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Abstract
Background: In 2008, Rwanda decided to enhance its community health program in order to further scale
up the health system effectiveness. One of the components of the program is the community-based
family planning. Between 2010 and 2015, the proportion of women using contraception from the
community health workers (CHWs) increased threefold. This study aims at identify the socio-economic
factors associated with the choice of CHWs as contraceptive providers in Rwanda in the period 2010-
2015.

Methods: The study uses a pooled dataset from the 2010 and 2015 Rwanda Demographic and Health
Surveys. It is restricted to women in union aged 15-49 years. The dependent variable is the source of
modern method used at the time of survey. Independent variables include demographic characteristics,
socioeconomic factors, and regional variable. Descriptive statistics and multinomial logistic regression
are used to assess the association.

Results: The results indicate that the choice of CHWs is negatively associated with socioeconomic
factors (education, economic status, residence, etc) and varies with provinces. The propensities of
referring to CHWs are signi�cantly higher among women with no or low education (odds ratio [OR]: 3.76
and 3.80), women from poor or middle households (OR: 1.20, 1.27) or among those living in rural areas
(OR: 1.04) than among women with high education, residing in rich households or in urban areas. The
Northern Province has recorded the highest adhesion to CHWs (OR: 2.47), followed by the Eastern (OR:
1.88) and Southern (OR: 1.69).

Conclusions: The community health program gained higher approval and adoption among the lower
socioeconomic segments of the population. The combined effects of high contraceptive uptake from
CHWs among the poor populations and rural residents and that of their predominant share in the total
population enable to assume further decline of fertility in Rwanda.

Introduction
In 2008, Rwanda decided to enhance its community health program, which started timidly in 1995, in
order to further improve the health status of the population considered as a key component of the
country’s development agenda [1]. To achieve this aspiration, the Ministry has recognized the vital role to
be played by individuals but also by communities to address health issues, especially the preventable
health problems [1-4]. The community health program is viewed as both a preventive and a curative
approach because it provides a preventive education to the community with regard to health problems
and takes care of those who are sick or facilitates their transfer to appropriate health clinics. The vision
of the community health program is to ensure the provision of holistic community health care services to-
the entire population. 

The advantages of a community health approach are manifold as recognized by several researchers [1,5-
6]. These include (1) empowering communities to participate in the management of their future and
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socioeconomic change; (2) building ownership of programs by the communities; (3) sharing the national
bene�ts equitably among the communities; (4) reducing health related costs; (5) removing different socio-
economic and cultural inequities in health care. Indeed, since the community health workers (CHWs)
know the community’s beliefs and norms by living and working within it, they have proven to be effective
in addressing social barriers, one of the main obstacles to behaviour change in sub-Saharan Africa.
Contrary to clinic health facilities, a community health program takes into account the all characteristics
of the community, which include the formal and informal networks and support systems, norms, cultural
nuances, institutions, politics, and belief systems and use them [1, 7]. 

In Rwanda, one of the components of the community health program is the community based family
planning. The rationale to strengthen this program was to achieve the ambitious “Rwanda 2020 vision”,
whose the objective was to �ght poverty and lift Rwanda to a middle income country, by raising the
average per capital income from $290 to $900 [1, 8]. Expanding access to family planning at the
community level was, in addition, a recommendation of several international conferences to reduce
unmet needs for family planning and accelerate the achievement of Sustainable Development Goals
(SDGs) [6, 9-10]. In this perspective, the high population growth associated with a fertility level of 6.1
births from the 2005 Demographic and Health Survey (DHS) was considered as a strong obstacle to
socioeconomic progress and to the vision. Thus, the Rwandan government declared family planning a
key component of socioeconomic transformation, an important contributing factor to the achievement of
the 2020 vision and therefore a tool of development [8].

The target of the 2012 family planning policy was to reach 70% of women of reproductive age using
contraception by 2016 from 13% in 2000 and 17% in 2005 [11], a very high goal. To expect reaching this
objective in a country whose 80% of the population live in rural areas, the community-based family
planning approach appeared as an effective strategy which could increase both access to and
acceptance of family planning services, leading to the raise of contraceptive use, even among the poor
and rural residents still lagging behind [12-13] and hence the most contributors to the persistent high
fertility. 

