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The road to UHC in Rwanda: what 
have we learnt so far?  

 

Therese Kunda (MSH); Pascal Birindabagabo & David Kamanda (MoH) 

1 

 

   Vision of the health sector in Rwanda  

“Pursuing an integrated and community-driven 
development process through provision of 
equitable and accessible quality health care 
services to all citizens” 

  

This is in line with the country’s vision “to be 
become a middle income country by 2020” 

2 



14/10/16	

2	

Health Sector context: Simultaneous reforms 
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Context/ Opportunities 

Political will & Local 
Leader 

Engagement 

Stratification of the 
population into 
socioeconomic 

categories & 
subsides for indigent 

Attractive benefit 
package 

Intensive awareness 
campaigns 

Financial 
accountability 
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Opportunity…  
… Rwanda’s	Health	System

Tertiary	hospitals

~	250

~		255, 000

National	
(~12 m)

Health care 
delivery system

Av. Catchment 
area pop

Health	centers

Health	posts

No. of public 
facilities / CHWs

484

380

45,011

District	hospitals

~	23 000

Type of service offered

▪ Specialized hospitals serving the entire country
▪ Medical training

▪ Provide government defined “minimum package of 
activities at the peripheral level (MPA)

▪ This includes complete and integrated services such as 
curative, preventive, promotional, and rehabilitation 
services

▪ Supervise health posts and CHWs operating in their 
catchment area

Community-based : 
• Prevention, screening and treatment of malnutrition
• Integrated Management of Child Illness (CB-IMCI)
• Provision of family planning
• Maternal Newborn Health (C-MNH)
• DOT HIV, TB and other chronic illnesses
• Behavior change and communication

Provinces (5)

Sector (416)

District (30)

▪ Provide government defined “Complementary package of
activities (CPA) (C-section, treatment of complicated
cases,..

▪ Provide care to patients referred by the primary health
centers

▪ Carry out planning activities for the health district and
supervise district health personnel

36

7

▪ Services provided are similar, albeit reduced from, that by
Health Centers.

▪ Established in areas which are far from health centers,
▪ Services include curative out-patient care, certain

diagnostic tests, child immunization, growth monitoring for
children under five years, antenatal consultation, family
planning, and health education

Village (14,837)   

Cell (2148)

Administrative
structure

Community	
Health	
Workers

80% of burden of disease addressed at this level
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Design : Coverage- Services- Cost 

Formal Sector 
RSSB-MMI: …..% 

´  Public servant and Army force. 

´  % on the salary (15%: 7.5 by the employer) 

´  Access to service up to the tertiary level .  

´  Co-payment: 10 - 15% 

Private Insurances: 

´  Para-statal and individuals 

´  Premiums 

´  Access according to premiums package. 

´  Co-payment 

Informal Sector 

CBHI: covers 80% (2015 – 2016). 

´  The majority of the population  

´  Volountary adhesion based on 
membership according to the 
stratification. 

´  Access to service through referral 
system:HCàDHàTHàRH( different 
packages at each level) 

´  Flat fees at HC, 10% at DH,TH and 
RH 
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CBHI structure, benefit package, and 
financing (Formal Model) 

Public health 
care delivery 

system 

Benefit packages Financing sources 

National Pooling 
risk  
(start the 1st row 
with CBHI 
branches/Health 
centres) 

Tertiary 
hospitals  

(5) 

Government defined Tertiary 
package of activities for 
patients referred by District 
hospitals 

▪ Government 
▪ Social health insurance 
(RAMA, MMI) 
▪ Private health 
insurance 
▪ Development partners 
▪ CBHI district pooling 
risks (4.5% coming from 
CBHI branches) 

CBHI at the 
District or 
Mutuelle (30) 

  District 
Hospitals 

 (42) 

Government defined 
“Complementary package of 
activities (C-section, treatment 
of complicated cases) for 
patients referred by primary 
health centers 

▪ National pooling risks 
▪ CBHI branches (40.5% 
of members' 
contributions) 
▪ Government 
▪ Development partners 

CBHI branches 
(479) 
(and then the 3rd 
row with 
National 
pooling/Tertiary)  

Health centers 
 (479) 

Government defined “minimum 
package of activities.” This 
includes complete and 
integrated services such as 
curative, preventive, 
promotional, and rehabilitation 
services 

▪ Members contributions 
▪ Subsidies for the poor 
and other vulnerable 
people from 
Government & 
Development partners 
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CBHI structure, benefit package, and 
financing (Current Model) 

Public health care 
delivery system 

Benefit packages Financing sources 

National Pooling risk  
(start the 1st row with 
CBHI branches/Health 
centres) 

