administrative management tools are supplemented by a set of accounting and financial management tools: cash book, bank book, budget, statement of changes in financial position, income statement, and balance sheet. All these management tools are produced and distributed free of charge to health mutuelle sections by CTAMS, with financial support from the Government’s current budget. Each month, the managers of the health mutuelle sections fill out a summary report and send it to the district and to CTAMS so that they can monitor the health mutuelle sections. 

With support from the project Assuring Access to Quality Care, financed by the Global Fund, a number of health mutuelles in Rwanda have acquired computers since 2006. In fact, all 30 district health mutuelles and 176 health mutuelle sections have received one complete computer to facilitate data processing and day-to-day management of their health mutuelles. The computerization of health mutuelles is under way, with technical support from ILO/STEP, which is implementing its Management Assistance Software (MAS) in three health mutuelle sections (Gisagara, Bugesera, and Kabusunzu), prior to general implementation of the software in all the health mutuelle sections and district health mutuelles. 

In recent years, substantial progress has been made in strengthening the administrative and financial management system of health mutuelles in Rwanda. However, much remains to be done in terms of building management capacities. At the present time, the computerization system is not in operation and there are many gaps in the monitoring of health mutuelles. Not only are the management tools poorly filled in, but also the summary reports are rarely sent on time at the end of each month, since data compilation is a cumbersome task to perform manually. Given the large size of the health mutuelle sections, the computerization of management functions should be systematized: to date, however, only 44 percent have computers. Furthermore, there is a need to build the capacities of health mutuelle managers in regard to the use of computers and management software. Such training is of critical and urgent importance in order to capitalize on the opportunities provided by computers to improve the management and day-to-day monitoring of health mutuelles. 

In addition to computerization at the central level to facilitate the monitoring of district health mutuelles and health mutuelle sections and the compiling of data to produce statistics on the monitoring indicators for health mutuelles, computerization should also be used to make management of the mutual system more effective overall. Thus, for example, the use of management tools at the central level should be computerized to avoid reported stock-outs; the same system should be replicated at the district health mutuelles and in the health mutuelle sections in order to avoid fraud and abuse in the issuing of membership cards and the collection of membership dues. 
10.2.3. Training of Health Mutuelle Managers

The health mutuelle expansion process has been supported by an intensive training initiative for managers of district health mutuelles and health mutuelle sections in order to upgrade their skills and knowledge in managing and monitoring health mutuelles. In 2006 it was reported that 340 managers
 were trained in the administrative and financial management of health mutuelles. 

Special emphasis has been placed on building the capacities of the new bodies charged with managing and monitoring health mutuelles at the district level, in line with the organizational restructuring of health mutuelles. Thus in April 2006 all the directors (30) of the district-level Health, Family, and Children’s Rights Units (Unité Santé et Famille et Protection des Droits de l’Enfant or USF), who have the monitoring of district health mutuelles as part of their mandate, received training. Following the recruitment of technical professionals for health mutuelles, training was organized for them in July 2006 to enable them to monitor effectively all the activities of health mutuelles in the districts, including the management of risk pooling, the monitoring of health care delivery in the hospitals, and the supervision of health mutuelle sections. Those responsible for monitoring health care delivery in the referral hospitals were also included in this training. 

All these efforts are laudable and should be continued, because the managers of the district health mutuelles and the health mutuelle sections need additional training, retraining, and capacity building in order to improve the management of health mutuelles. Nevertheless, the management training efforts still remain inadequate. In fact, not all the health mutuelle sections have received such training. Furthermore, as a result of their large size, a number of health mutuelle sections have several managers. In addition, the other members of the executive board who participate in the day-to-day management of health mutuelles should receive training. The lack of regularity in transmitting data at the central level could be due to the incompleteness of the data and/or the difficulty in reporting the data because of weak management capacities in the health mutuelle sections. Finally, the capacities of health mutuelle committees, recently formed at the unit and village (Umudugudu) level and entrusted with an important role in the chain of collecting and transmitting member data, as well as in local awareness-raising, should also be strengthened, by organizing specific training sessions for them. 
10.2.4. Training of Health Care Providers
Health care providers are key partners and have consistently been involved in all the different phases of setting up health mutuelles in Rwanda. The training sessions organized for board members and managers of health mutuelle sections also include health care providers from health centers and district hospitals. 

In preparation for the introduction of risk pooling and expansion of the package of services covered by health mutuelles to include the comprehensive PCA and PTA in 2006, training was organized for the medical directors of hospitals in May 2006, in order to explain how pooling works and thereby secure their collaboration in launching coverage of health care for mutuelle members in the hospitals. However, to strengthen the level of collaboration with the entire staff of health facilities, it would be useful to organize periodic working sessions in the hospitals and health centers with the participation of health mutuelle resource persons, such as the technician in charge of the district health mutuelle. These meetings could also be held in conjunction with supervisory missions or consultancies. 

10.2.5. Development of Awareness-Raising Programs and Tools 

The programs to raise awareness of health mutuelles focus mainly on the production of educational materials and the broadcasting of radio and television shows and advertisements on health mutuelles. The Kinyarwanda-language guide for raising awareness of health mutuelles was revised in 2006 to reflect the organizational restructuring of health mutuelles and changes in the responsibilities of management bodies. This guide, which elaborates on the operational arrangements and other basic parameters of health mutuelles in Rwanda, is indeed a valuable tool for popularizing health mutuelles. It could be further enriched by incorporating adult-learning methods and simulations based on experiences and best practices in progress. It would also be appropriate to publish this awareness-raising guide in brochure form in multiple copies and to distribute it at all health mutuelle sections. 

In terms of IEC materials, there is not much that exists at this point. A cartoon to popularize the “Sinamenye” health mutuelle was produced in 2003; the plan was to produce television programming on Sinamenye to help raise awareness in the health centers/districts, but this did not happen. Given the scope of expansion of health mutuelles, it would be useful to produce and publish other cartoons and/or brochures on other important themes and issues relating to health mutuelles as a way to strengthen the awareness-raising activities. 

The awareness-raising program in Rwanda relies heavily on audiovisual methods. Awareness-raising ads on health mutuelle membership are broadcast on national radio, at least every two months, at a frequency of three times a day: morning, noon, and evening. In addition, there is a weekly radio program on health mutuelles, plus a television show that is broadcast every two weeks. 

Numerous other activities to promote and raise awareness of health mutuelles are carried out around the country and at the national level. In the latter instance, the Minister of Health occasionally organizes an annual event on mutual organizations at which prizes are awarded to the best performing health mutuelles. 

10.2.6. Monitoring and Evaluation

The health mutuelle development plan adopted in 2005 laid out a three-year program (2005-2007) to accompany the process of setting up health mutuelles throughout the country. The option of gradual programming and expansion embraced in early 2003 was soon abandoned in favor of a headfirst approach: once the model and supporting tools were developed, the free reins of local leadership made all the difference. The competitive spirit, reflected in performance contracts, and the electoral promises of local authorities quickly resulted in an expansion of health mutuelles throughout the country. Subsidization of the hospital package and the mobility of health care boosted the appeal of health mutuelles and contributed to an increase in membership in 2006 (see section 10.3 on the results). By the end of 2006, 98 percent of health mutuelle sections had already been set up, i.e. 392 of 398 health mutuelle sections; and since June 2007 all 398 health mutuelle sections have been in place. This extension is laudable, since it enables a very large majority of the population of Rwanda to have easy access to a comprehensive package of quality health care. 

However, the rapid proliferation and virtually nationwide expansion over a short period of time, the risk of collapse due to poor management, the lack of an effective communication and information technology, and the political sensitivity of the system pose a serious challenge in regard to internal monitoring and evaluation capacities. Monitoring of the health mutuelle sections and of the district mutual institution is handled by the manager of the district mutual institution, in collaboration with his/her board of directors. CTAMS assists the districts in monitoring the district mutual institutions. Evaluation of the district mutual institutions falls to the Ministry of Health or the Ministry of Finance and Economic Planning. 

Supervisory missions are organized periodically by CTAMS officials at the district health mutuelles and the health mutuelle sections throughout the country, in order to evaluate the activities performed, identify with local actors the problems faced by health mutuelles, and search together for strategies to solve these problems. This is also an opportunity for the supervisors to verify the statistics compiled and sent to the district health mutuelles and the central level by the sections. Because of a staff shortage at CTAMS, the frequency of the supervisory missions is very low, with just a single supervisory mission per district each year. In 2006 it was reported that a supervisory mission was organized for 100 health mutuelle sections, i.e. one third of all health mutuelle sections. At the central level, this number could be sufficient, since the efforts by the central level should be taken over by the district-level mutual entities. At the end of each year, CTAMS organizes an evaluation workshop with health mutuelle managers, the most recent of which was held in January 2007, to assess the results achieved and to identify priorities for the coming year.

The district health mutuelles should organize, if possible, quarterly supervision of their health mutuelle sections. Prioritized administrative, technical, and supervision reports are useful for monitoring key indicators such as: membership rates, cost of health care services, health service utilization rates, and the financial position of health mutuelles. Due to the intense amount of activity in forming health mutuelles over the last three years and setting up the management system in most of the health mutuelles, it has not been possible in very many cases to carry out these activities related to monitoring and evaluation, which are however of vital importance to the viability of mutual organizations.  
Supervision should be well prepared, structured, and carried out with some continuity. To that end, it would be appropriate to harmonize the supervision schedule nationwide and to have in each health mutuelle/health mutuelle section a book or register of supervision in which the problems identified, the solutions provided, and the monitoring to be done at upcoming supervisory missions should all be recorded. The capacities of the districts’ internal auditors, whose efforts to audit health mutuelles are increasingly deserving of praise, should be further strengthened. 
These efforts could be backed by the development of an Internet-based information system, which is now under discussion. The plan is for each health mutuelle section to have its own data base, accredited and organized by each health mutuelle and by the central level. This system could support the introduction and widespread utilization of the management software now being tested. 

10.3. Results of Health Mutuelle Expansion

The results of health mutuelle expansion are summarized in this section based on the number of mutual organizations set in place, membership in health mutuelles, inclusion of indigents and vulnerable groups, and resource mobilization. The results of an analysis of recent data on the impact of health mutuelle coverage on behaviors related to seeking and utilizing health care are presented in Chapter 4: these results will be combined with the results of earlier studies in order to summarize the impact of health mutuelles on access to health care. Available information concerning the impact of health mutuelles on health facility financing will also be summarized. 

10.3.1. Health Mutuelle Coverage
From one health mutuelle in 1998, the number of health mutuelles rose to 55, beginning in 1999, when pilot testing was initiated in the former health districts of Byumba, Kabgayi, and Kabutare
. In each of these former districts, a federation of primary health mutuelles was established to handle the functions of risk pooling, social intermediation, and technical support on behalf of the primary health mutuelles. Starting in 2001, an adaptation and expansion phase spread health mutuelles into the former health districts of Bugesera (10 health mutuelles) and Ruli (10 health mutuelles) in the former province of Kigali Ngali, as well as other provinces of the country. This initial adaptation and expansion phase boosted the number of health mutuelles in the country to 88 by 2003.

However, it was in 2004 that the pace of health mutuelle expansion picked up: the number of health mutuelles grew by a factor of 2.5 in a single year, climbing to 226 health mutuelles nationwide (Table 10‑1). The pace of setting up new health mutuelles was then maintained in 2005, when the number of health mutuelles increased to 354: thus by the end of 2005, 97 percent of the 366 existing health centers in the country had a partner health mutuelle. As of August 2007 each of the 403 existing health centers has a partner health mutuelle, now called a “health mutuelle section” under the new institutional framework for mutual organizations. Furthermore, each of the country’s 30 districts has a district health mutuelle which, on average, is linked to 13 health mutuelle sections.

Table 10‑1: Growth in the number of health mutuelles (2003-2007)
	
	2003
	2004
	2005
	2006 (b)
	2007

	Number of health centers
	347
	353
	366
	382
	403

	Number of health mutuelle sections
	88
	226
	354
	392
	403

	Number of district health mutuelles
	(a)
	30
	30
	30
	30

	Target population
	7,934,929
	8,157,555
	8,376,993
	8,607,399
	8,779,577

	Number of health mutuelle beneficiaries
	555,445
	2,202,539
	3,685,876
	6,283,401
	6,496,887

	Membership rate (%) in health mutuelles
	7
	27
	44
	73
	74

	Reference date 
	End of December
	End of December
	End of December
	End of November
	End of August


Notes:

a. Before the district health mutuelles were set up, health mutuelle federations had existed in health districts since 1999 and later in administrative districts. 
b. For 2006, the table shows more health mutuelle sections than health centers. The reason for this is that the health centers counted in the table are the health centers that have health information system codes from the Ministry of Health. This means that for 2006 there are ten health centers that were operational but did not yet have a code.
Membership in health mutuelles also struck a sustained rate of growth. In 2003 the number of health mutuelle beneficiaries came to slightly more than a half million, i.e. 7 percent of the target population. As a result of the accelerated expansion of health mutuelles and the strengthening of existing health mutuelles in 2004, the number of beneficiaries climbed dramatically to 2.2 million, or 27 percent of the target population.

Based once again on administrative data, the number of health mutuelle beneficiaries grew to 3.7 million in 2005, thus boosting the rate of membership in health mutuelles to 44 percent of the target population. For the year 2005, DHS 2005 estimated health insurance coverage at 42 percent for women from 15 to 49 years, while EICV 2005 estimated the rate of coverage at 44 percent for the entire population.

The year 2006 was marked by a dramatic change in the expansion of health insurance coverage through health mutuelles. Between January and May 2006, the number of health mutuelle beneficiaries increased little by little from 3.1 million to 3.9 million. Starting in June 2006, however, health mutuelle membership grew dramatically to 5.2 million beneficiaries, climbing to more than 6 million beneficiaries by the end of the year, i.e. close to 73 percent of the target population. 

This dramatic growth was attributed to the June 2006 implementation of the policy of subsidizing the expansion of health mutuelle benefit packages through the risk pooling mechanisms of the national solidarity fund and the district solidarity funds and the policy of subsidizing indigents: these measures did indeed heighten the appeal of the health mutuelle benefit packages. In fact, with the vote on the health mutuelles law by the National Assembly, the directive from the Ministry of Health, and the establishment of the national solidarity fund, 2006 was a year of important milestones in the process of institutionalizing health mutuelles within the health financing mechanisms of Rwanda. The fact that the membership rate remained steady at 74 percent of the target population in 2007 appears to reflect the stabilizing effects of the implementation of the subsidization and risk pooling policies. 
Figure 10‑1 summarizes the variation in health mutuelle membership rates between different districts in 2006 and 2007. In 2006 one of every two districts had a health mutuelle membership rate of at least 73 percent, and one of every three districts had a membership rate of at least 80 percent of its target population. 

Figure 10‑1: Health mutuelle membership rates by district (2006-2007)
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Many districts achieved a major increase in their membership rates between 2006 and 2007, e.g. the districts of Ngoma, Nyarugenge, Bugesera, and Kayonza. Others, however, showed a significant decrease: Rutsiro, Karongi, and Rubavu. Still, in both 2006 and 2007, the variation in membership rates between districts was relatively low overall: the coefficient of variation was approximately 17 percent in 2006 and 16 percent in 2007. 
10.3.2. Coverage of Indigents and Persons Living with HIV

In view of the significant scope of indigence following the war of 1994, the reintroduction of user fees in the health sector in 1996 was accompanied by an exemption policy that allowed for free health care coverage in health facilities for persons identified as indigent by the local administrative authorities. The effectiveness of the exemption policies has always run into tensions between the burden posed by the high number of indigents, the necessity for health facilities to recover their costs, and the administrative costs for health care providers and for organizations, including a number of NGOs that finance health care coverage for indigents
.

Ever since the health mutuelle experimentation phase in 1999, however, coverage of indigents and group membership have been included in the provisions of the health mutuelles’ articles of association and in their management system and tools: it was anticipated that each health mutuelle could provide coverage to indigents, up to a level of 5 percent of its beneficiaries, from its own resources. Accordingly, some health mutuelles with good credit standing began very early to provide coverage to indigents, using the interest generated by placing members’ dues in banks. 

In addition, certain NGOs such as CARITAS, which had long been providing coverage to indigents through health care providers, seized the opportunities offered by the institutional arrangements of health mutuelles to ensure coverage of indigents, widows, and orphans. Lastly, NGOs active in providing socioeconomic support to persons living with HIV seized the opportunity of group membership to finance health mutuelle membership for associations of persons living with HIV as a way to facilitate access to health care. In 2004-2005 it was estimated that between 200,000 and 290,000 indigents received health care coverage through health mutuelles, financed by some 15 donors
. 

Table 10‑2: Health mutuelle coverage by district (2006)

	Name of district
	Target population
	Number of health mutuelle beneficiaries

in November 2006

	
	
	Total number of beneficiaries
	Number of indigents
	Number of persons living with HIV

	Nyarugenge
	256,897
	147,690
	15,000
	30,778

	Kicukiro
	222,179
	171,078
	13,000
	12,623

	Gasabo
	345,329
	214,104
	25,000
	23,500

	Gakenke
	393,132
	279,270
	37,000
	1,111

	Burera
	335,299
	263,394
	24,000
	2,270

	Gucumbi
	393,132
	334,162
	39,500
	1,941

	Rulindo
	301,688
	274,536
	33,250
	1,190

	Musanze
	314,522
	185,689
	24,000
	3,004

	Rubavu
	313,899
	246,271
	18,000
	1,397

	Ngororero
	303,397
	217,230
	19,000
	3,317

	Nyabihu
	290,910
	229,819
	31,000
	2,891

	Rutsiro
	276,277
	274,542
	31,000
	1,557

	Karongi
	290,920
	250,376
	34,000
	2,441

	Nyamasheke
	336,477
	331,195
	33,000
	1,976

	Rusizi
	342,650
	287,867
	22,700
	1,145

	Nyanza
	253,455
	145,371
	27,000
	1,117

	Kamonyi
	300,759
	209,461
	22,000
	4,356

	Ruhango
	251,237
	168,454
	25,000
	2,982

	Huye
	242,619
	171,898
	25,000
	10,762

	Gisagara
	278,412
	210,827
	25,000
	1,780

	Nyamagabe
	308,780
	228,787
	28,000
	5,637

	Nyaruguru
	251,237
	179,953
	27,000
	5,370

	Muhanga
	368,960
	295,168
	28,000
	6,260

	Rwamagana
	213,766
	172,531
	28,000
	2,250

	Bugesera
	295,720
	179,294
	23,000
	3,663

	Kayonza
	239,349
	177,118
	26,000
	11,302

	Gatsibo
	260,774
	255,559
	26,000
	5,879

	Nyagatare
	276,533
	235,053
	29,000
	4,620

	Ngoma
	251,667
	108,217
	36,000
	2,640

	Kirehe
	248,743
	174,120
	24,000
	1,560

	Total
	8,758,719
	6,619,034
	798,450
	161,319


These practices emerging since 1999 at the local initiative of health mutuelles and NGOs provided the basis of experience that led to the development of the policy of providing coverage to indigents and persons living with HIV through the health mutuelles, supported by the national guarantee fund and the district solidarity funds set up in 2006 by the Government of Rwanda with the assistance of the Global Fund. Thus in 2006, of the 6.6 million beneficiaries covered by health mutuelles, 799,000 were indigents and 161,000 were persons living with HIV, whose health mutuelle membership dues were financed with the assistance of the Government, the Global Fund, and other financing sources. Coverage of indigents and persons living with HIV was practiced in all districts of the country in 2006 (Table 10‑2).

