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Chapter 6 Maternal Health Services
 
 
6.1 Background 

6.1.1 SPA Approach to Collection of Maternal Health Information  

Maternal health is an issue that not only affects the woman but also has a direct bearing on the health of 
the newborn. About 15 percent of all pregnant women experience life-threatening complications as a 
result of their pregnancy (MNH, 2001a). Many complications and subsequent poor outcomes for women 
and infants can be prevented or minimized with early recognition of problems and appropriate 
interventions.  

With an international focus on decreasing maternal morbidity and mortality, during recent years, there 
have been shifts in the emphasis placed on some traditional maternal health interventions. Some of the 
critical thinking and subsequent changes in program emphasis are described below: 

• Antenatal care (ANC): Because all pregnant women are at risk of developing complications and 
many of these complications are unpredictable, it is important to ensure that all pregnant women 
have access to preventive interventions, early diagnosis and treatment for problems, and 
emergency care when needed. It is now being emphasized that ANC should focus on early 
detection and skilled and timely interventions for factors that have proven impacts on maternal 
and infant outcome (MNH, 2001a).  

• Postnatal care (PNC): There is increasing attention placed on ensuring that women receive PNC 
within a few days of birth for early diagnosis of postpartum complications. PNC also provides an 
opportunity to counsel the new mother on care for herself and for her newborn and on family 
planning and to assess the newborn for any problems.  

• Delivery care: Because every pregnancy may have complications, the emphasis is to promote use 
of skilled and trained delivery care providers and to ensure that all women have access to life-
saving emergency interventions at the time of labor and delivery. In many countries, deliveries 
occur at home, attended by traditional birth attendants (TBAs). Previously there were extensive 
efforts and funds expended toward upgrading the skills of TBAs, but safe motherhood program 
initiatives have concluded that, in almost all cases, “the level of skill among ‘skilled birth 
attendants’ is lower than is ‘safe’ for safe motherhood. In-service training cannot improve the 
skill level of trained providers to the level of competency desired in all skills” (MNH, 2001b). 
With this conclusion has come a shift in the definition of qualified delivery providers to persons 
with “midwifery skills who have been trained to proficiency in the skills necessary to manage 
normal deliveries and diagnose and manage or refer complicated cases” (MotherCare Policy Brief 
#3) (Koblinsky, 2000). 

• Newborn care: More attention has also been given recently to newborn care, with the increased 
awareness of common practices that are detrimental to newborn health and a focus on those good 
practices that should be promoted. 

 
The maternal health services necessary for safe delivery and improved maternal and newborn outcome 
have been defined as follows: 

• Basic essential obstetric care (BEOC): BEOC includes preventive services as well as medical 
interventions and procedures that can be provided by well-trained nonphysician providers. This 
includes ANC, with preventive interventions, early detection, and treatment of common problems 
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of pregnancy, and the ability to manage both problems of pregnancy and complications of labor 
to minimize the need for emergency interventions.  

• Emergency obstetric care (EmOC) specifically covers life-saving interventions of blood 
transfusion and surgery. 

 
Together, these services comprise comprehensive essential obstetric care (CEOC) (MotherCare Policy 
Brief # 1) (Koblinksy, 1999). 

Maternal and newborn health services represent a wide range of interventions depending on whether the 
mother and newborn are healthy or experiencing problems. The RSPA drew on the findings and 
recommendations of Safe Motherhood initiatives, such as the Maternal and Neonatal Health Project 
(MNH) and MotherCare, promoted by the World Health Organization (WHO) and other international 
organizations, to determine which aspects of maternal health to assess. 

This chapter uses information obtained in the SPA to address five central questions regarding ANC and 
delivery services: 

1. What is the availability of ANC services at the health facilities surveyed in the RSPA? 
2. To what extent do the facilities offering ANC services have the capacity to support quality ANC 

services? 
3. To what extent is there evidence that health workers involved in providing ANC adhere to 

standards for provision of quality services? 
4. To what extent do the health facilities that provide delivery services have the capacity to support 

quality delivery services? 
5. What are the common newborn care practices in facilities providing delivery services? 

 
6.1.2 Maternal Health and the Utilization of Services in Rwanda  

Using the sisterhood method, the 2000 DHS survey in Rwanda (EDSR-II) estimated the maternal 
mortality ratio as 1,071 maternal deaths for every 100,000 live births, for 1995-2000 (ONAPO and ORC 
Macro, 2001). While high, this is an improvement over the 1995 (just after the 1994 genocide) WHO and 
UNICEF estimate of 2,300 maternal deaths for every 100,000 live births (WHO, 2001c). 

Other findings from the EDSR-II, a household-based survey, indicated the following: 

• Ninety-two percent of women who gave birth in the five years preceding the survey received 
ANC from trained providers.  

• ANC was largely provided by trained personnel (midwives, nurses, or medical assistants) 
(72 percent).  

• Only a small percentage of women (6 percent) who received ANC recalled having been advised 
of the signs of complications of pregnancy.  

• Nearly three out of four births (73 percent) in the past five years took place at home. Home 
deliveries were most common in rural areas (79 percent), among women with primary-level 
education (74 percent) or no education (86 percent) and those who had received no ANC 
(89 percent).  

