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FORWARD 

Community Health Programs are a cost-effective intervention that can contribute significantly towards 

attaining the health-related Sustainable Development Goals by 2030.  Rwanda is one country that 

successfully implemented the Community Health Workers program, which provides a set of promotive, 

preventive and curative health services to the population. Although Rwanda attained most of the 

health-related Millenium Development Goals (MDGs) between 2000-2015, the country still faces a 

burden of disease dominated by infectious and non-communicable diseases. A renewed consideration 

of the Rwanda Community Health Program and a strong network of community health workers are 

essential to reducing the country’s disease burden.  

 
This business case for investing in Rwanda’s Community Health Program was developed using 

international standards and methodology. It seeks to uncover the returns on investing Rwf 1 in 

Rwanda’s Community Health Program, among other things. The business case also provides the 

monetary savings that accrue to different sectors in Rwanda over time. It was shown that the benefits 

of investing in Rwanda’s Community Health Program go beyond the health sector and could yield short-

, medium- and long-term benefits across several sectors, especially the economy and beyond. This 

document provides a strong justification for the country to increase domestic funding for its 

Community Health Program to reap the multi-sectoral benefits. 

 

The Ministry of Health is committed to strengthening collaboration with all stakeholders to ensure 

coherence and harmonization of efforts in mobilizing resources needed to address any funding gaps to 

achieve universal health coverage through Rwanda’s Community Health Program. These combined 

efforts will lead to enhanced investment in the Community Health Program. There is no doubt that this 

will potentially address and manage the rapidly growing population, reduce poverty and achieve 

development goals enshrined in the country’s National Strategy for Transformation (NST1) and Rwanda 

Vision 2050 (The Rwanda we want).    

 

I acknowledge the technical and financial support from the United Nations Children’s Funds (UNICEF) 

and the core team for this assignment. I also thank the consultant team composed of Prof. John 

Ataguba, Dr Richard BUTARE and Mr Pascal BIRINDABAGABO for this assignment. 

 

I invite all stakeholders to make use of this business case to advocate and mobilise more resources to 

make Rwanda’s Community Health Program contribute significantly to ensuring equitable access to 

health services for all.  This will contribute significantly to making Rwanda achieve the goal of universal 

health coverage. 

 

 

Dr Daniel NGAMIJE 

Minister of Health   
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EXECUTIVE SUMMARY 

 
Introduction 
 

Rwanda successfully implemented one of the most robust Community Health Programs globally. 

Rwanda’s Community Health Program (CHP) was established in 1995 and rolled out countrywide in 

2005, and has evolved. Currently, there are about 58,567 Community Health Workers (CHWs), a 

significant increase from the 12,000 CHWs at its inception in 2005. The CHP in Rwanda aims to increase 

the uptake of a range of low-cost, community-based interventions for maternal and child health, 

promote healthy behaviors in the community, and link the population with health services. Rwanda’s 

CHP is coordinated at the national and decentralized levels to support CHWs operating at the village 

level. In the current model, each village in Rwanda has 4 CHWs (for rural areas) and 3 CHWs for urban 

areas).  This translates to a male-female CHW pair (called binômes) providing basic care and low-cost 

community interventions for integrated community case management (iCCM) of childhood illness; a 

CHW in charge of maternal health (Agent de Santé Maternelle, ASM) and another in charges of health 

promotion. Rwanda’s CHP is designed to serve up 150–200 households at the community level, i.e., 

about 1 CHW per 200 people. To maximize the delivery of community health services offered by CHWs 

in Rwanda, the Ministry of Health is replacing the current specialized model with an integrated model 

where each CHW can deliver a specific service package to everyone in the village. These cadres of 

health workers are integrated into the Rwandan health structure and contribute significantly to the 

health gains recorded in Rwanda. 

 

Rwanda’s maternal mortality ratio (MMR) dropped from 1,071 to 203 per 100,000 live births between 

2000 and 2020, representing a more than five-fold decline within 15 years. Also, deliveries occurring at 

a health facility is high (about 93%), with CHWs accompanying many pregnant women to health 

facilities. The under-five mortality rate declined from 152 deaths per 1,000 live births in 2005 to 50 

deaths per 1,000 live births in 2014/15 and 45 deaths per 1,000 live births in 2019/20.  

 

The Community-Based Provision of Community Health Programs (CBPFP) contributed to increased 

access to contraceptive information and services, especially among the youth and women in rural 

communities. In 2020, CHWs contributed significantly to reducing stunting through their role in growth 

monitoring interventions.  CHWs reported and monitored the growth of 1.1 million children in the 

community and provided health promotion and education to families, especially to enhance nutrition. 

Growth monitoring remains a significant contributor to early childhood development, essentially 

eradicating malnutrition and reducing child stunting. 
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CHWs’ contributions are not limited to maternal and child health. They also provide malaria-related 

services to adults and children above 5 years and address different health issues arising in their 

communities. The expanded services lead to cost-saving as disease management is shifted to the CHP, 

relieving the burden at higher levels of the health system. However, the program is underfunded and 

relies heavily on external funding.  

 

The significant achievements resulting from the contribution of CHP regarding health and community 

welfare in general, the Ministry of Health, Rwanda Biomedical Center and partners have commissioned 

the development of an investment case of CHP in Rwanda. 

 

Objectives 

 

This investment case explores healthcare financing and CHP delivery models that will generate the best 

health outcomes using the available resources, providing empirical and country-specific evidence to 

attract increased financing and the value of making investments in the CHP in Rwanda. The specific 

objectives of the investment case include providing a clear analysis and better understanding of the 

financial needs, funding flows and gaps of Rwanda’s CHP; providing evidence on CHP financial 

sustainability for in-country policies, plans, strategies and options to step-up efforts to meet needs 

sustainably; providing financial focused bottleneck analysis (macroeconomic outlooks, health sector) 

and identify strategies to address the bottlenecks; developing scenarios for Rwanda’s CHP to conduct a 

fiscal space analysis and financing opportunities for investing in community health system 

strengthening; and developing scenarios for financial sustainability of the CHP. 

     

Methods 

 

This report used the Community Health Planning and Costing (CHPC) tool to cost the CHP and the Lives 

Saved Tool (LiST) for computing CHP related health benefits over ten years (2020 to 2030). The baseline 

year was 2020. A full-income based approach was adopted to compute the economic benefits. In 

assessing the Return on Investment (RoI), total benefits were compared to the total cost of CHPs as 

provided by CHWs in Rwanda. Three scenarios were considered (status quo, moderate and ambitious). 

Each scenario computes the standard program cost (required cost to deliver an integrated package of 

Community Health Interventions), actual program cost (the current actual delivery cost) and Gap in 

funding (i.e. the difference between the standard and program cost). 
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Findings 

 

 Cost 

 

The total and average program costs are shown in this report. The program’s total cost to be mobilized 

was computed over the 10 year projection period (2020 to 2030) and shown below.  

 

  Status quo Moderate Ambitious 

Standard program cost 
(2020-2030) 

Total cost Rwf 338.5 billion Rwf 480.0 billion Rwf 1.25 trillion 

Average cost Rwf 34.6 billion Rwf 39.8 billion Rwf 50.3 billion 
 

Current real program cost  Total cost Rwf 212.0 billion Rwf 245.1 billion Rwf 381.0 billion 

Average cost Rwf 19.3 billion Rwf 22.3 billion Rwf 34.6 billion 

 

 Benefit 

 

Investing in CHP in Rwanda yields many different benefits. Although only health and economic benefits 

are considered in this report, investing in CHP has spillover benefits to other sectors, mainly education, 

including Early Childhood Development. The study reports both non-monetary (morbidity and mortality 

averted) and monetary (saving costs) benefits within the health sector. 

 

 Return in Investment 

 

The returns on CHP investment are significant, extending into the long-term and cumulating over time 

(2020-2030). A summary of the returns on investing in CPH is presented below for the different 

scenarios.  
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Conclusion and recommendations 

 

Investing in Rwanda’s CHP yields significant benefits, especially for the health and economic sectors. 

The need to sustain the CHP’s health gains is imperative, given the continuous decline in external health 

sector financing. This requires reorienting investments in the health sector to areas like the CHP with 

demonstrated high returns on investment without neglecting other critical areas. The CHP’s 

multidisciplinary approach, incentivizing CHWs, and expanding service package are essential 

considerations that need to be explored deeply concerning their feasibility in the context of the 

country’s fiscal space.  

 

Domestic resources mobilization and increasing efficiency in resource use are paramount strategies in 

the short and long term to ensure the financial sustainability of Rwanda’s CHP.  

 

This investment case provides the following recommendations to achieve maximal impact from 

investing in the CHP: 

 

1. Disseminate the CHP investment case widely to multiple government stakeholders, including the 

finance and health ministries, to mobilize and prioritize the financing of community health 

programs by allocating more funds to the program. In addition, the Ministry of Health (MoH) should 

internally reallocate funds to CHP to target areas of greater returns on investment.  

2. The MoH should push for the mobilization of domestic financing through evidence-based advocacy 

by targeting health insurance schemes, including the CBHI to support the CHP program financially.  

3. This report should be used as a resource mobilization tool mainly in this period of the COVID-19 

pandemic where health-related treatments are costly, and involving CHWs can save costs and 

increase access to health care. 

4. Organize follow-up round table discussions with stakeholders to develop a reliable resources 

mobilization plan aligned with programmatic and funding gaps. This should also provide a clear 

roadmap that explores closing any funding gaps to achieve maximal impacts. 

5. Organize regular annual planning sessions with all stakeholders, mainly development partners, to 

develop a joint annual action plan to channel resources towards addressing people’s needs and 

improve efficiency in CHP resource allocation and use. 
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1. INTRODUCTION 

 

1.1 Background 

Investment in the Community Health Program (CHP)—one of the “best buys” in primary healthcare— 

has many health benefits, including economic and societal gains (Haines et al., 2007). Within the health 

system, CHP contributes to increased coverage of essential healthcare services and reduces the number 

of patients treated at facilities through task shifting while creating short-term cost savings in other 

parts of the health system (Perry & Zulliger, 2012). Globally, expanding access to key cost-effective 

interventions provided by trained Community Health Workers (CHWs) can prevent up to 3 million 

deaths per year (World Health Organization, 2015b). Besides, CHWs are essential in addressing the 

significant shortages of skilled health workers especially in low resource settings and fragile health 

systems (Condo et al., 2014). Investments in CHP can accelerate economic growth through increased 

productivity from a healthier population, enhancing the overall human capital and creating a path out 

of poverty for many families (World Health Organization, 2015b). 

 

Despite the evident gains, many low- and middle-income countries (LMICs) have only ad hoc, poorly 

funded, and sub-scale programs (Simen-Kapeu et al., 2021). These shortcomings are due to the limited 

political prioritization of CHWs, the subsequent lack of sustainable community health financing 

resulting from insufficient and inaccessible international funding, and limited private sector 

engagement and alignment on pathways for domestic financing (Morgan & Eichler, 2020). These 

challenges are exacerbated in fragile health systems plagued with a shortage of trained health 

personnel and low coverage of essential health services (Gilmartin, Collins, & Driwale, 2018). 

 

1.2 Community Health Program and the Community Health Workers in Rwanda 

Rwanda has successfully implemented one of the most robust CHP globally. The program established in 

1995 was rolled out countrywide in 2005. The program aims to increase the uptake of a range of low-

cost, community-based interventions for maternal and child health, promote healthy behaviours in the 

community, and link the population with health services (Ministry of Health Rwanda & Rwanda 

Biomedical Centre, 2018). The CHP in Rwanda is coordinated at the national and decentralized levels to 

support CHWs who operate at the village level (Figure 1). Currently, there are about 58,567 CHWs, an 

increase from the 12,000 CHWs at its inception in 2005 (Schurer et al., 2020). 
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The Rwanda CHP is designed to serve up 150–200 households at the community level, which estimates, 

to be about 1 CHW per 200 people (Schurer et al., 2020). Each village in Rwanda is estimated to have 4 

CHWs in rural areas and 3 CHWs in urban areas: a male-female CHW pair (called binômes) to provide 

basic care and low-cost community interventions for integrated community case management (iCCM) 

of childhood illness, a CHW in charge of maternal health (Agent de Sante Maternelle, ASM) and a CHW 

in charge of health promotion focusing on health promotion (Ministry of Health Rwanda & Rwanda 

Biomedical Centre, 2018). 

 

Figure 1. Rwanda’s CHP organization and coordination 

 

Stakeholders at different levels of the health system (central, district, sector and community) provide 

coordinated support to ensure the CHP is effective in its mission to deliver health services to the 

population.   

 

Central Level: Develops policies and provides overall guidance while assuring programmatic 

effectiveness through resource mobilization, financing, purchase and supply of medicines and medical 

commodities, tools, and supplies, providing supervision and guaranteeing capacity building and quality 

assurance through training. The key actors at the central level are the Ministry of Health, Rwanda 

Biomedical Centre, development partners, etc. 

 

District Level: This level oversees the CHP activities and supervises CHWs. Training, supervision and 

coordination of the program at the decentralized level also occur provided here. The key actors here 
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are the district health unit, the district hospital, provincial hospitals, referral hospitals, development 

partners, civil societies etc. 

 

Sector Level: Oversees and assures the daily management of the CHWs by providing capacity building, 

proper coordination and supervision and guaranteeing the quality of data reported. The main entity at 

the sector level that follows the CHWs operation is the health centre. 

 

Community Level: Operating at the village level, CHWs mobilize and educate the community on all 

health-related matters, collect health data and provide low cost-effective curative interventions. The 

scope of services includes iCCM, Community Mother and Newborn Health Program (C-MNH), 

Community Direct observed Treatment for TB and referral (c-DoTS), treatment of malaria in adults and 

children above five years, community-based distribution of family planning services (CBP), Community-

Based Nutrition Program (CBNP) and community-based health management information system 

(RCHMIS). 

 

Since 2009, CHWs have been organized in cooperatives established using the community performance-

based financing (c-PBF) funds to provide financial incentives to members (Renaud & Semasaka, 2014). 

The CHW cooperatives engage in income-generating activities (IGAs) to generate dividends and ensure 

the sustainability of the program funding. In 2020, there were 485 CHW cooperatives countrywide. 

Since its inception, CHW cooperatives have received a total of Rwf 13,440,985,172. This translates to 

approximately an average of Rwf 2,348,068 annually1. Recent findings, however, show that 

cooperatives have not yielded substantial returns, and profitability still is a challenge2. 

  

1.3 Health Status and CHP Contributions 

Rwanda’s CHP has played an essential role in expanding coverage of basic services to the population, 

contributing significantly to averting maternal and child health mortality and morbidity. The CHP 

contributed to the significant improvements in life expectancy at birth in Rwanda from 48 years in 1990 

to 65 years in 2015 (World Health Organization, 2015c). 

 

                                                      

1 Information from the community health desk MoH 

2 Rwanda Ministry of Health. Health Sector Policy Workshop. 2014 
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1.3.1 Maternal Health and Reducing Mortality 

Rwanda has made significant progress in improving maternal health indicators over the last couple of 

years. The maternal mortality ratio (MMR) has fallen by more than five-fold within 15 years. MMR 

dropped from 1,071 to 203 per 100,000 live births between 2000 and 2020 (National Institute of 

Statistics of Rwanda, Ministry of Finance and Economic Planning/Rwanda, Ministry of Health/Rwanda, 

& ICF International, 2020). Unfortunately, the latest data from the 2019/20 Demographic and Health 

Survey (DHS) showed a slow decline compared to significant gains in the previous years (Table 1). 

Similarly, the lifetime risk of maternal death estimated at 1 in 125 (0.008) is still high (National Institute 

of Statistics of Rwanda et al., 2020). 