10.3.3. Resource Mobilization

The financing of health mutuelles has played an important role in the self-financing of health centers since the pilot experiments of 1999-2000. In 2003 for example, when the health mutuelle membership rates were below the membership rates of today, it was estimated that, on average, mutual financing contributed up to 51 percent of total community financing for health centers in the four former health districts of Kabutare, Kabgayi, Byumba, and Bugesera
. However, the contribution from health mutuelles to the financing of health centers climbed as high as 80 percent in the former health districts of Byumba and Bugesera where the membership rates were much higher.

Already in 2003, before membership dues were standardized and increased to RwF 1,000 per beneficiary per year, Figure 10‑2 below suggests that the development of health mutuelles not only increases the level of local resources mobilized per person, but also transforms the health care provider payment arrangements. Based on per capita levels of financing, the internal resources mobilized rarely went as high as RwF 300 in 2003 with membership rates below 15 percent in the same districts mentioned above. They gradually climbed to RwF 500 per person in health centers associated with health mutuelles where membership rates exceeded 40 percent. Furthermore, above a 20 percent membership rate, the proportion of prepayment mechanisms becomes preponderant in the payment arrangements of health centers: the proportion of health mutuelle reimbursement, in particular, combined with prepayment by the Government and other financing sources (external partners and NGOs). 
Figure 10‑2: Financing sources of health mutuelles for partner health centers, by rate of membership in the health mutuelle, for Kabutare, Kabgayi, Byumba, and Bugesera districts (RwF per capita) (2003)
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A review of health sector spending suggests that health facility revenues from households grew from RwF 4.3 billions in 2002 to 22.3 billions in 2007 (Figure 10‑3). As a result of the expansion of health mutuelles, the health centers captured the largest share of these greater resources coming from households. In other words, these additional resources went toward boosting the quality of services offered at local health facilities. 

Figure 10‑3: Internal health facility revenues ( RwF Millions) (2002-2007)
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Source: 2008 Public Expenditure Review.
After the dramatic increase in membership levels in 2006, local resources mobilized by health mutuelle sections became very substantial (Table 10‑3). In 2006 close to RwF 8.3 billion (roughly equivalent to US$ 15 million) was mobilized through the health mutuelle sections associated with the health centers. Of this total amount, RwF 6.6 billion (US$ 12 million), or 79.8 percent, came from membership dues; RwF 0.8 billion (US$ 1.5 million), or 9.6 percent, consisted of transfers from the national solidarity fund for coverage of indigents; and RwF 0.9 billion (US$ 1.6 million), or 10.5 percent, came from NGOs and copayments by health mutuelle beneficiaries. 

Table 10‑3: Revenues of health mutuelle sections (RwF) (2006)

	Name of district
	Membership dues
	Coverage of indigents
	Other revenues
	Total revenues

	Nyarugenge
	147,690,000
	15,000,000
	16,666,000
	179,356,000

	Kicukiro
	171,078,000
	13,000,000
	21,921,000
	205,999,000

	Gasabo
	214,104,000
	25,000,000
	1,596,000
	240,700,000

	Gakenke
	279,270,000
	37,000,000
	10,925,000
	327,195,000

	Burera
	263,394,000
	24,000,000
	88,110,000
	375,504,000

	Gicumbi
	334,162,000
	39,500,000
	2,820,000
	376,482,000

	Rulindo
	274,536,000
	33,250,000
	46,480,000
	354,266,000

	Musanze
	185,689,000
	24,000,000
	17,240,000
	226,929,000

	Rubavu
	246,271,000
	18,000,000
	40,212,000
	304,483,000

	Ngororero
	217,230,000
	19,000,000
	54,598,000
	290,828,000

	Nyabihu
	229,819,000
	31,000,000
	15,440,000
	276,259,000

	Rutsiro
	274,542,000
	31,000,000
	40,000,000
	345,542,000

	Karongi
	250,376,000
	34,000,000
	44,415,000
	328,791,000

	Nyamasheke
	331,195,000
	33,000,000
	34,447,000
	398,642,000

	Rusizi
	287,867,000
	22,700,000
	35,886,000
	346,453,000

	Nyanza
	145,371,000
	27,000,000
	14,687,000
	187,058,000

	Kamonyi
	209,461,000
	22,000,000
	37,626,000
	269,087,000

	Ruhango
	168,454,000
	25,000,000
	49,070,000
	242,524,000

	Huye
	171,898,000
	25,000,000
	13,961,000
	210,859,000

	Gisagara
	210,827,000
	25,000,000
	56,491,000
	292,318,000

	Nyamagabe
	228,497,000
	28,000,000
	65,078,000
	321,575,000

	Nyaruguru
	179,953,000
	27,000,000
	18,549,000
	225,502,000

	Muhanga
	295,168,000
	28,000,000
	33,237,000
	356,405,000

	Rwamagana
	172,531,000
	28,000,000
	5,200,000
	205,731,000

	Bugesera
	179,294,000
	23,000,000
	45,263,000
	247,557,000

	Kayonza
	177,118,000
	26,000,000
	37,522,000
	240,640,000

	Gatsibo
	255,559,000
	26,000,000
	280,000
	281,839,000

	Nyagatare
	235,053,000
	29,000,000
	8,367,000
	272,420,000

	Ngoma
	108,217,000
	36,000,000
	16,100,000
	160,317,000

	Kirehe
	174,120,000
	24,000,000
	1,169,000
	199,289,000

	Total
	6,618,744,000
	798,450,000
	873,356,000
	8,290,550,000


Table 10‑4 shows that district health mutuelles mobilized RwF 1.9 billion (roughly equivalent to US$ 3.5 million) in 2006. Close to 34 percent of this amount came from health mutuelle section contributions : in other words, the household contribution to risk and resource pooling at the district level. Approximately 31 percent consisted of transfers from the national solidarity fund. Lastly, 36 percent consisted of transfers from the districts to the district solidarity funds and health mutuelle section copayments for coverage of their beneficiaries referred to the district hospital. 

Table 10‑4: Revenues of district health mutuelles (RwF) (2006)

	Name of district
	Contributions from health mutuelle sections
	Transfers from the national guarantee fund
	Other revenues
	Total revenues

	Nyarugenge
	14,769,000
	19,000,000
	56,000,000
	89,769,000

	Kicukiro
	17,107,800
	19,000,000
	26,000,000
	62,107,800

	Gasabo
	21,410,400
	19,000,000
	36,000,000
	76,410,400

	Gakenke
	27,927,000
	20,000,000
	27,000,000
	74,927,000

	Burera
	26,339,400
	20,000,000
	37,000,000
	83,339,400

	Gicumbi
	33,416,200
	20,000,000
	27,000,000
	80,416,200

	Rulindo
	27,453,600
	22,000,000
	19,000,000
	68,453,600

	Musanze
	18,568,900
	20,000,000
	17,000,000
	55,568,900

	Rubavu
	24,627,100
	20,500,000
	17,500,000
	62,627,100

	Ngororero
	21,723,000
	20,000,000
	27,000,000
	68,723,000

	Nyabihu
	22,981,900
	20,000,000
	27,000,000
	69,981,900

	Rutsiro
	27,454,200
	20,000,000
	17,000,000
	64,454,200

	Karongi
	25,037,600
	20,000,000
	17,000,000
	62,037,600

	Nyamasheke
	33,119,500
	22,000,000
	9,000,000
	64,119,500

	Rusizi
	28,786,700
	21,000,000
	8,000,000
	57,786,700

	Nyanza
	14,537,100
	21,000,000
	18,000,000
	53,537,100

	Kamonyi
	20,946,100
	18,000,000
	15,000,000
	53,946,100

	Ruhango
	16,845,400
	19,000,000
	26,000,000
	61,845,400

	Huye
	17,189,800
	18,000,000
	15,000,000
	50,189,800

	Gisagara
	21,082,700
	20,464,000
	17,464,000
	59,010,700

	Nyamagabe
	22,849,700
	19,500,000
	26,500,000
	68,849,700

	Nyaruguru
	17,995,300
	19,000,000
	26,000,000
	62,995,300

	Muhanga
	29,516,800
	19,000,000
	16,000,000
	64,516,800

	Rwamagana
	17,253,100
	20,000,000
	27,000,000
	64,253,100

	Bugesera
	17,929,400
	19,000,000
	26,000,000
	40,135,407

	Kayonza
	17,711,800
	19,000,000
	26,000,000
	62,711,800

	Gatsibo
	25,555,900
	19,000,000
	16,000,000
	60,555,900

	Nyagatare
	23,505,300
	19,000,000
	26,000,000
	68,505,300

	Ngoma
	10,821,700
	19,000,000
	26,000,000
	55,821,700

	Kirehe
	17,412,000
	19,000,000
	26,000,000
	62,412,000

	Total
	661,874,400
	590,464,000
	700,464,000
	1,930,008,407


10.3.4. Impact of Health mutuelles on Households
Apart from the matter of resource mobilization for the purpose of improving the quality of health centers, the demonstrable impact of health mutuelle membership on the utilization of modern health services since the experimentation phase has nurtured the will to expand health mutuelles nationwide. In fact, since the pilot phase, it has been noted that health mutuelle coverage resulted in annualized levels ranging between 1.2 and 1.6 curative consultations per person per year among beneficiaries, compared to utilization levels of 0.2 curative consultations per person among non-beneficiaries. It was also demonstrated that health mutuelle coverage had positive effects on child immunization coverage, as well as on the utilization of antenatal consultations and professional assistance during childbirth. Contrary to these results, the utilization of modern contraception has not increased with health mutuelle coverage. 

These results were replicated at the local level in other health districts during the health mutuelle adaptation and expansion phases. Not until the national surveys of 2005 (DHS 2005, EICV 2005), however, was the impact of health mutuelles on the utilization of modern health services assessed nationwide. The effects of health insurance coverage on changes in the health-related behavior of households are analyzed in Chapter 4 of this report. The data from the national surveys served to confirm the results observed at the local level. Chapter 4 analyses indicate that children whose mothers benefit from health insurance coverage through a health mutuelle are twice as likely to be treated at modern health facilities in the event of fever or a cough compared to children whose mothers have no health insurance coverage. Moreover, women with RAMA coverage are 3.8 times as likely to give birth in a modern health facility, compared to women with no health insurance coverage. Lastly, women with health mutuelle coverage are 1.6 times as likely to give birth in a modern health care facility, compared to women with no health insurance coverage.
The remainder of this section addresses the following policy questions. First, is enrolment in health mutuelles affordable for Rwandan households in general and the poorest households in particular? What is the incidence of prepayments into health mutuelles on household expenditures? Are health mutuelles schemes socially inclusive? Second, does enrolment in health mutuelles scheme improve access to health care? How are different socio-economic segments of the population affected by changes in access and use of health care services? Fourth, does enrolment in health mutuelles schemes provide coverage against financial risks associated with illness in Rwanda? Does enrolment in health mutuelles result in significant reduction in out-of-pocket expenditures related to illness? These questions are addressed based on further analyses of the EICV 2005 data based in bivariate methods and regression methods.

Affordability of enrolment in health mutuelles is assessed based on the incidence of health mutuelles contributions on household total expenditures and household non-food expenditures. Table 10‑5 provides a summary of incidence as measured by the ratio of expected household contributions to health mutuelles on household total expenditures and household non-food expenditures. The table suggests that the premium for health mutuelles, which is 1,000 per person, is about 1 percent of the average household annual expenditures per capita in the general population: it declines steadily from 5 percent among the poorest decile to less than 1 percent among the richest decile. Expected premium contributions into health mutuelles represent 2 percent of average household annual non-food expenditures in the general population: the ratio of expected premium contributions to household non-food expenditures declines steadily from 17 percent among the poorest decile to less than 1 percent among the richest decile. 

Based on these figures, one can suggest that current levels of premium contributions are affordable for the majority of Rwandans, except the poorest 10 percent of households. As a consequence of existing subsidy schemes targeted to the indigent and vulnerable groups, not all households pay the annual premium. Without the targeted subsidy schemes, Table 10‑5 would have suggested that the incidence of the prepayments into mutuelle provides a picture of inequity. Such a conclusion cannot be reached without further research and information on the coverage and leakage of targeted subsidies through health mutuelles
Table 10‑5: Capacity to pay: Incidence of premium contributions on households who are members of health mutuelles in Rwanda (Households who are members)
	Per capita household monthly expenditures – Deciles


	Household yearly

expenditures (RWF) per capita


	Expected yearly premium per capita payments if all household members are enrolled in health mutuelles
	Ratio (%) of expected premium contribution over actual expenditures



	
	All
	Non-Food
	
	

	
	(1)
	(2)
	(3)
	(3)/(1)
	(3)/(2)

	1
	18,429
	5,757
	1,000
	5
	17

	2
	30,252
	9,371
	1,000
	3
	11

	3
	39,116
	12,503
	1,000
	3
	8

	4
	47,581
	15,700
	1,000
	2
	6

	5
	57,102
	19,517
	1,000
	2
	5

	6
	68,801
	24,354
	1,000
	1
	4

	7
	85,669
	33,900
	1,000
	1
	3

	8
	111,814
	46,971
	1,000
	1
	2

	9
	164,350
	81,143
	1,000
	1
	1

	10
	524,421
	312,953
	1,000
	0
	0

	All
	114,754
	56,217
	1,000
	1
	2

	Ratio of richest to poorest
	6.23
	9.76
	1.00
	0.16
	0.10


Source: EICV 2005. 
Social inclusion in health mutuelles schemes is assessed based on differential enrolment in health mutuelles of different categories of the population in general, the poor in particular. Table 10‑6 provides descriptive summary statistics on the enrollment in mutuelle by household characteristics. It can be seen that household demographics is one of the important factors influencing decisions enrollment into health mutuelles. 

According to Table 10‑6, membership to health mutuelles rises with family size, which is understandable for many reasons, including high diseases burden in large families and externalities in insurance benefits. Male headed households have a higher proportion of enrollment as compared to female headed households, partly due to the income difference between the two groups. 
Table 10‑6: Levels of household enrolment in health mutuelles by household characteristics
	
	Proportion (%) of households enrolled in health mutuelles

	Household characteristics
	

	Size of household
	Less than 3

3-4

5-7

8 +
	25.2

33.1

37.5

39.7

	Gender of head of household
	Male

Female
	37.3

28.3 

	Education of head of household
	No schooling

Primary incomplete

Primary complete

Vocational

Secondary school incomplete

Secondary complete

University and above
	30.9

34.6

41.4

41.3

33.8

20.7

18.4

	Occupation of head of household
	Agriculture

Industry

Services
	35.9

35.4

30.2

	 Income quintile
	Poorest

Quintile 2
Quintile 3

Quintile 4

Richest
	28.6

32.8

41.7

41.7 
31.7

	Community characteristics
	

	Type of residence
	Urban 

Rural
	22.0

38.7

	Distance from health facilities


	< 1Km

[1-4)

[4-7)

 [7-10)

≥10
	36.1

39.4 
37.8

36.5

39.6

	All
	34.8


Source: EICV 2005. 

An interesting picture is the relationship between education of the head and enrollment in health mutuelles. Heads that completed primary school or have gone through some vocational training tend to have the highest rate of enrollment among the least educated and best educated ones. We can think of several reasons for the non-linearity in the enrollment profile with respect to education. One possible explanation is that enrollment into health mutuelles makes sense if expected benefit outweighs expected cost as the decision is futuristic where intertemporal factors such as time preference and attitude towards risk play a major role. This trend is also reflected in the enrollment rate by income (expenditure) category so that it is those in the middle income and middle-rich who tend to have the highest participation rate in health mutuelles. For the poor, enrollment in health mutuelles may have a potential negative net expected gain (high premium, prohibitive associated costs, etc) and for the rich the package covered in the health mutuelles may not be worth the effort to enroll given several choices available to them, including other insurance schemes such as RAMA. 
The role of distance to the nearest health facility does seem to matter only very marginally in affecting decisions to enroll into health mutuelles. One can say in summary that household specific characteristics, such as sex, size of the household, and income explain enrollment in health mutuelles more than community characteristics such as distance to nearest health centers. 

Estimation of a probit regression model that captures the choice households make in enrolling into health mutuelles in a probabilistic framework has based made using the same explanatory factors (results not shown). The probit estimates indicate that the richer a household is, the higher the probability that it would be enrolled in health mutuelles, which is not surprising given that affordability of an insurance premium is a key driving factor in household’s decision to enroll in health mutuelles. In some sense then, the results document element of exclusion of the poor from the health mutuelles scheme based on the situation in 2005, particularly those at the bottom 40 percent. The probability of any of the well-to-do 60 percent joining the health mutuelles is the same, about 11 percent as compared to the bottom 40 percent. Combined with the research on the effectiveness of coverage of indigents with current targeted subsidy schemes, it will be of interest to investigate if social inclusion has been improved by the scale-up and institutionalization of targeted subsidy schemes.
Access to health care will be measured by the use of health care services. The use of curative care will serve as a basis for assessing access to health care in the case of illness. Table 10‑7 provides a summary of the propensity of sick individuals to seek care at modern health care providers by household characteristics and household mutuelle coverage status. According to the EICV 2005 household survey, 21 percent of household members reported as falling sick in the last two weeks. Most of the incidents reported are caused by malaria, intestinal disease and respiratory infections. Among those who reported sick in the last two weeks, only 30 percent sought care from modern health facilities: among the insured this figure was 41.22 percent while for those not insured it was 24.69 percent which indicates the enormous contribution of health mutuelles in facilitating access to health care services. 
Regression models were run in order to assess the household and community characteristics that contribute to the decisions to enter into the modern health care system for care when sick. The regression results suggest that among the possible characteristics, demand for health-care services are driven by factors such as enrollment in health mutuelles, income, and distance to nearest health care facility, among other things.
Table 10‑7 suggests that the effect of mutuelle on use of modern health care providers is stronger among the poorest 40 percent of the population compared to higher income categories. However, although the poorest quintile who are beneficiaries of health mutuelles are twice as likely to seek care at modern health care providers than the poorest quintile who are not beneficiaries of health mutuelles, the poorest quintile who are beneficiaries are less likely than beneficiaries of mutuelle in higher income groups which suggest that the poorest quintile continue to face significant barriers for seeking care in the modern health sector even with insurance coverage. Further research is needed for a better understanding of the constraints that poor household continue to face for using modern health care services under improved insurance coverage.
Table 10‑7: Curative health care seeking behavior - Entry in the modern health care system among beneficiaries and non-beneficiaries of health mutuelles schemes by socio-economic characteristics
	Household or Individual Characteristics
	% of sick individuals who sought care at a modern health care provider
	Ratio (1)/(2)

	
	Beneficiaries
	Non-beneficiaries
	

	
	(1)
	 (2)
	

	Self-perception of illness
	Not serious

Serious
	39,6

43,4
	25,4

24,0
	1,56

1,81

	Sex of individual


	Female

Male
	36,8

43,1
	22,6

25,8
	1,63

1,67

	Level of education


	No schooling

Primary incomplete

Primary complete

Vocational

Secondary school incomplete

Secondary complete
	40,0

42,3

43,4

29,6

57,1

75,0
	20,2

25,8

25,5

34,2

28,1

63,6
	1,98

1,64

1,70

0,87

2,03

1,18

	Income quintile

	Poorest

Quintile 2

Quintile 3

Quintile 4

Richest
	26,2

42,9

40,2

41,9

50,5
	13,7

21,3

25,4

30,7

33,3
	1,91

2,01

1,58

1,36

1,51

	Type of residence


	Urban

Rural
	44,0

40,7
	29,7

23,2
	1,48

1,75

	Province


	City of Kigali

South

West

North

East
	42,2

44,3

34,6

43,6

44,0
	33,5

23,1

25,7

27,8

17,4
	1,26

1,92

1,34

1,57

2,52

	Distance from nearest modern facility


	< 1 km

1-3 km

4-5 km

6-10 km

> 10 km
	47,8

42,7

37,1

42,9

29,3
	25,0

29,5

18,7

28,3

15,7
	1,91

1,45

1,98

1,52

1,86

	Total
	
	41,6
	24,7
	1,68


Source: EICV 2005. 