• Three out of ten births (31 percent) were attended by a health professional. Women residing in 
urban areas (68 percent), who made four or more ANC visits (50 percent) , and those with a 
secondary-level education or higher (73 percent), were more likely to deliver with trained 
attendants. 
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• For nearly all women who delivered outside of a health facility, there was no PNC. The lack of 
PNC was more often found among women age 35 or older (80 percent), those in rural areas 
(78 percent), and those without any formal education (84 percent). 

• Women cited lack of funds (76 percent), distance from a health facility (41 percent), and the need 
for a means of transportation (76 percent) as factors limiting their access to health care. Overall 
four women out of five (82 percent) cited at least one of these problems. Women from rural areas 
and those with primary-level education or less consistently reported that they faced problems in 
seeking health care more often than urban and better educated women.  

 
6.2 Availability of ANC Services  

To support appropriate utilization of ANC services, services should be available with sufficient frequency 
to meet the needs of most pregnant women. Preventive services, such as ANC, are commonly offered 
only one or two days per week. Although this strategy may facilitate the management of services and 
personnel, particularly where limited space and equipment are problems, this can create “missed 
opportunities” for providing ANC. A pregnant woman may be at the facility for another purpose (e.g., for 
a sick child or a child receiving immunization or other well child services, or even for herself if she is 
sick) and if she cannot receive the ANC services at the same time, she might be disinclined to return 
another day (because of time, financial constraints, or other factors) specifically for ANC.  

In the RSPA, facility respondents were asked the number of days per week that they normally provide 
ANC and normally provided other services. Almost all facilities (90 percent) offered ANC (Table 6.1), 

 Table 6.1  Availability of antenatal care and tetanus toxoid vaccinations 

 

Among all health facilities surveyed, percentage offering antenatal care (ANC); among facilities offering ANC, the 
percentage offering ANC 1 or 2 days per week, percentage offering ANC at least 5 days per week, percentage of facilities 
offering tetanus toxoid (TT) vaccine services 1 or 2 days per week, percentage offering TT at least 5 days per week, by 
type of facility, operating authority, and province, Rwanda SPA 2001 

 

Percentage of facilities 
offering ANC services for 
the indicated number of

days per week 

Percentage of facilities 
offering TT immunization 
for the indicated number 

of days per week1  

 
Background 
characteristic 

Percentage 
of facilities 

offering ANC 
services 

Number of 
facilities  1-2 days 5+ days 1-2 days 5+ days 

Number of 
facilities 

offering ANC

 Type of facility        
 Hospital 32 34 82 18 64 0 11 
 Health center 100 170 92 2 81 2 170 
 Dispensary 95 19 85 11 78 6 18 
         
 Operating authority        
 Public 90 144 93 3 83 2 129 
 GAHF 89 79 87 5 74 4 70 
         
 Province        
 Butare 85 26 96 0 91 0 22 
 Byumba 94 17 76 18 63 13 16 
 Cyangugu 72 14 80 6 60 0 10 
 Gikongoro 92 12 92 0 100 0 11 
 Gisenyi 91 21 92 0 55 0 19 
 Gitarama 93 27 87 9 83 4 25 
 Kibungo 90 19 100 0 100 0 17 
 Kibuye 94 16 81 6 67 7 15 
 Kigali City 88 17 100 0 80 0 15 
 Kigali Ngali 88 17 100 0 93 0 15 
 Ruhengeri 95 19 88 6 78 6 18 
 Umutara 88 17 92 0 87 0 15 
         
 Total 90 223 91 4 80 3 199 

 

 1 17 of facilities offering ANC reported they provided no tetanus toxoid immunization services.   
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with 91 percent of all facilities offering ANC only one or two days per week and 4 percent providing 
ANC five or more days per week. Availability of tetanus toxoid (TT) vaccination services, a critical 
component of ANC, was also assessed.  Among facilities offering ANC, 80 percent also offered TT one 
or two days per week, and 3 percent offered TT at least five days per week.  On the day of the survey, 
60 percent of the facilities were providing ANC services, 59 percent were providing both ANC and 
curative child care, 43 percent were providing both ANC and TT vaccination services, 19 percent were 
providing both ANC and family planning, and only 9 percent were providing both ANC and child 
immunization services (Appendix Table A-6.1).  

 
 
Key Findings 

Although ANC is available at most facilities, availability only one or two days per week may limit access to 
women who need other family health services that are not available the same day. 

Availability of ANC the same day as other frequently needed health services (particularly child immunization 
services) is not common. 

TT vaccination, an essential component of ANC, was offered in two of three facilities offering ANC the day 
of the survey. 

 

 

6.3 Capacity to Provide Quality ANC 

ANC aims to promote healthy behaviors in pregnant women and to provide early detection for and 
treatment of complications. Specific items that were assessed include the following: 

• Infrastructure and resources to support quality counseling for ANC; 
• Equipment and resources for quality ANC and PNC examinations; 
• Equipment and resources for quality ANC and PNC services; and 
• Management practices supportive of quality ANC services. 

