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CHAPTER 8: 

SUMMARY 

  





8.1 Summary in English 

After the genocide in Rwanda in 1994, which caused the death of more than one million people, left 

the national economy in ruins and much of the health infrastructure destroyed, the government of 

Rwanda started rebuilding the country with particular attention given to political stability in order to 

reinvigorate the economy and restore infrastructure. At the start of the millennium, major social and 

health reforms were initiated guided by a long-term development framework known as Rwanda Vision 

2020. In this framework, maternal health and gender equality were among the main priorities. The 

country has since then made remarkable progress in rebuilding its health system and has managed to 

reduce maternal deaths from 1,071 deaths per 100,000 live births in 2000 to 210 in 2015. Today, nearly 

all women give birth in a health facility. Rwanda has also put a community-based health insurance 

scheme in place, now working towards universal health coverage. 

This does not imply that there is no room for additional improvements in Rwanda. The studies 

presented in this thesis report operational research of maternal health care in Musanze district, 

conducted between 2013 and 2015, and give suggestions as to how maternity care in Rwanda could 

be upgraded even further. 

We studied the incidence of maternal near miss (MNM) and quality of care in a district hospital in 

rural Rwanda by applying the WHO MNM approach. While applying the WHO MNM criteria in 

Ruhengeri hospital, we tried as much as possible to comply with these criteria, but had to make several 

modifications due to lack of laboratory tests and management options. Our findings showed that 

hemorrhage and hypertensive disorders were the commonest MNM conditions, while eclampsia was 

the leading cause of maternal mortality. Two-thirds of women with severe maternal outcomes were 

referred from other facilities in critical conditions. There was suboptimal use of administration of 

oxytocin, magnesium sulfate and antibiotics and a deficient referral system. Improvements in these 

areas could lead to further reductions in maternal mortality and morbidity. We recommend integrated 

continuous quality of care interventions by use of systematic audit at all levels including primary care. 

The cesarean section rate at Ruhengeri hospital, where the current study was carried out, was found 

to be high (35%) and repeated cesarean sections in scarred uteri are a major driver of this high rate. 

We sought to examine whether the concerns about offering trial of labor to women in our setting are 

justified. To this end, we assessed the risk of maternal morbidity and perinatal mortality associated 



with trial of labor compared to elective repeat cesarean section. We found that a considerable 

proportion of women giving birth at Ruhengeri hospital had scarred uteri. Trial of labor which often 

started at home or at health centers without appropriate counseling, was successful in 134/297 (45.1%) 

of women. There were no maternal deaths. Severe acute maternal morbidity was higher in the trial of 

labor group, perinatal mortality did not differ. Trial of labor took place under suboptimal conditions, 

access for women with scarred uteri into a facility with 24-hour surgery should be guaranteed to 

increase safety. 

We explored how prolonged labor was managed in three rural Rwandan hospitals using a partograph. 

We found that one in three women received oxytocin augmentation despite having no evidence of 

prolonged labor on the partograph left of the alert line. Augmentation in these women is potentially 

dangerous to the fetus due to the possibility of hyperstimulation. In women who had a tracing between 

the alert and action lines, one in six women unjustifiably did not have their membranes ruptured 

artificially. Of these women, three-quarters went on to have a cesarean section. One-third of the 

women reaching the second stage of labor did not have an attempt of instrumental vaginal birth. Based 

on these findings, we recommend training for more appropriate decision making during labor to 

prevent unnecessary cesarean sections by proper use of artificial rupture of membranes, oxytocin 

augmentation and vacuum extraction in the second stage of labor. 

Our previous findings revealed that two-thirds of women with severe maternal outcomes were 

referred from other facilities in critical conditions upon arrival at Ruhengeri hospital. We assessed 

practices around and factors associated with Birth Preparedness and Complication Readiness (BP/CR) 

among pregnant women admitted with obstetric emergencies. We found suboptimal knowledge of 

obstetric danger signs. With regard to birth preparedness, about one in five women had identified a 

skilled birth attendant, birth location, mode of transport and eight in ten women had saved money for 

health care costs. Prenatal advice by community health workers and knowledge of danger signs during 

pregnancy appeared to improve BP/CR. Therefore, health promotion with regard to BP/CR, at all 

stages of a woman’s reproductive life, and support from community health workers are much needed. 

We recommend a review of the quality and methods of delivery of antenatal care education so as to 

improve its effectiveness. 

As follow up from our findings it emerged that involving community health workers in antenatal care, 

as well as counseling on danger signs during pregnancy may be two effective strategies to promote 



BP/CR. We explored perceptions held by community health workers and community members about 

BP/CR. Facilitating factors for BP/CR included the importance of family assistance, medical 

insurance and antenatal care to enhance professional care at birth. Community health workers 

reinforced BP/CR messages by SMS alerts and during community gatherings. ‘Ubudehe’ (collective 

action to combat poverty) is a known tool to identify the poorest families in need of government aid 

to pay for medical care. However, disrespect and abuse of women during labor by health workers were 

perceived as important barriers for accessing professional care, as well as conflicting health policies 

such as user fees for antenatal care and family planning services, and imposing fines on women giving 

birth outside health facilities. This thesis also highlights structural barriers such as long waiting times, 

delays in admission, constraints in referrals, and disrespectful maternity care. 

In conclusion, there are aspects worthy of attention highlighted in this thesis regarding the agenda for 

improved maternal health in Rwanda. Introduction of maternal audit is possible in routine daily 

practice. It creates awareness, identifies areas for improvement, stimulates discussion and 

professionalism among obstetric workers, thus, influencing outcome. Strengthening of the quality and 

continuum of care is vital, with particular attention towards respectful maternity care. 

 