The mission assigned to the community-based family planning program was not only the distribution of
some contraceptive methods and referring to health facilities or hospitals the population in need; but
also, through Education-Information-Communication, it was to rise the demand for family planning and
increase acceptance of contraceptives by removing particularly social barriers still strong in Rwanda [14].
In this regard, each of the 14,837 Rwanda villages (a village[1] accounts for 100-150/200 households)
was requested to elect three volunteers from the community members, two females and one male, to act
as CHWs [15]. The elected CHWs were thereafter trained to provide information on all contraceptive
methods but to deliver only short acting methods (injectables, pills, condoms, standard days method, etc)
which do not require medical expertise. 

To our knowledge, up now there is not yet a study that assessed the acceptance and the adhesion of the
population to the community health workers program in Rwanda. This study seeks to �ll this gap by
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identifying the socio-economic factors associated with the choice of CHWs to get contraceptives in the
period 2010-2015 and therefore to de�ne the pro�le of contraceptive users referring to CHWs. Speci�cally,
the study investigates whether the expected outcome of increasing contraceptive use especially among
the lower segments of the population is being met? Findings from this study will shed light on the role of
community health program in family planning and help family planning policymakers and providers
either to enhance the existing program or to make revision in order to further improve the wellbeing of
populations. They shall also stimulate other countries to initiate similar programs and inspire further
research.

[1] In Rwanda, a village is the lowest administrative unit existing in both urban areas and rural.

Data And Methods
Data and Variables

This study uses a pooled dataset from the 2010 and 2015 Rwanda Demographic and Health Surveys
(DHS) [16]. It is restricted to women in union, 15-49 years old, the category of women usually used in the
determination of contraceptive prevalence rate. The total sample from both surveys is 13,724
respondents of which 6,834 from the 2010 survey and 6,890 from the 2015 survey. A total of 6,245
respondents, representing 45.5% of the total sample, were using some modern contraceptives and 7,479
(54.5%) were not. Among contraceptive users, 33% got their contraceptives from CHWs and 77% from
other sources, i.e. the public and private medical sector.  

The dependent variable is the source of any modern contraceptive method, i.e the modern method which
was in use at the time of survey. Modern methods are grouped in Short-Acting Methods [SAM] (pills,
injections, spermicides, female and male condoms, Days Standard Method, and lactational amenorrhea
method), Long-Acting Methods (IUD and implants), and Permanent methods [LAPM] (female and male
sterilization). Information on the source of method was obtained from the survey question: “Where did
you obtain (current method) the last time”? Answers on sources of contraceptive methods are globally
grouped in public medical sector, community health service and private sector. The public medical sector
includes all governmental health facilities from the referral hospital to a health post; the community
health service includes community health service and outreach service; the private sector includes private
medical sector and all other sources of sales or distribution from independent persons (private clinics,
private pharmacies, shops, churches, friends, others). In this analysis, the public medical sector and the
private sector have been combined in MEDICAL SECTOR because the research focuses on community
health program. In this grouping, we oppose what is medical to what is community action.

Independent variables are selected from the theory on factors driving contraceptive use that include
woman’s characteristics (demographic, social, cultural, economic, etc), household level characteristics,
environmental characteristics or surrounding community. As such and given the dataset, the following
variables are considered in the analysis:
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Socio-economic factors: woman’s education and her economic status measured by the household
wealth index, woman’s religion, and her urban or rural residence. Education is de�ned as the level
attained by the respondent. It is grouped in four categories as presented in DHS datasets (none,
primary, secondary and higher). Household wealth index variable, usually presented in quintiles, is
reduced to three categories (poor, middle and rich) for easy interpretation. The variable religion keeps
the three main religions in practice in Rwanda (Catholic, Protestant and Adventist, Muslim) and
combines all other cases (other religions, no religion or no declaration) in one category of “others”.
The residence type distinguishes urban and rural as stated in the surveys according to the o�cial
administrative de�nition.            

Demographic characteristics with direct correlation with contraceptive use. These include woman’s
age, her desired and actual fertility and child mortality. The variable age is grouped in three
categories as such 15-24 years, 25-34, and 35-49. The variables desired fertility and actual fertility
comprise each three categories (0-3, 4-5, 6 and above). The variable child mortality distinguishes the
categories of no death, one death, two deaths, three deaths or more.                 

Regional variable which is the variable “province”. It keeps the four provinces of the country and the
City of Kigali which has the status of a province. This variable is useful to check the regional
variations in the implementation and adoption of the community health program.  