 
6.3.1 Infrastructure and Resources to Support Quality Counseling for ANC 

The following items were assessed for supporting quality ANC counseling: 

• Degree of privacy for counseling; 
• Individual client cards; 
• Guidelines or protocols for ANC; and 
• Visual aids for client education. 

 
Figure 6.1 provides information on the availability of each of these items, and Appendix Table A-6.2 
provides details, by facility type and operating authority.  Table 6.2 provides aggregate information on the 
availability of all items for quality counseling, by type of facility, operating authority, and province.  
Figure 6.2 provides information on topics facilities teach through group education for ANC clients. 

It is not uncommon to find that ANC clients are counseled in a room where other clients are waiting, but 
that an examination, where they must lie down or be exposed, takes place in a small adjacent room. Thus, 
conditions for counseling and for examination are assessed separately. Almost all facilities (98 percent) 
(Figure 6.1) provided ANC counseling under conditions that allowed some measure of privacy. A private 
room was used in 88 percent of facilities; 6 percent counseled in a room with other people, but where 



MATERNAL HEALTH SERVICES     83 

there was a movable visual barrier (data not shown). Findings were similar regardless of facility type or 
operating authority. 

Rwanda SPA 2001

Figure 6.1  Availability of items for quality ANC counseling        
among facilities offering ANC (N=199)
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Individual client cards were available in 81 percent of the facilities, including almost all (91 percent) 
hospitals (Appendix Table A-6.2). Written ANC guidelines or protocols that included management of 
common problems during pregnancy were available in the ANC service delivery area in only 28 percent 
of facilities. None of the hospitals and only 31 percent of the health centers and 16 percent of the 
dispensaries had protocols in the service delivery area. Protocols were found more often in GAHFs than 
public facilities (39 percent compared with 22 percent).  

Health education sessions providing information on maternal and child health are important for promoting 
desirable health practices, early detection of problems, and the appropriate use of health services. Almost 
all facilities (99 percent) that provide ANC organize group education sessions for maternal health. This 
was common in almost all health centers (99 percent) and dispensaries (100 percent) and in 82 percent of 
hospitals. Information on topics routinely covered in the group health education sessions is described in 
Figure 6.2. Despite widespread implementation of group education sessions, visual aids for health 

Rwanda SPA 2001

Figure 6.2  Topics routinely included in group maternal health 
education sessions, among facilities offering ANC  (N=199)
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education related to maternal health were not widely available. Only 27 percent of facilities had any 
visual aids for use during group or individual health education discussions or educational materials for 
clients to take home (Figure 6.1).  

All conditions for quality counseling were available in only 10 percent of facilities (Table 6.2), with 
written protocols or guidelines and visual aids the items most commonly missing (Figure 6.1). GAHFs 
were more likely than public facilities to have all the items necessary to support quality counseling, with 
21 percent (compared with 4 percent of public facilities) having all the items.  

 Table 6.2  Availability of infrastructure and resources to support quality counseling and examinations for antenatal care 

 

Percentage of facilities with all elements for quality antenatal care (ANC) counseling, physical examinations, essential supplies for 
basic ANC, medications to manage common complications of pregnancy, and laboratory testing for urine protein, anemia, 
syphilis, and HIV/AIDS, by type of facility, operating authority, and province, Rwanda SPA 2001 

   
Percentage of facilities with all items 

for the indicated component Percentage of facilities 
with testing capacity for: 

 
Background 
characteristic 

Quality 
counseling1 

Quality 
physical 
exam2 

Essential 
supplies for 
basic ANC3

Medications to 
manage common 
complications of 

pregnancy4 
Urine 

protein5 Anemia6 Syphilis7 
HIV/ 

AIDS8 

Number of 
facilities 
offering 

ANC 

 Type of facility          
 Hospital 0 18 64 73 91 91 55 18 11 
 Health center 11 16 41 9 36 25 5 6 170 
 Dispensary 6 11 24 0 46 34 13 13 18 
           
 Operating authority          
 Public 4 14 36 6 26 21 5 3 129 
 GAHF 21 18 51 21 65 46 17 14 70 
           
 Province          
 Butare 15 23 27 12 42 35 4 4 22 
 Byumba 0 6 46 12 37 28 12 4 16 
 Cyangugu 0 14 53 8 26 26 9 0 10 
 Gikongoro 38 23 47 16 39 32 9 0 11 
 Gisenyi 0 12 40 13 13 5 0 0 19 
 Gitarama 14 13 35 9 48 39 5 5 25 
 Kibungo 0 0 12 0 24 12 4 0 17 
 Kibuye 13 19 62 20 79 39 7 13 15 
 Kigali City 27 38 45 27 70 77 18 25 15 
 Kigali Ngali 15 31 69 7 53 38 23 23 15 
 Ruhengeri 0 0 39 6 17 11 6 0 18 
 Umutara 8 8 38 15 30 22 22 16 15 
           
 Total 10 15 41 12 40 30 9 7 199 

 

