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has that much money on hand, plus 
the hospital won’t treat you if you don’t 
have enough money for the deposit.”

However, once the reimburse-
ments were exhausted, her husband’s 
treatment came to an abrupt halt and 
his condition deteriorated. “In the 
countryside, how much you are treated 
depends on how much money you 
have. When the money is used up, you 
quit your treatment,” Chen said two 
weeks before his death.

Public financing accounts for only 
7–8% of public hospitals’ income, 
according to the health ministry, with 
user fees for services bringing in the 
rest. This often results in wealthier 
patients receiving unnecessary services, 
while poorer patients are unable to ac-
cess the health care they need.

Dr Tang Shenglan, health and 
poverty adviser at WHO’s country 
office in Beijing, discusses this in an 
internal report on China’s health-care 
system. “There has also been evidence 
[of ] supply-induced demand, particu-
larly for inpatient services, which are 
covered by most Rural Cooperative 
Medical Schemes in China,” he writes. 
“Irrational use of health technologies, 
such as prescribing unnecessary diag-

nostic tests and medicines, and referring 
more patients for hospital admissions 
are, as observed, part of revenue-driven 
approaches used by the Chinese service 
providers to make more money that 
can be used to increase the income 
level of doctors and other staff.”
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Whether China should move 
towards the United Kingdom model of 
direct government funding of health-
care or premium-based insurance has 
yet to be decided. “There are a lot of 
debates domestically on which model 
China should follow, but there is no an-
swer yet. The government will continue 

to support both the supply side and the 
demand side in the anticipated future,” 
says the Ministry of Health’s Lei.

Moving away from a reliance on 
user fees is not only a challenge for 
China, but for many middle-income 
countries. However, if China had a sys-
tem of universal insurance with a 70% 
minimum reimbursement level, says 
Bekedam, insurance companies and 
funds would have an incentive to make 
service providers improve efficiency 
by introducing prepayment and other 
mechanisms. Pooling of premiums 
could be expanded up to the provincial 
level, which would make insurance 
companies and funds more capable 
of negotiating good deals with service 
providers.

All this should bring China closer 
to the goal of universal health care, says 
Dr Hans Troedsson, WHO’s represen-
tative in China. “WHO is pleased to 
see that the Government of China has 
made a firm commitment to universal 
coverage of essential health care,” he 
says. “However, China has a long way 
to go in terms of improving equity in 
financing and provision of essential 
health care for all.”  ■

Sharing the burden of sickness: mutual health insurance in Rwanda

Mandatory participation in mutual health insurance schemes and public subsidies for the 
poor have led to considerable improvement in public health and health care in Rwanda, but 
even at US$ 2 a year, the price for some members of the population remains prohibitively 
high. Aimable Twahirwa reports from Kigali.

Rwanda’s Ministry of Health plans, to 
boost community participation in the 
financing of health-care services in the 
1980s and 1990s, were hampered in 
the immediate aftermath of the war 
and genocide of 1994. But since those 
dark days, Rwandan authorities have 
engaged in an effort to strengthen 
communities’ role in managing and 
co-financing health-care provision. One 
of the ways it has done this is through 
mutual health insurance schemes, 
known in Rwanda as mutuelles de santé 
or mutuelles.

Mutuelles were reinitiated as pilot 
projects in Rwanda in 1999 and up-
take accelerated sharply in 2004–2005 
with the adoption of a national policy 
on mutuelles and a roll-out of the 
schemes with the financial and techni-
cal support of development partners. 
As of April this year, every Rwandan is 
obliged by law to have some form of 
health insurance.

There are currently several health 
insurance programmes in Rwanda 
targeting specific groups of the popula-
tion. However, the biggest in terms of 
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Families in Rwanda, such as this one, are benefiting from mutual health insurance schemes.