 

The slow decline and high MMR highlight the importance of increased investments in sustaining the 

reforms that have allowed the country to achieve MDG 4 successfully – related to maternal health two 

years ahead of time. There has been increasing evidence of the role CHP plays through the low-cost 

interventions in Home-Based Maternal and Newborn Health (HB-MNH), including CHWs’ monthly 

follow-up of pregnant mothers and accompanying mothers to health facilities to ensure health facility 

deliveries. About 93% of deliveries currently occur in health facilities (National Institute of Statistics of 

Rwanda et al., 2020). In addition, the CHWs receive training to offer Misoprostol to women who deliver 

at home to prevent postpartum haemorrhage (PPH), the major cause of maternal deaths, which 

accounts for nearly a quarter (22.7%) of all maternal deaths (Sayinzoga et al., 2016). It is important to 

note that the low cost-effective interventions delivered by CHWs need to be sustained through 

increased investments to sustain the program to meet the UHC 2030 goals and the SDGs. 

 

Table 1: Progress in major maternal, newborn and child health and mortality indicators 

 2000 2005 2010 2014/15 2019/20 

Indicators of maternal health and mortality  
Maternal mortality ratio (per 100,000 live births)  1071 750 476 210 203 
Antenatal attendance – 1 ANC visit (%) 92 94 98 99  98 
Antenatal attendance – 4 standard visits (%) 10 13 35 44 47 
Deliveries assisted by a skilled health worker (%) 31 39 69 91 93 
Contraceptive prevalence among married women (%) 7 17 52 53 64.1 
Modern contraceptive prevalence among married 
women (%) 

4 10 45 47.5 58.4 

Fertility rate 5.8 6.1 4.6 4.2 4.1 

Indicators of newborns and child health and mortality  
Percentage of children fully immunized  76 75 90 93 96 
Percentage of stunted children under 5 years of age  43 51 44 38 33 
Neonatal mortality (per 1,000 live births) 44 37 27 20 19 
Infant mortality (per 1,000 live births) 107 86 50 32 33 
Under 5 mortality (per 1,000 live births) 196 152 76 50 45 

Sources: Rwanda Demographic and Health Surveys: 2000, 2005, 2010, 2014/15, 2019/20 
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1.3.2 Reducing Fertility and Increasing Contraceptives Use 

Data from the recent DHS show a reduction in the average number of births per woman from 6.1 in 

2005 to 4.1 in 2019/20 (National Institute of Statistics of Rwanda et al., 2020). An increase in 

contraceptive use mainly drove this decline. In 2019/20, 64.1% of married women used a method of 

family planning and 58% used modern contraceptives, an increase from 10.3% in 2005 (see Table 1) 

(National Institute of Statistics of Rwanda et al., 2020). Despite this increase in contraceptive use, 14% 

of women still have an unmet need for family planning; highest in the Kigali and the West province 

(16% each) and lowest in the North (10%) (National Institute of Statistics of Rwanda et al., 2020). 

Urban-rural disparities also exist in contraceptive use and fertility rate, with disproportionately higher 

fertility rates and lower contraceptive use among rural women (National Institute of Statistics of 

Rwanda et al., 2020). 

 

The CHP, through the Community-Based Provision of Family Planning (CBPFP), has contributed to the 

increase in access to contraceptive information and services, especially among the youth and women in 

the rural community (National Industrial Research and Development Agency, 2017). The need for CHP is 

justified by the persistent disparities in contraceptive use, which call for targeted context-specific 

interventions at the community level. However, there is a need to scale up the training of CHWs on 

family planning, which has been occasioned by high attrition and lack of funding, to bridge the training 

gaps identified in the 2015 CHP evaluation, which results in missed opportunities in service delivery. 

 

1.3.3 Child Health and Reducing Child Mortality 

The under-five mortality rate declined from 152 deaths per 1,000 live births in 2005 to 50 deaths per 

1,000 live births in 2014/15 and 45 deaths per 1,000 live births in 2019/20 (National Institute of 

Statistics of Rwanda et al., 2020). However, the infant mortality rate has almost remained unchanged in 

the last five years; only slightly increasing from 32 deaths in 2014/15 to 33 deaths per 1,000 live births 

in 2019/20 (National Institute of Statistics of Rwanda et al., 2020). This implies that 73% of all deaths 

among children under five years in Rwanda occur before a child’s first birthday, with 42% occurring 

during the first month of life. Low birth weight remains the leading cause of neonatal death in Rwanda, 

and eliminating preventable neonatal deaths remains a top priority of the Government of Rwanda 

(GoR). 

 

Through the iCCM of diarrhoea, malaria, pneumonia, and acute malnutrition, the CHP has significantly 

reduced child mortality in Rwanda. The CHWs provide prompt medical attention to children with these 
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disease symptoms. Specifically, in 2019, 1.08 million children under 5 years were seen by CHWs for 

iCCM, 1.27 million children screened for growth monitoring using weight Mid-Upper Arm 

Circumference (MUAC) and 1.26 million children screened for growth monitoring using weight for age3. 

CHWs also educate parents on the need to breastfeed exclusively and immunize children. This may 

have contributed to the near-universal coverage of immunization (96% fully immunized children aged 

12–32 months) and exclusive breastfeeding (81% of infants younger than six months) in Rwanda 

(National Institute of Statistics of Rwanda et al., 2020). 

 

1.3.4 Nutrition Status of Children 

Chronic malnutrition remains a significant public health concern in Rwanda. About a third (33%) of 

children under five years are stunted (below -2 SD) (National Institute of Statistics of Rwanda et al., 

2016). Disparities exist across populations, with a higher proportion of stunted children in rural areas 

(36%) than urban areas (20%), more in the lowest wealth quintile (49%) compared to the highest 

wealth quintile (11%) (National Institute of Statistics of Rwanda et al., 2020). Overall, the rate at which 

stunting declines in Rwanda is slowing down (Table 1), consistent with the pattern observed in other 

countries. After reaching a certain level, additional decreases in stunting become more challenging to 

achieve and may require increased investment. Intensified efforts will be required to meet the child 

stunting target in Rwanda set at 19% by 2024 (Rwanda Ministry of Health, 2018b). 

 

In Rwanda, it is clear that CHWs contribute significantly to reducing stunting through their role in 

growth monitoring interventions. In 2020, CHWs reported monitoring the growth of 1.1 million children 

in the community and provided promotion and education to families on nutrition in the community. 

Growth monitoring remains a significant contributor to early childhood development, essential for 

eradicating malnutrition and reducing child stunting. 

 

1.3.5 Management of Malaria, TB, and HIV 

The CHP contributes to managing three diseases (Malaria, TB, and HIV) that impacted population health 

in the last decades significantly. 

 

                                                      

3 Ministry of Health, Rwanda Health Sector Performance Report, 2019-2020, available at www.moh.gov.rw 

http://www.moh.gov.rw/
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1.3.5.1 Management of Malaria in the Community 

In moderate to highly endemic malaria areas, acute clinical disease is often confirmed late, leading to 

high parasite densities. If untreated, it can progress very rapidly to severe malaria, leading to high 

mortality and morbidity. According to the National Maternal, Neonatal and Child Health National 

Strategy, malaria is the second most common killer of under-five children, contributing 18% of child 

deaths in Rwanda (Ministry of Health Rwanda & Rwanda Biomedical Centre, 2018). 

 

Figure 2. The trend of malaria cases managed at the community and health facility level 

 

Source: Malaria program annual report (2019-2020) 
 

The CHWs in Rwanda receive training to diagnose and treat malaria in children under 5 years. The CHW 

package of services initiated in 2016 has expanded to diagnose and treat malaria in adults and children 

above five years in the community. In 2019, CHWs reported malaria diagnosis/RTD testing of 4.19 

million adults and children above 5 years and treatment of 2.04 million malaria cases in the 

community4. This translated into 58% of all malaria cases in Rwanda treated in the community. Recent 

data (refer to Figure 2) show an upward trend in malaria diagnosis and treatment at the community 

level (% of home-based care), and a decrease in malaria cases managed at health facilities5. This is a 

strong indicator that CHWs are playing an active role in the treatment of malaria, providing strong 

evidence on the role of Investments in CHP to deliver Home-Based Management (HBM) for Malaria that 

could potentially contribute to continued declines in malaria-related mortality and morbidity. In 

                                                      

4 Ministry of Health, Rwanda Health Sector Performance Report, 2019-2020, available at www.moh.gov.rw 

5 MOH, RBC, Rwanda Malaria and Neglected Tropical diseases, Annual Report 2019-2020 

http://www.moh.gov.rw/
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addition, costs are saved as the management of diseases is shifted to the CHP, relieving the burden at 

higher levels of the health system. 

 

1.3.5.2 Management of TB in the Community 

Regarding TB, CHWs provides directly observed therapy (DOTs) for TB patients in the community. In a 

study conducted in South Africa (Sinanovic et al., 2003), the cost per patient treated for TB when 

directly observed therapy (DOTs) were supervised in the community by CHWs was 36% lower for first-

line TB treatment and 23% lower for retreatment. In addition, the success rate was higher with CHWs 

based DOTs: 68% vs 64% and 58% vs 52% for new and retreatment patients, respectively. 

Consequently, the cost per successful treatment was 70% lower for the first treatment and 62% lower 

for retreatment – suggesting that CHP interventions generate short-term cost savings to the entire 

health system6. 

 

1.4 Health Financing Landscape 

Over the years (Figure 3), Rwanda has gradually recorded good macroeconomic performance, 

expanding the GDP per capita at a high average rate of almost 8% in the last decade and reaching a high 

of $791 in December 2018 (National Institute of Statistics of Rwanda et al., 2020). This expanded fiscal 

space and improved macroeconomic environment have seen the country’s total national budget grow 

by about 40% from Rwf 1.7 trillion to 2.4 trillion in FY 2014/15 and 2018/19, respectively (HRTT: 

Ministry of Health Rwanda, 2018). This is partly due to the improved domestic revenue collection 

through taxes. 

 

With the increased national budget, the share allocated to health in absolute terms increased from Rwf 

154 billion in FY 2014/15 to Rwf 200 billion in 2018/19 7.  GoR’s solid commitment to health-financing 

reforms led to a stable (about 6% annually) Total Health Expenditure (THE) as a share of GDP, implying 

an increased absolute allocation to health with the improved fiscal expansion. Total health spending 

per capita increased at a Compound Annual Growth Rate (CAGR) of 7.1% from Rwf 26,115 (US$45) in FY 

2010/11 to Rwf 36,825 (US$43) in FY 2016/17 (Ministry of Health Rwanda, 2018). 

 

                                                      

6 Haines, A., Sanders, D., Lehmann, U., Rowe, A. K., Lawn, J. E., Jan, S., ... & Bhutta, Z. (2007). Achieving child 
survival goals: potential contribution of community health workers. The lancet, 369(9579), 2121-2131. 

7 Office of the Prime Minister, budget laws published in the Official Gazettes dated: N° 07 of 28/04/2014 (FY 
2013/14); n°17 of 20/04/2015 (FY 2014/15); n°17 of 21/03/2016 (FY 2015/16); n°17 of 24/04/2017 (FY 2016/17); 
n°17 of 23/04/2018 (FY 2017/18); n°17 of 30/06/2018 (FY 2018/19) 
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Figure 3. Per capita GDP, Rwanda, 2006–2018 

 
Source: National Institute of Statistics of Rwanda (http://statistics.gov.rw/publication/gdp-national-accounts-2020) 

 

Despite these significant gains, several challenges remain as laid out in the Health Sector Strategic Plan 

IV (HSSP IV). These include a financing gap that requires increasing total health spending at an annual 

rate of about 8% to reach Rwf 56,000 per capita to achieve health sector targets by 2024 (Ministry of 

Health Rwanda & Rwanda Biomedical Centre, 2018). Similarly, nearly half of the total health sector 

spending relies on development partner funding that has declined over the last couple of years. Donor 

funds are projected to continue to decline over the coming decades (Ministry of Health Rwanda & 

Rwanda Biomedical Centre, 2018). Over the last decade, external funding to the health sector declined 

from Rwf 222 billion in 2011/12 (73% of total institutional expenditures) to Rwf 204 billion (49% of total 

institutional expenditures) in 2016/17 (Figure 4). 

 

Figure 4: Trend in the share of domestic and external revenues in health 
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In addition, the health sector is challenged with emerging healthcare needs (e.g., non-communicable 

diseases, epidemics), over-stretched public funding with competing needs for limited government 

budgets and limited private sector engagement, which threaten the sustainability of the financing 

schemes8. 

                                                      

8 Ministry of Health, Health Financing Strategic Plan: 2018-2024 
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2. RATIONALE AND METHODOLOGICAL APPROACH 

 

2.1 Rationale of the CHP investment Case 

The GoR and development partners have invested in Rwanda’s CHP since 2005, resulting in a significant 

impact on the healthcare systems, employment, economy and quality of life of the population. 

However, in 2016, a comprehensive evaluation of CHP by the MoH and UNICEF reported a risk of 

decline in the program’s effectiveness mainly attributed to inadequate financing. The program is also 

plagued by inadequate supply of essential equipment and supplies, uncoordinated field supervision of 

CHWs, inadequate training for CHWs and missed or delayed opportunities for the provision of essential 

services due to insufficient CHWs capacity4. 

 

In addition, the CHP implementation in Rwanda has been associated with an expansion in the services 

package, increasing program costs, leading to perpetual funding gaps compounded by growing 

competing financing demands at all levels of the healthcare system, emerging healthcare needs from 

non-communicable diseases (NCDs) and declines/stagnation in donor support. 

 

Despite a two-decade implementation of CHP in Rwanda, no investment case of the CHP program has 

been developed to build a case for the program’s financial sustainability. Regardless, investments in 

CHP in Rwanda have been made despite limited evidence on the Return on Investment.  In the absence 

of country-level evidence on the Return on Investment in CHP, the program is yet to attract optimal 

attention and prioritization in healthcare financing and budgetary processes from the government and 

partners. Therefore, there is a need for a robust investment case for the CHP in Rwanda to provide 

evidence on the benefits of implementation of CHPs in Rwanda and for mobilising innovative and 

sustainable community health financing for the program. This investment case explores healthcare 

financing and CHP delivery models that will generate the best health outcomes using the available 

resources, providing empirical and country-specific evidence to attract increased financing and the 

value of making investments in the CHP in Rwanda. 

 

Specific objectives of the CHP investment case: 

● To provide a clear analysis and better understand financial needs, funding flows and gaps of the 

Community Health Program in Rwanda 

● To provide evidence on CHP financial sustainability for in-country policies plans, strategies, and 

options to step-up efforts to meet needs sustainably 
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● To provide financial focused bottleneck analysis (macroeconomic outlooks, health sector); 

identifying strategies to address the bottlenecks and developing scenarios for Rwanda’s CHP 

● To conduct a fiscal space analysis and financing opportunities for investing in community health 

system strengthening and developing scenarios for financial sustainability 

 

2.2 Methodology/ Approaches 

This section describes the methods used in assessing the return on investment of Rwanda’s CHP. It then 

explains different components and associated processes to depict the returns on investment. Further, it 

describes the tools and data used in this assignment. 

 

2.2.1 Data Collection Process 

Quantitative and qualitative data were collected to develop the investment case. The data were 

collected through different processes depending on their nature and usability but involved a broad 

consultative and dynamic stakeholder engagement of the core team at the Ministry of Health and the 

Rwanda Biomedical Center. The core team was formed by a multidisciplinary team with diverse 

backgrounds from government institutions and development partners. The core team provided overall 

guidance and stewardship of the work and ensured the quality of the report. 

 

Individual and group interviews with government officers at the central and decentralized levels were 

conducted. A group interview was also organized among development partners. These interviews 

aimed to collect views and perspectives of different stakeholders and understand the expectations of 

different players better while seeking to understand the level of commitment and future financial 

perspective of the community health programs in Rwanda. 

 

Desk reviews of relevant and available documents related to CHP such as policy documents and 

strategic and action plans, and existing online reports and papers on CHP both in Rwanda and 

international literature. 