Statistical approach and analysis

As stated in the introductory section, the paper aims to identify the factors associated with the choice of
CHWs as contraceptive providers in order to �nd out the speci�c characteristics of contraceptive users
who referred to CHWs, who could be called here the most bene�ciaries of the program, when compared to
those using clinical health facilities (medical sector) or those not using any modern contraceptive. Given
this objective, the dependent variable comprises the three above categories: users referring to CHWs,
users referring to medical sector, and non- users. As such, the study analysis applies a multinomial
logistic regression model for two reasons. First, the multinomial logistic regression is a model that is used
to predict the probabilities of more than two possible outcomes of a categorical dependent variable.
Second, the three categories of the dependent variable include all possible answers, i.e all respondents.
With this inclusiveness, the study assumes the absence of other omitted alternative responses and
therefore the variable ful�ls the assumption of independence of irrelevant alternatives, an important
requirement for the application of a multinomial regression model [17]. 

In mathematical form, the multinomial regression is generally presented as a set of independent binary
regressions. Because the outcome variable has more than two categories, the model has k−1 equations
instead of one for a simple logistic regression where k equals to the number of categories. One of the
equations is a reference equation and can be any among the k equations. With an outcome variable of
three equations, there are two equations as follows:    
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Where ln  is the log odds of choosing the category one (Yi = 1) when the reference category is

K (category 3); ln   is the log odds of choosing the category two (Yi = 2) when the reference
category is K (category 3); β0 is the intercept; β1, β2, etc.are the coe�cients of a set of independent
variables X1, X2, etc.; and ε represents the residuals. 

The analysis starts with descriptive statistics which are completed with a multinomial logistic regression
analysis to establish the association between the selected independent variables and CHWs compared to
medical sector and non-users. The analysis performs using STATA version 13 and is adjusted for the
effect of complex sample design by applying svy command.  

Results
The presentation of the results starts with the descriptive frequencies of different variables to show the
distribution of the sample in different categories of independent variables with reference to the dependent
variable. Thereafter, we provide the results from the multinomial logistic regression indicating the
associative effects of independent variables on each contraceptive provider.

Descriptive results                  

Table 1 presents the results of descriptive analysis providing the distribution of respondents in the three
categories of the dependent variable: contraceptive users from medical sector (public or private),
contraceptive users who referred to CHWs and the category of non-use. Out of a total of 13,724 women in
union constituting the analytical sample, 35% are using some contraceptive modern method from
medical sector, 10% are using from the community health service, and 55% are not using any modern
contraceptive method. These proportions computed at national level hide however notable disparities
across subpopulations and regions. 

Table 1. Distribution of respondents by selected variables according to the source of contraceptive
method used
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Variables Categories Use from

Medical sector

Use from 

CHWs

No use Total

  ALL 35.4 9.8 54.8 13,724

No education 28.6 9.9 61.5 2,416

Education Primary 36.1 10.6 53.4 9,528

Secondary 40.3 6.0 53.7 1,417

  Higher 47.1 2.5 50.4 363

Poor 31.4 10.9 57.8 5,366

Wealth Middle 36.5 10.6 52.8 5,422

  Rich 41.0 6.1 52.9 2,936

Catholic 37.0 11.8 51.3 5,501

Religion Protestant 34.2 8.4 57.4 7,734

Muslims 38.0 11.0 51.0 263

  Others 37.6 7.5 54.9 226

Residence Urban 39.5 7.4 53.1 2,595

  Rural 34.5 10.3 55.2 11,129

15-24 33.5 8.1 58.4 1,983

Age 25-34 38.5 11.2 50.3 6,471

  35+ 32.5 8.6 58.9 5,270

0-3 38.0 10.3 51.7 7,112

Desired fertility 4-5 33.4 9.8 56.8 5,367

  6+ 29.7 6.8 63.5 1,245

0-3 35.1 9.9 55.0 8,308

Actual fertility 4-5 37.9 10.8 51.3 3,521

  6+ 32.5 7.3 60.2 1,895

0 36.6 10.3 53.1 9,816

Child mortality 1 34.1 9.3 56.6 2,461

2 31.6 7.3 61.1 882

  3 26.7 6.6 66.7 565
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West 30.8 7.0 62.2 3,181

