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KEY INDICATORS 

Maternal mortality: 750/100,000 live 
births 

Infant mortality: 62 deaths per 1,000 
live births 

ANC attendance: 96% (at least one 
visit) 

Skilled attendance at birth: 52% 

Total fertility rate: 5.5 children per 
woman 

Proportion of households with at 
least one ITN: 57% 

Proportion of children under five 
years old who slept under an ITN the 
previous night: 58% 

Proportion of pregnant women who 
slept under an ITN the previous 
night: 62% 

RWANDA 
Improving Maternal and Newborn Health Outcomes 
 
INTRODUCTION 

Rwanda has some of the highest levels of 
maternal and newborn mortality in Africa, 
and a high level of fertility among 
households of limited resources. According 
to the most recent DHS (2008), the fertility 
of Rwandan women remains high; each 
woman giving birth on average to 5.5 
children by the end of her reproductive life. 
The level of fertility is much higher among 
rural women (5.7) than among those in 
urban areas (4.7), regardless of the age 
group. Unmet need for FP is also high at 
58%.i According to the DHS (2008), 49% 
of the births in the five years preceding the 
survey took place at home and 45% gave 
birth at a health facility, mainly a public sector facility. The incidence of home births was found to be highest 
among women who received no ANC (88%) and among women in households in the three lowest-wealth 
(poorest) quintiles (more than 52%).63 
 
At the request of USAID Rwanda, ACCESS introduced 
targeted interventions designed to bring drastic 
improvements within a short time frame. In 2004, 
ACCESS began working with Rwanda’s MOH and its 
implementing partners to promote the adoption of best 
practices in FANC (including MIP) and EmONC. 
ACCESS initially focused its efforts in four districts, but 
ultimately expanded its FANC/MIP interventions to 10 
additional districts.64 In 2006, USAID requested that 
ACCESS carry out the Safe Birth Africa Initiative (SBAI) 
in Rwanda in collaboration with the major maternal and 
newborn health bilateral Twubekane, led by IntraHealth. 
The purpose of the SBAI was to achieve rapid 
improvement in maternal and newborn health by targeting 
the time when the majority of deaths occur: labor, birth 
and the immediate postpartum/postnatal period. 
 
PROGRAM STRATEGIES AND INTERVENTIONS 
ACCESS supported the scale-up of FANC/MIP and 
EmONC programs in Rwanda at the national/policy level 

                                                      
63 Rwanda Interim DHS 2007–2008. 
64 MIP activities were field-funded; all other activities were supported by core funds. 

ACCESS Geographic and Technical Areas in 
Rwanda 



 

 
112 ACCESS End of Project Report: Country Brief, Rwanda 

and through implementation of both facility- and community-based activities. The Program’s efforts 
included:  
• Increasing collaboration among key stakeholders, especially the multiple divisions of Rwanda’s MOH.65 
• Strengthening the clinical skills of health care providers by developing clinical training materials and 

providing knowledge and skills updates. 
• Improving knowledge in communities through the development of CHW training materials and tools 

and provision of training. 
• Improving the quality of MNH services by instituting supportive supervision and quality improvement 

systems in health care facilities. 
 
ACCESS provided technical assistance to the MOH to ensure that evidence-based information and 
approaches were incorporated with national policies. In close collaboration with multiple divisions of 
Rwanda’s MOH, ACCESS provided technical assistance, both nationally and at the district level, to assist the 
MOH to roll out key MNH interventions. ACCESS assisted Rwanda’s MOH to improve and expand the use 
of the partograph and AMTSL—with the aim of achieving significantly increased coverage of skilled birth 
attendance and postpartum/postnatal care. ACCESS introduced KMC to Rwanda, provided technical and 
material assistance to establish a KMC Center of Excellence in Kigali, and expanded KMC to an additional 
five hospitals throughout the country. 
 

At the community level, ACCESS developed a BCC strategy that 
targeted providers, CHWs and community members. An ACCESS-
developed training package for CHWs was also being used to improve 
their capacity to counsel women to give birth at the health facility and 
to practice essential household behaviors (e.g., identification of danger 
signs, clean cord care, immediate and exclusive breastfeeding, and 
thermal care/warming and drying). Work with religious leaders helped 
to further spread Safe Motherhood messages into the community 
through use of the Sermon Guide for Religious Leaders, developed with 
ACCESS support. 
 
ACCESS also improved demand for and quality of FANC/MIP services 
with PMI funding. ACCESS collaborated with the MOH’s National 
Program to Fight against Malaria and the MOH’s Maternal Health 
Desk to formulate clinical ANC/MIP training materials adapted to 
Rwanda’s revised MIP policy. The new policy discontinues the use of 
IPTp using SP and places increased emphasis on: four ANC visits,   

   beginning in the first trimester of pregnancy; use of ITNs; distribution 
of iron, folate and mebendazole; and prompt case management of malaria. FANC/MIP messages have also 
been incorporated with the tools and materials for CHWs to address the importance of using ITNs 
throughout pregnancy and attending ANC early in pregnancy, in accordance with the new policy.  
 

                                                      
65 This includes the Maternal Health Desk, National Program to Fight against Malaria, Community Health Desk, Child 
Health Desk, Communication Center for Health, and Quality Improvement Division. 
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Woman practicing KMC, Rwanda 



 

 
ACCESS End of Project Report: Country Brief, Rwanda 113 

KEY RESULTS

• 92% of hospital providers observed (n=12), practice all three steps of AMTSL as opposed to 
17% at baseline (n=6). 

• 80% of health center providers observed (n=10), correctly practiced AMTSL, compared with 
21% at baseline (n=19).  