 

Quantitative data relevant to the program costing included mainly the expenses and financing of the 

CHP following its main pillars such as training, supervision, incentives, tools, equipment and medicine 

and other medical commodities. Each expense was tied to a specific programmatic component of the 

CHW. Different available financial expenses for the CHP were analysed and discussed by the core team 

and triangulated to estimate the funding gap and pinpoint prospective financing and provide strategic 

suggestions. 
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To develop the investment case and to depict the return on investment in the community health 

programs, three phases were taken. The first step costs the CHP package as delivered by CHW. The 

second step investigated the expenses and financing sources of the program. These two first steps aim 

to depict the imbalance between the program cost and the current expenses to develop the investment 

case. The third discusses the investment case and its different spill-overs return on investment (ROI) 

within the health sector and in other sectors of the economy. 

 

2.2.2 Data Sources and Costing Tools 

 
2.2.2.1 Data Sources 

Data were collected from previous costing (Rwanda Biomedical Centre & Management Science for 

Health-USAID, 2016; Rwanda Biomedical Centre, World Bank, & Financing Alliance for Health, 2019), 

and the MoH and RBC report including HRTT, expenditure and finance reports related to activity 

performed by various stakeholders operating in health programs at the community level. 

 

2.2.2.2 Costing Tools 

Several costing tools and models for the costing of CHP were considered. These included the UNICEF-

MSH Community Health Planning and Costing tool, OneHealth and the CORE PLUS Costing tools. In the 

costing of the Rwanda CHP, the Community Health Planning and Costing tool 

(https://www.msh.org/sources/community-health-planning-and-costing-tool) was used. 

 

The Community Health Planning and Costing tool is used for planning and estimating the costs for the 

CHP services packages. The outputs from applying the tool can be used to develop the investment case 

for either introducing and/or scaling up community health models. The tool: a) decomposes the cost of 

the CHP into different key components such as the cost related to the supervision, training, equipment, 

medicines and supplies, capital and recurrent; b) captures the management costs at all tiers of health 

systems; c) provides the total cost of the whole CHP and d) generates the total cost of all programs 

(Zina Jarrah, Colin Gilmartin, Sheena Patel, & Collins, 2014). 

 

The advantage of the tool is that it is designed explicitly for CHP and can be customized since it is an 

inputs-based costing tool, and its result can be compared to other countries because the tool has been 

applied in other countries. However, its disadvantage is that its suitability depends on data availability 

and cannot generate the benefits and value in terms of the Return on Investment information. 

https://www.msh.org/sources/community-health-planning-and-costing-tool
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2.2.2.3 Approaches to Estimate the Cost, Computing Health Benefit and Return on 

Investment 

a) Estimating the CHP Costs 

 

A health system perspective was adopted to estimate the standard cost of running the CHWs program. 

A top-down approach was used to capture the total cost of the CHP, and an allocation factor was 

applied to assign the overhead costs gotten from higher tier and across all other intermediate levels up 

to the CHWs backing the delivery of health services in their respective community. 

 

A top-down approach was used to allocate the indirect costs. These crosscutting costs are incurred at 

different levels of the program management (e.g., central, district, and health centre) and include 

administration cost, staff and CHW training cost; and shared costs (e.g., cost of integrated supervision). 

These costs were distributed across different CHWs packages by applying some assumptions that led to 

an allocation factor. 

 

The overhead costs are shared costs and allocated to different CHWs packages. These costs arise from 

expenses that cannot be devoted to one input such as salaries of personnel, buildings, office equipment 

etc. For example, on personnel or vehicles, the time devoted to a given CHWs package or for which the 

vehicle was used in support of a particular package was estimated. 

 

b) Computing Health Benefits 

 

The Lives Saved Tool (LiST) was used to assess the benefits of the CHP in Rwanda. The LiST is part of the 

spectrum and a mathematical modelling tool.  It estimates the impact of service provision (health and 

nutrition), especially interventions to improve maternal, child and newborn health and how they 

change mortality and morbidity at the community level (Stegmuller, Self, Litvin, & Roberton, 2017; 

Walker, Tam, & Friberg, 2013). 

 

Using LiST, the health benefits that a country would enjoy by investing in CHP were computed by 

projecting the number of deaths averted in the long term through CHWs interventions. In the short 

term, the expected reduction in the number of illnesses because of early access to health care services 

(curative) and health promotion and disease prevention were computed. These health benefits were 

translated in monetary terms to estimate the value of the contribution. 



 

 

 

27 

 

Based on the outputs from the community health interventions, the impact of the CHPs in relieving 

health facilities workloads considering the burden of diseases through morbidity and mortality was 

estimated (Walker et al., 2013). This assumes that minor cases are addressed at the community level by 

CHWs, leaving other cases for the health facilities. 

 

c) Estimating Economic Benefit 

 

The economic benefits of investing in the CHP in Rwanda considered three broader parameters 

(productivity, Income generation for CHW cooperatives and increased earnings), including the 

productivity gains from a healthier community; these methods were used in other settings in similar 

exercises (Ozawa et al., 2016). 

 

For productivity gains, we estimate the economic impact based on a full-income approach, which tells 

the value that people place on living longer and healthier. Likewise, we also considered the loss of 

productivity resulting from premature mortality by considering the number of productive days lost 

because of lack of timely access to health services or through inpatient days spent in health facilities. 

 

To measure the treatment cost averted because of using the CHP, we determined how much a 

household saved through accessing curative health care services using CHPs and Health facilities. 

Finally, we also estimate the savings made by CBHI and other health insurance schemes. To do so, we 

estimated how many cases are taken care of by CHWs, who would have sought these services at health 

facilities. 

 

d) Assessing the Return on Investment in CHP 

 

We assessed the return on investment using a conservative approach.  This involves dividing the total 

benefit by the total program costs for each scenario. After that, we estimated the return on investment 

and the gap after comparing scenarios. 

 

The results are presented in unit costs over the period between 2020–2030. Therefore, we suggested 

two timelines such as the life period of the HSSP IV and NST1 (2021–2024) and the SDGs end period 

(2030). All costs and economic benefits are presented in 2020 Rwandan Francs (Rwf) and future costs 

are subject to an inflation rate of 3.3% between 2020 and 2030. We conducted a sensitivity analysis to 
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determine a 90% uncertainty range for the base-case scenario. The return on investment computes the 

net gains obtained from every Rwf invested on an aggregate level. 
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3. COMMUNITY HEALTH PROGRAM COSTING AND FINANCING IN RWANDA  

The cost for the CHP was projected over 10 years, with 2020 as the baseline year. However, due to 

COVID-19 that may have affected services availability and costs, 2019 data were used. For this report, 

data for 2019 are represented as “2020 reference year data”. As mentioned in the methodology, the 

following are important considerations for this costing exercise: 

 

(i) “Standard program cost” is the required program cost to deliver an integrated package of 

community health interventions under the multidisciplinary approach9. 

(ii) “Actual program cost” is the current actual financing available and the financial 

outlays/expenditures of the CHP in Rwanda. 

(iii) The difference between the “standard program cost” and “actual program costs” suggests a 

resource gap. The average cost of the program to be mobilized each year was computed over 

the projections period of 10 years (2020 to 2030). The rationale for the projections period is to 

model CHP contributions to the health objectives as set out in the fourth Health Sector 

Strategic Plan (2024) and SDG (2030). 

 

3.1 Costing of the Community Health Program 

 

3.1.1 Community Health Program Services 

By 2020, the CHP had delivered 31.16 million health and healthcare-related services through different 

interventions. The CHWs service provision (refer to Figure 5) was dominated by five interventions: 

malaria treatment of children above five years and adults (26%), community-based nutrition (25%), 

community-based maternal and neonatal health (23%), iCCM (21%), and Community based family 

planning interventions (3%). 

 

                                                      

9 Multidisciplinary approach to deliver CHP services is the polyvalent community health providing all services of 
the CHP services packge.    
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Figure 5. Number of Services by CHW Program intervention (N = 31,156,332) 

 

Source: Author construct 

 

3.1.2 CHP Program Costs Required 

 

3.1.2.1 Total Cost 

Based on the current CHWs structures and services delivery, the total cost required to deliver the 

integrated approach for the CHP in Rwanda is Rwf 36.7 billion at the baseline year (Figure 6). The 

majority of program costs are allocated to the treatment of malaria in children above five and adults 

(36%, approx. Rwf 13.04 billion), iCCM (25%, approx. Rwf 9.24 billion), and community-based nutrition 

(Rwf 14%, app 5.06 billion). The annual average cost of the program is estimated at Rwf 34.6 billion 

over the next 10 years up to 2030. Over time, the treatment of malaria for children above 5 years and 

adults, iCCM and community-based nutrition will be the interventions with substantial CHP cost in 

Rwanda. The average cost per year of the CHP in the future 10 years is estimated at 33 billion Rwf, 

annually. 

 

Significant investments are needed in the base year to roll out the proposed CHW multidisciplinary 

approach (Figure 7).  
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Figure 6: CHP cost per program at baseline year (value in billion Rwf) 

 

 

 

Figure 7. CHP program cost projections 2020–2030 
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3.1.2.2 CHP costs per capita  

The estimated cost per capita for the CHP program, estimated at Rwf 2,575 (approx. $2.6) at baseline 

year, is expected to decrease over time, with the year-to-year average cost per capita estimated at Rwf 

2,200 (approx. $2.2) over the 10-year (2020-2030) (Figure 8) 

 

Figure 8. CHP Cost per Capita (in Rwf) projections 2020–2030 

 

 

In 2015, Rwanda had approximately 45,000 CHWs with an estimated average cost of the program at 

US$ 580 per CHW per year and an annual average cost of the CHP at US$ 2.2 per capita (Rwanda 

Biomedical Centre & Management Science for Health-USAID, 2016). In 2020, the program with about 

58,567 CHWs costs approximately Rwf 626,633 (US$ 626) per CHW. This cost difference is attributable 

to the rollout of the multidisciplinary approach in 2020 that was considered for the required CHP cost in 

this study. 

 

In sub-Saharan Africa, the annual cost for a phased rollout of CHP interventions across rural low-income 

settings is estimated at between US$2.62 and US$6.56 per capita, with a total CHW program cost of 

$3,584 per CHW (World Health Organization, 2015b). In other regions, the annual cost per CHW is 

estimated at $170 in India and $745 in Pakistan (Koehn, Zheng, Houser, O’Hara, & Rogers, 2020). 

Estimates in these regions are higher than in Rwanda because of a fixed salary payment of about $30 

per CHW per month, which is not part of the Rwanda Model. However, contrary to the other models, 

Rwanda’s model incorporates investments in CHW cooperatives for income-generating activities (IGAs) 

and financing of the CHWs incentives through dividend payments (Shapira et al., 2017a). 
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3.1.3 CHPs Total Cost per Intervention (Rwf billion) 

In the baseline year, 31.9% of the program total cost (app. Rwf 13.04 billion) was allocated to malaria 

treatment for children above 5 and adults’ interventions and 25% (Rwf 9.24 billion) to iCCM 

interventions. Community-based family planning and Community-based nutrition were allocated 14% 

(Rwf 5.33 billion) and 14 % (Rwf 5.06), respectively (Figure 9). 

 

Figure 9 Community Health Program Costs, by Program (Percentage shares) 

 

 

 

3.1.4 Cost by CHPs Services 

Figure 10 and Figure 11provide information on the cost of CHPs disaggregated into different services 

(curative, preventive, promotional, program administration and campaigns). About half of the cost of 

CHP services is for curative services (49%, Rwf 18.00 billion) while 38% (Rwf 13.98 billion) is for 

preventive services. Promotional services and program administration cost 11% (Rwf 3.82 billion) and 

2% (Rwf 0.86 billion), respectively, with negligible campaign costs. This low cost is partly due to 

campaigns conducted by the CHWs in their respective catchment area (villages) and besides supplies, 

costs incurred are minimal. 
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Figure 10. Cost by service categories 

 

 

 

Figure 11. Cost by service categories (Percentage share) 

 

 

3.1.5 Costs by CHPs inputs 

Figure 12 highlights the cost by the CHP inputs. These figures denote that the medicine and supplies 

cost Rwf 7,77 billion (26% of the total CHP cost), CHW PBF costs Rwf 4.68 billion (16%), start-up costs, 

including capital investments in infrastructure and information systems, amount to Rwf 4.30 billion 

(14%) and recurrent costs account for Rwf 2.9 billion (i.e., 9% of the total program costs).  
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Figure 12. Total costs by input (Rwf billion) 

 

 

3.1.6 Total Program per Expenditure (Nature) 

In 2020, about three-quarters of the total program costs were recurrent expenditure (Figure 13). By 

2030, the share of the operating (recurrent) expenditure (OPEX) is expected to increase up to 93.7% of 

the total costs, while the capital expenditure (CAPEX) will decrease to 6.3% of the total CHP 

expenditures. Despite the provision of community health services that do not require extended 

infrastructure, equipment, and tools, additional capacity building through training, supervision, and 

mentorship are still needed to provide community health service packages. Besides, the program needs 

elementary tools for program management and specific medicine and commodities for serving the 

communities. 
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Figure 13. Share of Program Expenditure costs (%) 

 

 

Figure 14. Average share of the Program Expenditure (%) 

 

 

3.2 Financing the CHP in Rwanda 

 

3.2.1 On and Off Budget Financing of the CHP 

The financial outlay on the CHP in 2020 is estimated at Rwf 26 billion (~US $2.1 per capita). The majority 

(91%) are external resources from donors that are largely off-budget Figure 15 The 2016 CHP study 

estimated total expenditure of Rwf 10 billion (~US $ 11 million) Rwanda Biomedical Centre & 

Management Science for Health-USAID, 2016. 
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Figure 15. FY 2020 CHP Expenditure share on and off-budget 

 

 

Figure 15 shows the majority of CHP funds are off budget (91%).  Only 9% is on budget and includes 

ordinary budget and budget support (some external sources such as the Global Fund to Fight AIDS, 

Tuberculosis and Malaria; PEPFAR (the President’s Emergency Plan for AIDS Relief); and the President’s 

Malaria Initiative that directly funded the government budget for CHP)10.  

 

3.2.1.1 Financing by Source of Funds 

In Rwanda, CHP is funded from various sources including the GoR (9%), and 91% of the remainder 

comes from bilateral and multilateral agencies. In 2020, the largest funding source for the CHP was 

USAID, financing the CHP to the tune of Rwf 11.1 billion (Considering only funding channelled through 

IntraHealth and CRS as the main implementing organisations), followed by Enabel Rwf 4,922 million 

(19%), UNFPA 3,881(15%) and UNICEF 1,549 (14%). 

  

                                                      

10 MoH, HRTT draft report, 2020 
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Figure 16. FY 2020 Expenditure share by source of funding 

 

 

While expenditure varied by funder over the years, the top 3 funders of the CHP in Rwanda have 

remained USAID (Main implementing partners IntraHealth and CRS), Enabel, UNFPA and UNICEF. It 

should be noted that only the institutional expenditures captured within the HRTT are reported in these 

estimations of financial outlays. Since some organisations do not regularly report to the HRTT, the 

estimates presented may be an underestimation. Similarly, funds that benefit the CHP channelled 

through crosscutting programs like health systems strengthening funds by USAID are not captured. In 

addition, other sectors spending, e.g., Early Childhood Development (ECD) programs that may not be 

linked directly to HRRT reporting is not captured in this analysis as well. In this regard, the information 

reported in this report may be an underestimation. 

 

Figure 17. Expenditure trend by the source of funding (FY 2018/19 and FY2019/20) 
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3.2.1.2 Other Sources of Funding 

User fees for CHP curative services is another important CHP outlay in 2010, introduced as an 

alternative mode of generating revenues to finance the CHP service delivery through cost recovery 

sustainably. Out-of-pocket payments were introduced in 2020 at Rwf 500 flat fee for those without 

insurance and Rwf 200 for those with insurance. Over time, these resources have been pooled by the 

health centres to purchase medicines and consumables. While the user fees on some selected CHP 

curative services raised some revenues, user fees constituted a major barrier to accessing health 

services as data show that utilisation rates are significantly lower for user-fee paying patients 

(Schneider & Hanson, 2006). 