Household income protection in the health sector is assessed by the levels of out-of-pocket expenditures and coverage by health insurance in the case of illness. According to Table 10‑8, out-of-pocket health expenditures varies naturally with the level of income, the rich spending relatively more on health care than the -poor. Generally households that live very close to health centers spend more than those far-off. Households which are not covered by the health mutuelles insurance scheme spent nearly two times for illness related services than the insured one during the survey period. So from the point of view of protecting unexpected illness related expenditure, the community-based health insurance schemes seem to have worked quite well in Rwanda. These trends are being further investigated with regressions techniques to take into account the endogeneity of enrolment in health mutuelles and the outcome of the decision to seek care at modern health care providers.
Table 10‑8: Out-of-pocket expenditures (RwF) among beneficiaries and non-beneficiaries of health mutuelles schemes by socio-economic characteristics: (sick individuals who sought care at a modern health care provider)
	Household or Individual Characteristics
	Average Out-Of-Pocket expenditures 

(RwF) 

	
	Beneficiaries
	Non-beneficiaries
	All


	
	179.8

291.6

642.3

666.6

1,965.3

1,894.1

547.0

2,293.6

647.5

636.2

371.7

652.5

469.6

659.3

394.6

290.8

685.5

746.9
	321.3

488.3

589.7

1,424.5

4,228.5

2,900.2

852.8

3,903.9

693.3

1,288.3

842.8

763.2

2,727.5

766.9

573.4

1,594.5

843.9

1,427.8
	280.8

423.7

611.6

1,129.0

3,510.2

2679.1

734.5

3,555.5

680.5

1,014.1

646.2

720.3

1,911.9

723.6

505.5

1,119.2

781.3

1,191

	Income Quintile
	
	
	

	Poorest
	
	
	

	Quintile 2
	
	
	

	Quintile 3
	
	
	

	Quintile 4
	
	
	

	Richest
	
	
	

	
	
	
	

	Type of residence
	
	
	

	Urban
	
	
	

	Rural
	
	
	

	
	
	
	

	Province
	
	
	

	City of Kigali
	
	
	

	South
	
	
	

	West
	
	
	

	North
	
	
	

	East
	
	
	

	Distance from nearest modern facility
	
	
	

	< 1 km
	
	
	

	1-3 km
	
	
	

	4-5 km
	
	
	

	6-10 km
	
	
	

	> 10 km
	
	
	

	Total
	
	
	


Source: EICV 2005. 

10.4. Challenges to Viability

10.4.1. Institutional Viability

One of the enduring forces behind health mutuelle development in Rwanda is the political commitment underlying the mobilization of leadership at the central and local levels to support the emergence and expansion of health mutuelles. Health mutuelles have also benefited from the congruency between the principles on which they are based and the principles of participation, accountability, and democracy inherent in the administrative and political decentralization process taking place in the country since the late 1990s. However, the health mutuelle emergence and expansion process has continued to be dominated by political tensions related to the balance between local initiatives emerging from local communities and initiatives emerging from the central government, the ministries responsible for health and social protection in particular, nongovernmental organizations, and external partners of the health sector. How Rwanda will continue to address these tensions remains one of the major challenges threatening the institutional viability of health mutuelles. 

So long as the legal and institutional environment is conducive to citizen ownership of health mutuelles and encourages citizen participation in the life and management of health mutuelles, the likelihood of meeting this challenge remains strong. However, the first section of this chapter suggests that, as a result of speeding up the process of expanding the health mutuelles and harmonizing their basic parameters, the flexibility of the legal framework, which left residual authority to make decisions about the parameters of health mutuelles and about opportunities for participation to local actors and members involved in health mutuelle management, may have been undercut by the new legal and institutional framework.

The primary health mutuelles, which have become sections of the district health mutuelle, continue to control the bulk of resources of the mutual institutions; however, they no longer possess legal capacity. As a result, the opportunities afforded by the combination of a higher credit standing and the capacity to influence health care provider behaviors and the quality of health care via the contracting process have been diminished. Moreover, health mutuelles used to have general assemblies, through which members participated in the life of their health mutuelle, but now they are directed by management boards that, instead of reporting to members, report to the management committee of the district health mutuelle. Therefore, to promote the institutional viability of health mutuelles, it would be useful to strengthen the frameworks and mechanisms at the local or district level whereby health mutuelle members would be informed about the management of their health mutuelle and would have the opportunity to sanction the persons in charge of managing their health mutuelle.

The institutional arrangements are still being set in place at the central level. In this regard, the plan is to establish a national union of health mutuelles to represent and defend the interests of health mutuelle members and to facilitate the sharing of experience. In view of the extent of central initiatives pertaining to health mutuelle expansion, it has become appropriate to expedite the formation of the national union of health mutuelles in order to facilitate consultation between the representatives of health mutuelles, on the one hand, and the central government agencies and external partners helping to support the development of health mutuelles, on the other. The formal frameworks of consultation among actors (members of health mutuelles, health care providers, support structures, and promoters) should be strengthened. Lastly, efforts should be made to improve the communication among actors by promoting the development of periodicals or newsletters on matters of interest to mutual organizations so as to facilitate exchanges and sharing of information and experience. 
Another strong point in the development of health mutuelles in Rwanda concerns the role that information has played in the operational management and monitoring of the development of health mutuelles at the local level and in strategic management at the central level. Indeed, Rwanda is one of the few African countries where an information system to support health mutuelle management has been developed to permit monthly monitoring of health mutuelle performance. It is also one of the few countries that have adapted the training manuals on health mutuelle development, management, and monitoring in line with the local context, including availability in the local language. Furthermore, a cadre of national trainers on mutual matters has been formed. Finally, the country has been a trailblazer in carrying out specific studies and surveys to assist in health mutuelle development.

Section 10.2 suggests, however, that health mutuelle expansion over the last three years has resulted in tensions between the demand for human capacities, related to the speed and scope of health mutuelle expansion, and the internal capacity to meet this demand. Training needs in regard to mutual matters are now enormous in Rwanda, ranging from the needs of the mutual committees of the units and sectors, to the needs of the individuals in charge of managing the health mutuelle sections and their health center partners, to the needs of the members of the management committees of district health mutuelles, and finally to the needs of the district officials who see to the supervision and auditing of health mutuelles. Moreover, in view of the size of the health mutuelle sections, computerization of the management of their operations is necessary not only to strengthen day-to-day management, but also to strengthen the interface with beneficiaries, health centers, and district health mutuelles. Stronger management and monitoring capacities in general, and greater administrative and financial management capacities in particular, are needed on the part of all these actors in order to promote the institutional viability of health mutuelles in the country.

It is also critically important to strengthen the country’s strategic management capacities in the area of health mutuelle development. It is not clear that the current composition and methods of operation of the CTAMS team are adequate to address the need to strengthen the governance of mutual institutions, meet the needs of health mutuelles in terms of management capacities, and confront the challenges to the financial viability of health mutuelles. There is in fact a need to strengthen the health mutuelle information and monitoring system: analytic capacities and the capacity to produce reports and policy briefs have to be strengthened in order to support the policy dialogue on mutual matters in the country. Furthermore, consolidation of the support mechanisms for health mutuelle development – institutional support and financing mechanisms – will require stronger capacities for carrying out specific studies to inform the policy debate concerning health insurance and health financing in the country. 

10.4.2. Financial Viability
The information summarized in section 10.3 suggests that Rwandan households remain the leading source of health mutuelle financing in the country. Not only do households represent the basic source of revenue for health mutuelle sections, but contributions from the health mutuelle sections also represent the primary source of district health mutuelle financing. Thus, the financial viability of the mutual system in Rwanda hinges largely on the will and capacity of households to prepay for health care and on the affordability of the contributions.

The affordability of contributions to health mutuelles from the household perspective has remained at the heart of the policy debate on mutual matters during the experimental and expansion phases. Local actors have initiated a number of strategies for lifting the constraints on the affordability of membership dues, including tontines, partnerships with the banques populaires to assist in the financing of membership dues, and local grants for total or partial coverage of the underprivileged. The environment for facilitating such local strategies should be enhanced to improve the affordability of contributions for households. In addition, since the income of rural households greatly depends on weather conditions, special provisions should be considered for facilitating health care access for households in the event of drought or other natural disasters. 
The problem of financial viability in mutual matters that is now attracting the most attention in Rwanda concerns the fiscal obligations inherent in the policy of subsidizing the expansion of benefit packages and the policy of subsidizing indigents and vulnerable groups, including persons living with HIV. However, these policies are too recent to assess their implications for the financial viability of health mutuelles. Based on the results of section 10.3, however, the financial burden weighing on households is far greater than the fiscal obligations resulting from the current subsidization policies. 

Beyond the amount of financing needed to provide coverage for indigents and persons living with HIV at coverage levels comparable to those that prevailed in 2006 and 2007, the issue of financial viability arises most urgently in terms of the mechanisms and procedures for mobilizing the necessary resources. Thus the cycle of Global Fund support should serve mainly to gain time for implementing the policy framework, mechanisms, and procedures for mobilizing internal resources to take the place of Global Fund support in financing the subsidies. Implementation of these arrangements should be expedited in order to permit an assessment of the capacity of internal sources to bridge the financial gap associated with coverage for indigents and persons living with HIV and, if necessary, a search for additional solutions. 

Other issues bearing on the financial viability of health mutuelles include the centralization of decisions about the basic parameters of health mutuelles in general and membership dues in particular, the health care provider payment arrangements, and health care provider behaviors. The drawback of the centralization of decisions about the amount of membership dues is that the process then becomes more political and less flexible, instead of being dictated by the necessity of adjusting to local conditions and specificities, changes in the economic environment and inflation in the health sector. This problem should be addressed within the framework of the health mutuelle monitoring system and should be periodically studied and reviewed to promote consultation and policy debate on periodic adjustments in health mutuelle membership dues. Health care providers, who represent one of the key stakeholders in the health mutuelle system, will be very sensitive to this issue.

Health care providers are already sensitive to the issue of how they are paid by the health mutuelles. This issue has arisen again and again since the experimentation phase. In fact, the payment arrangements for health care providers remain one of the few parameters of health mutuelles where variability is still found between districts: some districts reimburse health centers on the basis of a capitation mechanism; others, on the basis of invoices for services delivered. As noted during the adaptation phase, the behavior of health care providers who operate under the mechanism of invoicing for services delivered appears to threaten the viability of their respective partner health mutuelles. There is thus a need to monitor the payment arrangements for health care providers and the effects of these arrangements on the providers, as well as to introduce measures for managing the risks associated with the payment arrangements.

11. Performance-Based Financing
In developing countries, health services usually suffer from inefficiencies, wasteful use of resources, low quality of services, and from an unmotivated workforce. In most cases, the financing instruments available to donors and Governments seem unable to address these core problems in an efficient manner; proof of which is that from sizeable resources made available to the health sector in a country such as Rwanda, only a small portion reaches the health centers
.
Performance-based financing (PBF), or “pay-4-performance” as it is generally referred to, consists of a family of methods and approaches that all aim, through differing levels of intervention, at linking incentives to performance. Contracting and performance-based financing are linked as contracting is the “tool” which is used to operationalize performance-based financing. Performance-based financing is therefore closely linked to the “contract theory” or to the “incentive theory”.

The impetus for the PBF strategy in Rwanda first came from external actors, under pilot schemes from 2001-2005. NGOs working in Rwanda at the time felt that, although they paid health workers a “bonus” salary supplement, the outputs of the health services were stagnating and in some cases even deteriorating. In addition, there was the willingness to replicate experiences from other contexts, such as the innovative pilot scheme contracting health services in Cambodia. Performance-based financing started in Rwanda as early as 2001: the NGO HealthNet International started a PBF scheme in 2001 in the former Butare province. In early 2002, the NGO Memisa/Cordaid started a PBF scheme in Cyangugu province. Finally, in 2005, the Belgian Technical Cooperation also started a PBF scheme: the “Ville de Kigali” model. The “Cyangugu model” and the “Butare model”, although with a different set-up, proved successful to the extent that the MoH, when both NGOs had funding problems, decided to fund the purchase of their outputs (2004-2006). In addition, a review comparing both schemes to a traditional (input based) financing scheme using before and after data found the output-based schemes to be superior
. 
The poor quality of care in health centers also served as the local impetus for the PBF strategy. Quality of care became a particularly salient issue as, with the expansion of health mutuelles, utilization rates increased drastically in all health centers. This resulted in an increased workload for health personnel who, at the time, had little to no incentives to take on the additional work. In response, PBF became a major pillar within the Ministry of Health Strategic Plan and it was implemented in order to provide additional resources and incentives to health workers to improve efficiency and outcomes. The country was first divided in two PBF groups, a control group which received a lump-sum irrespective of performance and a treatment group which received payments based on the quantity and quality of services delivered. Nationwide roll-out of the national PBF model took place in April 2008. An impact evaluation to determine whether PBF has actually improved the quantity and quality of care is underway. 
This chapter first provides on overview of the conceptual framework of PBF in Rwanda before presenting the three pilot models that were developed in Rwanda and the National PBF model that came out of these pilot models. Issues related to the implementation of the national PBF model will be discussed, followed by a presentation of the results achieved to date. Finally, this chapter ends with recommendations to ensure the sustainability of this mechanism. 

11.1. Conceptual Framework of Performance-Based Financing in Rwanda
11.1.1. Output Financing Versus Input Financing

The Rwandan institutional PBF models can be classified “output financing” as these models pay on a fee-for-service reimbursement or on a case reimbursement basis. Case based reimbursements are akin to Diagnostic Related Groups (DRGs) used in various better resourced health systems. However, whereas in the richer health systems DRGs are used to remunerate providers, often part of mixed financing mechanisms in which part of the finances are for instance by capitation, in Rwanda it is essentially meant as an incentive for providers to supply more of certain services. 

“Output financing” is in contrast to “input financing” (line item budgets) which are other types of financing such as funding the construction or rehabilitation of health facilities, funding the purchase of or donating equipment, drugs, medical supplies, paying salaries, and providing training and technical assistance. Health financing in Rwanda is through both input and output financing (Table 11‑1). Health mutuelles, employer based and private health insurance schemes use fee-for-service reimbursement, and patients pay out-of-pocket, or a gate fee in case they are insured, for accessing health services. 

Table 11‑1: Sources of health financing in Rwanda
	Sources of Health Financing in Rwanda
	Input Financing
	Output Financing

	Health mutuelles (Social health insurance schemes)
	(some Health mutuelles pay by capitation)*
	Fee-for-service reimbursement of providers most commonly

	Private or employer-based health insurance schemes
	
	Fee-for-service reimbursement of providers 

	Users


	
	Gate fees, Fee-for-service

	Donors
	Equipment, Infrastructure, Salaries, Drugs and Medical Supplies, Capacity Building, Technical Assistance, Basket funding
	(PBF through Case-based reimbursement of providers)**

	GoR
	Equipment, Infrastructure, Salaries, Drugs and Medical Supplies, Capacity Building, Technical Assistance, Basket funding
	(PBF through Case-based reimbursement of providers)**


Note: 

* Payment per Capitation is not a preferred method of provider payment, and is rare

** The 2007 PBF budget, all sources combined, is expected to be about US$ 1.80 per capita per year
Generally, performance-based incentives are meant to work on the supply-side, i.e. on the providers, as opposed to demand-side incentives, which are supposed to work on inducing demand among patients/clients. In Rwanda, in fact, these supply-side incentives work through supplier induced demand (SID): suppliers are actively encouraged to convince clients/patients to use more of certain kind of services. Whereas in richer health systems the aim is to control costs, to limit excessive supply and unnecessary demand and to avoid SID, in Rwanda the goal is entirely different as one tries to induce providers to provide more services in addition to increasing the financial revenues at the health facility level. 
11.1.2. The Purchaser-Provider Split
To date, there have been four PBF models in Rwanda. Three of these are so-called pilot models; the fourth is the new national PBF model. The fundamental element of all models is the purchaser-provider split, i.e. the split between the ones purchasing services and those providing services. These models will be discussed in turn in subsection 11.2. 

The Purchasers are those who pay for the service: this can be an NGO as in the case of the Butare and Cyangugu models and the NGO acts as the fund holder or pass through mechanism for other donors in addition to purchasing with its own funds; the GoR in case of the new national model; the US Government (USG) through USG Collaborative Agencies such as MSH and FHI; World Bank MAP funding NGOs in the Cyangugu and Butare pilots and purchasing performance through the new national model; and the Global Fund expected to start purchasing through the new national model. 
The Providers can be the public and faith-based managed health facilities (health centers and hospitals), private for profit health facilities or FOSACOM contractees. Although not formalized, many health facilities devise so-called advanced strategies using community health workers and traditional birth attendants – which they similarly might pay on a case-based reimbursement basis – to boost their health center productivity. 
The Controllers are those who control the level of performance. District Health Teams were used by the Ville de Kigali pilot to certify a mix of quantity and quality deliverables in health centers and hospitals. Technical assistants in de Ville de Kigali model, seconded to the CAAC, controlled the performance of these district health teams, and conducted random spot checks in health centers. District health teams were used by the Butare model for at random quantity control, and by the Cyangugu model for a quality measure in health centers. A peer-evaluation mechanism for District Hospitals was piloted by Cyangugu, and partially by Butare. The controller in the Cyangugu model was the purchasing agency, a non-governmental organization, which also contracted grass-root organizations to carry out patient surveys, whereas Butare used systematic large scale surveys commissioned to the National School of Public Health. There are various levels and types of control which vary from the basic control in register books (counting entries and thus verifying the quantities on the invoice) to more sophisticated random sampling of entries in register books and finding clients in the community. 
Figure 11‑1: The basic conceptual framework for PBF in Rwanda
[image: image63.emf]
Figure 11‑1 summarizes the generic purchaser-provider split in performance-based financing. The specific design of each pilot model will be presented in section 11.2. 

11.2. Presentation of the three Performance-Based Financing Pilot Models

There are five real differences in the three Rwandan pilot models, apart from different underlying philosophies. The first one relates to who is used to control for performance in addition to how stringent this control is done (i.e. how much resources are spent on certifying performance). The second relates to a different risk tolerance between these models with a different understanding of the separation of functions paradigm aiming at avoiding potential or easy to avoid conflict of interest situations, for instance such as may occur when the controlling agency is also a provider agency (in which case it should not control itself) or when the purchaser is the provider. When the quality regulator (the district hospital) is also fulfilling the quantity control function and could possibly be too close to the health center service provider leading to situations of conflict of interest and fraud. Third, the issue of quality of services is integrated to a differing extent in these models. In addition, there is disagreement on whether or not the quantity output control function could be merged with the quality supervisory function. Merging the regulatory role with the purchaser role, such as in the Zambian health reforms, is also considered conceptually flawed. Fourth, there are differences concerning the use of formal versus informal (tacit) contracts written between parties. Finally, the amount of money available for output payments differs from one model to another. Annex 3 provides a comparison of the four PBF models using different elements of comparison, such as who is used to control the performance, who is the provider, who is the purchaser, geographic coverage, existing contracts, etc.