1 Room provides some measure of privacy (private room or nonprivate room with visual barrier), visual aids for health education, 
protocols or guidelines for ANC, and individual client card or record. 
2 Visual privacy, clean gloves, soap and water, disinfecting solution, examination light, and examination table. 
3 Iron and folic acid, tetanus toxoid vaccine, weighing scale, blood pressure apparatus, and fetoscope (Pinard). 
4 Antihypertensive (methyldopa), antibiotic for ANC or PNC infections (amoxicillin, ampicillin, or co-trimoxazole), metronidazole, 
nystatin, mebendazole, antimalarial, and at least one medication to treat trichomoniasis, gonorrhea, chlamydia, and syphilis.  
5 Clinistix or other urine test (usually flame and acetic acid). 
6Any test (e.g., hemoglobinometer, centrifuge, or filter paper methods).  
7VDRL kit and functioning microscope or RPR (rapid plasma reagin) kit. 
8Any HIV test (specific ones assessed were Rapid Test, ELISA, and Western Blot). 

 
6.3.2   Equipment and Resources for Quality ANC and PNC Examinations 

Items assessed for quality examinations were as follows: 

• Items for infection prevention and 
• Conditions for examinations. 
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Figure 6.3 provides information on conditions for examinations and prevention of infection. Appendix 
Table A-6.2 provides details by facility type and operating authority. Table 6.2 provides aggregate 
information on these items. 

The RSPA assessed the presence of items for infection prevention in the area where ANC examinations, 
such as abdominal examinations or pelvic examinations, took place. Because some ANC services also 
provide injections and check blood anemia, a box for disposal of sharp items was included. All items 
(hand-washing supplies, sharps box, disinfecting solution, and clean gloves) were available in less than 
half of the ANC service delivery areas (42 percent) (Figure 6.3). Hospitals were more likely to have all 
items (64 percent) than health centers (40 percent) and dispensaries (45 percent); and a higher proportion 
of GAHFs than public facilities had all items for infection control (58 percent compared with 34 percent) 
(Appendix Table A-6.2).  

Rwanda SPA 2001

Figure 6.3  Items for physical examination and infection prevention  
(N=199)

74

77

72

66

72

42

94

81

23

Soap

Water

Clean gloves

Disinfecting solution 

Sharps box

All items

Visual privacy

Examination bed

Examination light

0 20 40 60 80 100
Percentage of facilities offering ANC

Infection prevention

Physical examination

 

The common physical examinations for ANC include palpating the abdomen, a breast examination, and 
when necessary, a pelvic examination. Although most facilities had visual privacy (94 percent) and an 
examination bed (81 percent), few had a lighting source (23 percent) sufficient for good visualization 
during a pelvic examination (Figure 6.3).  

All items for infection prevention and furnishings and infrastructure to support a quality physical exam 
were available in the ANC service delivery area in 15 percent of the facilities. There were only small 
differences between types of facilities and operating authority (Table 6.2).  
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Key Findings 

Individual items for infection prevention were each available in the ANC examination area in around 70 per-
cent of facilities, and all items were present in 42 percent of the ANC service areas. 

An examination light was present in only 23 percent of the ANC examination areas. 

Individual client cards for continuity of care were available in 81 percent of facilities.   

ANC service protocols and visual aids for teaching ANC clients were each lacking in around 75 percent of 
the ANC service areas. 

 

 

6.3.3 Equipment and Resources for Quality ANC and PNC Services 

Items assessed for quality services were: 

• Equipment and supplies for basic ANC; 
• Medicines; 
• Routine ANC interventions and capacity to provide the service; and 
• Equipment for basic PNC. 

 
Figures 6.4-6.6 provide information on the availability of items to provide services. Appendix Tables A-
6.2 and A-6.3 provide details on items assessed. Table 6.2 provides aggregate information on these items 
and provides information on facility-level capacity to conduct laboratory tests relevant to ANC. 

Among the items assessed for basic ANC (blood pressure apparatus, adult weight scale, fetoscope, iron 
and folic acid tablets, and TT vaccine) all components were available in 41 percent of facilities (Table 
6.2). The fetoscope, the most expendable of these items (because a normal stethoscope can be used if 
necessary to listen to FHT), was the component most often available (98 percent of all facilities) (Figure 
6.4). Equipment for measuring blood pressure was present in 86 percent of facilities. Given that maternal 
malnutrition is not uncommon, the capacity to provide iron (70 percent of facilities) and folic acid tablets 
(62 percent of facilities) is also essential for quality ANC. TT vaccine was available in 91 percent of 
facilities. Among all types of facilities and both public facilities and GAHFs, there were some facilities 
lacking each of these critical items (Appendix Table A-6.2). 
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Figure 6.4  Essential materials for basic ANC  (N=199)
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Hypertensive disorder of pregnancy (pre-eclampsia), anemia, malaria, STIs, and worms or vaginal 
infections are conditions that are directly related to both maternal and newborn health. BEOC requires 
that a facility is able to provide early treatment for the common problems and complications of pregnancy 
to prevent progression to more serious problems.   