 

3.2.2 CHP Financing Gap 

Available costing and financial outlays show an annual financing gap of Rwf 15.8 billion (approx. 16 

million USD) over the period 2020-2030. 

 

Figure 18: CHP Funding gap projections in the short and long term 
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In addition, the CHP in Rwanda is donor-funded mainly, with the government contributing about 9% 

while donors contributed 91%, as shown in Figure 15 above. As external sources are forecast to decline 

in the coming years, this heavy reliance on donor funding to train, equip and maintain each CHW per 

year is a severe financial sustainability issue. To address these declines and ensure financial 



 

 

 

40 

sustainability, it will be mandatory for the GoR to increase budgetary allocation to the CHP to offset the 

projected declines in external funding. While GoR projects improved economic development and 

continued strong domestic resources mobilisation, an annual average growth of government budget 

expenditure on health of 12% is modest considering a stretched public funding envelope and 

competing for health care needs. To avoid drastic increases, there is a need to ensure advocacy for 

gradual increments in domestic funding for the CHP to offset the project donor funding declines. 

 

Similarly, the emerging financial challenges caused by COVID-19 and the financial impact on donor 

countries challenges the current donor environment. In a situation where the CHP in Rwanda was fully 

funded by domestic revenues and with GGHE estimated at 35 USD per capita in 2016/17 (HRTT), the 

CHP would absorb approximately 6% of the envelope available to the entire health sector funding from 

domestic resources (Ministry of Health Rwanda, 2018). 

 

3.2.3 Modelling scenarios for CHW salaries 

CHW in Rwanda is a meaningful contribution to the attainment of key health indicators. The 2016 CHP 

evaluation reported many factors that will motivate and influence the CHW work, including financial, 

professional and social motivations (Jaskiewicz & Tulenko, 2012). 

 

The CHP evaluation accentuates that CHW will not be motivated and retained if they are not 

compensated appropriately and fairly for their work. Various incentives exist, including c-PBF and the 

CHW cooperatives model. However, in the absence of proposer incentives and remuneration, the 

current CHW incentives have been reported to be insufficient. This could jeopardize the sustainability 

and effectiveness of the CHP in Rwanda. 

 

3.2.3.1 Assumptions  

To model CHW remuneration in Rwanda, three scenarios were established based on the costing and 

financing of the CHP. The scenarios include the status quo, moderate and ambitious scenarios. The 

models assume that remuneration is formally considered monthly as part of the health systems budget. 

In addition, the models assume that the number of CHW will remain the same (58,567) for each 

scenario until 2030. 

  

● Status Quo scenario, also known as “baseline scenario” is business as usual and does not take 

into any additional remuneration of the CHWs besides the funds received through c-PBF. To 
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estimate the funding targets, a Compound Annual Growth Rate (CAGR) of 7.4 was applied 

based on trends of previous financing costs of the CHP (2015-2020).  

● Moderate Scenario is considered incremental at 17% (compared to the Status Quo) to 

contribute to affordable annual remuneration for multitask/polyvalent CHW. While this figure 

represents a presumptive average across the model, it reflects the current PBF incentives 

averaging Rwf 4,553 monthly per CHW (Table 2).  

 

Table 2: PBF allocation trend for 2015-2020 by the source of funds 

  2015 2016 2017 2018 2019 2020 

GoR 1,170,000,000  1,170,000,000  1,170,000,000  1,170,000,000  1,170,000,000  1,170,000,000  

Global Fund 1,578,027,504  1,434,164,916  1,620,655,924  1,412,937,910  1,269,509,980  1,361,935,261  

World Bank  -  -  -   252,800,000  1,071,623,582  1,427,491,412  

ENABEL  -  - -  -   211,485,900   540,775,000  

 

Total PBF in 5 years   19,201,407,389  
Annual average per CHW 
(n=58,567 CHW) 

 54,642  

Monthly average per CHW 4,553 

Source: MoH, 2021  

 
In this model, the proposed remuneration does not replace the existing c-PBF funds that would 

still be available. 

 The ambitious scenario considered an incremental at 61% (compared to the Status Quo). The 

ambitious considered a fixed salary of CHWs following the multitask/polyvalent CHW model in 

the current CHP policy. While this figure represents a presumptive average across the model, it 

also reflects the monthly average pay for a lower cadre civil servant on the government payroll.  

 
Based on these assumptions, costing, funding targets are shown in Table 3 and have to be achieved 

under the different scenarios.  

 
Table 3 Funding targets (Rwf billion) for guiding the optimization of CHW remunerations 

         Scenarios   

 Costing 

Status quo Moderate Ambitious 

 2020 2024 2030 2020 2024 2030 2020 2024 2030 

CHP Current Financing 16.3  18.6 22.6 19.6  22.3  47,9  42.1 47.8 53.9 

CHP program costs required 

(Required financing)  

36.7  31.4 46.2  41.9  37.7 51.4 57.6 47.2  64.2  

Source: Projections from costing (Authors’ construct)  
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3.2.3.2 CHW remuneration scenarios  

Under the current CHP program cost (Table 3), the total program cost at baseline year (2020) is 

estimated at Rwf 16.3 billion for the status quo, Rwf 19.6 billion for the moderate scenario and Rwf 

42.1 billion for the ambitious scenario.  

 

Table 4 Breakdown CHW remuneration (Rwf) at the baseline year 

 Annual Budget Modeling Annual pay/CHW Monthly Pay/CHW 

Status Quo 0 0 0 

Moderate  3,260,000,000 55,663 4,639 

Ambitious  25,754,000,000 439,736 36,645 

Source: Projections from costing (Authors construct)  

 

As shown in Table 4, under the moderate scenario, each CHW in Rwanda will be remunerated Rwf 

4,639 monthly, requiring an annual budget of Rwf 3.26 billion. This translates to about 20% of total CHP 

program costs. Under the ambitious scenario, remuneration per CHW is estimated at Rwf 439,736  

annually (Rwf 36,645 monthly), requiring an annual budget of Rwf 25,754,000,000 (50% of program 

costs) at baseline year.  

 

WHO report (2015) recommends institutionalizing remuneration of CHWs, including salaries, to sustain 

the CHP programs. Other sources of revenue could include performance-based incentives, in-kind gifts, 

access to micro-credit, and participation in cooperatives. Non-financial incentives are essential 

contributing factors to CHW retention, but they are insufficient without monetary incentives (Colvin, 

2014). 

 

Data from several countries in sub-Saharan Africa (Table 5) documenting CHW remuneration for 

programs that have a national CHW system indicate that a typical CHW salary is approximately $80 per 

month and that these salary costs represent between one-tenth and one-third of the total program 

cost (World Health Organization, 2015b). It is crucial to highlight that the models of the CHWs in 

countries may vary, and these costs cannot be compared directly without recourse to contexts. 

 

Regarding financing the remunerations package for CHWs, there is a need to continue the advocacy 

primarily with the Ministry of Finance to mobilize resources for CHW remuneration. This could be in the 

form of fiscal budget support and/or donor/external funding assistance. There are also new 
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opportunities for innovative financing approaches to mobilize resources for CHW programs, such as 

reimbursement of services provided through the CBHI. Further discussion on the CHP financial 

sustainability and strategies for CHP resources mobilization are discussed in the subsequent sections.  

 

Table 5 CHW remuneration, selected countries  

Program  No. of 

CHW 

CHWs 

/Population  

Monthly 

salary 

Annual cost of 

Salaries 

Annual 

program cost 

Salaries as 

% of 

program 

Ethiopia 38,000 1:2,500 $83 $37.8 million $397 million 10% 

Liberia 4,405 1:1,000 $77 $4.1 million $10.8 million 38% 

Malawi  10,451 1:1,600  $80 $9.7 million   

Rwanda 58,567 1:200  N/A N/A $ 16.3 million  N/A 

Source: World Health Organization. (2015b). Strengthening Primary Health Care through Community 

Health Workers: Investment Case and Financing Recommendations. Retrieved from Geneva: 

http://origin.who.int/entity/hrh/news/2015/CHW-Financing-FINAL-July-15-2015.pdf 

 

3.2.4 Fiscal Space analysis 

3.2.4.1 Macroeconomic Context and Investment Climate 

Rwanda’s macroeconomic framework for NST1 requires an average GDP growth of 9.1% over the NST1 

period. In 2018, the economy expanded at 8.6%, with the central bank interest rate and headline 

inflation staying unchanged at 5% (2018) and below 5%11. The economic indicators forecast over the 

next five years show a favourable economic outlook, with growth expected to be in the range of 8.0% 

annually. In addition, through the economic transformation and pro-investment policy reforms, 

Rwanda is actively positioning itself to attract Foreign Direct Investment (FDI) by creating and sustaining 

a sound and conducive investment climate. 

 

Moreover, the effective macro-fiscal management has allowed the GoR to leverage external resource 

flows through the national budget, in the form of budget support, to maximum effect and adjust its 

allocation of domestically collected revenues to the health sector to achieve stable annual funding for 

health in the range of Rwf 200 billion (Figure 19)12. 

                                                      

11 World Bank (2018), World bank Indicator database, the World bank 

12 Office of the Prime Minister, budget laws published in the Official Gazettes dated: n°17 of 20/04/2015, n°17 of 
21/03/2016, n°17 of 24/04/2017, n°17 of 30/06/2018.  

http://origin.who.int/entity/hrh/news/2015/CHW-Financing-FINAL-July-15-2015.pdf
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 Figure 19: Total government health sector budget by the source of funding (domestic Vs External) 
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4. MAKING AN INVESTMENT CASE FOR COMMUNITY HEALTH PROGRAM IN 
RWANDA 

 

4.1 Models and Assumptions 

Based on the results from the current CHP financing and costing, we used modelling to generate three 

possible scenarios that can be attained by investing in Rwanda’s CHP: (1) Low impact (also known as 

Status Quo scenario or business as usual), (2) Moderate impact scenario (modest progress) and (3) the 

high impact scenario.  Table 6 summarizes the policy targets used in modelling benefits. 

 

 Table 6 Policy targets for guiding the models for CHP contributions to maternal and child health 

outcome 

 Status quo Moderate Scenario Ambitious  

 2020 2024 2030 2020 2024 2030 2020 202
4 

2030 

Maternal mortality 
ratio 

203 126 49 203 116 29 203 113 24 

Neonatal mortality 
rate 

19 35 20 19 33 15 19 32 13 

Under 5 mortality 
rates 

45 15 10 45 14 6 45 14 6 
 

Percentage of 
stunted children 
under 5 years of age 

33 30 24 33 25 20 33 22 16 

Source: Projections from HSSP IV and SDGs 2030 

 

4.2  Assessing the Benefits of Investing in the CHP in Rwanda: The Health Sector 

Increasing investments in the CHP is a driving force in improving the desired health outcomes in the 

short, medium, and long term. As a result, health gains include: 

 

● Reduction in maternal mortality 

● Reduction in child and infant mortality 

● Reduced stunting among children under 5 years  

● Financial savings to the healthcare system (e.g., reduction in the number of patients that visit 

the health facility, task shifting and reducing the burden on health sector personnel and 

infrastructure needs, recurrent healthcare expenditures costs averted, to mention but a few). 
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4.2.1 Investments in the CHP Saves the Lives of Children: Child Deaths Averted 

Infant and child mortality rates are basic indicators of a country’s health status and quality of life 

(United Nations Development Program [UNDP] 2007). Despite progress, challenges remain, and 

improvement is not occurring fast enough. For example, preventable infectious conditions related to 

neonatal conditions (44%), Acute Respiratory Infections (ARI) (11%); diarrhoea (7%) and malaria (4%) 

still account for the majority of deaths among under-five children (Victora et al., 2016). 

 

NST 1 projects improving under-five mortality rate to 35/1000 in 2024 from 50/1000 (2013/14) 

(National Industrial Research and Development Agency, 2017). In Rwanda, CHWs contribute 

significantly to this target through iCCM. Because CHWs can treat pneumonia, malaria, and diarrhoea in 

children under five while offering a real-time treatment option for these diseases, they increasingly 

avert child diseases and deaths. In 2020, about 1.92 million cases were treated by CHWs for these three 

diseases13. This is a strong indicator of the CHP investment's contribution to reducing Under-5 child 

morbidity and mortality in Rwanda. 

 

Figure 20 Modelling scenarios on maternal and child mortality averted (Source: Calculations based on 

model assumptions) 

 
 

As shown in Figure 20, under the low impact/status quo scenario, the number of under 5 death averted 

will increase to about 11,001 under the moderate impact scenario and about 14,669 under the high 

impact scenario. The projections observed are similar to those in other studies, including the Liverpool 

School of Tropical Medicine (LSTM) comprehensive evaluation in Rwanda. For example, if the 

                                                      

13 [Siscom data 2020] 
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multidisciplinary approach was rolled out to 100% intended coverage, 33% more deaths would be 

averted when compared to moderate impact scenario and far higher when compared with the low 

impact/status quo scenario. 

 

4.2.2  CHP Investments Save Lives and Prevent Maternal Deaths 

Rwanda only experienced a slow decline in maternal mortality. NST 1 projects a target of about 126 

deaths per 100,000 live births (NST1). The recent DHS data report slow progress at 203 deaths per 

100,000 live births in 2019/2020 (National Institute of Statistics of Rwanda et al., 2020). Significant 

investments will be required to overcome the challenges and meet the NST-1 targets. 

 

The CHWs (particularly Agent de Sante Maternelle, ASM) contribute to averting maternal deaths 

through low-cost interventions. In 2020 the CHW provided 276,158 short-term family planning 

methods to women in the community, identified and enrolled 364,988 pregnant women from the 

community into antenatal care (ANC), and accompanied 186,516 to the facility for delivery. In addition, 

CHWs administered misoprostol to 201,583 women who delivered in the community to reduce the risk 

of bleeding after birth. 

 

As indicated by the models, between 2020 and 2030, investment in the CHP could help reduce the 

maternal mortality ratio from 203 to 49 deaths per 100,000 live births between 2020 and 2030 for the 

low impact, and reduction of up to 28.9 maternal deaths per 100,000 live births for the high impact 

scenario over the same period (Figure 21). Overall, as shown in Table 7, an aggregate of over 461 

maternal deaths will be averted between 2020 and 2030. This translates to about 576 more maternal 

deaths prevented under the high Impact scenario than the low impact/status quo. The results are 

similar to what was obtained in Kenya, using similar methodologies, where a reduction of over 50 

maternal deaths per 100,000 live births was predicted between 2017 and 2020 by investments in the 

CHW program14.  