• Providers were given 12 questions to reflect their knowledge about newborn resuscitation; at 
baseline, the mean score among 7 providers was 55% and at endline, the mean score 
among 12 providers was 89%. 

• 100% of all providers observed (n=22) practiced clean cord care, compared with 68% at 
baseline (n=25). 

• In the baseline survey, four out of six hospital providers observed used the WHO-revised 
partograph or other partograph and slightly over half of health center staff did as well. In the 
endline survey, all hospital providers and 90% of health center staff observed used a 
partograph to monitor labor. 

Community Health Worker training, 
Rwanda 

RESULTS  
Improved Enabling Environment for Scale-up of FANC/MIP and EmONC Best Practices 

Through the provision of key technical support to Rwanda’s MOH to update its national policy for MIP, 
ACCESS set the stage for large-scale MIP programming in Rwanda. With the MIP policy in place, ACCESS 
assisted with the adaptation of global FANC/MIP clinical training materials and used these adapted materials 
to train supervisors and trainers from 25 of Rwanda’s 30 districts. These trainers are now training providers at 
the district level in accordance with Rwanda’s MIP action plan. 
 
ACCESS was a major contributor to the revision of National 
Maternal Newborn Health Guidelines, and supported the MOH 
to develop a national-level EmONC scale-up strategy, adding 20 
national-level EmONC trainers to the national training pool. 
(There were 15 such trainers previously.) ACCESS supported the 
adaptation of the EmONC training package for use in health 
centers, and supported the integration of FANC/MIP, EmONC 
and KMC with one learning resource package for use throughout 
the country. 
 
Increased Demand for Maternal and Newborn 
Services 
At the community level, ACCESS conducted formative research 
to identify key characteristics that contribute to successful 
utilization of services. ACCESS used this study to develop, with 
key stakeholders, nationally approved BCC messages in ANC 
and EmONC, as well as CHW training materials and tools. 
With these materials, ACCESS trained CHWs and service 
providers to help improve pregnancy outcomes by encouraging 
pregnant women to access services. ACCESS mobilized 
religious leaders to advocate for Safe Motherhood, by including faith-based organizations that are involved in 
community-level activities to foster behavior change among religious congregations. 
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Improved Management of MNH Services 
Currently, KMC is being practiced in eight sites around Rwanda. ACCESS led the establishment of a KMC 
Center of Excellence at Muhima Hospital, trained a core group of 25 national-level trainers for KMC, and 
equipped five district hospitals with materials for supporting the KMC units. (ACCESS also trained the 
providers at three UNICEF- and Twubakane-supported health facilities.) In addition, ACCESS provided 
these facilities with all of the materials necessary to begin providing KMC services. 
 
Fostered Enabling Environment for Maternal and Newborn Services 
ACCESS collaborated with IMA World Health to ship $175,000 in donated medical supplies and 
equipment, including several hundred kits to assist with safe delivery, to health facilities in Rwanda. 
 
Improved Quality of FANC/MIP and EmONC Services 
ACCESS increased the capacity of clinicians and health workers to provide MNH services through the 
application of the SBM-R approach to service quality improvement. Using SBM-R, ACCESS strengthened 
providers’ capacity in EmONC, KMC and FANC/MIP. (See Table 13 below for an overview of all training 
conducted.) 
 
Table 13: ACCESS Rwanda Program Health Care Providers Trained, 2008 to Date  

TRAINING FANC/
MIP 

EmONC/
MNH 

KMC SBM-R NUMBER 
TRAINED 

Training of trainers from the national level as 
well as 14 districts  X       244 

Clinical training in EmONC for providers in the 
four focus districts    X     101 

Training of trainers for providers from four 
focus districts and Muhima Hospital in Kigali     X   40 

SBM-R training for providers from four focus 
districts       X 93 

CHW national training of trainers for providers 
and district supervisors from four focus 
districts 

X X     51 

Training religious leaders in Safe Motherhood X X     61 

TOTAL           590 
  

 
To reinforce training, ACCESS introduced the SBM-R approach for quality improvement in FANC, 
EmONC and KMC, and trained providers at six district hospitals. These providers have now begun 
implementing the necessary changes within their respective facilities to provide high-quality services. Only 
one year after introduction, general performance improvement scores changed impressively, from 10% to 
more than 60%. (See Figure 29 on the following page.) 
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Figure 29: Quality Improvement Scores at Six ACCESS-supported District Hospitals for SBM-R  

Quality Improvement Scores After One Year of 
Implementation
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LESSONS LEARNED AND SUSTAINABILITY  
In a decentralized system, involvement of the DHMT from the start is critical to a program’s success. 
Rwanda’s MOH requires partners to participate in a joint work planning process that is vetted at all levels. 
Advocating for activities at the district level and building consensus among district-level stakeholders is key to 
gaining program support. And partnering with organizations that champion the same goals and approaches to 
achieve them can lead to scale-up and sustainability.  
 
Piloting new services and demonstrating their success can lead to policy change. For example, ACCESS 
developed a KMC Center of Excellence and then piloted KMC in select sites, which gained visibility and 
approval of stakeholders. ACCESS was then involved in drafting the first national KMC policy to promote 
national scale-up of this life-saving practice.  
 
Linking facilities with the communities they serve increases utilization of services. The Program’s activities 
emphasized reaching women and their families through CHWs to increase knowledge of and demand for 
services, while continuing to support the training of providers and supervisors in high-quality services 
consistent with Rwanda’s policies. 
 
Collaborating with the MOH and building on their strategies is crucial to program success and scalability.
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