South 36.6 10.5 52.9 3,384

Province Kigali 40.7 5.4 53.9 1,667

North 38.0 13.9 48.1 2,216

  East 34.4 11.2 54.4 3,276

With reference to woman’s education, the results indicate that the proportion of women using
contraceptives from medical sector rises with education, from 28.6% among no educated women to
47.1% among those with higher education. Contrary to contraceptive users referring to medical sector, the
proportion of women referring to CHWs to get contraceptives decreases with education from 9.9% for
women with no education to only 2.5% to those with higher education. On the other hand, the proportion
of women not using contraception decreases with education. A similar pattern to education is observed
for the economic status of women as measured by the household wealth status. The proportion of
women referring to medical sector increases with the raise of socioeconomic status; while it is a reverse
pattern for women referring to community health workers. Again, the proportion of women not using
modern contraception decreases with the household wealth index. This result goes in line with the
existing knowledge that education and economic status facilitate contraceptive practice. Whatever the
source of provision, Protestant believers display a lower proportion of women using modern
contraception but a higher proposition of non-users, when compared to Catholics, Muslims or others.
Women from rural areas exhibit proportionally lower adhesion to medical sector but higher to CHWs than
urbanites: 34.5% versus 39.5% and 10.3% against 7.4% respectively. 

Regarding the demographic characteristics of respondents, the table 1 shows that women in middle
reproductive age 25-34 years are more using modern contraception than their counterparts younger or
older, irrespective of the source of provision. Use of contraception is inversely correlated to the desired
fertility. Women aspiring for fewer children refer to both type of contraceptive providers (38.0% for
medical sector and 10.3% for CHWs) more than those desiring many children. The correlation with the
desired number of children changes slightly with the actual children. Irrespective of the source of
provision, the proportion of contraceptive users is higher among women with 4-5 children than among
those with fewer children or many. Evidently, the pattern of non-users contrasts with that of users. As
expected, child mortality affects use of contraception. Regardless of the type of provider, the share of
women using modern contraceptives decreases when the number of lost children augments; by contrast,
the share of non-users increases steadily with the rise of the number of died children, those who lost
many children being much reluctant for the use of contraception.  

With respect to regional variations, the high proportions of women using contraception from both medical
sector and community health workers program are found in the Northern province (38.0% and 13.9%
respectively) while the lower are recorded in the Western province. Kigali as a city shows the highest score
of referring to medical sector (40.7%) but also the lowest adhesion to CHWs score (5.4%). 
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Multinomial logistic regression results    

Table 2 displays the results from the multinomial logistic regression analysis. Since the provision from
the community health service is the focus of the study and that the program targets more the lower socio-
economic segments of the population or those living in underserved regions, especially rural regions, the
analysis considers as reference category the highest segment of the population for ordinal and discrete
variables or those assumed to be as such. Second, the non use option is the omitted category as it
represents women who did not respond to the program. 

Table 2: Multinomial logistic Regression results in odds ratios (OR) of selected variables on the choice of
contraceptive providers 
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 Medical sector Community health workers  

Variable (ref.) Categories  OR P. value <95CI > 95CI OR P. value < 95CI > 95CI

Constant 0.93 0.594 0.71 1.22 0.01 0.000 0.01 0.03

Year (2015 vs 2010) 0.76 0.000 0.70 0.82 3.42 0.000 2.98 3.93

Education (Higher)            

No education 0.61 0.000 0.48 0.79 3.76 0.000 1.84 7.67

Primary 0.80 0.054 0.63 1.00 3.80 0.000 1.89 7.62

Secondary  0.83 0.122 0.65 1.05 2.39 0.017 1.17 4.89

HH wealth index (Rich)            

Poor 0.78 0.000 0.68 0.89 1.20 0.128 0.95 1.51

Middle 0.97 0.654 0.86 1.10 1.27 0.041 1.01 1.59

Religion (Catholic)            

Protestant 0.86 0.000 0.80 0.93 0.64 0.000 0.56 0.72

Muslim 1.00 0.982 0.76 1.31 1.08 0.713 0.71 1.67

Others 0.96 0.756 0.72 1.27 0.70 0.185 0.41 1.19

Residence (Rur vs Urban) 0.94 0.307 0.82 1.06 1.03 0.752 0.84 1.27

Age (15-24)            

25-34 1.32 0.000 1.17 1.47 1.55 0.000 1.28 1.88

35+ 0.92 0.226 0.79 1.06 1.00 0.996 0.79 1.27

Actual fertility (0-3)            

4-5 1.49 0.000 1.34 1.64 1.46 0.000 1.24 1.71

6+ 1.28 0.001 1.11 1.47 1.06 0.625 0.84 1.35

Desired fertility (0-3)            

4-5 0.80 0.000 0.73 0.86 0.84 0.008 0.74 0.95

6+ 0.66 0.000 0.57 0.76 0.56 0.000 0.44 0.73

Child mortality (zero)            