 

                                                      

14 Hussein, S., Otiso, L., Kimani, M., Olago, A., Wanyungu, J., Kavoo, D., ... & Karuga, R. (2021). Institutionalizing 
community health services in Kenya: a policy and practice journey. Global Health: Science and Practice, 
9(Supplement 1), S25-S31. 
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Figure 21. Short- to medium-term benefits of investing in the Community Health Program, Health sector benefits 
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Table 7. Total Number of lives saved (2020-2030) – health sector gains – Mortality and Morbidity Averted 

 Total # of Lives saved (compared to baseline) 

 Low Impact/ Status Quo  Moderate Impact  High Impact  

Neonatal (<1 month)   6,370 7,963 
Child (1-59 months)  11,001 14,669 
Maternal    461 576 
Total   17,833 23,207 

 

Table 8: Year to year short- to medium-term - Mortality averted 
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Table 9. Health sector gains (other than morbidity and mortality averted)– 2020-2030 

 
2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 

Doctors burden 
relieved 78 80 82 84 85 87 89 91 94 101 108 

Nurses burden relieved 779 797 815 834 853 873 893 913 934 1009 1082 
Health Centers 
Required 29 29 30 31 31 32 33 34 34 37 40 

Hospitals Required 3 3 3 3 3 3 3 3 3 3 4 

Hospital Beds Required 49.48 80.54 123.80 182.74 261.36 366.66 504.38 683.81 910.28 1189.77 1532.11 
Annual Recurrent 
Health Expenditures 

11,055,1
18,110  

11,309,3
85,827  

11,569,5
01,701  

11,835,6
00,240  

12,107,8
19,045  

12,386,2
98,883  

12,671,1
83,758  

12,962,6
20,984  

13,260,7
61,267  

14,294,7
10,147  

15,336,7
43,847  

Population at High 
Health Risk  26,170   40,770   58,920   81,880   111,030   147,990   192,370   247,130   311,900   386,320   470,100  

                        
Cost of building a 
health centre 

45,000,0
00 

45,000,0
00 

47,250,0
00 

49,612,5
00 

52,093,1
25 

54,697,7
81 

57,432,6
70 

60,304,3
04 

63,319,5
19 

66,485,4
95 

69,809,7
70 

Cost of building and 
equipping a hospital 

8,000,00
0,000 

8,400,00
0,000 

8,820,00
0,000 

9,261,00
0,000 

9,724,05
0,000 

10,210,2
52,500 

10,720,7
65,125 

11,256,8
03,381 

11,819,6
43,550 

12,410,6
25,728 

13,031,1
57,014 

Cost of hospital beds 200,000 
                                  

Annual recurrent 
health expenditure 

346,481,
329,283 

362,602,
759,053 

379,474,
302,829 

397,130,
862,665 

415,608,
964,574 

434,946,
834,087 

455,184,
475,330 

476,363,
753,783 

498,528,
482,882 

579,300,
322,774 

666,836,
543,047 

Health centre 
construction 

1,293,44
8,819 

1,336,13
2,630 

1,380,22
5,007 

1,425,77
2,432 

1,472,82
2,922 

1,521,42
6,079 

1,571,63
3,139 

1,623,49
7,033 

1,677,07
2,435 

1,732,41
5,825 

1,789,58
5,547 

Hospital construction 
and equipping 

25,979,5
27,559 

26,836,8
51,969 

27,722,4
68,083 

28,637,3
09,530 

29,582,3
40,745 

30,558,5
57,989 

31,566,9
90,403 

32,608,7
01,086 

33,684,7
88,222 

34,796,3
86,233 

35,944,6
66,979 

Savings from training 
doctors 

5,148,00
0,000 

5,317,88
4,000 

5,493,37
4,172 

5,674,65
5,520 

5,861,91
9,152 

6,055,36
2,484 

6,255,18
9,446 

6,461,61
0,698 

6,674,84
3,851 

6,895,11
3,698 

7,122,65
2,450 

Savings from training 
nurses 

35,055,0
00,000 

36,211,8
15,000 

37,406,8
04,895 

38,641,2
29,457 

39,916,3
90,029 

41,233,6
30,900 

42,594,3
40,719 

43,999,9
53,963 

45,451,9
52,444 

46,951,8
66,874 

48,501,2
78,481 

Savings from doctors 1,872,00 1,933,77 1,997,59 2,063,51 2,131,60 2,201,94 2,274,61 2,349,67 2,427,21 2,507,31 2,590,05
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Task shifting  0,000 6,000 0,608 1,098 6,964 9,994 4,344 6,617 5,946 4,072 5,436 

Savings from nurses 
Task shifting  

4,674,00
0,000 

4,828,24
2,000 

4,987,57
3,986 

5,152,16
3,928 

5,322,18
5,337 

5,497,81
7,453 

5,679,24
5,429 

5,866,66
0,528 

6,060,26
0,326 

6,260,24
8,917 

6,466,83
7,131 

Savings from drugs 
purchases 

5,000,00
0,000 

5,165,00
0,000 

5,335,44
5,000 

5,511,51
4,685 

5,693,39
4,670 

5,881,27
6,694 

6,075,35
8,825 

6,275,84
5,666 

6,482,94
8,573 

6,696,88
5,876 

6,917,88
3,110 

Total saved health 
gains 

425,503,
305,661  

444,232,
460,651  

463,797,
784,580  

484,237,
019,314  

505,589,
624,392  

527,896,
855,679  

551,201,
847,635  

575,549,
699,374  

600,987,
564,678  

685,140,
554,269  

776,169,
502,181  

                        
Total saved health 
gains 

425,503,
305,661  

444,232,
460,651  

463,797,
784,580  

484,237,
019,314  

505,589,
624,392  

527,896,
855,679  

551,201,
847,635  

575,549,
699,374  

600,987,
564,678  

685,140,
554,269  

776,169,
502,181  

Annual recurrent 
health expenditures 

           Low Impact/SQ 
Scenario 

637,680,
000,000  

665,470,
000,000  

694,120,
000,000  

723,630,
000,000  

754,080,
000,000  

785,590,
000,000  

818,190,
000,000  

851,950,
000,000  

886,960,
000,000  

923,280,
000,000  

960,970,
000,000  

Moderate Impact 
scenario  

637,030,
000,000  

664,420,
000,000  

692,500,
000,000  

721,260,
000,000  

750,760,
000,000  

780,930,
000,000  

811,820,
000,000  

843,420,
000,000  

875,700,
000,000  

908,740,
000,000  

942,480,
000,000  

Ambitious scenario 
636,470,
000,000  

663,510,
000,000  

691,120,
000,000  

719,240,
000,000  

747,840,
000,000  

776,910,
000,000  

806,340,
000,000  

836,040,
000,000  

865,990,
000,000  

896,160,
000,000  

926,460,
000,000  
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4.2.3 Investing in the CHP frees up resources at other parts/levels of the health system 

In 2019, the Ministry of Health reported that among 2.19 million cases of both adults and children 

whom the CHWs treated, 72% recovered without further treatment in health facilities (Rwanda 

Ministry of Health, 2020). This is a clear indication of how CHWs relieve the burden on the 

mainstream healthcare system and/or a need for referral and hence reaping substantial benefits to 

the health sector. Data from CBHI show that the average health care bill per patient is about Rwf 

2,343 (range: Rwf 877 – Rwf 16,863) in Rwanda (Rwanda Social Security Board, 2018). While there is 

limited cost-effectiveness data on programs in LMICs, treating patients in the community 

substantially reduces health facility bills. Health care bills from health facilities are known to inflate 

health expenditure, diverting public money from investments in other sectors and could engender 

future wealth for the nation (Ivinson, 2002; Masters, Anwar, Collins, Cookson, & Capewell, 2017). 

 

A study conducted in South Africa reported the average cost of family planning at a health centre 

per user at around $20 per woman per year, including contraceptive costs15. Having generalist CHWs 

extend family planning services cost $5.38 per person. With the increasing desire to provide health 

services through decentralization, the package of low-cost interventions for CHWs may increase and 

health sector benefits too. As a result, the community is healthier; life expectancy is improved, and, 

through increased productivity, there will be more resources per life saved, enhancing the resilience 

of health systems (Mukherjee & Eustache, 2007). 

 

4.2.4 Investment in the CHP reduces costs related to the training of additional health 
care professionals (doctors and nurses) and additional health facilities required 

Treating patients in the community reduces the burden of the health workforce at higher levels. 

Health worker density in Rwanda is estimated at 0.84 per 1,000 populations and is lower than the 

World Health Organization (WHO) target recommendations for low and middle-income countries 

(LMIC’s)16. The growing need for health professionals of all cadres to meet the current health service 

delivery levels is compounded by the country’s capacity to train and sustain its health workforce. 

Task shifting of basic primary care services to the CHP decreases the number of health professionals 

needed to meet current health service delivery needs. This means a reduced need for investing in 

                                                      

15 L.Chola, et al. Projecting the fiscal impact of South Africa’s contraceptive needs: Scaling up family planning 
post 2020, 2019 S. Afr Med J 2019, 109 (10): 756-760. https://doi.org/10.7196/SAMJ.2019.v109i10.13707 

16 WHO recommends a health worker density of 2.3 per 1,000 populations for Low- and Middle-income 
countries 
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critical human resources for health (training doctors, nurses, etc.) (Rwanda Social Security Board, 

2018), and health infrastructure (building and equipping hospitals and health centres). With 

increased investment in community health, the number of additional health professionals to be 

trained and health infrastructure to be provided will reduce substantially. The country will save on 

the need to train many health professionals and the construction of additional hospitals and health 

centres and related health infrastructure/equipment required.  

 

The WHO recommends a distance of fewer than 5 kilometres to the nearest health facility17. In 

addition, the average time to walk to a nearby health facility was estimated at an hour in 2016 and 

the Health Sector Strategic Plan IV. As shown by the models (Table 9), investments in the CHP can 

reduce the need for additional health facility construction by 29 health centres and 3 hospitals at the 

baseline year. This implies that the cost of Rwf 317,008,368,140 can be saved by 2030 when 

substantial investments under the high impact scenario are undertaken compared to the savings 

under the low impact scenarios. 

 

In addition to constructing additional health facilities, additional beds will be required to 

accommodate the increasing number of patient visits to the health facilities. Again, this translates to 

over 5,884 hospital beds annually that will be avoided and savings on average about 1,176,986,000 

annually until 2030. 

 

However, investments in the CHP should be a complement rather than replace or substitute 

investments in other parts of the health system, as the country still needs to train more health 

professionals to increase the quantity of highly specialised healthcare providers, increase 

infrastructure and equipment numbers to support health system services delivery. 

 

4.2.5 Investments in the CHP program bring health services closer to the community, 
keeping healthcare affordable and readily accessible 

Distance to health facilities is a crucial barrier to accessing care in LMICs18. CHP plays an enormous 

role in bringing health services closer to the population by increasing access to health services 

(promotion and prevention), most especially for the rural population – 83% of the country lives in 

                                                      

17 GeorgeAshiagboraRichardOfori-AsensobcEric K.ForkuodSethAgyei-Frimpongd, Measures of geographic 
accessibility to health care in the Ashanti Region of Ghana,2020, https://doi.org/10.1016/j.sciaf.2020.e00453 

18 Daniel R et al. The impact of distance of residence from peripheral health facility on pediatric health 
utilization in rural western kenya, 2009 

https://www.sciencedirect.com/science/article/pii/S2468227620301915#!
https://www.sciencedirect.com/science/article/pii/S2468227620301915#!
https://www.sciencedirect.com/science/article/pii/S2468227620301915#!
https://www.sciencedirect.com/science/article/pii/S2468227620301915#!
https://doi.org/10.1016/j.sciaf.2020.e00453
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rural areas. This creates cost savings on patients’ transportation and other costs associated with 

health facility services utilisation. 

 

This, in turn, translates to protecting households from associated health financing shocks, 

moderating higher spending on health and the cost to use health services at the individual level 

(Rwanda Social Security Board, 2018). For medical services, these costs include transport and 

opportunity costs for patients and their families, which for poor people in isolated rural areas, can 

be significant when obtaining care at distant facilities. As such, the cost savings provided by CHWs, 

when they can reduce costs for patients, is significant, particularly for those with the lowest 

incomes. 

 

Apart from the clinical epidemiological benefits, CHWs Program may play an enormous role in 

protecting households from health financing shocks, moderating higher spending on health at the 

country level as well as fostering the financial sustainability of the community-based health 

insurance that serves more than 85% of the population in Rwanda (Rwanda Social Security Board, 

2018). In 2016–2017, health expenditure per capita totalled Rwf 35,071, while the total health 

expenditure accounted for 6.5% of the country’s GDP (Ministry of Health Rwanda, 2018).  Higher 

health care bills from health facilities will inflate health expenditure and divert public money from 

investments in other public goods like education and infrastructure (Ivinson, 2002; Masters et al., 

2017). 

 

4.2.6 Disability-adjusted life years (DALYs) averted by investing in Community Health 
Program 

As reported by the WHO in 2014, the “epidemiological profile of Rwanda is still dominated by 

communicable diseases, which constitute 90% of main complaints in health facilities. The most 

common causes of morbidity are diarrheal diseases, acute respiratory infections, HIV and AIDS, TB, 

and malaria. Other diseases occur in the form of epidemics: typhus, cholera, measles and 

meningitis” (World Health Organisation, 2014). Estimates of the global burden of disease for Rwanda 

confirm these statistics. The Global Burden of Disease, Injuries and Risk Factors Study 2010 (Feigin et 

al., 2014) report the following: “Disability-adjusted life years (DALYs) quantify both premature 

mortality (YLLs) and disability (YLDs) within a population. In Rwanda, the top three causes of DALYs 

in 2010 were malaria, lower respiratory infections, and HIV/AIDS”. Ensuring that the set of 

interventions delivered at a community level by CHWs aligns with the profile of the burden of 

disease of Rwanda would not only save lives but avert disability-adjusted years. 
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4.3 Assessing The Benefits of Investing in CHP in Rwanda: The Economy Sector 

 

4.3.1 Investments in CHP has a positive impact on enhancing a healthy workforce, 
increasing productivity and economic growth 

Globally, there is strong evidence that investing in health, comprising CHPs, is instrumentally 

valuable to enhance human capital, which is the foundation to economic growth and sustainable 

development (Kim, 2018). Investments in the CHP will mean a healthier population in the next few 

years. However, it is essential to note that improved access to health services will not substantially 

impact economic growth unless this is accompanied by improvements in productivity and other 

income-generating activities (Jamison et al., 2013). 

 

This will mean that a healthier population and a positive qualitative change in all aspects of people’s 

lives would increase economic productivity19. In terms of growth in real GDP per employed person, 

the country will record positive impacts over time, especially with increased investment (Table 10). 

 

At the same time, investments in the CHP in the longer term will enhance the demographic dividend, 

increasing the working-age share of the population. This will mean that more jobs need to be 

created. The rising working-age share of the population should generate gains in per capita income 

as Rwanda continues to benefit from a growing labour force, contributing to high economic growth 

rates20. 

 

4.3.2 Investments in the CHP through the CHW cooperatives improve welfare/income 
generation for the CHWs households in particular and the community in general 

 

CHWs in Rwanda are volunteers and the CHW average working time on activities related to the CHP 

is very minimal, estimated at eight hours per week, which is less than 2 hours per day on average21. 

Similarly, attrition rates estimated at 5–10% per year are high22. Anecdotally, lesser working time 

and attrition have been reported as major challenges resulting in CHWs pursuing economic 

                                                      

19 Ivison, A. Macroeconomics and Health: Investing in Health for development, 2002 

20 Zarina Kazbekova, Impact of the demographic dividend on economic growth, 2018 

21 Liverpool: Evaluation of Community Health program in Rwanda 

22 ibid 
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opportunities in other areas. The CHW cooperatives established in 2009 using the c-PBF funds have 

been a source of income generation, contributing to CHW economic empowerment and retention. 

 

In Rwanda, the impact of CHWs had gone beyond their health portfolio, as they became community 

development agents by investing their financial incentive through the community health workers’ 

cooperatives (Shapira et al., 2017b). The revenue/profit shared amongst the CHWs would increase 

their welfare. Other non-quantitative benefits include improved retention of CHWs and increased 

knowledge/ capacity in business management at the community level. 

 

For a more significant impact on economic growth, investments in the CHP should be coupled with 

improvements in CHW cooperatives productivity and income generation. 

  

4.3.3 Investing in the CHP increases the length of education for children and improves 
primary literacy rate, and results in increased productivity overall 

Investments in the CHP create a return on investment in the education sector, including increasing 

education time for children (World Health Organization, 2015a). While NST1 targets an increase in 

the pre-primary net enrolment rate from 17.5% (2016) to 45% by 2024, CHP contributes to ensuring 

early childhood development and achieving the NST target. For example, in 2020, CHWs provided 

services through screening and monitoring the growth of 1.1 million children23. Growth monitoring 

has been documented as an essential contributor to early childhood development, essential for 

eradicating malnutrition and reducing child stunting. 