Most facilities had antibiotics (96 percent), metronidazole (92 percent), an anthelmintic (mebendazole) 
(93 percent), and an antimalarial (98 percent) to treat some of the more common infections and parasitic 
problems that may affect the outcome of the pregnancy (Figure 6.5). At least one medicine to treat each of 
the assessed STIs (gonorrhea, chlamydia, syphilis, and trichomoniasis) were available in only 73 percent 
of hospitals and in around half of health centers and dispensaries (Appendix Table A-6.3). An antibiotic 
to treat gonorrhea (ceftriaxone, ciprofloxacin, or spectinomycin) was the STI medicine most frequently 
lacking at all types of facilities. GAHFs had all the medicines for STIs more often than public facilities 
(64 percent compared with 49 percent). Nystatin vaginal suppositories, although less essential, were also 
missing from many health centers and dispensaries. Health centers and dispensaries also usually did not 
have an antihypertensive.  This means that women receiving ANC from health centers and dispensaries 
and who need these interventions must be referred to hospitals. This finding is not surprising because 
many health systems require that this level of treatment be provided by a physician. Nine percent of 
hospitals also did not have an oral antihypertensive available for their ANC outpatient clients. Except for 
hospitals (73 percent), very few facilities (12 percent) had all of these medicines for management of 
complications during pregnancy (Table 6.2). GAHFs were more likely to have the full range of medicines 
than public facilities (21 percent compared with 6 percent). 
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Rwanda SPA 2001

Figure 6.5  Oral medicines for managing common problems 
during ANC  (N=199)
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Provision of prophylactic antimalaria medicine was a routine component of ANC for 13 percent of 
facilities (Figure 6.6). The standard to provide prophylactic antimalaria medicine and the medicine were 
both available in 12 percent of the facilities the day of the survey. Among all facilities providing ANC, 
98 percent had antimalarial medications available on the day of the survey (Appendix Table A-6.3), thus 
this preventive intervention could be expanded as a routine ANC intervention, should it be desired. 

Treatment of STIs by ANC providers, where ANC providers can diagnose and prescribe treatment for 
clients with symptoms without referring the client elsewhere, was a routine component of ANC in 
24 percent of facilities. The standard to allow treatment and availability of all STI medicines, however, 
was only available in 8 percent of facilities (Figure 6.6).  Among all facilities, 54 percent had medicines 
available for all assessed STIs (Figure 6.5). Thus, with proper staff training, there is scope for expanding 
the availability of STI services by ANC providers, should this be desired.  

Integration of STI services with ANC was weakest in hospitals and strongest in dispensaries, although 
there were opposite findings when assessing availability of all medicines for STIs. This finding is not 
surprising. Dispensaries and health centers, with fewer providers, may by necessity provide integrated 
services because they have only a few providers who see all clients. This differs from hospitals, where 
there are often specialized service areas with staff who provide only specific services. Dispensaries and 
health centers, however, may be limited with regard to the scope of treatment because MoH policy limits 
treatment options for nonphysicians. The lack of integration of STI treatment with ANC in hospital, and 
the lack of availability of the medicines to treat all STIs at health centers and dispensaries is an issue of 
concern. When a client must go elsewhere for diagnosis and/or treatment, there is greater possibility that 
the client will not follow through to receive the referral services, particularly when the reason for referral 
is a sensitive problem, such as STIs. Given the strong relationship between most STIs and poorer 
newborn outcome, this is an important quality-of-care issue. 



MATERNAL HEALTH SERVICES     89 

Some health issues are exacerbated during pregnancy or can have an impact on the newborn. Laboratory 
tests for anemia, urine protein (for pre-eclampsia), syphilis, and HIV/AIDS can either identify these 
conditions or facilitate early detection. It is helpful to have a picture of the proportion of facilities that 
routinely offer or actually provide these tests during pregnancy and of those that have the laboratory 
capacity (all equipment and, where applicable, reagents) to conduct the test in-house.  

Figure 6.6 shows the proportion of facilities where anemia testing (14 percent), urine protein testing 
(22 percent), or testing for syphilis (10 percent) is reported to be a routine (standard) component of ANC. 
It should be noted that, among the facilities where these tests are standard, only around half had the 
capacity to perform the test on the day of the survey.  The facilities without the test may refer clients 
elsewhere for testing.  On the other hand, there were facilities with capacity to provide the test that do not 
include the test as a routine component of ANC (Table 6.2). Thus, if desired, including these diagnostic 
tests as routine components of ANC is possible.  

HIV/AIDS is a different matter. Although 48 percent of facilities said they offered voluntary counseling 
and testing for HIV/AIDS, only 4 percent had the capacity to conduct the test on the day of the survey. 
This large discrepancy implies that when offering the service, clients are referred outside the facility for 
the HIV/AIDS test or that counseling without testing is the main service provided. This decreases the 
probability that a client receives the test and even further decreases the probability the client receives the 
results.  

The RSPA did not collect detailed information on PNC, although routine PNC is often offered by the 
same provider and in the same service area as ANC. Information on the infrastructure and resources for 
counseling, physical examination, and management of common complications during pregnancy are all 
relevant to the capacity to provide quality PNC. In addition, an infant weighing scale (for checking the 
newborn) and a thermometer for assessing postpartum infection are important. Infant scales were 
available in the ANC service delivery area for 65 percent of facilities, with only 36 percent of hospitals 
having an infant scale in the same area. Health centers and dispensaries were somewhat better equipped, 
with 67 percent and 61 percent, respectively, having an infant scale. Thermometers were more commonly 
available, with 81 percent of facilities having this item (Appendix Table A-6.3).  
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Key Findings 

All items for basic ANC were available in 64 percent of hospitals and 41 percent of all facilities offering ANC.
Folic acid and iron were the most commonly missing items. 