1 0.92 0.128 0.83 1.02 0.89 0.156 0.75 1.05

2 0.84 0.032 0.71 0.99 0.71 0.017 0.53 0.94

3 0.69 0.000 0.56 0.84 0.60 0.006 0.41 0.86
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Province (West)            

South 1.34 0.000 1.20 1.49 1.69 0.000 1.41 2.04

Kigali 1.19 0.029 1.02 1.39 1.13 0.417 0.84 1.52

North 1.51 0.000 1.34 1.71 2.47 0.000 2.04 3.00

East 1.23 0.000 1.10 1.37 1.88 0.000 1.57 2.26

 Over the �ve years of study, between 2010 and 2015, results indicate that the choice of medical sector
has declined (OR: 0.76 in 2015) while referring to CHWs service increased more than threefold (OR: 3.42),
translating both the deployment of CHWs across the country and the adherence of the population to the
new contraceptive provider. These overall trends hide important disparities between socio-economic
groups.

Educational factor displays opposite effects on the use of medical sector and that of CHWs service. For
the former, the raise in education increases the propensities to refer to, from an odds ratio of 0.61 for
women with no education to 0.80 for those with a primary level, 0.83 for those who reached a secondary
level and to 1.00 for women with higher education (ref. category). For the latter, the raise in education
decreases the odds ratios of referring to it, from an odds ratio of 3.76 among women with no education,
3.80 among those with primary, 2.39 among those with secondary to only 1.00 among those with higher
education (ref. category). Woman’s economic status, as measured by the household wealth index, yields
similar pattern to that from education. Other factors held constant, women from the poor or middle
indexed households present lower odds (OR: 0.78, and 0.97 respectively) to refer to medical sector but
higher odds (OR: 1.20, and 1.27 respectively) to refer to CHWs when compared to those living in wealthy
households (ref category). Women practicing the protestant religion have lower odds to refer to both
medical sector (OR: 0.86) and CHWs (OR: 0.64) as compared to those practicing the catholic religion (ref.
category) or followers of other religions who behave as Catholics.  

On the other hand, women from rural areas who had showed lower frequencies to refer to medical sector
and higher ones to use CHWs than those living in urban in descriptive statistics (table 1), exhibit
equivalent propensities as urbanites, in the multinomial model, and this for both providers. This means
that, after controlling for other factors, especially education and economic status, the difference based on
residence disappears. In other words, if rural women were equally educated or wealthy as those in urban,
they could behave as their sisters vis-à-vis the use of CHWs and medical sector. 

With regard to demographic characteristics of women, globally there is no signi�cant difference between
women choosing the medical sector and those referring to CHWs. However, the variations across
subgroups are important. Irrespective of the provider, women in middle reproductive age 25-34 years old
or those with four to �ve children are more likely to use contraception than their sisters younger or older,
or those having fewer children less than four or many as six or more. This would mean that the age of a
woman and her actual fertility do not intervene in the choice of contraceptive provider. In addition, use of
contraception is highly affected by the woman’s attitude to family size and the experienced child
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mortality. Regardless of the provider, and other factors held constant, the ORs of using contraception
decreases signi�cantly with the desired number of children and the number of children lost. Women
wanting many children or who have lost many of their offspring are less inclined to use contraception,
irrespective of the provider, than those willing fewer or who didn’t lose any child or lost few. 

Looking at the regional variations, the results indicate that the general pattern of differentiation by
province is identical for the medical sector and CHWs although parameters are higher for CHWs than for
the medical sector. For example, for the Eastern province the odds ratios are 1.23 for the medical sector
and 1.88 for CHWs when compared with the Western province (reference category). Particularly for the
CHWs, after controlling for the different socio-economic factors included in the study the Northern
Province displays the highest performance (OR: 2.47), followed by the Eastern Province (1.88) and the
Southern 1.69).  The City of Kigali with an odds ratio of 1.13, not signi�cantly different from the Western
province, is lagging behind the rural provinces.

Discussion
This research aimed to identify the socio-economic factors associated with the choice of CHWs as
contraceptive providers in Rwanda during the period 2010-2015. The purpose was to describe the pro�le
of contraceptive users who are referring to CHWs as compared to those using medical sector or not using
any modern method and so assess whether the objective of the program of increasing contraceptive use
among the entire population of Rwanda, especially the underserved populations (poor and rural
populations), is being met.