                                                      

23 Rwanda MoH, Health Sector Performance Indicators, 2020 
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Table 10 Economic gains on CHP investments in the short and long term  

 
 2020   2021   2022   2023   2024   2025   2026   2027   2028   2029   2030  

Labour Force gains saved - 
Low Impact/SQ  125,298,327  

 
270,644,

386  

 
584,591,

874  

 
947,038,

837  

 
1,363,73

5,925  

 
1,837,42

2,621  

 
2,378,171,

280  

 
2,993,680,

219  

 
3,692,450,

291  

 
4,483,864,

022  

 
5,378,272

,269  

Labour Force gains saved - 
Moderate Impact  125,298,327  

 
270,644,

386  

 
584,591,

874  

 
947,038,

837  

 
1,363,73

5,925  

 
1,837,42

2,621  

 
2,378,171,

280  

 
2,993,680,

219  

 
3,692,450,

291  

 
4,483,864,

022  

 
5,378,272

,269  

Labour Force gains saved - 
High Impact   163,040,378  

 
352,167,

215  

 
760,681,

185  

 
1,232,30

3,520  

 
1,774,51

7,069  

 
2,391,07

1,947  

 
3,094,918,

696  

 
3,896,078,

065  

 
4,805,615,

453  

 
5,835,743,

923  

 
6,999,937

,010  

            New Jobs Saved  163   325   651   976   1,302   1,624   1,946   2,269   2,591   2,913   3,235  
Gross Domestic Product 
(GDP), billion Rwf  9,746   10,526   11,368   12,277   13,259   14,320   15,466   16,703   18,039   19,482   21,041  

GDP per Capita  770,000   831,600   898,128   969,978  

 
1,047,57

6  

 
1,131,38

3   1,221,893   1,319,645   1,425,216   1,539,234   1,662,372  

                        
GDP per head/ GDP per 
capita  770,000   813,120   858,655   906,739   957,517  

1,011,13
8   1,067,761   1,127,556   1,190,699   1,257,378   1,327,792  

New Jobs 
saved/Productivity saved - 
SQ  125,298,327  

 
270,644,

386  

 
584,591,

874  

 
947,038,

837  

 
1,363,73

5,925  

 
1,837,42

2,621  

 
2,378,171,

280  

 
2,993,680,

219  

 
3,692,450,

291  

 
4,483,864,

022  

 
5,378,272

,269  

                        

Total economic gains - Low 
impact/SQ  515,318,012  

 
1,076,42

5,056  

 
2,249,33

4,737  

 
3,526,55

7,903  

 
4,916,59

3,519  

 
6,416,02

7,262  

 
8,046,353,

210  

 
9,818,365,

439  

 
11,743,79

5,369  

 
13,835,39

6,426  

 
16,107,03

6,447  

Total economic gains - 
Moderate Impact  515,318,012  

 
1,076,42

5,056  

 
2,249,33

4,737  

 
3,526,55

7,903  

 
4,916,59

3,519  

 
6,416,02

7,262  

 
8,046,353,

210  

 
9,818,365,

439  

 
11,743,79

5,369  

 
13,835,39

6,426  

 
16,107,03

6,447  

Total economic gains - High 
Impact  670,540,822  

 
1,400,66

3,134  

 
2,926,87

3,754  

 
4,588,81

8,905  

 
6,397,55

7,593  

 
8,349,29

4,614  

 
10,471,41

1,037  

 
12,777,95

7,373  

 
15,284,20

4,268  

 
18,006,75

2,706  

 
20,963,65

4,295  
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5. RETURN ON INVESTMENT 

 

5.1 Models and Assumptions 

The monetary returns and benefits from the CHP investment in Rwanda are reported in this section. As 

a result of these investments, health and economy sector cost savings are summarised in Table 11.  

 

Table 11: CHP investments return/benefits and cost savings  

 
Cost savings   

Health sector 
returns  

CBHI bills   

Annual recurrent health expenditure  

Frees up health sector infrastructure needs24 

 Health centre construction and 
equipping  

 Hospital construction and equipping 

 

Savings from task shifting  

 Nurses Task shifting 

 Doctors Task shifting  

 

Savings from health professionals training needs  

 Savings from training doctors 

 Savings from training nurses 

 

Savings from drugs purchases  

Economy sector 
returns  

Earnings from saved lives (newborn and 
mothers) 

 

 
A healthy workforce and increased productivity   

 
Income generation from CHW cooperatives  

 

The following key assumptions were used in the modelling for returns on investment (RoI): 

 

● GDP is projected to increase by 9% per year over the NST period 

● The inflation rate in Rwanda is expected at 3.3% per year 

● An estimate that a child will enter the workforce at age 18 and exit the workforce at age 65 

(average retirement age for public service workers in Rwanda) 

● A discount rate of 5% is used to calculate the net present value of the future cash flows from 

these projected lifetime earnings 

● Status Quo, also known as “baseline scenario”, is business as usual with only a 7.4% growth rate 

on current financing of Rwf 16.3 billion in 2020 

                                                      

24 Business Case for Community Health Workers in Connecticut available on 
https://swctahes.org/wp_content/uploads/2019/05/chw-business_case_2014_with_task_force_final.pdf. 

https://swctahes.org/wp_content/uploads/2019/05/chw-business_case_2014_with_task_force_final.pdf
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● Moderate Scenario is considered as incremental of 17% in funding (compared to status Quo) to 

provide incentives and affordable remuneration to multitask/polyvalent CHWs to deliver 

integrated community health services daily with motivation and job satisfaction 

● The ambitious scenario is considered as incremental of 61% in funding (compared to status 

Quo) to provide incentives and affordable remuneration to multitask/polyvalent CHWs to 

deliver integrated community health services.  

● Returns on investment and benefits assume an economy-wide approach, reflecting the benefits 

and returns in the health sector and economy 

● Spill-over effects to other sectors, for example, the education sector is not significant over 10 

years 

● Based on the costing, funding targets (Table 3) provide the guiding funding models under the 

different scenarios 

● Policy/program targets shown in  Table 6 have to be achieved under the different scenarios to 

maximise RoI 

● Sensitivity checks were done using a range of values (±80% of these costs), and the impact on 

the overall finding was negligible.  

● The cost of building and equipping a typical district hospital (Rwf 10 billion) was used to cost 

the construction of additional hospitals, and this was obtained from the MoH records. This cost 

was similar to that reported for the building of the Nyarugenge district hospital25. 

● Related information was sourced for the cost of constructing and equipping a health centre 

(about US$470,000) (using data on the cost of constructing the Kintobo health centre)26. These 

costs were adjusted over time, assuming a 5% annual increment. 

 

5.2 ROI using the required Costing Perspective 

In this model, we estimate that the GoR and its partners mobilize funds to finance the multidisciplinary 

approach for the CHP in Rwanda to the tune of Rwf 36.67 billion in 2020 while investing an average of 

Rwf 34 billion annually over the period 2020-2030. Under this model, CHP investments earn 10 times 

higher returns, implying that for 1 Rwandan Franc invested in CHP provides an interest of Rwf 10. 

Under the ambitious scenario (increasing investments by 61% compared to baseline) yields an RoI of 25 

times higher. In Kenya, a similar study used the same methodology found that each dollar invested in 

                                                      

25https://www.newtimes.co.rw/section/read/231126 

26http://www.activesocialarchitecture.com/kintobo-hc 

https://www.newtimes.co.rw/section/read/231126
http://www.activesocialarchitecture.com/kintobo-hc
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CHP will yield $9 in returns27. These returns are attributable to the increasing productivity of the 

community served by CHWs, gains from the health sector through cutting the cost of formal human 

resources and savings from infrastructures and the preventive and curative services that CHW provide 

(Gichaga, Masis, Chandra, Palazuelos, & Wakaba, 2021). Similar studies modelling CHP ROI for maternal 

and child health in South Sudan, Malawi, Angola, and Burkina Faso reveal similar findings 2829. Figure 22 

and Table 12 provide the Return on Investment of the Community Health Programs from 2020-2030 for 

the three scenarios. 

 

Figure 22. Return on Investment of CHP (cumulative): CHP Cost required Perspective 
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Source: Estimated model results 

 

                                                      

27 Colin Gilmartin, MSH develops community Health Investment case to advance UHC in Burkina-Faso, March, 
2019, accessed at https://www.msh.org/news-events/storied/msh-develops-community-health-investment-case-
to-advance-uhc-in-burkina-faso 

28 Colin Gilmartin, MSH develops community Health Investment case to advance UHC in Burkina-Faso, March, 
2019, accessed at https://www.msh.org/news-events/storied/msh-develops-community-health-investment-case-
to-advance-uhc-in-burkina-faso 

29 Colin Gilmartin, Making the case for investing in Community Health Workers, October, 2019  

https://www.msh.org/news-events/storied/msh-develops-community-health-investment-case-to-advance-uhc-in-burkina-faso
https://www.msh.org/news-events/storied/msh-develops-community-health-investment-case-to-advance-uhc-in-burkina-faso
https://www.msh.org/news-events/storied/msh-develops-community-health-investment-case-to-advance-uhc-in-burkina-faso
https://www.msh.org/news-events/storied/msh-develops-community-health-investment-case-to-advance-uhc-in-burkina-faso
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Table 12. Summary of the RoI and savings made by CHP-CHW through costing approach 

Return On Investment Based On The Costing 

Scenario Costing (2020–2030) Outcome Total Savings and 

Average RoI (2020-

2030) 

Status Quo Total 380,950,717,788 3,723,799,480,177 3,342,848,762,389  

AVERAGE 34,631,883,435 338,527,225,471 10: Rwf1 

Moderate Total 438,074,456,538 5,279,648,189,895 4,841,573,733,357 

AVERAGE 39,824,950,594 479,968,017,263 12: Rwf 1 

Ambitious Total 552,780,266,115 13,764,198,317,265 13,211,418,051,150 

AVERAGE 50,252,751,465 1,251,290,756,115 25: Rwf 1 

Source: Estimated model results 

 

5.3 RoI using the Current CHP Financing Perspective 

In this perspective, the assumption is that the GoR and its partners maintain the currently available 

financing to the tune of Rwf 16.3 billion in the baseline year without mobilizing additional funds. The 

current CHP financing does not outweigh the program cost, and therefore, the CHP operates under 

some financing gap averaging Rwf 19.27 billion annually over the period 2020–2030. Under this model 

Figure 23, CHP investments accumulate to 42.2 Rwf in status quo earning about 4 times higher on 

average in 10 years (2020-2030), implying that for 1 Rwandan Franc invested in CHP provides an 

interest of Rwf 4. The highest returns are observed in the ambitious scenario accumulating 85.4 Rwf for 

the ambitious scenario.  

 

Figure 23. Return on Investment of CHP (cumulative): CHP Current Financing Perspective 
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 Source: Estimated model results 



 

 

 

62 

 

Table 13. Summary of the RoI and Savings made by CHP- CHW through financing approach 

Return on Investment Based on the Current Financing of the Program 

Scenario Financing (2020–2030) Outcome 
Total Savings and Average 

RoI (2020-2030) 

Status 
Quo 

Total 212,015,903,095 944,712,981,861 732,697,078,766 

AVERAGE 19,274,173,009 85,882,998,351 4: Rwf. 1 

Moderate 
Total 245,087,177,182 1,370,597,640,752 1,125,510,463,570 

AVERAGE 22,280,652,471 124,599,785,523 6: Rwf. 1  

Ambitious 
Total 380,950,717,788 11,056,061,408,844 10,675,110,691,056 

AVERAGE 34,631,883,435 1,005,096,491,713 29: Rwf. 1 

Source: Estimated model results 

 

5.4 Difference in Difference 

The two financing approaches show that investing in CHPs generate savings and their Return on 

investments are relatively promising.  Here, we compare savings and Return on Investment between 

the full costing and the current financing approaches and outline the missing- wins that the country 

economy would have enjoyed and invested in the other sectors. 

 

Table 14. Comparison of the Return On Investment between the Standard Costing and current 

Financing of the CHPs 

Scenario Total savings and RoI – 

CHPs costing (2020-2030) 

Savings and RoI – CHPs 

current financing (2020-

2030) 

Gap between savings and 

RoI from the costing and 

financing (2020-2030) 

Status Quo 
338,527,225,471     85,882,998,351   (252,644,227,120) 

10                  4                (6) 

Moderate 479,968,017,263    124,599,785,523   (355,368,231,740) 

12                  6                (6) 

Ambitious 
1,251,290,756,115  1,005,096,491,713   (246,194,264,402) 

25                 29                (4) 

Source: Estimated model results 

 

Table 14 denotes that the savings and return accumulated from the full costing perspectives are far 

more than those ensuing by the current findings. For example, by 2030, if everything remains constant, 

and the CHPs are funded following the current financing perspective, the country might lose almost Rwf 

(252,644,227,120; 355,368,231,740 and 246,194,264,402) following the status quo, moderate and 
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ambitious scenarios, respectively. Subsequently, each Rwf invested in the CHPs in the current financing 

approach will have a gap of 6, 6 and 4 respectively for the status quo, moderate and ambitious 

scenarios. 

 

5.5 ROI in CHP investment by sector contributions 

Investing in the CHPs in Rwanda have multiple effects on different sectors mainly in the health and 

economic sectors. The main beneficiaries of the investment in CHP are the health and economy sectors. 

Figure 24 shows the share that each sector will benefit from investing in CHPs under different 

scenarios. These results show that between 2020 and 2030, under the status quo scenario, the health 

sector alone will save Rwf 2,707.5 billion. Between 2020 and 2030, the economic sector will benefit 

from saving Rwf 1,016.3 billion. Thus, the health sector will benefit more from investing in community 

health than the economic sector. 

 

Likewise, under the moderate scenario, the health sector alone will save Rwf 4,101 billion between 

2020 and 2030, and the economic sector will benefit from savings of Rwf 1,178 billion in the same 

period. Benefits accumulating by the health sector are more than double those in the economic sector.  

 

Lastly, considering the ambitious scenario, it is seen that between 2020 and 2030, the health sector 

would save Rwf 12,193 billion, whereas the economic sector will benefit from saving Rwf 1,571 billion.  

 

On average, between 2020 and 2030, the scenarios show a higher percentage share of CHP return on 

investment. The health sector accounts for about three-quarters of the total returns in all the scenarios.
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Figure 24: The benefits accruing to different sectors under different scenarios (Rwf billions), 2020-2030 

 

 

Source: Estimated model results 

Saving under Status quo Scenario Saving Under Moderate Scenario Saving made under Ambitious Scenario 



 

 

 

65 

 

Figure 25: Percentage distribution of the total benefits accruing to different sectors under different scenarios, 2020-2030 

 

 

Source: Estimated model results 
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6. KEY FINANCIAL FOCUSED BOTTLENECKS AND STRATEGIES TO ENSURE 
FINANCIAL SUSTAINABILITY OF THE CHP IN RWANDA 

This section undertakes a bottleneck analysis to identify key financing challenges/gaps, exploring 

opportunities and strategies for financial sustainability for the CHP in Rwanda. 

 

Accelerating progress toward the financial sustainability of the CHP requires prioritisation of CHP 

domestic resources mobilisation during planning and budgeting processes.  

 

Gap 1: Rwanda’s CHP is underfunded, especially due to limited domestic funding (approx. 9% of 

total CHP funding is from domestic resources)  

 

The CHP in Rwanda is currently underfunded. Accelerating progress toward financial sustainability 

will require prioritizing the CHP funding through domestic resources. Strategies to include; 

 

1.1 Increase evidence-based planning, budgeting and stakeholder advocacy for prioritizing CHP 

funding from domestic resources 

 

Key interventions 

 Organize stakeholder advocacy platforms such as the parliamentarian social sector and civil 

society organisations involved in the health sectors to explore avenues for increasing CHP 

domestic financing 

 Engaging district local administrative structures to fund CHP activities from their own 

district’s collected revenues 

 

1.2 Explore diversification and funding innovations for the CHP 

 

Key interventions 

 Explore reimbursements mechanisms for specific CHP services packages the contribution of 

the CBHI and other insurance schemes to the CHW program.  