GAHFs were much better prepared to provide basic ANC, with 51 percent having all elements, compared 
with 36 percent of public facilities. 

Management of complications of pregnancy is limited to hospitals, with 73 percent having all medicines to 
manage common complications of pregnancy. 

Ninety-one percent of hospitals have laboratory capacity for testing urine for protein and blood for anemia. 
Only one in five hospitals, however, include these tests as routine components of ANC. 

 Around one in three health centers and dispensaries had testing capacity for urine protein and anemia. 

Seven percent of facilities offering ANC had laboratory testing capacity for HIV/AIDS. 

 

 

6.3.4 Management Practices Supportive of Quality ANC Services 

Management practices that were assessed included the following: 

• An up-to-date client register; 
• Evidence of monitoring community coverage for ANC;  
• Supervision and in-service education for providers of ANC; and 
• Charging practices for ANC. 

 
Table 6.3 provides information on management practices that were assessed, by type of facility, operating 
authority, and province. Appendix Table A-6.4 provides information on utilization of ANC service at 
facilities included in the RSPA. Appendix Table A-6.5 provides information on supervision and in-
service education of ANC service providers, by type of facility, operating authority, and province, Figure 
6.7 provides information on in-service education received during the past five years.  Finally, Appendix 
Table A-6.6  provides details on out-of pocket payments by observed ANC clients. 

Up-to-date registers for ANC that included an entry in the past seven days and indicated at minimum if 
the visit was a first or follow-up visit were available in 82 percent of facilities (Table 6.3). All hospitals 
had up-to-date registers; however, up-to-date registers were available at only 82 percent of health centers 
and 71 percent of dispensaries.   

The RSPA also assessed whether the facility had any documentation indicating that it monitors the 
proportion of eligible women in its catchment areas who receive ANC services either at the facility or 
from facility staff. As noted in Table 6.3, one out of three facilities (33 percent) monitors ANC coverage 
in its catchment areas. Similar proportions of hospitals and health centers monitor coverage, but a much 
smaller proportion of dispensaries monitor coverage.  
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 Table 6.3  Management support for quality antenatal care services 

 

Among facilities providing antenatal care (ANC), percentage with an up-to-date ANC register, percentage with 
documentation that they monitor ANC coverage, percentage where at least half of the interviewed providers of ANC were 
personally supervised during the past 6 months, received related in-service education during the past 12 months, and were 
both supervised in the past 6 months and received in-service training related to ANC services during the past 12 months, 
and percentage of facilities having a routine charge for ANC, by type of facility, operating authority, and province, Rwanda 
SPA 2001 

 Percentage of facilities: 

Where at least half of the interviewed ANC 
service providers: 

 
Background 
characteristic 

With 
up-to-date 
register1 

With 
documen-
tation of 

monitoring 
ANC 

coverage 

Were 
personally 
supervised
 in past 6 
months 

Received 
in-service 
education 

in past 
12 months

Were both personally 
supervised in past 

6 months and received 
in-service education
 in past 12 months 

That charge 
any routine 
fee for ANC 

Number of 
facilities 
offering 

ANC 

 Type of facility        
 Hospital 100 36 73 55 0 91 11 
 Health center 82 35 68 48 23 88 170 
 Dispensary 71 19 56 33 9 44 18 
         
 Operating authority        
 Public 81 30 74 48 23 86 129 
 GAHF 84 41 54 44 16 80 70 
         
 Province        
 Butare 92 0 73 50 27 81 22 
 Byumba 73 31 82 44 33 94 16 
 Cyangugu 92 23 70 33 14 56 10 
 Gikongoro 85 30 55 46 8 92 11 
 Gisenyi 65 47 65 65 37 79 19  
 Gitarama 87 57 68 48 17 95 25 
 Kibungo 89 37 65 53 28 96 17 
 Kibuye 87 34 60 31 21 81 15 
 Kigali City 100 27 73 21 15 58 15 
 Kigali Ngali 100 7 60 36 16 85 15 
 Ruhengeri 42 36 72 56 12 87 18 
 Umutara 85 61 53 62 8 92 15 
         
 Total 82 33 67 47 21 84 199 

 1 Register has entry in past seven days and indicates, at minimum, whether this was first or follow-up visit. 

 

Facility level, routine supervision of individual staff was defined as at least half of the interviewed ANC 
service providers in a facility having been personally supervised during the six months before the survey.  
This was found for around two-thirds (67 percent) of the facilities. Routine provision of in-service 
education (defined as at least half of the interviewed ANC providers having received in-service education 
related to ANC during the prior 12 months) was found in around half (47 percent) of the facilities (Table 
6.3). Both components of supportive management, however, were routinely provided by only 21 percent 
of facilities. 