Results from analysis have shown that the community-based family planning program has gained
considerable adoption from 2010 to 2015 by which the proportion of women who referred to the program
to get contraceptives increased threefold, from 10% of all contraceptive users to 33%. The choice of this
new contraceptives provider is however not equally in the whole population; it varies across sub-
populations and between provinces. The CHWs service is most used by the lower socioeconomic
segments of the population (less educated, poor, rural) while the medical sector is most used by the better
off people (better educated, rich, urbanites). With regard to demographic characteristics (fertility and
mortality) however, the two types of providers receive clients of the same pro�le. The use of both
contraceptive providers increases with actual fertility but decreases with the desired fertility and child
mortality level. The similarity among clients vis-à-vis the demographic characteristics is due to the fact
that the demographic factors operate mostly for the determination of the demand for family planning
than for its satisfaction which is in�uenced by the socioeconomic position of individuals [18]. Further,
results have shown that the provinces which referred more to CHWs are those with also high provincial
contraceptive use [16] indicating that CHWs should had signi�cantly contributed to the overall national
contraceptive level. 

The success of CHWs among the less educated, poor or rural populations is not a speci�city of Rwanda;
it was reported by many researchers using different approaches and scales across the world [3, 9, 19-24].
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Better than the medical sector, CHWs programs have proven effectiveness in addressing both
geographical and social barriers increasing access to and approval of family planning services among
the poor populations still predominant in sub-sahara Africa. Furthermore, Stanback et al. [12], Fayemi et
al. [25], and Malarcher et al. [26], stressed that the CHWs programs, beyond enhancing access to
information and family planning services, ensure a good quality of service delivery and safely as their
clinic-based counterparts. Consequently, they shall address the problem of high unmet need for family
planning and improve the health and economic conditions of populations accelerating therefore the
achievement of several sustainable development goals. The case of Rwanda is an additional evidence
that the community-based family planning approach may contribute signi�cantly to expand access to
family planning services and increase the overall contraceptive uptake. 

In addition to the increasing effect of CHWs on contraceptive practice, the results have showed that the
CHWs program through its higher performance among the poor populations and rural inhabitants could
reduce inequities and then inequalities related to place of residence, gender, education and economic
position in the access and utilization of family planning services [27]. Recently, Muhoza and Ruhara [28]
have demonstrated that in Rwanda, over the same period 2010-2015, the traditional contraceptive
differences based on residence or on socioeconomic level were narrowing. This result led these authors
to qualify the community-base family planning program a powerful tool for social transformation
towards improved quality of life at the community level. Similar �nding of promoting equity in access to
health services was reported in various settings including Malawi [29], Ethiopia [21] and Australia [20]. In
this perspective, CHWs programs could be viewed as a complementary health system to medical sector
contributing to the full coverage of the country and to the persuasion of the entire population toward the
approval and use of family planning.

While they recognize the undoubtedly positive effects of CHWs program to increase contraceptive use,
research has clari�ed that the performance of the program was depending on the efforts invested in and
how the program was locally and culturally contextualized. In Zambia for example, a community health
program under an outreach approach in the form of health worker visits improved access to family
planning services, but did not address the persistent high fertility desires [30], a result which may imply a
lack or a weak educational campaign in the program with regard to family size. In Tanzania, Sheff [31]
observed that the increase in access to services was not necessarily catalyzing contraceptive use, but
indicated that other factors such as method choice and spousal dynamics were also important
components of demand for and use of contraception. In the same line, in the Western region of Kenya,
Juma et al. [32] noted that the FP service delivered by CHWs was quite less approved because of limited
efforts put into the program. That is why any CHWs approach should be tailored to the needs of the
targeted community.

The combined effects of high contraceptive uptake among the poor populations and rural residents from
the CHWs and that of their predominant share in the total population enable to assume further decline of
fertility in Rwanda. In Rwanda, around 80% of the population live in rural areas and most of them are
poor [33]. That is why any effort aiming to curb the population growth should be done through the
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support to CHWs program which demonstrated effectiveness in contraceptive use in the large majority of
the population who are also the most contributors to the persistent high fertility. 

Despite this undeniable success of CHWs program in raising contraceptive use, some challenges put its
sustainability at risk and may limit its performance as noted by Brunie et al. [34]. These include (1) the
sustainability of �nancial resources and contraceptive commodities; (2) the regularity of supervision from
hospitals or health centers; (3) the maintaining of motivation of CHWs often working without or with
negligible remuneration. To another side, the results from this study raise the question on how far the
program attracted new users, those who could not be served by the medical sector. From the dataset
used, it was not easy to distinguish the new users from older ones. This limitation calls for further
research. 
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