11.2.1. The Butare Model
The Butare model was started by the NGO HealthNet International in the former Kabutare and Gakoma public health districts, in South Rwanda at the end of 2001. The performance initiative was created due to a low general performance of health workers, low quality of services, a low and declining productivity and an under provision of preventive care. Experience from a similar scheme in Cambodia from key actors designing the Kabutare scheme was crucial. 
The institutional structure of this model was framed by three layers of contracts: (i) a multi-lateral contract formalizing the Steering Committee; (ii) a purchase contract between the Steering Committee and each health facility; and (iii) a motivation contract between the health center management committee and each individual health worker. 
A special feature was the creation of a new Health Center Management Committee
, a smaller version of the existing Health Center Management Committee, considered necessary to give health staff more decision making rights in general health center management. This new committee would draw up motivation contracts with employees, describing the performance initiative and repeating their individual job descriptions. An easy to use resource allocation tool was provided to this new committee, to assist it in allocating earnings through a transparent mechanism. 
The choice of indicators was for the overall majority preventive, with a minor fee only for new curative consultations. There were 53 indicators in all, of which 4 were for community, 23 for health centers, 17 for hospitals and 9 for District Health Teams. 
This model had the lowest overall budget (US$ 0.24 per capita per year) of the PBF models. Its perceived embeddedness, its light structure and good results made it a favorite example during the discussions on the design of a new national PBF model. However, it is interesting to note that the creators of the model did not believe that this approach could be scaled-up to national level. Experience has refuted this notion as the Butare model design and institutional structures have reached the national stage in a significant manner. 
Figure 11‑2 summarizes the basic conceptual framework of the Butare PBF Model. The purchaser was the Steering Committee, which administrator was the NGO (effectuating payments, managing administration). The controllers were District Health team members, the Steering Committee members, and the National School of Public Health. The National School of Public Health was contracted to do six-monthly community surveys to assess whether any false reporting had occurred but no fraud was detected. 

Figure 11‑2: Butare PBF model
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In this model, the remuneration was based on performance reported through the GESIS, the routine reporting system. This routine reporting system was unreliable at the beginning. However, as a side-effect of PBF, and due to much enhanced attention to data, to accurate and timely reporting, and to better monitoring and evaluation, the data from the PBF pilot district quickly became reliable.
Finally, although quality was recognized as an important dimension of performance but not incorporated in the performance scheme because it was considered difficult to substantiate or to make objective. 
11.2.2. The Cyangugu Model
The NGO Cordaid started a PBF scheme in the South-western province of Cyangugu in 2002. The designers of this model put emphasis in a careful separation of functions, separating the purchasing, service delivery and regulatory roles of the local health system. The role of fund holder, the agency who wrote and managed contracts and effectuated payments, was merged with the controller role, the function that certifies performance. In this sense the set-up resembled the one of an insurance company, who would collect money from various sources (Government and private contributions) and pay providers according to established fees, after controlling the accuracy of the data/invoice. In fact, this metaphor was used to advocate for a closer link between paying for performance and financing providers through the Health mutuelles. Figure 11‑3 depicts the Cyangugu purchaser- provider split. 

Figure 11‑3: Cyangugu PBF model
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Special aspects of the Cyangugu model included using grass-root organizations for quarterly patient surveys. Whilst discouraging phantom patients (entries in registers that did not actually take place), these surveys collected a host of information related to patient satisfaction, out-of-pocket payments made and the like. These were compiled systematically, and included in a complex bonus payment system, which could add up to 15 percent of the total quarterly earnings for a health center if they came out top-of-the-league. The cost of this program element was estimated to be between US$ 0.15 and 0.20 per capita per year. Results from a quarterly quality performance survey carried out by the District Health Team/Hospital were also incorporated in the multivariable bonus calculation. This quarterly quality score, consisting of a tool examining quality across 13 services, over 120 variables, was an important aspect later incorporated in the national PBF model. 

A further sophistication was the application of business plans that were integral part of the purchase contracts written with health facilities, in which managers had to plan for reaching certain targets. These plans would for instance consist of purchasing certain equipment, hiring additional staff or certain advanced strategies. Second-tier contracts written between the prime contractor and private sector where a further novelty spearheaded by the Cyangugu model; these in fact were public private partnerships. Finally, this model experimented with a hard ship weighting, attempting to compensate certain providers working in very destitute and under-resourced environments. 

This model had the least number of indicators from the PBF pilots: 38, of which 20 at the heath facility level, and 18 at the hospital level but it was the most resource-loaded, with an average 2005 budget of approximately US$ 2.00 per capita per year, 25 percent of which going to administrative and program costs. 
The Cyangugu model, in addition to controlling for performance monthly, controlled the monthly GESIS reports on concordance. A virtually 100 percent complete and accurate reporting through the routine reporting system ensued, an underreported but very desirable side-effect. 

11.2.3. The Ville de Kigali Model
In 2005, the Belgian Technical Cooperation started a PBF project in central Rwanda. It was part of a much larger project supplying input financing (through line-item budgets) and technical assistance to five districts. A small component, US$ 0.08 per capita per year out of a total budget of about US$ 1.57 per capita per year, was available for purchasing performance. This output budget was modeled on the number of health workers available in the health facilities and was multiplied by RwF 10,000 (US$ 17.81) per health worker per month. 
Technical assistants embedded in the newly created CAAC, had the following tasks: (i) to control performance of district health teams who were paid for performance for checking the outputs of health centers; (ii) to control performance of the hospitals; (iii) to do random counter verification on certain data resulting from the performance evaluation of health centers; and (iv) to provide technical support to the district health teams during their control activities where necessary. 
The project used an array of quality indicators to certify the level of performance for each quantity indicator. These quality indicators were in fact a range of composite indicators for each main indicator. Payment for the quantity was conditional on the percentage achieved for these composite indicators. For instance if 1,000 new patients had been seen last month, but after examining the records, only 850 have been found meeting the composite criteria, then in that case only 850 are paid, and it is said that the quality of the indicator was 85 percent (850/1,000). There were 101 primary indicators in all, each with their composite criteria. 
The model relied on centralized information processing with little or no feedback to the health facilities. Contracts were tacit, i.e. not written. In fact, the basic concept of the Kigali Ville pilot was a contracting-in approach in which Government was supported by a technical agency in carrying out certain tasks. Figure 11‑4 shows the purchaser-provider split in the Ville de Kigali pilot.
Figure 11‑4: Ville de Kigali PBF model
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Perceived strengths of this model were its embeddedness in the newly created central MoH department, the CAAC, its fast and easy approach to measuring various dimensions of performance and its fairly elaborate hospital PBF tool that seemed to measure various dimensions of processes at the secondary level better than for instance a pure quantity output measure for hospitals such as in the two older pilots. 
However, independent verification of performance, such as in the Cyangugu pilot through grass root organizations, or in the Butare pilot through the National School of Public Health, were not done by the Kigali Ville pilot. In addition, most stakeholders judged the tools too heavy and did not agree on the project’s definition of quality through their composite indicators, arguing that it was measuring the “quality of paperwork” instead of the “quality of care”. 
11.3. The National Performance-Based Financing Model

11.3.1. Development and Roll-out of the National PBF Model
The national PBF model for health centers was designed during the first quarter of 2006 through an extensive consultative process involving all key stakeholders. It is predominantly based on the Butare model: it has steering committees with representation of health authorities, health facilities, donors and civil society and three layers of contracts. It also has key elements of the Cyangugu model, such monthly control at the health center level and incorporation of the Cyangugu quality supervisory tool as a performance measure. Additional elements of the Cyangugu model are currently contemplated, such as using grass root organizations to certify performance and the use of the business plan as an integral part of the purchase contract with health facilities. 
A complicating factor during the introductory phase of the national model was the parallel roll-out of far-reaching administrative reforms. Power and budgets were decentralized to newly created districts, making the Mayor the decentralized authority on sector budgets. In health, the former District Health Teams (headed by the hospital Director who doubled as the District Director of Health) were disbanded, and merged with the hospital teams. A new district health department called Unité Santé et Famille et Protection des Droits de l’Enfant (USF) was created, with a new staffing, new District Director of Health and under direct authority of the Mayor’s office (Ministry of Local Administration). Whilst the USF has become the political and financial master of public health matters at the district level, the hospital was supposed to continue its service delivery role and its technical role in maintaining and improving the quality of care at the lower public health echelons. The national model has taken these administrative reforms into account. The quantity control, a straight forward audit type of activities linked to finances, was allocated to this USF, whereas the quality regulation, a technically challenging function, was allocated to the Hospital. Figure 11‑5 presents the purchaser-provider split as defined in the national model. 
Figure 11‑5: National PBF model
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During the second and third quarters of 2006, the national model was rolled-out through the 23 PBF districts. The implementation of the national model is guided through a rigorous intervention study, the roll-out plan. Figure 11‑6 presents the three phases of the PBF roll-out plan. Phase 0 districts (white shaded) corresponds to the three PBF pilot projects (2002-2005): Nyamasheke and Rusizi, the “Cyangugu Pilot”; Huye and Gisagara, the “Butare Pilot” and the BTC “Ville de Kigali” Pilot. Phase 1 districts (pink shaded) are districts in which PBF was started since January 2006. Finally, Phase 3 districts (red shaded) are the seven control districts in which PBF was implemented in April 2008. 

Figure 11‑6: PBF roll-out phases
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The national PBF model is indeed broken down into three models corresponding to the three levels of health care delivery in Rwanda. Subsections 11.3.2, 11.3.3 and 11.3.4 below provide more information on the design of the national PBF model for health centers, hospitals and, ultimately, for community health. 
11.3.2. Health Center PBF
In the national health center PBF model, payments for performance are based on the quantity of outputs achieved (through case-based remuneration) conditional on the quality of services delivered. The outputs are measured monthly while the quality is measured quarterly through the use of an elaborate supervisory checklist. Health centers staff can increase their performance, and hence their earnings, by increasing the quantity of outputs, increasing the quality of services delivered (as measured by an elaborate instrument measuring quality across 13 services and 185 variables), or both. When both quantity and quality increase earnings will be highest. 

The formula applied is Earnings HC = Quantity * % Quality in which ‘Earnings HC’ is the consolidated quarterly health center invoice (for either the basic package of health services or HIV), ‘Quantity’ stands for the quarterly provisory health center invoice (the sum of all indicators multiplied with their unit fees), and ‘% Quality’ stands for the consolidated score (expressed as a percentage) obtained from the quarterly quality supervisory checklist. The general health indicators and HIV/AIDS indicators for health centers with associated PBF prices are presented in Annex 4. Fees were modeled using the 2005 GESIS database and incorporating certain assumptions related to growth expectations, drawn from the Rwandan PBF pilots.

The national model for health centers is based on contracts between different levels: (i) contract between the CAAC and the Steering Committee (Comité de Pilotage); (ii) contract between the Steering Committee and health facilities; and (iii) contract between health facilities and individual health workers. In depth verification activities are done by one focal point per administrative district for quantitative evaluation and by hospital for qualitative evaluation. 

11.3.3. Hospital PBF

The national PBF model for use in district hospitals consists of 52 indicators, 27 of which are singular output measures or binary variables and 25 are composite indicators with 99 composite variables in all (Table 11‑2). 15 indicators assess administration and represent 20 percent of the total performance score; 19 indicators assess quality assurance and represent 30 percent of the total performance score, and 18 indicators assess clinical activities and represent 50 percent of the total performance score. 
Table 11‑2: Examples of district hospital PBF indicators

	Service Product
	Indicators
	Maximum number of products to be purchased over a 12 month period
	Value per indicator/product in points

	Singular output measure type indicator 

	12. Management of equipment: essential equipment 
	Number of essential equipment that is dysfunctional. Criteria: No essential equipment dysfunctional (list of essential equipment annexed). For each piece of dysfunctional essential equipment: one point. i.e. 3 pieces of dysfunctional equipment = 3
	4
	-100

	Singular output measure type indicator, with a binary variable

	5. Technical Services: X-ray department
	Register books and stock control cards correctly and completely filled. Criteria: Take at random 5 stock control cards: if one or more of these stock control cards have not been filled correctly, then, in that case, the score = 0; if all 5 stock control cards have been filled correctly: the score = 1. 
	4
	50

	Composite indicator

	17. QA: Quality Assurance Units exist at the central level (1) and in eight services 
	Number of monthly meetings of the Quality Assurance Units. Criteria: An action plan has been created. One monthly meeting for each QA Unit in which: (1) the past month's activities are reviewed; (2) conclusions, decisions and instructions aiming at improving the quality of work are issued, these actions are related to existing norms; (3) messages found in the 'suggestion box' are discussed and acted upon; (4) patient exit surveys are carried out; (5) a report of such QA Unit meeting is drawn up along the lines of instructions under 1.1. One action plan and one meeting per month, with all composite criteria accomplished = 1. (max = nine QA units meet monthly according to the above specifications = 9 * 3 = 27)
	108 (27*4)
	10


At the hospital level, performance is assessed through a peer-evaluation mechanism: once per quarter the group of peers, two or three neighboring hospitals, evaluates the performance using this tool. This evaluation is always – and as a prerequisite – accompanied by representatives from central level, from the CAAC and MSH or other implementing or development partners. Performance budgets available range between US$ 70,000 and US$ 175,000 per hospital per year depending on various criteria. 

11.3.4. Community PBF

The original Community PBF model was embedded in the National Community Health Policy and was started in January 2006 in the 23 treatment districts. Whereas the Ministry of Health is providing policy direction, the Ministry of Local Administration is supposed to implement the policy. 
The original community PBF model was developed using a broad consultative process and based on 6 community-level PBF indicators: (i) mutuelle enrollment; (ii) deliveries at health center; (iii) use of insecticide treated nets; (iv) management of dehydration due to diarrhea among under-fives; (v) personal hygiene; and (vi) reporting. 

The model was based on experience gained during the implementation of the health center and hospital performance-based financing models, and benefits from a close fit with these models. However, although the Ministry of Local Administration transferred a budget related to community PBF (accompanied by summary instructions) to districts early 2006, nothing much has happened for many years related to the implementation modalities. This is due to the fact that, unlike the health center and hospital models, the original community PBF model did not succeed in linking payment to changes in outcomes and suffered from a lack of incentive to report reliable and timely data from the community-level. 

Although the national community PBF administrative model hasn’t been finalized yet, its structure is based on the same extensive consultative process as the original model implemented in 2006. Figure 11‑7 presents the purchaser-provider split that is proposed for the community PBF. For the Community PBF model, the following roles are proposed:

· The Purchaser(s): the Health Center Management on behalf of all Donors;

· The Provider: the CHW's cooperative;
· The Controller(s): the “sector PBF steering committee” in which are seated the sector administrative responsible and the health center management, other public institutions or members like teachers, civil society (local NGO's, faith-based organizations, etc.) 
Figure 11‑7: The purchaser-provider split in the national community PBF model
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The community PBF model consists of a decentralized control and decision making by a Sector PBF Steering Committee, and payment of a community health worker cooperative by the health center after performance has been certified by the sector committee. 

The Community Health Desk/MoH provides overall policy guidance and support to the national Community PBF system. 

The District health department and District hospital provide support to the sector steering committee: (i) general support and capacity building in the institutional mechanisms governing the Community PBF system; and (ii) support organizing data input using the Web application. 

The Sector PBF Steering Committee decides on the level of achievement: (i) discusses the quarterly sector community performance report and validates it; (ii) discusses any observations brought to the table by the Health Center; and (iii) approves the payment after determining successful performance based on the key performance indicators. The health center staff through traditional households’ visits will do sampling and check CHW's performance reports. 
The Local Sector Administration signs a contract with the CHW's cooperative detailing the Community PBF performance indicators and the content of the reports that need to be submitted before a certain date. It compiles these reports from the CHW monthly reports. The partners (Donor, the Purchasers, the Controller and the Provider) will sign an MoU with the Mayor. Money for paying the CHW cooperatives will be pooled in a special health center sub-account, the health center will act as the purchaser. 

Through the 2008 Community Health Policy and Strategy, the MoH has invested in addressing preventable health problems through empowering communities to participate in activities aimed at improving their own health status. The national community PBF strategy is based on the voluntary nature of the community health worker. These community health workers have recently been elected and newly trained in high impact, curative and preventive care services at the community level.

The national PBF model for Community Health Worker Cooperatives is conditional on timely and reliable reporting of a set of indicators available in the Community Performance-based Financing User Guide (2008). 
Currently, discussions are underway to incorporate an additional pilot of an intensive community PBF scheme, which pays CHWs for changes in indicators (i.e. institutional deliveries). The intensive model would be built into the national community PBF model, and would incorporate a rigorous impact evaluation of the impact of an additional incentive payment to CHWs conditional on changes in maternal and child care utilization and health outcomes in their village.

Funds for Community PBF are available through the Global Fund and through the GoR budget line for Community PBF, sector budget support, and World Bank and Norwegian grant monies. The budget available for Community PBF through the Ministry of Finance is RwF 900 million per year, which translates to US$ 0.18 per capita per year. It goes directly to the sector accounts and translates to about US$ 1,032 per sector per quarter. 
11.3.5. Overall PBF Budget

In 2007, the entire PBF budget available for output based payments, for community PBF, health centers and hospitals in the 23 PBF districts, all donors combined (GoR; USG, World Bank and BTC was about US$ 1.80 per capita. 

This budget is estimated to consist of about US$ 1.39 per capita per year available for output/performance payments (Table 11‑3), and an estimated US$ 0.41 per capita per year for administration, program, technical assistance and training budgets; 23 percent of the overall budget (Table 11‑4). 

Table 11‑3: Estimated 2007 output budget
	2007 output budget US$
	Community PBF
	Health Center PBF
	District Hospital PBF

	GoR 23 districts PMA/PCS
	1,266.055
	3,005,505
	2,289,908

	BTC 13 districts PCA
	0
	0
	1,157,536

	WB MAP 4 districts HIV
	0
	261,720
	0

	USG 19 districts HIV/PCA
	0
	1,020,955
	881,094

	2007 sub-total
	1,266,055
	4,288,179
	4,328,538

	2007 budget per capita
	US$ 0.18
	US$ 0.60
	US$ 0.61

	2007 total budget per capita
	
	
	US$ 1.39


Note: 

2007 population 23 disticts: 7,123,004

GoR budget for 7 Phase-2 districts is estimated at 22% of the national PBF budget; US$ 1,493,578.

BTC districts PCA also includes performance-based supervision of HC. 

Table 11‑4: Estimated 2007 budgets for administration, overheads, training and other program costs
	2007 output budget US$
	Community PBF
	Health Center PBF
	District Hospital PBF

	GoR 23 districts
	56,766
	95,352
	40,465

	BTC
	0
	329,000
	164,000

	WB MAP
	0
	98,280
	0

	Health Net TPO
	0
	35,000
	11,667

	Cordaid
	0
	67,500
	22,500

	USG
	25,000
	1,500,000
	475,000

	2007 sub-total
	81,766
	2,125,132
	714,032

	2007 budget per capita
	US$ 0.01
	US$ 0.30
	US$ 0.41

	2007 total budget per capita
	
	
	


Note: 

Assume each USG CA (MCAP, EGPAF, IHI, CRS, EGPAF and FHI) provide 1 FTE/agency for HC

Plus MCAP provides one additional FTE for Hospital PBF

GoR 23 districts: 70% CS and 30% DH estimated by CAAC

BTC: Assumed 70%-30% effort related to HC-DH

Health Net TPO, Cordaid and USG: assume 75% CS and 25% DH

11.4. Implementation of the National PBF Model
11.4.1. Administrative and Management Coordination

A system to administer PBF payments was designed through technical assistance provided by the U.S. government. This system relies on data-entry using the Internet, and the automated printing of district consolidated invoices. A pool of technical assistants from 11 Ministry of Health departments and technical agencies are trained to assist the districts in making this administrative system functional. In 2007, 100 percent of all expected reports were entered in this database. The website (www.pbfrwanda.org.rw) allows registered users to access this database, to foster information-sharing across users, and to communicate PBF results to a broader audience. 