Among all interviewed ANC service providers, 46 percent had been personally supervised in the 6 
months preceding the interview, and 58 percent received in-service education related to ANC during the 
prior 12 months. (Appendix Table A-6.5). 

The most frequently reported topics of in-service education for the prior 12 months were prevention of 
mother-to-child transmission of HIV/AIDS (PMTCT) (13 percent) and topics related to STIs (12 percent) 
(Figure 6.7). These were also the in-service education topics most often reported by staff whose most 
recent in-service education was during the past 13-59 months (Figure 6.7). Among the ANC providers, 
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76 percent also reported providing PNC (data not shown). Among these staff, 3 percent reported having 
received in-service education on subjects related to PNC during the past 12 months and 6 percent during 
the past 13-59 months (Figure 6.7).  

Rwanda SPA 2001

Figure 6.7  In-service education received by interviewed ANC 
service providers, by topic and timing of most recent education   
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User fees may provide additional funds to improve services, or they may act as a deterrent to service 
utilization. Some level of routine charges for ANC was reported by 84 percent of facilities, with hospitals 
(91 percent) and health centers (88 percent) more likely to charge a fee than dispensaries (44 percent) 
(Table 6.3).  

There were small differences in charging for ANC by public facilities (86 percent) and GAHFs 
(80 percent). Routine charges for PNC outpatient services (frequently provided by ANC providers) were 
less common. In all, only one facility in ten (11 percent) charged such a fee (data not shown).  
Information on out-of-pocket payments by observed ANC clients showed that the fees are collected 
primarily for a first visit (not a follow-up visit) and that the median fee was about 100 RFR for clients 
with insurance1 (only 6 percent of all interviewed first-visit ANC clients) and about 200 RFR for clients 
without insurance (Appendix Table A-6.6). Follow-up fees ranged from 50 to 1500 RFR (data not 
shown), presumably for specific treatments due to postpartum illness. 

                                                      
1 Members of the social health insurance group commonly known as “mutuelle de santé.” 
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Key Findings 

Up-to-date client registers were found in most facilities (82 percent). 

Documentation that ANC coverage is monitored was found at around one-third of hospitals and health cen-
ters. 

At least half of the interviewed ANC providers had been personally supervised during the prior 6 months in
67 percent of facilities. 

In-service education on topics related to ANC was received by at least half of the interviewed ANC service 
providers in 47 percent of facilities.  Topics of in-service education most often reported related to HIV/AIDS
and STI. 

 

 

6.4 Adherence to Standards for Providing Quality ANC Service 

In the RSPA, observers used checklists based on elements of focused ANC and additional elements that 
are provided as components of ANC in Rwanda to collect information on whether the consultation 
process during ANC included the following:  

• Appropriate assessment and examination for the visit number and gestational age, for early 
identification of risk signs or symptoms and prevention of complications; 

• Health education provided under conditions and with appropriate content to promote healthy 
behaviors and awareness of risk symptoms during pregnancy, a healthy delivery, and 
breastfeeding of the newborn; 

• Adherence to practices to support continuity of care; and 
• Identification of areas for improvement in service delivery.  

 
Appendix Table A-6.7 describes the observed clients by facility type, operating authority, and province.  
Figures 6.8-6.12 provide information on counseling, examination, and intervention content of observed 
ANC consultations.  Appendix Tables A-6.8-A-6.10 provide details on each element, by facility type, 
operating authority and, if possible, visit status (first or follow-up) or  month of pregnancy.  Table 6.4 
provides information on selected components for quality ANC that were observed during consultations.  

Because ANC services were most often available at a facility only one or two days per week, a special 
effort was made to schedule the survey for the day of ANC. This was possible for 60 percent of the 
facilities (Appendix Table A-6.1). The rest of the facilities were revisited on a day when ANC was 
available solely for the purpose of observing the ANC process. In total, ANC clients were observed in 
98 percent of the facilities offering any ANC services. Among the observed ANC clients, this was the 
first ANC visit for about half (52 percent), 3 percent of the clients were less than five months pregnant, 
and 43 percent were eight or more months pregnant.  

6.4.1 Assessment for Early Identification of Risk Signs or Symptoms 

Among the first-visit clients, information was elicited about any prior pregnancy and date of last 
menstrual period for 93 percent of clients and age for 88 percent (Appendix Table A-6.8). Almost no 
first-visit clients (3 percent) were asked about medicines they were taking.  There was little difference in 
the history elicited for first-visit clients between observations at different types of facilities or operating 
authorities. Information regarding complications during previous pregnancies or any prior miscarriage 
was asked for only 57 percent of the first-visit client observations. Although most complications of prior 
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pregnancy would not be applicable for women for whom this was a first pregnancy, the provider should 
ask all women about prior miscarriages, because some women might not remember a miscarriage early in 
pregnancy as a pregnancy. Only 51 percent of the women were asked about a prior miscarriage.  

Specific elements identified for observation of assessment of the current health status of all ANC clients 
were 1) checking for occurrence of vaginal bleeding, 2) measuring blood pressure, 3) checking fetal heart 
rate (at least five months pregnant), 4) assessing if fetal movement had been felt (at least five months 
pregnant), and 5) palpating fetal position (at least eight months pregnant).  