 Explore innovations, for example, the “One dollar campaign- mobilising voluntary 

contributions through fundraising campaigns” for CHP service delivery.  

 Engage the private sector through Corporate Social Responsibility mainly those working in 

the rural areas, for example, mining companies, tea and coffee factories, and banks to 

contribute to funding the CHP to increase social welfare 
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 Explore innovative financing mechanisms such as social franchise; impact bonds, voucher 

programmes or other existing opportunities to finance the CHP. 

 

Gap 2: CHP relies heavily on external fund allocations and declining external resources 

 

Persistent with trends in health sector funding, external resources continue to decline. This could 

impact the CHP that relies heavily on external funding sources, which have witnessed a significant 

decline over the last decade. Underfunding of the CHP negatively affects services delivery. Thus, 

there is a need to mobilize additional CHP funds through diverse, innovative and attractive financing 

strategies and mechanisms. 

 

2.1 Explore mechanisms to engage external donors continuously 

 

Key interventions 

 Mobilize additional financing for the CHP through coordinating numerous traditional 

external-funding sources channelled through vertical and disease prevention programs 

(HIV/AIDS, TB, Malaria, NCDs, etc.) 

 Clearly articulate the financing gap and align development partners to priorities that need to 

be addressed 

 Enhance the alignment, harmonization and coordination of external resources and other 

relevant line ministries to improve funding predictability 

 

Gap 3: Strengthen efficient allocation and use of available CHP resources 

 

Efficient management and implementation of health-related delivery programs can free up 

resources that might be re-invested in the CHP in Rwanda. Hence, the need to improve the efficiency 

of health programs in general and those related to CHP through effective coordination in program 

planning, implementation and reporting to ensure that all available resources are used to ensure 

allocation efficiency and value for money. 
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3.1 Enhancing CHP governance for prompt accountability and transparency 

 

Key Interventions 

 Develop a well-articulated CHP financing strategy aligned to the broader health financing 

framework 

 Strengthen and harmonise the CHP reporting system where all stakeholders involved in the 

CHP submit operational reports along with their expenditures for improving accountability 

and efficiency in the use of resources 

 Assure the availability of tools including digitalisation for better management of existing 

resources 

 

3.2 Strengthen the supply chain management system to effectively forecast, quantify, procure and 

distribute CHP equipment, tools, drugs and other consumables 

 

Key Intervention 

 Monitor level of stock out/ and expiries of critical medicine and medical commodities for 

efficient use of resources 

 

3.3 Strengthen the role of CHWs cooperatives in providing the long-term incentives and revenues 

generation for CHWs  

 

Key interventions 

 Enhance the efficiency of CHWs cooperatives management to generate dividends for its 

members  

 Develop financial and operational reporting systems of community health workers 

cooperatives to ascertain their viability.  

 

3.4   Explore innovative mechanisms for efficiency in resources use  

 

Key interventions 

 Report and reinvest co-payments collected by CHWs during the provision of services 

 Develop an annual joint CHP action planning  
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 Allocate stakeholders (mostly technical and financial partners) to specific districts, as 

necessary, to avoid uneven allocation of resources 

 

Implementation Plan for Resource Mobilisation Strategies and its Associated Monitoring 

Framework 

 

This section suggests the implementation plan and a matrix for monitoring the agreed resource 

mobilization activities to invest in CHP to maximize benefits and returns in the short, medium, and 

long term. 

 

Table 15. Proposed resource mobilisation strategies and monitoring strategies  

Challenge Recommendation  Responsible  Timeline  

Gap 1: Rwanda’s CHP 

is underfunded, 

especially due to 

limited domestic 

funding (approx. 9% 

of total CHP funding is 

from domestic 

resources)  

1.1 Increase evidence-based planning, 

budgeting and stakeholder 

advocacy for prioritizing CHP 

funding from domestic resources 

MINICOFIN, 

Ministry of 

Heath, RBC-

MCCH DIVISION 

þ Short-term
Medium-term

Long-term	  

1.2 Explore diversification and funding 

innovations for the CHP 

MINICOFIN, 

Ministry of 

Heath, RBC-

MCCH DIVISION 

þ Short-term
Medium-term

Long-term	  

Gap 2: CHP relies 

heavily on external 

fund allocations and 

declining external 

resources  

2.1 Explore mechanisms to engage 

external donors continuously 

 

Ministry of 

Heath, RBC, 

RBC-MCCH 

Short-term
þ Medium-term

Long-term	  

Gap 3: Strengthen 

efficiency allocation 

and use of available 

CHP resources 

3.1 Enhancing CHP governance to 

prompt accountability and 

transparency 

RBC-MCCH, CH-

TWG and 

MNCAH-TWG 

þ Short-term
þ Medium-term

þ Long-term	  

3.2 Strengthen the supply chain 

management system to effectively 

forecast, quantify, procure and 

distribute CHP equipment, tools, 

drugs and other consumables 

RBC, RMC, 

HPTWG, 

MNCAH-TWG 

þ Short-term

þ Medium-term

þ Long-term	  
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Challenge Recommendation  Responsible  Timeline  

3.3 Strengthen the role of CHWs 

cooperatives in providing the long-

term incentives, remuneration and 

revenues generation for CHWs  

RBC, RBC-

MCCH, MNCAH-

TWG 

þ Short-term
þ Medium-term
þ Long-term	  

3.4 Explore innovative mechanisms for 

efficiency  

RBC, RBC-

MCCH, MNCAH-

TWG 

þ Short-term

þ Medium-term

þ Long-term	  
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7. CONCLUSION 

Investments in CHP in Rwanda is greatly beneficial given the high returns on investment reported 

here for both the health and economic sectors. The need to sustain the CHP’s health gains over the 

last decade is imperative, given the continuous decline in external health sector financing. This 

requires reorienting investments in the health sector to areas like the CHP with demonstrated high 

returns on investment. The CHP’s multidisciplinary approach, incentivising CHWs, and expanding 

service package are essential considerations, but they need to be explored deeply concerning their 

feasibility given the current fiscal space.  

 
In light of the current declines in external resources for health and specifically the heavily donor-

funded CHP, it is vital to mobilise more domestic funds and increase efficiency in using the available 

resources. The CHP investment case serves as a reliable tool to mobilise different stakeholders 

involved in health financing in Rwanda (national and international) to mobilize more resources. 

  
Domestic resources mobilization and increasing efficiency in resource use are paramount strategies 

in the short and long run to ensure the financial sustainability of Rwanda’s CHP. This investment 

case provides the following recommendations to achieve maximal impact from investing in the CHP. 

 
1. Disseminate the CHP investment case widely to multiple government stakeholders, including 

the finance and health ministries, to mobilize and prioritize the financing of community 

health programs by allocating more funds to the program. In addition, the ministry of health 

should internally reallocate funds to CHP to target areas of greater returns on investment.  

2. The MoH should push for the mobilization of domestic financing through evidence-based 

advocacy by targeting health insurance schemes, including the CBHI to support the CHP 

program financially.  

3. This report should be used as a resource mobilization tool mainly in this period of the 

COVID-19 pandemic where health-related treatments are costly, and involving CHWs can 

save costs and increase access to health care. 

4. Organize follow-up round table discussions with stakeholders to develop a solid resources 

mobilization plan well aligned with programmatic and funding gaps.  This should also provide 

a clear roadmap that explores closing any funding gaps to achieve maximal impacts. 

5. Organize regular annual planning sessions with all stakeholders, mainly development 

partners, to develop a joint annual action plan to channel resources toward addressing 

people’s needs and improve efficiency in CHP resource allocation and use. 
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ANNEXES  

 
Figure 26. Rwanda’s health system Source: MoH, 2020 

 

 

 

 

Table 16: Number of services provided by the CHP in 2020 

Services by Program Services 

CBMNH 498,291 
ICCM 8,850,658 
CBP/FP 4,463,967 
Community Based Nutrition 5,272,531 
Disease surveillance  3,412,345 
Malaria Treatment of children above 5 years and adults 8,658,540 

Total 31,156,332 
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Table 17: Total cost by the program (Million Rwf) 

Programs 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 

Malaria 
treatment > 5 
and adults 

13,413  11,514  11,548  11,620  11,715  12,501  11,864  12,143  12,144  12,266  13,777  

CBMNH 9,170  7,563  7,801  7,936  8,129  8,824  8,569  8,640  8,900  9,091  10,588  

Community 
Based Nutrition 6,958  5,586  5,835  5,902  6,047  6,425  6,423  6,269  6,551  6,652  7,733  

iCCM 5,947  3,416  3,500  4,064  3,899  4,618  4,275  3,627  4,096  4,405  5,323  

CBP/FP 3,429  3,003  3,079  3,166  3,262  3,557  3,449  3,607  3,685  3,802  4,362  

Reporting 1,959  305  314  364  334  1,996  399  372  381  442  2,473  

Supply chain 907  512  752  483  743  486  735  442  737  417  820  

Disease 
surveillance  274  232  231  231  231  244  230  233  231  232  258  

Total 42,058  32,131  33,060  33,767  34,360  38,653  35,945  35,333  36,725  37,307  45,336  

 

Table 18: Cost by services (Million Rwf) 

 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 

Curative 20,649  15,344  15,471  16,154  16,056  18,315  16,628  16,200  16,696  17,168  20,379  
Preventive 16,033  12,858  13,259  13,521  13,853  15,709  14,640  14,846  15,266  15,643  19,070  
Promotional 4,382  3,388  3,537  3,582  3,667  4,090  3,900  3,820  3,983  4,054  4,969  
Administrative 994  540  793  510  784  538  776  468  779  441  918  
Campaigns  -   -   -   -   -   -   -   -   -   -   -  

Total 42,058  32,131  33,060  33,767  34,360  38,653  35,945  35,333  36,725  37,307  45,336  

 

Table 19: Total costs by input (Billion Rwf) 

 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030  

CHW PBF 
 4.68  4.66  5.13  5.66  6.25  6.89  7.61  8.40  9.28   10.25   11.33  

 

CHW Equipment 
 2.90  0.18  0.63  0.85  0.92  1.97  1.44  0.22  1.04  1.03  2.89  

 
Medicines and supplies 

 7.77  8.23  8.44  8.66  8.89  9.12  9.36  9.60  9.85   10.11   10.37  
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Supervision Salaries 
 2.61  2.61  2.61  2.61  2.61  2.61  2.61  2.61  2.61  2.61  2.61  

 
Supervision Visits 

 1.06  1.10  1.14  1.17  1.21  1.25  1.29  1.34  1.38  1.43  1.47  

 
Recurrent Training (CHWs) 

 2.90  2.82  2.91  3.00  3.10  3.21  3.31  3.42  3.53  3.65  3.77  

 
Recurrent Training (Supervisors) 

 0.22  0.23  0.24  0.25  0.25  0.26  0.27  0.28  0.29  0.30  0.31  

 
Recurrent Training (Managers) 

 0.52  0.53  0.55  0.57  0.59  0.61  0.63  0.65  0.67  0.69  0.71  

 
Management Salaries 

 0.09  0.09  0.09  0.09  0.09  0.09  0.09  0.09  0.09  0.09  0.09  

 
Management Equipment 

 3.09   -  -  -  - 1.90   -  -  -  - 4.28  

 
Management Meetings 

 3.72  3.72  3.72  3.72  3.72  3.72  3.72  3.72  3.72  3.72  3.72  

 
Other Recurrent Costs 

 2.83  2.92  3.02  3.12  3.22  3.33  3.44  3.55  3.67  3.79  3.92  

 
Initial Training (CHWs) 

 - 0.54  0.56  0.57  0.59  0.61  0.63  0.65  0.68  0.70  0.72  

 
Start-up Costs 

 4.28   -  -  -  -  -  -  -  -  -  - 

 
Total 

36.67   27.62   29.04   30.28   31.44   35.58   34.40   34.54   36.81   38.37   46.20  

  

 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 

CHW Salaries 184  184  184  184  184  184  184  184  184  184  184  

CHW Equipment  2,952  178  621  827  903   2,075   1,403  223   1,028   1,005   3,000  

Medicines and supplies  2,801   2,969   3,046   3,125   3,206   3,290   3,375   3,463   3,553   3,645   3,740  

Supervision Salaries  2,614   2,614   2,614   2,614   2,614   2,614   2,614   2,614   2,614   2,614   2,614  

Supervision Visits  1,064   1,099   1,135   1,173   1,212   1,252   1,293   1,335   1,380   1,425   1,472  

Recurrent Training (CHWs)  2,896   2,816   2,909   3,005   3,104   3,206   3,312   3,421   3,534   3,651   3,771  

Recurrent Training (Supervisors)  68   70   72   75   77   80   82   85   88   91   94  

Management Salaries  8,848   8,848   8,848   8,848   8,848   8,848   8,848   8,848   8,848   8,848   8,848  

Management Equipment  3,910  -  -  -  -   2,587  -  -  -  -   5,410  

Management Meetings  4,957   4,957   4,957   4,957   4,957   4,957   4,957   4,957   4,957   4,957   4,957  

Other Recurrent Costs  7,483   7,730   7,985   8,248   8,520   8,802   9,092   9,392   9,702  10,022  10,353  

Initial Training (CHWs) -  539  556  575  594  613  634  654  676  698  721  

Initial Training (Supervisors) -  129  133  137  142  146  151  156  161  167  172  
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Start-up Costs  4,283  -  -  -  -  -  -  -  -  -  -  

Total 42,058  32,131  33,060  33,767  34,360  38,653  35,945  35,333  36,725  37,307  45,336  

Table 20: Total cost per capita (total population) 

 
 
2,020  

 
2,021  

 
2,022  

 
2,023  

 
2,024  

 
2,025  

 
2,026  

 
2,027  

 
2,028  

 
2,029   2,030  

Total Cost per 
Capita (Rwf) 

 
3,321  

 
2,473  

 
2,480  

 
2,469  

 
2,449  

 
2,685  

 
2,433  

 
2,331  

 
2,362  

 
2,338   2,770  

 

Table 21: Cost by inputs (Value in billion Rwf) 

 

 

Table 22: Cost by nature (million Rwf) 

 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 

Recurrent 30,914  31,953  32,439  32,940  33,457  33,991  34,542  35,110  35,697  36,302  36,926  
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Capital 11,144  178  621  827  903  4,662  1,403  223  1,028  1,005  8,409  
Total 42,058  32,131  33,060  33,767  34,360  38,653  35,945  35,333  36,725  37,307  45,336  

 

Table 23 Financing by source (Rwf) as reported in the HRTT 

 

FY 2017-
2018 FY 2018-2019 FY 2019-2020 

Total funding 
4,330,693,34

5 
19,111,469,82

4 
15,994,638,66

8 

Catholic Relief Service 
 

1,794,557,100 2,729,981,168 

Imbuto Foundation 0 2,000,000,000 2,016,709,604 

Enabel 
 

1,789,052,546 1,808,212,561 

Girl Effect 0 1,162,801,039 645,909,552 

Shell 0 0 600,000,000 

UNICEF 744,409,072 836,177,393 585,162,050 

Partners in Health (PIH) 412,842,616 1,303,861,328 566,758,726 

US Government 37,684,504 233,689,815 519,042,515 

Belgium Government 18,586,088 165,244,294 322,046,020 

IHANGANE Project 4,696,258 19,340,231 231,352,002 

Red Cross Rwanda 39,899,849 51,631,664 224,406,060 

Intrahealth 
 

149,889,000 164,565,349 

Garden health international 
 

191,405,843 162,770,865 

World Vision 39,192,562 92,760,130 38,602,580 

Canada Government 68,470,638 83,193,685 25,397,800 

Austrich Government  0 20,641,018 23,975,600 

South Korea Government  0 29,096,100 20,023,000 
International Federation of Red 
Cross  0 0 11,734,240 