At the central level, actors involved in the implementation and management of PBF are the Ministry of Health, the Support Unit for PBF (CAAC), the World Bank, other donors participating in PBF, and other technical agencies. At the district level, the steering committee (Comité de pilotage) independently monitors health center performance using Lot Quality Sampling and patient satisfaction surveys. These independent evaluations directly impact the amount of funding received by each health center. The PBF steering committee is comprised of the health director, the directors of district hospitals, a representative of the M&E team within the hospital, a representative of public health centers, a representative of faith-based government-assisted health centers, the district pharmacist, a technical assistant from CDLS (District entity of CNLS), a representative of the mutuelle, two representatives of civil society organizations working in community health, and representatives of NGOs supporting PBF in the district. 

At the health center level, there are 4 levels of quality control for PBF, creating an intricate quality control mechanism: (i) The health center manager signs a contract with government and with partners to respond accurately on performance reports; (ii) District representatives come to the health center and verify the quantity of indicators reported by the health center, and health center data is then inputted into an online database at the district; (iii) Representatives from the district hospital go to the health center to verify the quality of indicators reported, and the data is then inputted into the online database. A consolidated invoice is then printed of both the quantity and quality of the performance indices, and the district steering committee then discusses the invoice; and (iv) the reports ultimately go to the central level for a broader, higher level review.

In contrast, PBF at the district hospital level is managed through an informal structure in which 3-4 district hospitals peer review one another’s work. This group is comprised of 16-17 individuals altogether, with 3-4 representatives from each facility. Reports based on the peer evaluation are then sent to the central level authority on PBF.
11.4.2. Synergy With Other Provider Payment Mechanisms

All existing health financing mechanisms aim at improving the health status of the Rwandan population and in most cases the objectives sought are similar: to improve the accessibility of health care for citizens, to motivate health workers, and to improve the quality of care. Therefore, as in many other countries, there are synergies in Rwanda between health financing mechanisms such as PBF, health mutuelles, direct payment, quality assurance, government subsidies, financing from partners, etc. 

For instance, the increase in the number of health visits – due to health mutuelles which encourage the population to visit health facilities – boosts the quantitative indicators for PBF to the financial benefit of the health facility and its staff, thus reducing the concerns of the latter about seeking money from curative care. Financial gain is not the only issue; another benefit lies in breaking the financial inaccessibility for the poor, since a certain number of indigents receive health mutuelle membership cards and thus have easy access to health care. Finally, easy access to health care also means that beneficiaries seek early care, before the onset of potential complications, and the cost of drugs therefore becomes more affordable.

The quality assurance strategy ensures ongoing supervision and benefits from the experience of different facilities, particularly in the specific case of peer supervision. 
Direct payments of uninsured patients and copayments from insured patients enable health facilities to secure funds that may be used to satisfy their daily needs (purchases of paper, pens, patient record forms, fuel, etc.). In addition, funds from Government and partners, on top of funds from health mutuelles and those paid for the purchase of services (PBF), are yet other financing sources that enable health facilities to engage in long-term planning in regard to operations, investments, staff wages and bonuses, technical assistance, etc.

It is thus clear that the performance of health facilities cannot be attributed to one single strategy, but rather to a combination of these different strategies (PBF, health mutuelles, QA, other financing sources, etc.). However, there is always a potential conflict as to the most important variables, because each stakeholder seeks to show and justify that any successful or satisfactory results are due to the particular strategy that he or she has adopted. Therefore, it should be the Government’s responsibility to regulate and promote integration and synergy among and between the different strategies. Figure 11‑8 summarizes the main synergies among the different financing sources.

Figure 11‑8: Synergy of financing sources
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11.5. PBF Results and Impact Evaluation
Overall, the implementation of PBF translates into increases in the volume of services, an increase of the quality of services, an increase of staff productivity and greater provider enthusiasm and motivation. Results for the Butare and the Cyangugu model have been published in the international peer-reviewed literature. Results for the Kigali Ville pilot and the new national model have, to date, not been published.
11.5.1. Results of the Butare Pilot Model

The Butare pilot used GESIS data to compare performance before and after PBF and also to compare performance against the rest of Rwandan health facilities (column double difference) (Table 11‑5). 
Table 11‑5: Results for the Butare model as compared to other Rwandan health facilities
	Results for the Butare model
	2001
	2004


	2004/2001 (%)

(n = 19)
	Double difference

2004/2001 (%)

(n = number of health facilities compared to)

	Population (GESIS 2004)
	346,386
	374,473
	+ 8.1
	[-]

	Consultations (new cases)
	143,372
	249,503
	+ 74
	[-]

	New cases/inhabitant/year
	0.41
	0.67
	+ 63
	+ 27 (n = 222)

	Deliveries at the health center
	1,388
	4,581
	+ 230
	+ 177 (n = 215)

	Deliveries referred by the health center
	171
	923
	+ 439
	+ 378 (n = 197)

	Assisted deliveries/expected deliveries
	9.8
	30
	+ 206
	+ 159 (n = 197)

	New subscriber to family planning
	421
	1,679
	+ 299
	+ 217 (n = 175)




11.5.2. Results of the Cyangugu Pilot Model

As far as the Cyangugu model is concerned, a population-based survey was used to measure impact (Table 11‑6).
Table 11‑6: Results for the Cyangugu model
	Results for the Cyangugu model
	January 2003
	October 2005
	Difference 2005/2003 (%)

	Per capita out-of-pocket expenditure per year (US$ )
	9.05 (7.3 – 10.8)
	3.43 (2.5 – 4.3)
	- 62

	% episodes with catastrophic expenditure
	2.5 (1.1 – 3.9)
	0.7 (0 – 1.5)
	- 72%

	Institutional deliveries conducted by skilled persons (%)
	25 (15 – 35)
	61 ( 9 – 14)
	+ 144

	Family planning coverage, women 15 – 49 years
	5.4 (3 – 8)
	11.6 (9 -14)
	+ 115

	% unmet demand for family planning, women 15 – 49 years
	23 (19 – 27)
	11.2 (8 –14)
	- 51


11.5.3. Results of the National Model

Table 11‑7 presents the change in core indicators based on data from the 23 districts where PBF was implemented in 2006. While this table suggests an increase in family planning, in assisted deliveries and referrals, it is difficult to determine whether these changes can be fully attributed to the PBF scheme without a comparison to the 7 control districts where PBF was not implemented until 2008. 
Table 11‑7: Results for the National model 
	Results for the National model
	Jan-06
	Jul-07
	Difference (%)

	(n = 290)
	(average per health center, per month)
	(average per health center per month)
	(R2 value)

	Consultations (new cases)
	1036
	1710
	+ 65 (0.20)

	ANC, first visits
	103
	69
	- 33 (0.34)

	ANC, four visits
	8
	5
	- 38 (0.50)

	ANC, 2-5 TTs
	30
	36
	+ 20 (0.38)

	ANC, 2nd dose Pyrimethamine/Sulfa
	24
	47
	+ 96 (0.58)

	ANC, pregnancies referred prior to month 9
	2
	3
	+ 50 (0.05)

	Growth monitoring, children < 5 yrs, at the HC
	333
	359
	+ 8 (0.20)

	Growth monitoring, children < 5 yrs, in the Community
	146
	489
	+ 235 (0.97)

	Malnourished children, discharged or referred
	1
	1
	0 (0.28)

	FP new users
	17
	47
	+ 176 (0.96)

	FP existing users at the end of the month
	184
	470
	+ 155 (0.95)

	Fully Vaccinated Child
	74
	73
	+ 1.3 (0.13)

	Institutional Deliveries at the health center
	20
	35
	+ 75 (0.85)

	Emergency referrals to the Hospital for obstetric care
	1.5
	5
	+ 233 (0.73)

	Emergency referrals
	9
	18
	+ 100 (0.28)

	Referral to the hospital for vesico-vaginal fistula
	0
	0
	0


Source: PBF database
Given the lack of rigorous evidence on the impact of PBF on health service quality and quantity, the GoR supported an effectiveness evaluation that took advantage of the phased implementation of the national PBF model over a 24-month period, and consisted of 12 treatment districts and 7 comparison districts with a total of 165 facilities and 2000 households. 
The impact evaluation was designed to test the following five hypotheses, namely that PBF: (i) increases the quantity of general health services delivered: accomplished through survey of quantity of services delivered for main general health services at the facility level, as well as household level utilization data; (ii) improves the quality of the general health services provided: accomplished through vignettes and exit interviews at the facility level, as well as household level data; (iii) improves the health status of children: accomplished through analysis at both the facility level (presence of new child curative visits) and the household level (anthropometrics, anemia, malaria and diarrhea prevalence among children < 6 years old); (iv) improves the motivation and behaviors of the health service providers: accomplished through provider motivation interviews at the facility level. An additional objective of the evaluation was to isolate the impact of the PBF incentives separately from the effect of the increase in resources. In order to accomplish this, comparison facilities’ traditional input based budgets were increased by the average PBF payment to treatment facilities on a quarterly basis during the 24-month treatment window. Using the follow-up 2008 data, the evaluation team can confirm the level of resources increased at the same rate for treatment and comparison facilities and the only difference between the two groups is that the treatment group was paid through incentives and the comparison group through a lump sum increase in their traditional budgets. 

Analysis of the 2006-2008 data shows there is a significant increase over time across treatment and comparison districts for key indicators, including prenatal care, institutional deliveries, and curative child care utilization. Initial results on the impact of PBF are expected by April 2009.

11.6. Conclusion and Recommendations
The results achieved in terms of service supply after a few years of experience and the enthusiastic participation of all stakeholders in this approach point to a promising future. Since it is a dynamic strategy, PBF will need to be more flexible in order to adjust to innovative ideas benefiting the population and health care providers. The oversight mechanisms will have to be strengthened to ensure that the quality of services provided continues to improve.

Still, a number of problems and question marks remain. They are related to the initial amount required to launch the system, the high costs of PBF, the permanent oversight requirements, the accuracy of data, the “perversion” of health care versus the sacred concept of the health worker’s role, the sustainability, the ownership, etc. The future of the PBF approach, and perhaps of the health system itself, will depend on finding appropriate solutions to these issues.

Therefore, there is a need to study more in depth the opportunities for collaboration, complementarity, and synergy between PBF and other financing mechanisms. The following actions are recommended:
· Promote integration with other activities and initiatives since analysis of the results has shown that the growth in the quantity of services provided at health centers with PBF is generally positive, and even highly positive for certain activities. Results are even better when PBF acts in synergy with other interventions. 

· Maintain the political commitment to ensure the sustainability of Performance-Based Financing. In addition, the Ministry of Health will have to take the lead in maintaining the budget line for the approach for the Government’s own resources and in increasing the allocation of the Ministry of Health’s budget to PBF.

· Ensure the quality of services and maintain credibility with partners. A mechanism to monitor services delivered and outcomes achieved should be set in place and, preferably, this mechanism should be implemented by independent actors and not by peers. Despite the fact that peer evaluation offers certain advantages with respect to the sharing of experience, in the long run, this would pose the risk of internal complicity between peers.

12. Cost of Reaching the MDGs
This last chapter aims at estimating the cost of reaching the GoR’s objectives for the health sector. Rwanda has several sets of policy objectives for the medium term. They include the Millennium Development Goals which have targets set for 2015, and the objectives of Rwanda Vision 2020 which have targets set for 2020. In addition, the Economic Development and Poverty Reduction Strategy has targets that constitute a destination in 2012 and a milestone towards the MDGs. 
In order to estimate the cost of reaching such targets, the MoH in Rwanda has decided to improve planning and budgeting at the central level using the Marginal Budgeting for Bottlenecks (MBB) tool
 as it helps to: (i) plan and forecast the potential cost and impact of scaling up investments to remove health system constraints; (ii) prepare evidence based expenditure programs and health budgets; and (iii) assess allocative and input efficiency.
The MBB tool assesses health system performance by identifying bottlenecks at specific points in the service delivery process. Users first select twelve interventions to conduct the bottleneck analysis: four from family-oriented community based services, four from population-oriented services, and four from individual-oriented services. The range of interventions includes family preventive services, family neonatal care, child and infant feeding, preventive pregnancy care, HIV/AIDS prevention, immunization and vitamin supplementation, maternal and neonatal care, management of illnesses, and a range of basic and comprehensive obstetric care. Health system performance is measured, on selected tracer interventions, with six coverage determinants: availability of essential commodities, availability of human resources, physical accessibility, initial utilization, continuous utilization, and effective quality coverage. The current level of service coverage is used to identify and analyze systemic bottlenecks and also to define the new coverage targets or frontiers. The new coverage targets are estimated as a function of proportion of the bottleneck reduction, which takes into consideration the current situation, the feasibility of removing bottlenecks, and the availability of existing resources. Finally, the increase in coverage, the difference between new targets and baseline coverage, combined with established estimates of efficacy for interventions from global literature provides reduction in mortality.
This chapter provides the cost of reaching the EDPRS and MDGs targets and the estimated mortality reductions from scaling up of high impact interventions. The financing gap analysis up to 2015 will enable to assess how efficiently resources are allocated in the health sector and to propose ways to address the issues identified. Data used for this chapter include a wide range of sources such as the Demographic and Health Surveys 2005 and 2008, the MoH’s annual reports, several policy documents and norms, HMIS reports, the National Health Accounts, etc.
12.1. Health System Constraints and Bottleneck Analysis

To improve the coverage of high impact interventions, Rwanda needs to address a number of system-wide bottlenecks, particularly in terms of human resources, physical accessibility, supplies and logistics, demand for services as well as technical and organizational capacity. The MBB costing approach explicitly focuses on estimating the additional resources required for overcoming such bottlenecks. It takes into account the strategic changes in the health care delivery policies, addressing both supply and demand side constraints. The identification of bottlenecks is performed through a step-wise approach that assesses the availability of essential health commodities and of human resources, the accessibility of health care services, the initial utilization of these services, the continuity in the utilization of services, and the quality of the services delivered. 
Family Oriented Community Based Services. The utilization of ITNs is a tracer intervention for family oriented community based services (Figure 12‑1). In 2005, the major bottleneck hindering the effective quality coverage was the initial utilization as very few families had an ITN. To remove this bottleneck, the MoH’s strategy relied on massive distribution of long lasting ITNs to children under five. As a result, the percentage of families with ITNs increased from 18 percent in 2005 to 95 percent in 2008. The bottleneck is now the effective quality coverage: even if pregnant women and children under five have an ITN, they don’t necessarily use it. For instance, only 60 percent of children under five currently sleep under an ITN. To remove this bottleneck and achieve the EDPRS target (85 percent of children under five sleep under an ITN in 2012), the MoH has set different strategies aiming at promoting the effective utilization of ITNs. Since 2008, all “imihigo” include the utilization of bed nets by children under five as a performance indicator; in 2009, the long lasting ITNs and Artemisinin-based combination therapy (ACT) pricing and distribution policy will be published as well as a plan for elimination of malaria. This plan will be implemented from 2010 onwards. 
Figure 12‑1: Family oriented community based services – Insecticide-Treated Nets (2005-2008)
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Other strategies of the MoH aim at removing the existing bottlenecks hindering the demand and quality of health services for other family oriented community based services. For instance, measures are in place to scale up the implementation of IMNCI. Efforts are made to expand full vaccination coverage of children, and a large scale campaign will be launched to raise awareness of diarrhea, ARI and other childhood disease prevention measures. As far as chronic malnutrition of children is concerned, the MoH plans to provide vitamin A (micro-nutrient) supplements through community health workers and immunization services. From 2008 onwards, a policy and management tools will be implemented in five districts in each province. This will be progressively scaled up to all the districts by 2011. Finally, to improve the environmental health and hygiene conditions of the population, access to potable water to prevent water-borne diseases will be increased, and improvements in environmental sanitation will be made. 

Population Oriented Schedulable Services. The utilization of modern contraceptive is a tracer intervention for population oriented schedulable services (Figure 12‑2). Between 205 and 2008, the initial utilization of modern family planning methods has improved but the accessibility of family planning services remains a bottleneck and efforts are still needed on the supply side. The MoH plans to increase the number of youth friendly facilities and to fully fund family planning program at US$ 0.3 per capita per year. In addition, all associations of promoters will be trained to improve the quality of services. On the demand side, major bottlenecks remain for initial utilization and effective quality coverage. The MoH strategy will consist in focusing on reproductive health for youth, involving men in family planning, supporting couples and individuals who decide responsibly and freely on the number and spacing of their children, and ensuring free access to information, education and contraceptive services. 
Figure 12‑2: Population oriented schedulable services - Family Planning (2005-2008)
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In addition, the MoH has set strategies to overcome the bottlenecks hindering other interventions included in this package. For instance, to increase the effective quality coverage of antenatal care, the MoH plans to develop incentive mechanisms to attend at least four antenatal care visits such as including the four ANC in “imihigo”, increasing the price of PBF for four ANC visits and implementing conditional cash transfers. As far as immunization is concerned, the MoH wants to strengthen outreach services for immunization at community level by increasing progressively the percentage of health center doing outreach services for immunization from 10 percent in 2008 to 50 percent in 2010 and 100 percent in 2012. 

Individual Oriented Clinical Services. The proportion of assisted deliveries is a tracer intervention for individual oriented clinical services (Figure 12‑3). In 2005, the main bottlenecks to deliveries assisted by qualified health personnel were the accessibility of health services and the initial utilization. The situation has improved significantly thanks to PBF and to improved access to health facilities but the accessibility and initial utilization bottlenecks remain in 2008 as only one out of two women deliver in a health facility. To reach the EDPRS target (more than 60 percent of women deliver in health facilities) and improve the effective quality coverage, the MoH decided to include assisted deliveries in “imihigo”. In addition, it plans to increase the price of PBF for assisted deliveries by 50 percent and to implement conditional cash transfers for assisted deliveries. 
Figure 12‑3: Individual oriented clinical services - Assisted deliveries (2005-2008)
[image: image73.emf]0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Baseline coverage

Stock of

essential

supplies and

drugs

Availbility of

nurses and

midwives

Access to

skilled

delivery

facilities

Deliveries by

nurse

midwives,

doctors or

clinicians

PNC within 2

days of

delivery

Deliveries

with life

saving skills

2005

2008


As far as HIV/AIDS prevention is concerned, the MoH is committed to strengthen medical prevention measures (VCT, PMTCT, PIT, blood safety, post exposure prophylaxis) and non medicals programs with particular emphasis to most-at-risk groups. The MoH’s strategy for HIV/AIDS treatment aims at strengthening the accessibility, coverage and quality of medical care and treatment measures at the health facility level and community level. TB case management will also be strengthened by early case recognition with appropriate response and referral, combined with better access to services. DOTS and STOP-TB strategies will be expanded and closer links will be forged between TB and AIDS programs, while the problem of multi-drug resistant-tuberculosis will be addressed.