News

824 Bulletin of the World Health Organization | November 2008, 86 (11)

membership is the mutuelles scheme, 
participation in which is organized on 
a per household basis, with an annual 
payment of 1000 Rwandan francs 
(US$ 2) per family member.

For WHO’s Laurent Musango, 
former director of the School of Public 
Health at the National University of 
Rwanda, the growth of the mutual 
health insurance system has been a 
great success from the point of view 
of the affordability of the programme, 
and the fact that all comers are cov-
ered: “Rwanda is the only country in 
sub-Saharan Africa in which 85% of 
the population participates in mutual 
insurance programmes for their health 
coverage,” he says, adding that cover-
age is afforded to, “the rich as well as 
the poor, the young as well the old, the 
urban as well as the rural population”.

Musango argues that mutualization 
has also led to a reduction in health-care 
costs, and the increased use of health-
care services. Taken together with other 
reforms such as the decentralization of 
health-care services, performance-based 
financing, quality insurance and im-
provements in quality control through 
supervision, Musango believes mutual-
ization has made a significant contribu-
tion to the well-being of the population.

But there have been suggestions 
that people are being pressured into par-
ticipating in a scheme they can ill-af-
ford. “In the poorest regions of Rwanda 

there are people who are finding it 
difficult to pay for the mutuelle, but the 
government is doing a lot to help,” says 
Didi Bertrand Farmer, director of com-
munity health and social development 
with Partners in Health, a nongovern-
mental organization that is working in 
eastern Rwanda.
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Musango notes that participation 
in mutuelles has increased since 1999 
because people can see the advantages, 
a view supported by Cyriaque Muhayi-
mana, a farmer with five children, living 
in the village of Rulindo 30 kilometres 
from Kigali: “At first most of the people 
in my village said that this system 
wouldn’t work and that the cost of 

participating was more than they could 
afford,” he says, adding that, “today 
nearly everyone in the village, most of 
them farmers, understands the useful-
ness of the mutuelles system.”

Adélio Fernandes Antunes, health 
systems management analyst at the 
Department of Health Systems Financ-
ing at the World Health Organization 
(WHO), while keen to emphasize the 
advantages of mutuelles is also aware of 
the challenges they face: “The current 
mutuelles still have to improve their 
financial sustainability,” he says, noting 
also that while the current mutuelles 
scheme enables most families to join 
on the basis of solidarity, these schemes 
could be fairer as payments are not 
yet based on capacity-to-pay. In other 
words, the rich and the poor all pay 
the same contribution. “Even in a 
country like Rwanda one may want to 
search for opportunities to increase the 
contribution of better-off households 
and to support the access of the poor 
with those monies,” Antunes says

The mutuelles system is partly 
financed by external aid, from partners 
such as the Global Fund to fight 
AIDS, Tuberculosis and Malaria, which 
covers insurance premiums for about 
1.5 million vulnerable Rwandans. 
But Rwanda’s mutuelles system doesn’t 
cover all health costs confronting poor 
people in this country of some nine 
million people.

“Mutuelles provide, in theory, 
access to all levels of the system. They 
don’t remove all financial barriers to ac-
cess services but they do reduce them, 
even at hospitals when people have 
been referred, using public subsidies,” 
says Antunes. Beyond concerns about 
financial sustainability, he says the 
mutuelles’ success will also hinge on 
having strong insurance institutions 
that build on each other.

That said, Rwanda is in many 
ways an inspiration to other countries 
in its commitment to universal health 
care. Says Antunes: “Rwanda remains 
one of the poorest and most vulnerable 
countries in the African continent and 
in the world but it has realized that 
by basing its health financing systems 
on solidarity and fairness it can move 
towards the universal coverage needed 
for its society to grow socially and 
economically.”  ■
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A patient at Rwinkwavu Hospital, the main referral site of nongovernmental organization Partners in Health in 
Rwanda. Inshuti Mu Buzima painted on the wall means: “Partners in Health” in the local language Kinyarwanda. 