Tertiary hospitals  
(5) 

Government defined Tertiary package of 
activities for patients referred by District 
hospitals 

▪ Government 
▪ Social health insurance (RAMA, 
MMI) 
▪ Private health insurance 
▪ Development partners 
▪Members contributions 
 

CBHI at the District or 
Mutuelle (30) 

  District/Provincial 
Hospitals 

 (42) 

Government defined “Complementary 
package of activities (C-section, 
treatment of complicated cases) for 
patients referred by primary health 
centers 

CBHI branches (479) 
(and then the 3rd row 
with National pooling/
Tertiary)  

Health centers 
 (479) 

Government defined “minimum 
package of activities.” This includes 
complete and integrated services such 
as curative, preventive, promotional, and 
rehabilitation services 
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CBHI: Sources of revenues Vs Expenses 
(2012-2013) 

DH 
reimburse
ment costs 

38% 

RH 
reimburse
ment costs 

15% 

Running 
costs 
18% HC 

reimburse
ment costs 

29% 

Households 
premium 

66% 
Governmen

t  
14% 

Co-payment 
6% 

Social and 
private 
health 

insurance 
1% 

Global Fund 
10% 

Other 
revenues 

3% 

Source: MOH annual report, 2012-2013  

CBHI : Sources of revenues CBHI: Expenses (2012-2013) 
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Some challenges and strategies to overcome 
them 
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Programmatic Sustainability: No separation 
of functions MoH = Purchaser and Provider 

´  Move the management of CBHI from MoH to RSSB (Under MoF) 

´  Creation of a regulation Body: Rwanda Health Insurance Council. 
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Financial Sustainability: Practical 
strategies 

´ Increased Resources: 

´ Diversification of resources (Population contributions, Government, SHI & PHI); 

´ Cost containment measures: 

´ Control on abuse & over-utilization: Co payment & mandatory referral system; 

´ Mitigation of insurance risks: 

´ Adverse selection: Enrollment by HH and no Individuals 

´ Overbilling: Rigorous bills verification 

 

´ CBHI sustainability study scenarios: Revision of premium levels, universal 
mandatory enrollment 
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Flow of health care resources 
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Pending challenges 

•  Still have a lot of people uninsured (~ 20%); 

•  Co payment is still a barrier for the less poor for the 
health care at tertiary level; 

•   Effectively targeting the poor to benefit the subsidies 

•  Fee for service payment causing high administrative 
burden 
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Some results…. 

15 

Coverage rate (CBHI) 
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Effect of CBHI on access to care, 2013 

Does CBHI cover most of your  
health care needs? 

Has your household ever delayed in seeking 
health services when needed? 

77,8% 

22,2% 

Yes No 

8,5% 

91,5% 

Yes No 
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Effect of CBHI on financial protection, 2013 

%
 o

f H
H

 in
cu

rr
in

g 
fin

an
ci

al
 c

at
as

tro
ph

e 

0,38% 0,38% 

0,23% 

0,08% 

0,00% 

0,05% 

0,10% 

0,15% 

0,20% 

0,25% 

0,30% 

0,35% 

0,40% 

0,45% 

More than 5% of HH 
income 

More than 10% of HH 
income 

More than 15% of HH 
income 

More than 20% of HH 
income 
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Sample of outcome 
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Key lessons learned 
§  It takes time to build a successful CBHI scheme  

-  Phase 1 (1999-2003) political commitment and piloting;  

-  Phase 2 (2004-2006) expansion of independent, district-
level schemes across the country;  

-  Phase 3 (2006-2009) consolidation into a national scheme 
and standardization; 

-  Phase 4 (2010-2015) focusing on increasing domestic 
financing and sustainability and fine-tuning for greater 
equity 
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Key lessons learned 
§  Need a strong and consistent government support especially in 

early stage of development 

§  Strong demand and support from communities and related 
organization is essential 

§  Important support can be provided by development partners 
but it is necessary that it is initiated, designed, coordinated and 
managed by government for integration 

§  Continuous community sensitization on the role and 
importance of health insurance 
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Key lessons learned 
§  Ensure access to comprehensive package of services 

and quality of care 

§  Premiums and copayments must be set carefully. System 
for subsidizing/exempting the poor is crucial to ensure 
their access 

§  Risk managements strategies to reduce adverse 
selection and moral hazard are important 

§  Proper financial management systems are critical 

§  Subsidies from government and/or support from donors 
is likely for financial sustainability of scheme targeting 
the informal sector and the poor 
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MURAKOZE! 
THANK YOU! 
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