12.2. Targets for Scaling up High Impact Interventions
EDPRS Targets. The global objectives of the EDPRS for the health sector are “to maximize preventive health measures and build capacities to have high quality and accessible health care services to the entire population in order to reduce malnutrition, under five mortality, 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 the entire population; 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. In addition, the EDPRS sets ambitious targets to slow down the population growth which requires innovative measures including strengthening of reproductive health services and family planning and ensuring free access to information, education and contraceptive services. 
MDGs Targets. Five MDGs are directly related to the health sector. The first objective is to eradicate extreme poverty and hunger (Goal 1) by halving, between 1990 and 2015, the proportion of people who suffer from hunger. The second goal aims at reducing child mortality by reducing by two thirds, between 1990 and 2015, the under five mortality rate (Goal 2). The third goal is related to maternal health and aims at reducing by three-quarters, between 1990 and 2015, the maternal mortality ratio (Goal 5). The fourth goal is related to the fight against HIV/AIDS, malaria, and other diseases. The targets are to have halted by 2015, and begun to reverse the spread of HIV/AIDS and the incidence of malaria and other major diseases (Goal 6). Finally, the last goal related to health aims at halving by 2015, the proportion of people without sustainable access to safe drinking water (Goal 7). 
Table 12‑1 and Table 12‑2 illustrate Rwanda’s progress achieved to date for selected health interventions and the gap between the current coverage and the target coverage for 2008. They also provide the EDPRS targets for 2012 and MDGs targets for 2015. 
Table 12‑1: Baseline coverage and target coverage for selected health interventions

	Indicator
	2005 (DHS)
	EDPRS target for 2008
	Current situation 2008
	EDPRS 2012
	MDG 2015

	Children under 5 sleeping under ITN
	13%
	65%
	60%
	90%
	100%

	% diarrhea cases receiving ORT
	18.60%
	30%
	n/a
	80%
	100%

	% women (15-49) using modern contraceptive
	10.30%
	30%
	27%
	50%
	70%

	% pregnant women who received ANC 4+
	13.30%
	20%
	n/a
	50%
	100%

	% women accessing a complete course of PMTCT
	27%
	n/a
	n/a
	50%
	100%

	% children fully immunized
	69.30%
	80%
	92%
	95%
	100%

	Births attended by skilled health personnel
	39%
	n/a
	52%
	69%
	97%


Table 12‑2: EDPRS and MDGs targets for selected health indicators

	
	Baseline 1990
	2005

(DHS)
	Current situation 2008 (DHS)
	EDPRS 2012
	MDG 2015

	Total Fertility Rate (children per women)
	
	6.1
	5.5
	4.5
	n/a

	Infant Mortality Rate (for 1,000 live births)
	103
	86
	60
	75
	28

	Under five Mortality Rate (for 1,000 live births)
	151
	152
	99
	n/a
	50

	Maternal Mortality Ratio (per 100,000 live births)
	1300
	750
	n/a
	600
	325


12.3. Additional Cost and Impact of Scaling up

The MBB tool estimated the additional resources needed to reduce identified bottlenecks discussed in the previous section. Table 12‑3 presents the additional cost and impact in terms of mortality reductions for 2012 and 2015. Reaching the EDPRS targets by 2012 costs an additional US$ 10.4 per capita per year for the final year of the EDPRS. The investment is estimated to reduce neonatal, under five, and maternal mortality by 2 percent, 37 percent and 41 percent, respectively. Coming close to the MDGs targets by 2015 requires an additional investment of US$ 15.62 per capita with 35 percent, 44 percent and 47 percent estimated reduction in neonatal, under five, and maternal mortality respectively. 
Table 12‑3: Additional cost and mortality reduction estimates

	 
	EDPRS horizon

	Service delivery mode
	Mortality reduction
	Additional cost per capita per year in US$

	
	Neonatal
	Under five
	Maternal
	

	1. Family oriented community based services
	5.8%
	20.2%
	0%
	3.69

	2. Population oriented schedulable services
	5.9%
	11.7%
	12%
	1.20

	3. Individual oriented clinical services
	20.3%
	15.3%
	29.3%
	5.60

	Management and technical support
	
	
	
	0.09

	Total
	28.1%
	37.2%
	40.7%
	10.40

	 
	MDGs Horizon

	1. Family oriented community based services
	7.2%
	21.5%
	0%
	4.31

	2. Population oriented schedulable services
	9.1%
	20.5%
	14.3%
	2.28

	3. Individual oriented clinical services
	25.1%
	20.3%
	33.3%
	8.41

	Management and technical support
	
	
	
	0.15

	Total
	34.5%
	43.5%
	46.6%
	15.62


Figure 12‑4 summarizes graphically the progress achieved towards the MDGs over time. Phase 1 corresponds to the progress achieved over the period 2006-2008. Phase 2 corresponds to the EDPRS period and phase 3 to the MDGs. It appears that even with the estimated incremental per capita resources, the MDGs targets will not fully be achieved by 2015 as bottlenecks will remain in the health system. The most impressive results will be achieved in MDG 6 but other MDGs, such as the ones related to maternal and child health, will be far from their targets. 

Figure 12‑4: Progress towards the MDGs (2006-2015)
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The combination of the MBB costing exercise with estimates of fiscal space for health provided in Chapter 9 suggests that the scale up in aid and government spending on health since 2005 may well be sufficient to cover the incremental costs required by the end of the MDGs period. The projected expansion of fiscal space for health, under the high case scenario, exceeds the phased in incremental costs through 2015. Under the low case scenario however, the estimated costs exceeds the projected fiscal space from 2013 onwards. Overall, comparing the potential fiscal space for health and the projected costs of scaling up MDGs interventions demonstrates that the already observed surge of aid for health through 2008 may finance more rapid expansion of health services and improved health outcomes than assumed in the MBB projections. The financing gap in 2013 could be closed by rising the health share of government spending to close to 15 percent and increasing aid flows per capita from US$ 25 in 2008 to US$ 31 in 2015 (following the assumptions of the high case financing scenario).

12.4. Scaling up and Cost of the Key Health Strategies
In addition to estimating the cost of scaling up high impact health interventions by service delivery mode, the MBB tool enables to estimate the cost of specific strategies that are of major importance for the sector. Seven key packages are presented in this chapter: (i) community health; (ii) family planning; (iii) preventive care at the health center level; (iv) curative care at the health center level; (v) care at the district hospital level; (vi) care at national hospital level; and (vii) ART and treatment for multi drug resistant tuberculosis. 

12.4.1. Community Health

The community health package includes all family oriented community based services. The role of community health workers will be strengthened over time and IEC/BCC will be further developed for promotion of hygiene and sanitation, infectious diseases control, maternal and child health and mental health. In addition, the MoH plans to strengthen the role of community cooperative and to launch a community PBF in order to improve the quality of health services and messages delivered at the community level. The community health strategy is aiming at improving geographical accessibility to health services and to lead to behavior change with families adopting more healthy practices which can prevent many communicable diseases at this level. Finally, the community health strategy is expected to facilitate the implementation and scale up of the IMNCI strategy. 

As the MoH plans to scale up interventions at the community level, the additional per capita cost for this strategy will increase substantially over time, from US$ 3.1 on average over the EDPRS period to US$ 3.9 additional per capita until 2015. 

12.4.2. Family Planning

The Family Planning Strategy recognizes the urgent need to scale up efforts and develop FP strategies at all levels. The MoH plans to train community health workers so that they can provide contraceptives to women at the community level and deliver key family planning messages. The final objective of the FP strategy is to reduce the proportion of unmet FP needs and to decrease the total fertility rate.

The incremental cost of this strategy increases from US$ 0.9 during the EDPRS period to US$ 1.1 until 2015. As this strategy seems to be very cost-efficient, it would be wise to scale it up. 

12.4.3. Preventive Care at the Health Center Level

The cost of preventive care at the health center level is mainly related to performance based financing given to the facilities when delivering preventive care such as antenatal care, immunization or PMTCT. The MoH is planning to better train nurses on prevention issues and to make sure that essential commodities are available, particularly for PMTCT services and immunization. 
Preventive care can have a high impact on health outcomes. Therefore, the MoH plans to scale up preventive strategies to reduce the incidence of diseases among children or complications among pregnant women. The incremental per capita cost of preventive care will amount to US$ 1.2 over the EDPRS period and to US$ 2 up to 2015.

12.4.4. Curative Care at the Health Center Level

Health mutuelles cover the cost of curative care and drugs provided at the health center level. Since 2006, the MoH is transferring funds to health mutuelles to cover premiums, as well as co-payments for the poorest individuals. Its objective is to exempt from co-payment the poorest quintile. The MoH also plans to strengthen PBF to purchase quality health care services. For instance, the cost of PBF for normal delivery assisted by qualified health personnel will increase from US$ 5 to US$ 7 over the EDPRS period and pregnant women will receive a present which value amounts to about US$ 5. 
US$ 2.5 more per capita will be needed for curative care at the health center level over the EDPRS period and US$ 4.1 per capita to reach the MDG targets. These relatively high costs are related both to the cost of the interventions at stake and to the strong willingness of the MoH to increase the quantity and quality of interventions provided at the health center level. 
12.4.5. Care at the District Hospital Level

As for the health center level, PBF at the district hospital level is deemed to be scaled up in order to achieve better quality services which will in turn have an impact on health outcomes and the EDPRS and MDGs targets. To improve the quality of services delivered in hospitals, the MoH plans to train more general physicians. It also plans to construct district hospitals and to rehabilitate and better equip others. 

To reach the EDPRS and MDGs targets, the district hospital strategy requires an additional US$ 1.1 per capita during the EDPRS period and an additional US$ 1.9 per capita until 2015. The additional costs required at the district hospital level are not expected to follow the same trend as the ones of the health center level because most of the high impact health interventions should be delivered at the health center level. The main impact of health care delivered at the district hospital level is on maternal health. 

12.4.6. Care at the National Hospital Level

At this level of care, PBF is also used to purchase good quality of care. The MoH’s policy regarding national hospitals aims at reinforcing national referral hospitals to improve national self-sufficiency in secondary medical care, specialized training and clinical research. 
To reach the EDPRS and MDG targets, this strategy will require an additional US$ 0.8 per capita over the EDPRS period and US$ 1 per capita until 2015. As for the district hospital level, health care services delivered at the referral hospital level have a high impact on maternal health compared to other health outcomes. 

12.4.7. ART and Multi Drug Resistant Tuberculosis Treatments

The MoH has set very ambitious targets for its ARV and Multidrug Resistant Tuberculosis (MDR-TB) strategy as it plans to provide the treatments to all patients. To do so, there is a need to train the existing human resources on how to deliver the treatment and to make sure that the treatment is available. The MoH is also planning to create four more units to deal with TB issues in the next future.

US$ 2.1 incremental per capita will be needed to reach the EDPRS targets related to ART and MDR-TB and US$ 3.1 to reach the MDG targets by 2015. 

Figure 12‑5 summarizes the above presented costs of the seven key strategies up to 2015. The incremental costs are added up to the government and aid financed per capita health expenditure in 2005 which amounted to US$ 12.
Figure 12‑5: Incremental cost of the seven key strategies of the Ministry of Health (2005-2015)
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12.5. Financing Gap Analysis

Future available resources by HSSP programs and subprograms until 2015 were calculated based on the Ministry of Finance’s ceilings and on donor commitments. Comparing these projections with the estimated needs for the sector until 2015, it is possible to identify the existing financing gaps by HSSP programs and subprograms. As stated above, it is likely that there will be no overall financing gap until 2015 as the total projections of resources available correspond to the estimated costs of moving towards the EDPRS and MDGs targets (under the high case assumptions). 

Figure 12‑6 reveals the Rwandan contradiction: although there is no overall financing gap until 2015, the allocation of resources by programs does not correspond to the sector’s priorities and needs. In some cases, such as for program one, two, and six, there is a surplus of financial resources. On the contrary, some programs, namely programs four, five and seven will fall short of resources over the period if resources are not reallocated.
Figure 12‑6: Financing gaps by HSSP-I programs (2009-2015)
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It is clear that the situation of Rwanda is very different from the situation of many other countries in the region as the main problem of the health sector in Rwanda is not related to under financing but to the misallocation of resources. For instance, HIV/AIDS capture an impressive share of resources for the health sector, leading to financing gaps in other priority areas. In fact, if PEPFAR resources were excluded, there would be an important financing gap all over the period. In addition, as HIV/AIDS resources are unpredictable and earmarked, it is likely that with the current level of commitments, the health sector will be lacking the financial resources it needs to reach the EDPRS and MDGs targets. 

Furthermore, within the programs that are over financed, there are huge discrepancies between sub-programs. The breakdown by sub-programs of program 6 aiming at improving the quality and demand for services in the control of diseases is very illuminating. Figure 12‑7 shows that within this program, although there is no overall financing gap, some sub-programs will lack resources if resources are not reallocated in an efficient way. Within this program, the main over financed sub-program is the one to fight HIV/AIDS. In average, until 2015, this program will receive annually RwF 24 billion more than needed. On the contrary, the following sub-programs – although corresponding to the MoH’s priorities – are likely to be underfinanced: the fight against malaria; the fight against tuberculosis; reproductive health and family planning; infant and maternal health; hygiene and environmental health; community health and information, education and communication for health.

Figure 12‑7: Financing gaps for sub-programs aiming at improving the quality and demand of services in the control of diseases (2009-2015)
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12.6. Way Forward

Rwanda will have to address system-wide bottlenecks, including human resources, physical accessibility, supplies and logistics, and demand for services bottlenecks in order to scale up the coverage of high impact interventions to reach health related MDGs. 

Allocative efficiency gains should be one of the top priorities of the MoH. Indeed, its capacity to overcome these bottlenecks will depend on whether the additional resources are well allocated across budget programs and sub-programs. There is currently a severe misallocation issue in Rwanda that needs to be urgently addressed if the MoH is to achieve its objectives on time. To this end, the alignment of vertical funds with the MoH’s priorities is essential. 
Efficiency gains can also contribute to close some financing gaps. Previous chapters have presented how the MoH is intending to improve technical efficiency. 

Annexes
Annex 1: Organizational Chart of the Ministry of Health in Rwanda
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Source: http://www.MoH.gov.rw/docs/pdf/chart.pdf [Accessed March 2009]
Annex 2: BIA Methodology and Data Sources
1. Methodology

The BIA involves four main steps: 

(i) Categorize individuals according to socio – economic categories including income, gender, type of residence- provinces; (ii) Estimate the public subsidy and calculate its unit cost for different levels of care; (iii) Weight each individual’s use of service by the value of the public subsidy received; and (iv) Evaluate the distribution of the subsidy across categories. 

Step 1: Categorize individuals

In this study, four main categories were selected to evaluate the impact of public subsidies among the population. 

First, individuals were categorized by income quintile, the first quintile being the poorest and the fifth the richest. The individual’s standard of living is based on individual’s consumption, including the consumption of home produced items
. It is expected that public subsidies benefit the poor in priority and therefore that they mainly flow to services that the poor use the most. 

Second, the analysis focused on the individuals’ type of residence (urban/rural). According to EICV data, in 2005, 62.5 percent of the population of Rwanda and 91.6 percent of the poor lived in rural area. It is therefore worth paying attention to the proportion of public subsidy flowing to rural areas. Given the high proportion of poor in rural areas, most public subsidies, if they aim at targeting the poor, should flow to rural areas. 

Third, the BIA looked at the distribution of public subsidies across provinces (City of Kigali, Southern, Western, Northern and Eastern provinces) to estimate the equity of public subsidy within the country. 

Finally, attention was paid to gender distribution, although this categorization is not relevant for all the services as most high impact health interventions in Rwanda are delivered to women and children under five. However, this categorization can provide some good inputs for the analysis. 

Step 2: Estimate the public subsidy and calculate its unit cost for different levels of care

The public subsidy equals total health expenditure minus household out-of pocket expenditures. It includes government subsidy and donors’ aid to the health sector. 

The BIA was conducted at several levels. First, the analysis focused on the overall distribution of public subsidy between outpatient and inpatient care at the three levels of health care delivery, namely the health center, district hospital and referral hospital levels. This first level of analysis enabled to estimate the unit cost of the public subsidy for outpatient and inpatient care at these three levels.

Second, the analysis attempted to capture the benefit incidence of public subsidy for some key health interventions in Rwanda, to see if public subsidy was targeting the interventions that can substantially reduce the burden of disease in Rwanda. Therefore, the BIA paid attention to key health services in Rwanda, according to the morbidity and mortality profile of the population. These interventions, mostly related to maternal and child health, are as follow: diarrhea, malaria, immunization, family planning, antenatal care and assisted deliveries by qualified health personnel. Whenever it was possible and/or relevant, these sub-analysis were disaggregated by level of care and outpatient/inpatient care. 

The public subsidy unit cost that was calculated during the first level of analysis was used for the second level of analysis on specific health services as it is assumed that the cost of outpatient or inpatient visits at a given level of care does not vary significantly. For instance, the cost of outpatient care at the health center level should be similar across activities: the unit cost of the public subsidy for immunization should be comparable to the one for family planning or antenatal care. 

Step 3: Weight each individual’s use of service by the value of the public subsidy received

The use of health services by each category, estimated by its total number of annual visits, is compared to the total utilization of services, that is to say, for instance, to the total number of outpatient visits, the total number of deliveries or hospitalizations at a given level of care or for a given health intervention. 

By multiplying the unit cost of the public subsidy by the total number of visits of each group, we obtain the overall amount of subsidy (in RwF) received by each group. 

Step 4: Evaluate the distribution of the subsidy among categories

When we have both the amount of total public subsidy and of the subsidy received by each category, we can estimate the distribution of the total public subsidy across categories and the per capita public subsidy. For instance, to assess the equity of public spending on health, it is possible to compare the share of public subsidy that benefits to the poorest quintile and to the richest quintile.

Once we have a sense of the groups that gain the most from public spending on health, there may be room for improvements in public spending on health. Recommendations for policy decision making can therefore be formulated. 

2. Data and Assumptions Used for the Analysis

To be consistent, the BIA was based only on 2005 data. The table below provides a summary of data sources and of their use. 
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Public Expenditure Review (PER) for the Health Sector in Rwanda (2002-2005)

The PER for the health sector provides data on the total public subsidy by level of care (health center, district hospital, referral hospital) and on the total utilization of health services by level of care (number of outpatient consultations, deliveries, hospitalizations and surgery). 

A NHA ratio was used to estimate the distribution of public subsidy among outpatient and inpatient care at the three levels of care. 

Health Management Information System (SIS 2005)

The Health Management Information System provides disaggregated data on the total number of visits or hospitalization episodes for given services at health center and hospital level such as family planning, ANC, assisted deliveries, consultation for diarrhea or malaria and immunization. 

The total number of vaccines provided in 2005 was used to estimate the number of visits for immunization. It includes measles, BCG, Polio and DTC 1, 2 and 3. 

The health management information system provides very detailed data on the number of consultations for malaria. For outpatient visits at the health center level, both presumed cases and confirmed cases were taken into account as they both involved an outpatient consultation. The health management information system also provides the number of hospitalizations at the health center level because of malaria. Referral to hospital is given for hospitalization related to malaria. Therefore, data for severe malarial anemia and cerebral malaria cases at the hospital level were taken into account. 


As far as diarrhea is concerned, the health management information system also provides comprehensive data by level of care on the number of outpatient consultations and hospitalization for bloody and non bloody diarrheas. Both types of diarrhea were added up. 

For family planning, new users and users of the month’s consultations were added up to obtain the total number of family planning consultation in 2005. Family planning consultations are only delivered at the health center level.

Antenatal care is also limited to outpatient consultations at the health center level. The total number of antenatal care visits (first, second and third visits and ninth-month visits) were added up to obtain the total number of ANC consultations at the health center level. 