Spanish Red Cross 0 0 6,650,200 

GAVI 0 2,884,707 3,727,501 

World Relief  0 1,428,954 2,857,909 

Danish Government  21,313,761 0 0 

Swiss Government  4,521,400 0 0 

WHO 0 57,731,715 0 
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SAVE THE CHILDREN 0 5,014,824 0 

GoR 
2,939,076,59

8 9,121,068,436 5,284,753,365 

RBC 
1,840,559,19

5 7,968,812,801 3,760,837,918 

RBF Malaria 975,815,078 2,967,181,743 2,976,607,738 

World Bank - SPRP 0 4,596,428,190 473,702,050 

RBF-Enabel MCCH 0 0 150,997,800 

UNICEF 486,698,100 307,453,560 93,072,000 

UNFPA 80,750,000 53,061,000 50,044,330 

Barame Project 0 0 16,414,000 

CIFF (UK) 0 0 0 

RBF HIV 297,296,017 44,688,308 0 

MOH  7,024,860 46,999,982 189,090,435 

Districts 
1,091,492,54

3 1,105,255,653 1,334,825,012 

KAYONZA DISTRICT 68,031,020 61,227,918 129,200,861 

GAKENKE DISTRICT 74,386,962 38,022,669 95,666,036 

GISAGARA DISTRICT 67,250,263 36,250,263 76,177,843 

MUHANGA DISTRICT 35,819,262 35,819,261 70,090,340 

GICUMBI DISTRICT 44,680,280 44,680,280 66,892,073 

KARONGI DISTRICT 0 0 66,060,069 

RULINDO DISTRICT 36,364,293 29,488,594 65,169,223 

GASABO DISTRICT 59,620,012 59,620,012 62,872,044 

NYAGATARE DISTRICT 52,437,068 73,375,652 52,437,068 

GATSIBO DISTRICT 48,737,173 70,045,746 48,737,173 

NYAMASHEKE DISTRICT 43,637,152 43,025,788 47,090,828 

RUSIZI DISTRICT 45,448,514 45,448,514 45,448,514 

RUBAVU DISTRICT 45,399,776 45,399,776 45,399,776 

MUSANZE DISTRICT 70,480,473 41,389,039 44,437,819 

NGOMA DISTRICT 38,019,974 38,019,974 40,458,998 

NGORORERO DISTRICT 37,554,048 37,554,048 40,399,576 

HUYE DISTRICT 36,901,819 36,901,819 40,153,851 

RUHANGO DISTRICT 36,162,446 36,162,446 39,211,226 



 

 

 

82 

KAMONYI DISTRICT 38,494,996 51,943,857 38,494,996 

NYANZA DISTRICT 0 0 36,315,958 

RUTSIRO DISTRICT 0 0 36,300,573 

RWAMAGANA DISTRICT 34,839,234 34,839,234 34,839,234 

NYARUGENGE DISTRICT 31,989,325 31,989,325 34,021,845 

NYABIHU DISTRICT 33,193,164 33,193,164 33,193,164 

NYARUGURU DISTRICT 32,951,048 32,951,048 32,951,048 

BURERA DISTRICT 0 0 3,861,788 

NYAMAGABE DISTRICT 0 0 3,861,788 

BUGESERA DISTRICT 40,802,392 40,802,392 3,048,780 

KICUKIRO DISTRICT 0 64,182,005 2,032,520 

KIREHE DISTRICT 38,291,849 42,922,829 0 
 

 

Figure 27 Financing sources 

 

 

Table 24. Government of Rwanda health sector and total budgets 2014–2018  

Source 2014/15 2015/16 2016/17 2017/18 2018/19 
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Domestic tax 
Revenues for 
Health 

66,708,252,473 102,667,791,742 92,767,975,626 95,672,533,008 103,730,932,958 

External Revenues 
or Health on 
Budget 

133,547,948,82
7 

101,356,580,800 96,516,693,156 101,690,753,809 97,107,453,482 

Total GoR Health 
Budget 

200,256,201,30
0 

204,024,372,542 189,284,668,782 197,363,286,817 200,838,386,440 

Total GoR Budget 1,762,418,647,
531 

1,808,827,969,87
6 

1,954,247,251,04
6 

2,115,391,665,08
2 

2,443,535,804,38
7 

Health Sector 
Share of National 
Budget 

11% 11.3% 9.7% 9.3% 8.2% 

Source: Financial law Budgets 2014–2018 
 
 
Figure 28: CHWs Program Projected cost from 2020-2030 (Values in billion Rwf) 
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CHP Current cost (Financing) Projections (2020-2030) in Billion Rwf 

Scenario 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 

SQ 
16,300,

000,000  
16,837,90

0,000  
17,393,55

0,700  
17,967,53

7,873  
18,560,46

6,623  
19,172,96

2,021  
19,805,66

9,768  
20,459,25

6,871  
21,134,41

2,347  
21,831,84

7,955  
22,552,29

8,937  
Moderat
e 

19,560,
000,000  

20,205,48
0,000  

20,872,26
0,840  

21,561,04
5,448  

22,272,55
9,947  

21,857,17
6,704  

22,578,46
3,536  

23,323,55
2,832  

23,501,46
6,530  

24,277,01
4,926  

25,078,15
6,418  

Ambitiou
s 

42,054,
000,000  

43,441,78
2,000  

44,875,36
0,806  

46,356,24
7,713  

47,886,00
3,887  

46,992,92
9,915  

48,543,69
6,602  

50,145,63
8,590  

50,528,15
3,040  

52,195,58
2,090  

53,918,03
6,299  

            CHP Required Cost (Standard) Projection (2020-2030) In Billion Rwf 

SQ 
36,671,

218,231  
27,622,87

3,554  
29,038,29

9,881  
30,280,68

7,927  
31,443,52

8,281  
35,576,15

2,479  
34,403,99

0,271  
34,538,44

6,932  
36,811,92

4,752  
38,367,10

4,555  
46,196,49

0,924  
Moderat
e 

41,891,
218,231  

33,147,44
8,265  

34,845,95
9,858  

36,336,82
5,513  

37,732,23
3,937  

40,556,81
3,826  

39,220,54
8,909  

39,373,82
9,503  

40,934,86
0,325  

42,664,22
0,265  

51,370,49
7,907  

Ambitiou
s 

57,551,
218,231  

41,434,31
0,331  

43,557,44
9,822  

45,421,03
1,891  

47,165,29
2,421  

50,696,01
7,282  

49,025,68
6,137  

49,217,28
6,878  

51,168,57
5,406  

53,330,27
5,331  

64,213,12
2,384  

 

Table 25: Return on investment realized in the different sectors  

Sector Elements encompassed to assess the benefits per 

sector 

Explanation and source 

Health CBHI Bills Saved Using Community Health workers’ services in the community save Health 

Insurances, mainly the CBHI as it covers more than 80% of the Rwandan 

population, which mostly consume CHWs services. Similar studies have used this 

element to see how much health insurance save as a result of using CHW 

services. Eg: https://swctahes.org/wp_content/uploads/2019/05/chw-

business_case_2014_with_task_force_final.pdf. 

https://swctahes.org/wp_content/uploads/2019/05/chw-business_case_2014_with_task_force_final.pdf
https://swctahes.org/wp_content/uploads/2019/05/chw-business_case_2014_with_task_force_final.pdf
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Annual recurrent health expenditure There is no need for more Qualified Human Resources for Health for simple 

conditions mainly related to maternal and under-five children. See: Kelsey 

Vaughan et al (2015): cost and cost-effective of community health workers: 

Evidence from a literature review  

Saving costs from building health facilities (health 

centres, hospitals) and equipping them 

The more the disease burden reduces, the lesser the health facilities will be 

needed. Therefore, if CHWs effectively provide their services while other social 

determinants of health are addressed through CHPs, then they will be less in 

need of building health centres. See Uta Lehmann and David Sanders, 

Community Health Workers: What do we know about them? The state evidence 

on programmes, activities. Costs and impact on health outcomes of using 

community health workers, accessible on 

https://www.who.int/hrh/documents/community_health_workers.pdf 

Savings from training doctors and Savings from 

training nurses 

Capture from the Business case of Investing in Family Planning in Rwanda Report.  

Savings time for health professionals (from 

doctors and patients) as a result of shifting tasks 

from health facilities to their CHWs. e.g., 

maternal and newborn services provided through 

CHWs 

Time gained by trained health professionals given that meagre illness and 

diseases are addressed in the CHWs 

Economy Economic gained earnings per time lost These are time lost by households as they seek health services at health facilities. 

These times should be used in other economic activities that may increase 

household welfare mainly in this time of covid-19. 

https://www.who.int/hrh/documents/community_health_workers.pdf
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Economic gained earnings from saved lives 

(newborn) 

These are consumption lost due to new-born that would have died because of 

not accessing early health services. In this study, GDP per capita was used as a 

proxy to measure the benefit gained. 

Economic gained earnings from saved lives 

(mothers) 

These are production gained from mothers as a result of seeking care nearby 

their community. In addition, this variable captures also the long-term economic 

production that had occurred given that pregnant women accessed healthcare 

services and the deaths were averted. 
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1. HIGH IMPACT/AMBITIOUS SCENARIO  
 

  2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 

B
EN

EF
IT

S 

Econo
my 515,318,012 

1,076,425
,056 

2,249,3
34,737 

3,526,557
,903 4,916,593,519 

6,416,02
7,262 

8,046,35
3,210 

9,818,36
5,439 

11,743,7
95,369 

13,835,3
96,426 

16,107,
036,447 

Educat
ion 458,762,737 

947,803,8
14 

1,958,1
62,680 

3,034,173
,073 4,179,067,713 

5,385,60
8,152 

6,667,22
9,256 

8,027,57
2,426 

9,470,43
7,632 

10,999,7
89,915 

12,619,
766,143 

Health 
425,503,305,6

61 
444,232,4

60,651 

463,797
,784,58

0 
484,237,0

19,314 
505,589,624,3

92 
527,896,
855,679 

551,201,
847,635 

575,549,
699,374 

600,987,
564,678 

685,140,
554,269 

776,169
,502,18

1 

Total cost 
42,058,217,92

8 
32,130,67

0,161 
33,059,

934,653 
33,766,95

0,784 
34,360,225,31

3 
38,652,6

56,967 
35,944,7

40,101 
35,333,2

70,816 
36,724,8

70,624 
37,306,7

19,462 
45,335,

859,950 

Total savings 
(benefits) 426,477,386,4

10 
446,256,6

89,521 

468,005
,281,99

8 
490,797,7

50,290 
514,685,285,6

24 
539,698,
491,094 

565,915,
430,101 

593,395,
637,239 

622,201,
797,679 

709,975,
740,611 

804,896
,304,77

1 

Return on 
Investment 
(ROI) 9.14 12.89 13.16 13.53 13.98 12.96 14.74 15.79 15.94 18.03 16.75 

% Contribution                       

Economy 0.1% 0.2% 0.5% 0.7% 1.0% 1.2% 1.4% 1.7% 1.9% 1.9% 2.0% 

Education 0.1% 0.2% 0.4% 0.6% 0.8% 1.0% 1.2% 1.4% 1.5% 1.5% 1.6% 

Health 99.8% 99.5% 99.1% 98.7% 98.2% 97.8% 97.4% 97.0% 96.6% 96.5% 96.4% 

 
2. MODERATE                       

  2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 

B
EN

EF
IT

S Economy 
515,318,0

12 
1,076,42

5,056 
2,249,33

4,737 
3,526,55

7,903 
4,916,59

3,519 
6,416,02

7,262 
8,046,35

3,210 
9,818,36

5,439 
11,743,7

95,369 
13,835,3

96,426 
16,107,0

36,447 

Education 
458,762,7

37 
947,803,

814 
1,958,16

2,680 
3,034,17

3,073 
4,179,06

7,713 
5,385,60

8,152 
6,667,22

9,256 
8,027,57

2,426 
9,470,43

7,632 
10,999,7

89,915 
12,619,7

66,143 

Health 425,503,3 444,232, 463,797, 484,237, 505,589, 527,896, 551,201, 575,549, 600,987, 685,140, 776,169,
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05,661 460,651 784,580 019,314 624,392 855,679 847,635 699,374 564,678 554,269 502,181 

Total cost 
37,691,18

6,866 
40,455,6

14,689 
43,375,0

98,739 
46,457,3

56,102 
49,577,2

74,324 
52,922,4

27,643 
56,434,3

71,429 
60,120,4

70,981 
63,988,3

96,073 
68,046,1

33,029 
72,301,9

97,260 

Total savings 
(benefits) 

426,477,3
86,410 

446,256,
689,521 

468,005,
281,998 

490,797,
750,290 

514,685,
285,624 

539,698,
491,094 

565,915,
430,101 

593,395,
637,239 

622,201,
797,679 

709,975,
740,611 

804,896,
304,771 

Return on 
Investment (ROI) 11.32 11.03 10.79 10.56 10.38 10.20 10.03 9.87 9.72 10.43 11.13 

% contribution                       

Economy 0.1% 0.2% 0.5% 0.7% 1.0% 1.2% 1.4% 1.7% 1.9% 1.9% 2.0% 

Education 0.1% 0.2% 0.4% 0.6% 0.8% 1.0% 1.2% 1.4% 1.5% 1.5% 1.6% 

Health 99.8% 99.5% 99.1% 98.7% 98.2% 97.8% 97.4% 97.0% 96.6% 96.5% 96.4% 

 
3. LOW IMPACT/ STATUS QUO SCENARIO 

  2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 

B
EN

EF
IT

S Economy 
670,540,8

22 
1,400,663

,134 
2,926,873

,754 
4,588,818

,905 
6,397,557

,593 
8,349,294

,614 
10,471,41

1,037 
12,777,95

7,373 
15,284,20

4,268 
18,006,75

2,706 
20,963,65

4,295 

Education 
596,950,1

08 
1,233,298

,922 
2,547,995

,574 
3,948,119

,142 
5,437,876

,098 
7,008,391

,222 
8,676,638

,497 
10,447,35

7,954 
12,325,49

6,036 
14,316,21

4,059 
16,424,89

7,005 

Health 
425,503,3

05,661 
444,232,4

60,651 
463,797,7

84,580 
484,237,0

19,314 
505,589,6

24,392 
527,896,8

55,679 
551,201,8

47,635 
575,549,6

99,374 
600,987,5

64,678 
685,140,5

54,269 
776,169,5

02,181 

Total cost 
73,181,29

9,195 
55,907,36

6,080 
57,524,28

6,297 
58,754,49

4,364 
59,786,79

2,044 
67,255,62

3,123 
62,543,84

7,776 
61,479,89

1,219 
63,901,27

4,886 
64,913,69

1,864 
78,884,39

6,313 

Total savings 
(benefits) 

426,770,7
96,591 

446,866,4
22,708 

469,272,6
53,908 

492,773,9
57,361 

517,425,0
58,083 

543,254,5
41,515 

570,349,8
97,168 

598,775,0
14,700 

628,597,2
64,981 

717,463,5
21,033 

813,558,0
53,481 

Return on 
Investment (ROI) 4.83 6.99 7.16 7.39 7.65 7.08 8.12 8.74 8.84 10.05 9.31 

% contribution                       

Economy 0.2% 0.3% 0.6% 0.9% 1.2% 1.5% 1.9% 2.2% 2.5% 2.5% 2.6% 

Education 0.1% 0.3% 0.5% 0.8% 1.1% 1.3% 1.5% 1.8% 2.0% 2.0% 2.0% 

Health 99.8% 99.5% 99.1% 98.7% 98.2% 97.8% 97.4% 97.0% 96.6% 96.5% 96.4% 

 