Finally, the health management information system provides the number of assisted deliveries both at health center and hospital level for 2005. 

Household Living Conditions Survey 2005 (Enquête Intégrale sur les Conditions de vie des Ménages 2 or EICV2)

The household survey EICV2 provides data on utilization of services for immunization, diarrhea and malaria among different categories.
The answers to the question: “What was the place of consultation if you consulted a physician or Health Care Worker in the last 2 weeks?” were used to estimate the number of outpatient visits for each category at the health center level (when the respondent said that he consulted at the health center level) and hospital level (when the answer was at the hospital level). As the EICV2 questionnaire does not allow knowing if the patient consulted at the district hospital or referral hospital level, it was assumed that each category consulted equally at both levels. 

The answers to the question: “have you been hospitalized during the last 2 weeks” were used to calculate the number of hospitalization episodes for each category. Given the limited information provided by EICV2 (the question is related to the past two weeks only), it was assumed that what happened to each category during the last 2 weeks preceding the survey could be applied to what would have happened during a year. Also the EICV does not allow knowing if the patient was hospitalized at the health center, district hospital or referral hospital. The same proportion was used for the three levels of care.

For immunization, data from EICV2 concerning the place of immunization, if the respondent has ever been immunized, was used. To estimate the number of visits of each category, consultations at health centers, immunization centers and outreach sessions were used. 

As far as malaria is concerned, data from EICV2 concerning the primary health care problem in case of consultation was used. As EICV2 data does not provide information on the nature of the consultation (outpatient or inpatient) and on the place of consultation, it was assumed that each category used the services according to the same proportion at all levels of care and for all services related to malaria. 

Finally, the same assumptions were used for diarrhea, using the data on respondents who reported diarrhea as a primary health problem. 
Demographic and Health Survey (DHS 2005)

The DHS 2005 provided information on utilization of services among the different categories for family planning; antenatal care and assisted deliveries. 

For family planning, the data on respondents who reported to use any modern method for contraception were used to estimate the number of visits for family planning. DHS provides data on the use of services among different categories of women. 

As far as antenatal care is concerned, data on women who ever received ANC during last pregnancy were used to calculate the number of ANC visits for each sub-category. 

Finally, data on women who reported having been assisted by trained health care personnel during the last delivery were used to estimate the number of assisted deliveries for each sub-category of women.

· PER Data and NHA ratio
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Public subsidy to the health sector. Source: PER NHA ratios. Source:2006 NHA

1. Health Center Level

Breakdown of Public Subsidy by level of care

Health center District Hospital Referral Hospital 

inpatient care 16.5% 58.5% 74.0%

Delivery of Health services 1,478,000,000           outpatient care 83.5% 41.5% 26.0%

Drugs 1,422,000,000          

Financial operations 338,000,000              Utilization of health services. Source: PER and data for hospitals (pooling risk 2005)

Government Subsidies 52,000,000               

Utilization of health services by level of care

Health center District Hospital Referral Hospital 

NGO and donors subsidies 622,000,000              # consultations 4,871,668          479,002              189,726                 

Total resources  3,912,000,000          

# hospitalizations 274,898             123,679              25,317                  

o/w public subsidies

674,000,000              # deliveries 73,445               28,831               

2. District Hospital Level

Delivery of Health services 485,000,000             

2005 total population 8,817,888         

Drugs 329,000,000             

population by quintile 1,763,578         

Financial operations 256,000,000             

Government Subsidies 110,000,000             

NGO and donors subsidies 496,000,000             

Total resources 

1,676,000,000          

o/w public subsidies

606,000,000             

3. Referral Hospital Level

3.1. CHUK 3,135,000,000          

Government Subsidies 896,000,000             

Revenues 778,000,000             

Donors subsidies 1,461,000,000          

o/w public subsidies

2,357,000,000          

3.2. CHUB 913,000,000             

Government Subsidies 654,000,000             

Revenues 259,000,000             

Donors subsidies -                           

o/w public subsidies

654,000,000             

3.3. KFH 3,053,000,000          

Government Subsidies 1,653,000,000          

Revenues 1,400,000,000          

Donors subsidies -                           

o/w public subsidies

1,653,000,000          

3.4. HNP 171,000,000             

Government Subsidies 81,000,000               

Revenues 90,000,000               

Donors subsidies -                           

o/w public subsidies

81,000,000               

3.5. All referral hospitals 7,272,000,000          

Government Subsidies 3,284,000,000          

Revenues 2,527,000,000          

Donors subsidies 1,461,000,000          

o/w public subsidies

4,745,000,000          

Resources by financing source (RwF)

Resources by financing source (RwF)

Resources by financing source (RwF)


· HMIS data (2005) on utilization of health services
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outpatient

151,106     467,984     1,711,209            766,611                   1,612,019    

inpatient

66,137                            7,311         57,268         

outpatient

inpatient

31,891                            29,050       31,082         

Health Center Level

District Hospital Level


· EICV2 and DHS 2005 data
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Total Total Total

Consulted a physician or Health Care 

Worker in the last 2 weeks

253       

11.2%

363       

16.1%

410       

18.2%

480       

21.3%

749       

33%

2255 994       

44.1%

1,262    

55.9%

2,256     606       

26.9%

1,650    

73.1%

2,256     391    

17.3%

506       

22.4%

524       

23.2%

332    

14.7%

503       

22.3%

2,255      

o/w in Health Center

126       

12.1%

186       

17.8%

218       

20.9%

246       

23.6%

268       

25.7%

1044 443       

42.4%

601       

57.6%

1,044     186       

17.8%

858       

82.2%

1,044     130    

12.5%

275       

26.3%

211       

20.2%

154    

14.8%

274       

26.2%

1,044      

o/w in Hospital

17         

5.3%

31         

9.6%

35         

10.9%

56         

17.4%

183       

56.8%

322 134       

41.6%

188       

58.4%

322        151       

46.9%

171       

53.1%

322        83      

25.8%

56         

17.4%

87         

27.0%

42      

13.0%

54         

16.8%

322         

o/w in Dispensary

36         

10.3%

38         

10.9%

51         

14.6%

86         

24.6%

138       

39.5%

349 163       

46.7%

186       

53.3%

349        142       

40.7%

207       

59.3%

349        85      

24.4%

88         

25.2%

98         

28.1%

35      

10.0%

43         

12.3%

349         

o/w in Clinic

-        

0.0%

-        

0.0%

-        

0.0%

6           

11.3%

47         

88.7%

53 26         

49.1%

27         

50.9%

53          47         

88.7%

6           

11.3%

53          43      

81.1%

4           

7.5%

1           

1.9%

1        

1.9%

4           

7.5%

53           

o/w Consultant's Home

37         

17.4%

49         

23.0%

55         

25.8%

33         

15.5%

39         

18.3%

213 101       

47.4%

112       

52.6%

213        23         

10.8%

190       

89.2%

213        13      

6.1%

37         

17.4%

53         

24.9%

61      

28.6%

49         

23.0%

213         

o/w Patients' home

6           

15.0%

9           

22.5%

7           

17.5%

11         

27.5%

7           

17.5%

40 14         

35.0%

26         

65.0%

40          2           

5.0%

38         

95.0%

40          3        

7.5%

5           

12.5%

18         

45.0%

6        

15.0%

8           

20.0%

40           

o/w Pharmacy

11         

12.1%

13         

14.3%

20         

22.0%

16         

17.6%

31         

34.1%

91 51         

56.0%

40         

44.0%

91          16         

17.6%

75         

82.4%

91          11      

12.1%

17         

18.7%

17         

18.7%

13      

14.3%

33         

36.3%

91           

o/w Others

20         

13.9%

37         

25.7%

24         

16.7%

26         

18.1%

37         

25.7%

144 62         

43.1%

82         

56.9%

144        39         

27.1%

105       

72.9%

144        23      

16.0%

24         

16.7%

39         

27.1%

20      

13.9%

38         

26.4%

144         

Hospitalized in the last 2 weeks

11         

8.4%

21         

16.0%

17         

13.0%

34         

26.0%

48         

37%

131 51         

38.9%

80         

61.1%

131        34         

26.0%

97         

74.0%

131        14      

10.7%

34         

26.0%

41         

31.3%

16      

12.2%

26         

19.8%

131         

Received prenatal care during last 

pregnancy

909       

18.5%

927       

18.9%

961       

19.6%

981       

20.0%

1,131    

23.0%

4,909     -        

-      

4,909    

100.0%

4,909     1,170    

23.8%

3,739    

76.2%

4,909     760    

15.5%

1,170    

23.8%

1,158    

23.6%

733    

14.9%

1,088    

22.2%

4,909      

Even been vaccinated

1,094    

18.8%

1,149    

19.8%

1,161    

20.0%

1,161    

20.0%

1,244    

21%

5809 2,918    

50.2%

2,891    

49.8%

5,809     1,262    

18.8%

5,447    

81.2%

6,709     825    

14.2%

1,385    

23.8%

1,413    

24.3%

902    

15.5%

1,284    

22.1%

5,809      

o/w in Hospital

43

14.0%

60

19.5%

49

16.0%

57

18.6%

98

31.9%

307        151

49.2%

156

50.8%

307        134

43.6%

173

56.4%

307        68

22.1%

40

13.0%

99

32.2%

49

16.0%

51

16.6%

307         

o/w in Health Center

1021

20.0%

1022

20.0%

1037

20.3%

1028

20.1%

998

19.5%

5106 1194

50.5%

1170

49.5%

2364 980

41.5%

1384

58.5%

2364 950

18.6%

1050

20.6%

1061

20.8%

948

18.6%

1097

21.5%

5,106      

o/w in School

19

27.1%

11

15.7%

7

10.0%

23

32.9%

10

14.3%

70          31

44.3%

39

55.7%

70          19

27.1%

51

72.9%

70          5

7.1%

34

48.6%

10

14.3%

7

10.0%

14

20.0%

70           

o/w Private Center

4

3.3%

7

5.7%

7

5.7%

19

15.6%

85

69.7%

122        77

63.1%

45

36.9%

122        116

95.1%

6

4.9%

122        115

94.3%

3

2.5%

3

2.5%

0

0.0%

1

0.8%

122         

o/w Others

6

13.6%

11

25.0%

7

15.9%

10

22.7%

10

22.7%

44          12

27.3%

32

72.7%

44          7

15.9%

37

84.1%

44          5

11.4%

6

13.6%

12

27.3%

7

15.9%

14

31.8%

44           

Reason for health consultation

o/w general visit

38

10.3%

38

10.3%

73

19.7%

78

21.1%

143

38.6%

370 179

48.4%

191

51.6%

370 131

35.4%

239

64.6%

370 78

21.1%

108

29.2%

53

14.3%

44

11.9%

87

23.5%

370         

o/w sickness

195

11.3%

303

17.5%

311

18.0%

373

21.5%

549

31.7%

1731 773

44.7%

958

55.3%

1731 433

25.0%

1298

75.0%

1731 282

16.3%

362

20.9%

436

25.2%

274

15.8%

377

21.8%

1,731      

o/w injury

6

11.1%

9

16.7%

11

20.4%

13

24.1%

15

27.8%

54 31

57.4%

23

42.6%

54 9

16.7%

45

83.3%

54 6

11.1%

22

40.7%

11

20.4%

4

7.4%

11

20.4%

54           

o/w sickness and injury

1

8.3%

1

8.3%

3

25.0%

1

8.3%

6

50.0%

12 5

41.7%

7

58.3%

12 6

50.0%

6

50.0%

12 5

41.7%

0

0.0%

3

25.0%

1

8.3%

3

25.0%

12           

o/w vaccination

1

7.1%

3

21.4%

1

7.1%

0

0.0%

9

64.3%

14 5

35.7%

9

64.3%

14 11

78.6%

3

21.4%

14 11

78.6%

1

7.1%

1

7.1%

0

0.0%

1

7.1%

14           

o/w prenatal

10

14.7%

8

11.8%

11

16.2%

14

20.6%

25

36.8%

68 0

0.0%

68

100.0%

68 15

22.1%

53

77.9%

68 9

13.2%

10

14.7%

19

27.9%

8

11.8%

22

32.4%

68           

o/w postnatal

1

20.0%

1

20.0%

0

0.0%

1

20.0%

2

40.0%

5 0

0.0%

5

100.0%

5 1

20.0%

4

80.0%

5 0

0.0%

1

20.0%

1

20.0%

1

20.0%

2

40.0%

5             

Primary Health Problem

o/w malaria

397

17.4%

444

19.5%

469

20.6%

474

20.8%

495

21.7%

2279 1043

45.8%

1236

54.2%

2279 425

18.6%

1854

81.4%

2279 243

10.7%

653

28.7%

497

21.8%

226

9.9%

660

29.0%

2,279      

o/w intestinal parasites

282

19.8%

293

20.5%

266

18.7%

295

20.7%

290

20.3%

1426 596

41.8%

830

58.2%

1426 264

18.5%

1162

81.5%

1426 147

10.3%

421

29.5%

368

25.8%

213

14.9%

277

19.4%

1,426      

o/w respiratory infections

245

19.4%

219

17.3%

244

19.3%

241

19.1%

315

24.9%

1264 540

42.7%

724

57.3%

1264 368

29.1%

896

70.9%

1264 242

19.1%

334

26.4%

277

21.9%

176

13.9%

235

18.6%

1,264      

o/w skin disease

44

17.0%

50

19.3%

53

20.5%

45

17.4%

67

25.9%

259 121

46.7%

138

53.3%

259 47

18.1%

212

81.9%

259 31

12.0%

59

22.8%

64

24.7%

41

15.8%

64

24.7%

259         

o/w accident or injury

27

14.1%

36

18.8%

42

22.0%

38

19.9%

48

25.1%

191 123

64.4%

68

35.6%

191 46

24.1%

145

75.9%

191 34

17.8%

41

21.5%

49

25.7%

18

9.4%

49

25.7%

191         

o/w diarrhea

18

20.5%

19

21.6%

17

19.3%

18

20.5%

16

18.2%

88 57

64.8%

31

35.2%

88 20

22.7%

68

77.3%

88 11

12.5%

25

28.4%

20

22.7%

12

13.6%

20

22.7%

88           

o/w dental probem

31

22.5%

27

19.6%

27

19.6%

27

19.6%

26

18.8%

138 52

37.7%

86

62.3%

138 13

9.4%

125

90.6%

138 10

7.2%

38

27.5%

39

28.3%

27

19.6%

24

17.4%

138         

o/w gynecological problem

16

19.3%

13

15.7%

17

20.5%

14

16.9%

23

27.7%

83 29

34.9%

54

65.1%

83 25

30.1%

58

69.9%

83 18

21.7%

21

25.3%

18

21.7%

10

12.0%

16

19.3%

83           

o/w others

183

18.2%

200

19.9%

150

15.0%

207

20.6%

263

26.2%

1003 399

39.8%

604

60.2%

1003 222

22.1%

781

77.9%

1003 141

14.1%

250

24.9%

239

23.8%

139

13.9%

234

23.3%

1,003      

Milieu Provinces

3 Female Urban Rural 2 Poorest

Income Quintile

Male Richest 4

Gender
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Total Total Total

ANC during last pregnancy

19% 20.0% 20.3% 20.2% 20% 0.0% 100.0% 49.6% 50.4%

-       

19.7% 20.1% 19.7% 20.5% 20.0%

95%

Use of any modern contraceptive method

12% 14.7% 16.7% 17.2% 39.4% 0.0% 100.0% 27.8% 72.2%

-       

16.7% 20.9% 26.0% 18.3% 18.1%

10%

Assisted delivery by qualified health care 

personne for last delivery

o/w at home

1,149   

19.2%

1,112   

18.6%

1,233   

20.6%

1,159   

19.4%

1,321   

22.1%

5,974   

0.0% 100.0%

889      

14.9%

5,085   

85.1%

5,974    491      

8.2%

1,357   

22.7%

1,514   

25.3%

883      

14.8%

1,729   

28.9%

5,974   

o/w Government  hospital

189      

18.8%

204      

20.3%

200      

19.9%

194      

19.3%

217      

21.6%

1,004   

0.0% 100.0%

144      

14.3%

860      

85.7%

1,004    77        

7.7%

246      

24.5%

273      

27.2%

149      

14.8%

259      

25.8%

1,004   

o/w Government health center

285      

19.8%

277      

19.2%

265      

18.4%

289      

20.1%

324      

22.5%

1,440   

0.0% 100.0%

225      

15.6%

1,215   

84.4%

1,440    118      

8.2%

303      

21.0%

361      

25.1%

227      

15.8%

431      

29.9%

1,440   

o/w other public

-       

0.0%

-       

0.0%

-       

0.0%

1          

100.0%

-       

0.0%

1          

0.0% 100.0%

0

0.0%

1

100.0%

1           -       

0.0%

-       

0.0%

1          

100.0%

-       

0.0%

-       

0.0%

1          

o/w private hospital

16        

14.2%

23        

20.4%

26        

23.0%

23        

20.4%

25        

22.1%

113      

0.0% 100.0%

17        

15.0%

96        

85.0%

113       11        

9.7%

28        

24.8%

19        

16.8%

18        

15.9%

37        

32.7%

113      

o/w other private

-       

0.0%

2          

25.0%

3          

37.5%

3          

37.5%

-       

0.0%

8          

0.0% 100.0%

-       

0.0%

8          

100.0%

8           -       

0.0%

4          

50.0%

2          

25.0%

1          

12.5%

1          

12.5%

8          

o/w others

14        

15.7%

21        

23.6%

20        

22.5%

18        

20.2%

16        

18.0%

89        

0.0% 100.0%

9          

10.1%

80        

89.9%

89         6          

6.7%

22        

24.7%

19        

21.3%

11        

12.4%

31        

34.8%

89        

Eastern  City of Kigali Southern Western Northern Rwanda Poorest 2 3 4 Richest Male Female Urban Rural

Income Quintile Gender Milieu Provinces


· Benefit Incidence for specific high impact interventions on the different categories of individuals
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Diarrhea

Health Center outpatient 3,570,592                    3,768,958               3,372,226                        3,570,592         3,173,860              3,967,324            13,488,903              2,182,028         4,959,156           3,967,324       2,380,395              3,967,324             17,456,228       11,306,875       6,149,353        

Health Center inpatient 477,423                       503,947                  450,900                           477,423            424,376                 1,511,840            822,229                   291,759            663,088              530,470          318,282                 530,470               2,334,068         1,511,840         822,229           

Hospital inpatient 13,812,304                  14,579,655             13,044,954                      13,812,304       12,277,604            15,347,005          52,179,816              8,440,853         19,183,756          15,347,005     9,208,203              15,347,005           67,526,821       43,738,964       23,787,857      

Total Benefit Incidence 17,860,319                  18,852,559             16,868,079                      17,860,319       15,875,839            20,826,169          66,490,948              10,914,640       24,805,999          19,844,799     11,906,880            19,844,799           87,317,117       56,557,678       30,759,439      

Targeting efficiency (% of total diarrhea 

subsidies received)

20.5% 21.6% 19.3% 20.5% 18.2% 23.9% 76.1% 12.5% 28.4% 22.7% 13.6% 22.7% 100.0% 64.8% 35.2%

Lorenz Distribution (cumulative percent of 

diarrhea subsidies received)

20.5% 42.0% 61.4% 81.8% 100.0% 23.9% 100.0% 12.5% 40.9% 63.6% 77.3% 100.0% 64.8% 100.0%

Immunization

Total Benefit Incidence 39,529,077                  39,567,793             40,148,534                      39,800,089       38,638,608            81,950,262          115,733,840            36,780,238       40,651,842          41,077,719     36,702,806            42,471,496           197,684,102      99,845,524       97,838,578      

Targeting efficiency (% of total immunization 

subsidies received)

20.0% 20.0% 20.3% 20.1% 19.5% 41.5% 58.5% 18.6% 20.6% 20.8% 18.6% 21.5% 100.0% 50.5% 49.5%

Lorenz Distribution (cumulative percent of 

immunization subsidies received)

20.0% 40.0% 60.3% 80.5% 100.0% 41.5% 100.0% 18.6% 39.2% 59.9% 78.5% 100.0% 50.5% 100.0%

Malaria

Health center outpatient

32,440,312                  36,280,853             38,323,694                      38,732,262       40,448,248            34,728,294          151,497,075            19,856,413       53,359,002          40,611,676     18,467,281            53,930,998           186,225,369      85,227,319       100,998,050     

Health center inpatient

3,184,894                    3,561,947               3,762,507                        3,802,619         3,971,089              3,409,521            14,873,534              1,949,444         5,238,629           3,987,134       1,813,063              5,294,786             18,283,055       8,367,366         9,915,689        

Hospital inpatient

12,585,930                  14,075,952             14,868,517                      15,027,030       15,692,784            13,473,602          58,776,609              7,703,730         20,701,794          15,756,189     7,164,786              20,923,712           72,250,212       33,065,806       39,184,406      

Total Benefit Incidence

48,211,136                  53,918,751             56,954,717                      57,561,910       60,112,122            51,611,418          225,147,219            29,509,587       79,299,425          60,354,999     27,445,130            80,149,495           276,758,636      126,660,491      150,098,146     

Targeting efficiency (% of total malaria 

subsidies received)

17.4% 19.5% 20.6% 20.8% 21.7% 18.6% 81.4% 10.7% 28.7% 21.8% 9.9% 29.0% 100.0% 45.8% 54.2%

Lorenz Distribution (cumulative percent of 

malaria subsidies received)

17.4% 36.9% 57.5% 78.3% 100.0% 18.6% 100.0% 10.7% 39.3% 61.1% 71.0% 100.0% 45.8% 100.0%

Assisted deliveries

Health Center inpatient 4,178,916                    4,061,613               3,885,658                        4,237,567         4,750,767              3,299,144            17,815,378              1,730,218         4,442,847           5,293,293       3,328,470              6319693.594 21,114,522      

Hospital inpatient 13,600,887                  14,680,322             14,392,472                      13,960,698       15,615,833            10,362,580          61,887,632              13,600,887       14,680,322          14,392,472     13,960,698            15,615,832.66      72,250,212      

Total Benefit Incidence 17,779,802                  18,741,935             18,278,131                      18,198,265       20,366,600            13,661,724          79,703,009              15,331,104       19,123,169          19,685,766     17,289,168            21,935,526           93,364,733      

Targeting efficiency (% of total assisted 

deliveries subsidies received)

20% 21% 21% 21% 23% 16% 91% 16% 20% 21% 19% 23% 100%

Lorenz Distribution (cumulative percent of 

assisted deliveries subsidies received)

20% 42% 63% 84% 107% 16% 107% 16% 37% 58% 77% 100%

Family Planning

Total Benefit Incidence 10,666,749                  13,005,109             14,791,977                      15,217,645       34,879,769            24,609,743          63,951,506              14,766,750       18,535,694          22,986,018     16,214,900            16,057,887           88,561,249      

Targeting efficiency (% of total family planning 

subsidies received)

12% 15% 17% 17% 39% 28% 72% 17% 21% 26% 18% 18% 100%

Lorenz Distribution (cumulative percent of 

family planning subsidies received)

12% 27% 43% 61% 100% 28% 100% 17% 38% 64% 82% 100%

Antenatal care

Total Benefit Incidence

10,478,498                  10,801,354             10,973,325                      10,896,806       10,912,961            26,791,552          27,271,392              10,631,240       10,889,042          10,649,946     11,082,094            10,810,622           54,062,944      

Targeting efficiency (% of total ANC subsidies 

received)

19% 20% 20% 20% 20% 50% 50% 20% 20% 20% 20% 20% 100%

Lorenz Distribution (cumulative percent of 

ANC subsidies received)

19% 39% 60% 80% 100% 50% 100% 20% 40% 60% 80% 100%

Rwanda

Income Quintile Gender Geographical distribution Provinces


Annex 3: Comparing the four PBF models
	Rwanda PBF Comparison Framework
	Butare model

(2002 – April 2006)
	Cyangugu model

(2002 – April 2006)
	Kigali Ville model

(2005 to April 2006)
	National model

(Jan 2006 to current)

	Who is used to control performance
	District Health Team

Province level Steering Committee

National Public Health School
	NGO (purchasing agency) for routine control and for organizing community based surveys

Involvement community in monitoring performance of health centers
	District Health Team

BTC Technical Assistants ‘embedded’ in the CAAC, to control District Health Teams
	USF (quantity control) and Hospital for quality regulation

Technical assistants of 11 departments and agencies 

District level Steering Committee

Community based surveys and random sampling and counter-verification of the quality performance are being piloted 2007

	Provider
	Health Centers, later Hospitals

All Public and FBO
	Health Centers, Hospitals, Public and FBO; Public-Private partnerships (second tier contractees private for profit providers)
	Health Facilities and Hospitals; Public and FBO
	Health Facilities, Hospitals, Public and FBO, and second tier contracts in certain zones (private for profit providers and FOSACOM)

	Purchaser
	NGO (on behalf of others)

Governance through Steering Committee
	NGO (on behalf of others)
	BTC (bilateral donor agency)
	GoR, USG, WB/MAP through Steering Committee & PBF admin system

	Performance Based Supervision/control
	Yes
	Yes
	Yes
	Mixed Systems

	Separation of Functions
	Yes
	Yes
	Yes
	Yes

	Quality aspect taken into account
	No
	Yes (as part of a composite measure, and as a bonus of max 15 percent)
	Yes (through composite indicators)
	Yes (use of an elaborate quarterly supervisory checklist)

Earnings = Quantity * % Quality

	Formal Contracts
	Yes

(between Comité de Pilotage and Health Facilities and between Health Facility Management and individual health workers)
	Yes, and ‘business plans’

(between NGO and individual Health Facilities)
	No 

(verbal; ‘tacit’ agreements only)
	Yes

(Between Mayor and Comité de Pilotage; between Sector Administrator and Health Center Management and between Health Center Management and individual health workers- this last contract not universally. Also individual purchase contracts between USG CAs and individual health facilities)

	Geographical coverage
	2 districts
	2 districts
	5 districts
	23 districts

	Population 
	384,209


	620,000


	1,402,306


	7,123,004



	Number of Health Centers
	36
	26 Health Centers (+14 health posts and 19 private dispensaries sub-contracted)
	75
	290 

	Number of Hospitals
	3
	4
	4
	24

	A-Resources available on control & support & admin & input financing
	US$ 0.09/c/yr


	US$ 0.50 - US$ 0.75/c/yr
	(unknown)
	US$ 0.40c/yr 

(2007 budget)

	B-Resources available for output payments at Health Center level
	US$ 0.15/c/yr


	US$ 0.41 

(2004 actual disbursements)
	US$ 0.08/c/yr

(2005 budget)
	US$ 0.60/c/yr 

(2007 budget)

	C- Resources available for output payments at Hospital level
	-
	US$ 0.84 - US$ 1.09 
	(as above)
	US$ 0.61/yr 

(2007 budget)

	Total budget 

(A+B+C)
	US$ 0.24/c/yr

(2004 budget)
	US$ 2.00/c/yr

(2005 budget)
	US$ 1.57/c/yr

(2005 budget)
	US$ 1.61/yr 

(2007 budget)

	Use of earnings by Health Facilities
	Allowed to use 100% as bonus
	40% non-salary recurrent expenses and 60% salary bonus
	Allowed to use 100% as bonus
	Minimum 20% non-salary recurrent expenses and maximum 80% salary bonus

	Range of value of indicators
	FW 40 – 5,000 (HC) and 200 – 8,000 (DH)
	RwF 150 – 2,500 (HC) and 250-15,000 (DH)
	RwF 100 – 3,000 (HC) and RwF 25 – 1,500 (DH) 
	RwF 50 – 2,500 (HC) and different point values for DH

	Donors
	GoR, MAP/WB, HealthNet TPO (funded through SIDA)
	GoR, Cordaid, MAP/WB, UNFPA
	BTC, NLP, PNILT
	GoR, USG, MAP/WB, Cordaid, HealthNet TPO 


Annex 4: General health indicators and HIV/AIDS indicators with associated PBF prices

	
	Indicators
	Amount paid per case (Rwf)
	Amount paid per case (US$ )

	General Health Indicators and PBF prices

	1
	Number of New cases
	100
	US$ 0.18 

	2
	Number of New cases received at the antenatal care (first visits)
	50
	US$ 0.09 

	3
	Number of Women who received 4 antenatal consultations
	200
	US$ 0.37 

	4
	Number of women completed the 2 or 3 or 4 or 5 Tetanus vaccines
	250
	US$ 0.46 

	5
	Number of Women who received the 2nd dose of Intermittent Preventive Treatment of malaria
	250
	US$ 0.46 

	6
	Number of at risk pregnancies Referred before 9 months of pregnancy
	1,000
	US$ 1.83 

	7
	Number of child aged 12-59 months seen at the curative care service for growth monitoring
	100
	US$ 0.18 

	8
	Family planning P new users (DIU, Pills, injections, implants) 
	100
	US$ 0.18 

	9
	Family planning : number of users: DIU, Pills, injections, implants
	1,000
	US$ 1.83 

	10
	Fully Vaccinated Child
	500
	US$ 0.92 

	11
	Institutional Deliveries at the health center
	2,500
	US$ 4.59 

	12
	Emergency referrals to the Hospital for obstetric care
	2,500
	US$ 4.59 

	13
	Malnourished children referred
	1,000
	US$ 1.83 

	14
	Others Emergency referrals
	1,000
	US$ 1.83 

	
	
	
	

	HIV/AIDS Indicators and PBF prices

	1
	Number of clients tested for HIV at the VCT center
	500
	US$ 0.92 

	2
	Number of couples/partners tested during the reporting month
	2,500
	US$ 4.59 

	3
	Number of HIV+ pregnant women on ART treatment during labor
	2,500
	US$ 4.59 

	4
	Number of infants born to HIV+ mothers tested 
	5,000
	US$ 9.17 

	5
	Number of HIV positives patients who received CD4 test
	2,500
	US$ 4.59 

	6
	Number of HIV + patients traited with cotrimoxazole each month
	250
	US$ 0.46 

	7
	Number of new adults HIV+ on ART treatment
	2,500
	US$ 4.59 

	8
	Number of new infants HIV+ on ART treatment
	3,750
	US$ 6.88 

	9
	Number of HIV+ women on contraception
	1,500
	US$ 2.75 

	10
	Total number of HIV+ patients tested for tuberculosis
	1,500
	US$ 2.75 
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� They are currently 4 provinces plus Kigali, 30 districts, 416 sectors and 2,148 cells.


� “Imihigo” are performance contracts, in which the region, and its districts, promise the President they will implement the measures outlined in the annual plans. They are also a monitoring instrument, designed to help local authorities to plan and act realistically.





� As the DHS 2007 did not report on nutrition, the most recent data for the nutritional status of children is 2005 (DHS). However, DHS 2007 reported on anemia. 


� The DHS 2007 does not provide information on the source of drinking water by income quintile or province. Therefore, this analysis relies on DHS 2005 data. 


� 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.


� DHS 2007 does not provide information about HIV/AIDS. Therefore, the most recent data is from DHS 2005. 


� The results concerning a given factor are more robust in this analysis because the effects of the other factors are controlled.


� Since the expansion of health insurance coverage under health mutuelles is still recent, the data from DHS 2005 covering the five years preceding the survey cannot demonstrate the effect of health insurance on assistance during childbirth. The multivariate analysis for which the results are summarized in � REF _Ref217382271 \h ��Table 4�5� will take this time factor into account and will be limited to births occurring between 2004 and 2005.


� World Health Organization. The world health report 2006: working together for health. Geneva: WHO Press; 2006. 


� The 6 filters are: 1) the pool of potential applicants; 2) the application rate; 3) the institutional acceptance rate; 4) the student acceptance rate; 5) the success rate; and 6) the entry in the labor market rate.


� Assuming all interns graduate in January 2008.


� If all present interns graduate in January 2009.


� The application rate is assumed to be 75 percent for both medical and nursing students while the institutional acceptance rate is assumed to be 98 percent and the student acceptance rate is maximized at 100 percent.


� Center for Global Development Study, 2008


� Shinn D H. Reversing the Brain Drain in Ethiopia. Keynote speech to: Ethiopian North American Health Professionals Association (Alexandria, VA) 2002.


� WHO - http://www.who.int/hrh/documents/inflows_outflows.pdf


� Gisagara Health District, Rwanda CHILD SURVIVALPROGRAM (Kagubare, 2006, USAID/CONCERN)


� Gisagara Health District, Rwanda CHILD SURVIVALPROGRAM (Kagubare, 2006, USAID/CONCERN)





� Quality of obstetric care observed in14 hospitals in Benin, Ecuador, Jamaica, and Rwanda; Quality Assurance Project; USAID, 2006


� Gisagara Health District, Rwanda CHILD SURVIVAL PROGRAM (Kagubare, 2006, USAID/CONCERN)


� The RSPA 2007 defines all basic health services as including outpatient services for sick children and for adult STIs, temporary methods of family planning, antenatal care, immunization, and child growth monitoring. Qualified staff (providers of curative care) includes physician specialist, physician generalist, medical officers, nurses, midwives, auxiliaries, anesthetist, and dentist that prescribe the treatment. Minimum frequencies are defined as: curative care for children offered at least five days per week, STI services at least one day per week, and preventive or elective services (temporary methods of family planning, antenatal care, immunization, and growth monitoring) at least one day per week.





� Lijdsman, C., Onyango, C., Gatera, A. Saleeb, S., Tarrafeta, B., and Gabra, M. 2004. Assessment of the Health Commodity Supply Sector in Rwanda. Submitted to the U.S. Agency for International Development by the Rational Pharmaceutical Management Plus Program. Arlington, VA: Management Sciences for Health.





� Rwanda Ministry of Health. 2007. Guide Thérapeutique Standard, Première Edition. 


� Rwanda Ministry of Health. 2005. Liste Nationale des Médicaments Essentiels, Quatrième Edition.


� Rwanda Ministry of Health. 2007. Médicaments Essentiels du Centre de Santé, Première Edition.


� Rwanda Ministry of Health. 2007. Formulaire National des Médicaments Essentiels, Première Edition.


� Hayman, A., Cole, S. 2009. Assessment of the District Pharmacies of the Rwandan Ministry of Health, in conjunction with the Pharmaceutical Task Force (PTF) and CAMERWA for the implementation of Active Distribution in Support of the Ministry of Health HIV/AIDS Program. Submitted to USAID by SCMS.


� World Health Organization. 1999. Counterfeit drugs: Guidelines for the development of measures to combat counterfeit drugs (Essential Drugs and Medicines Policy. WHO/EDM/QSM/9.I). Geneva.


� USAID. United States Pharmacopeia. 2007. Ensuring the quality of medicines in resource-limited countries: An operational guide. 


� Kayumba, P., Risha, P., Shewiyo, D., Msami, A., Masuki, G., Ameye, D., Vergote. 2004. The quality of essential antimicrobial and antimalarial drugs marketed in Rwanda and Tanzania: influence of tropical storage conditions on in vitro dissolution. Journal of Clinical Pharmacy and Therapeutics. 29: 331-338.


� Rwanda Ministry of Health. 2007. Enquête Nationale sur les Indicateurs du Paludisme au Rwanda.


� http://www.unaids.org/en/Regions_Countries/Countries/rwanda.asp


� Total health expenditure includes domestic resources from the government, external resources from donors and private expenditure from private sources (households and other private). 


� This section draws upon a 2008 World Bank study by C. Lane and P. Gottret. Rwanda: Fiscal Space for Health and the MDGs Revisited.


� Understanding Fiscal Space, IMF Policy Discussion Paper, PDP/05/4, IMF, March 2005.


� Aid as a share of total of aid and government spending.


� Before 2005 the financial reporting structures were not well aligned to the HSSP-I, hence expenditure data before 2006 is not represented in the table. 


� � REF _Ref224039422 \h � \* MERGEFORMAT �Annex 2� presents the details of the BIA methodology and data sources used for the analysis.


� See � REF _Ref224039422 \h � \* MERGEFORMAT �Annex 2� for all the BIA results for the specific health interventions. 


� Cumulative percent of subsidies received.


� Source: Law establishing government finances for fiscal year 2006.


� These names have since changed and they are now called Gicumbi, Muhanga, and Save.


� Midterm evaluation workshop on health care prepayment systems in Rwanda, Kigali, March 7-9, 2000. Final evaluation workshop of the prepayment systems (SPP) pilot phase, Kigali, September 12-14, 2000.


� Report of the workshop on health mutuelles, Kigali, March 8-9, 2001.


� Report of the seminar/workshop on development of the strategic framework of support for health mutuelle development in Rwanda, Kigali, April 15-17, 2003.


� The PRIME II project is financed by USAID and implemented by Intrahealth. Training of national trainers was supported by Abt Associates, a subcontractor to Intrahealth in PRIME II.


� CTAMS Annual Report, 2006.


� Prior to the law adopted by the National Assembly in 2006, health mutuelles corresponded to the mutual organizations called “health mutuelle sections” under the new institutional framework. They were autonomous and managed by their members. The health mutuelles of a given district formed a federation of health mutuelles in the district, which maintained its autonomy from the district. The health mutuelle federations were then transformed into “district health mutuelles” under the current institutional framework.


� Butera, J-D. 2006. Etude sur la Prise en Charge des Indigents par des Mutuelles de Santé. AWARE-RH.


�Kamugundu, D. 2005. Coordinating and harmonizing indigents subsidies into community based health insurance schemes: a quick survey. HSCG Technical Working Group on Mutuelles de la Santé 2002-2005.





� These levels of mobilization of financial resources through health mutuelles were achieved before membership dues were standardized at the national level at RwF 1,000 per beneficiary. In 2003 membership dues in Bugesera were RwF 600 per beneficiary. The policy on dues was based on group size in the other former health districts of Byumba, Kabgayi, and Kabutare, with preferred rates for large groups (large households, associations, and cooperatives): on average, the membership dues ranged between RwF 550 and RwF 600 per person.


� Kalk, A., Mayindo, J.K., Musango, L., Foulon, G. 2005. Paying for health in two Rwandan provinces: financial flows and flaws. Tropical Medicine and International Health, 10(9): 872-878.


� World Bank, Soeters, R., Musango, L., Meessen, B. 2005. Comparison of two output based schemes in Butare and Cyangugu provinces with two control provinces in Rwanda. Global Partnership on Output- Based Aid (GPOBA). 


� Comité de Gestion (COGE) as opposed to the pre-existing much larger but lesser functional Comité de Santé. 


� The MBB is an analytical costing and budgeting tool developed by teams from UNICEF, the World Bank, and the Ministry of Health of several countries.


� In EICV2, the household consumption expenditure measure includes purchases of food and the value of food consumed from own production, as well as all categories of non-food expenditures (excluding the purchase of durable goods) and the rental value of houses. It is adjusted to take account of differences in household size and composition to create a per capita consumption estimate, and then adjusted to take account of differences in prices paid between different regions and different months. 
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