Palpation of the abdomen (99 percent) and listening for the fetal heart (98 percent) were almost universal 
components of assessments for clients more than 5 months pregnant, but only half (51 percent) of the 
eligible women were asked whether there was fetal movement (Table 6.4 and Figure 6.8). Only 6 percent 
of all women were asked about vaginal bleeding, and 38 percent were asked about any other complaints. 
Eighty-three percent of observed clients had their blood pressure measured, a serious matter because this 
provides early warning for pre-eclampsia and should be conducted at each ANC visit. There was little 
difference in the assessment of all of these elements, whether it was a first or follow-up visit, with less 
than 1 percent of clients receiving the full screening and assessment. This was primarily because of the 
failure to ask about vaginal bleeding. Although differences are small, GAHFs included each aspect of the 
general assessment as a component of ANC more often than public facilities. Table 6.4 provides 
information by visit type, facility type, and operating authority. 

 

 
Table 6.4  General assessments, examinations, and interventions for assessment of current health status for observed 
antenatal care clients 

 
Percentage of observed antenatal care (ANC) clients for whom the indicated assessment, examination, or intervention was 
a component of their consultation, by type of facility and operating authority, Rwanda SPA 2001 

  Percentage of ANC clients with component 

  Type of facility Operating authority   

 Component Hospital
Health 
center Dispensary Public GAHF Total 

 Client questioned regarding:       
 Occurrence of vaginal bleeding 7 6 6 4 9 6 
 Fetal movement (at least 5 months pregnant) 40 53 45 48 56 51 
 Any other problems 43 38 34 34 44 38 
        
 Physical examination       
 Measured blood pressure  93 85 61 80 88 83 
 Palpated abdomen (at least 8 mo pregnant) 99 99 99 99 100 99 
 Listened for fetal heart (at least 5 months pregnant) 99 99 98 98 99 98 
        
 All questions and examinations on first visit 0.0 0.2 0.3 0.2 0.3 0.2 
 All questions and examinations on follow-up visit 0.7 0.5 0.3 0.3 0.8 0.5 
        
 Number of first-visit clients 72 1,288 174 978 556 1,534 
 Number of follow-up clients 67 1,194 147 876 532 1,408 
 Number of observed ANC clients 139 2,482 321 854 1,088 2,942 
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Figure 6.8  Percentage of observed ANC clients for whom 
indicated assessment was component of ANC  (N=2942)
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Laboratory facilities and cold chain maintenance capability are required for some screening and 
preventive interventions. Where a facility does not have the capacity to provide the service itself, it should 
have a referral site that will provide the service for ANC clients. However, interventions, such as 
provision of iron tablets, require minimal support and are most often components of ANC at all levels of 
service.  

TT vaccine was provided (or prescribed) for 66 percent of the women on their first visit and to 28 percent 
of those for whom this was a follow-up visit (Figure 6.9). Iron tablets were given (or prescribed) for 
35 percent of the women coming for their first visit and 31 percent of follow-up visit clients. Antimalarial 
medications were rarely given or prescribed (3 percent of first-visit and 2 percent of follow-up clients). 
As noted previously, only 13 percent of facilities reported that antimalarial treatment was a routine 
component of ANC. 

Rwanda SPA 2001

Figure 6.9  Percentage of observed first-visit ANC clients 
(N=1534) and follow-up visit clients (N=1408) who were given, 

referred for, or prescribed indicated test or intervention
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The test for syphilis and voluntary counseling and testing (VCT) for HIV/AIDS was either conducted or 
prescribed for 5 percent of first-visit and 2 percent of follow-up visit clients (Appendix Table A-6.9). 
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Although few facilities (10 percent) reported that syphilis testing was a routine component of ANC, 
48 percent said they routinely offer VCT services to ANC clients (Appendix Table A-6.3). It is evident 
that the VCT standard is not adhered to with any regularity. 

For the best pregnancy outcomes, all components of the basic ANC screening, counseling, and 
interventions should be provided. In aggregating all of the components of quality services to first-visit 
clients, there were no facilities where all components were provided. Where clients routinely have 
multiple ANC visits, the missing components may be offered during subsequent visits. It should be noted, 
however, that EDSR-II data indicated that 13 percent of women made only one ANC visit during their 
prior pregnancy, and the median number of ANC visits during the most recent pregnancy was two, so 
there is high likelihood that services not provided on the first visit may not be received at all during the 
pregnancy. 

 
 
Key Findings 

Assessment of the history for first-visit ANC clients rarely includes asking about medicines clients are taking 
(3 percent). 

One-third of ANC clients received or were prescribed iron tables (findings were similar for first-visit and fol-
low-up clients). 

Sixty-six percent of first-visit ANC clients received or were prescribed TT. 

Only 6 percent of ANC clients were assessed for vaginal bleeding, and 17 percent did not have their blood 
pressure checked. There may be a need to develop and reinforce standards for ANC. 

 

 

6.4.2 Counseling to Promote Healthy Outcome 

The use of visual aids to facilitate health education during the consultation was almost nonexistent, with 
their use being noted during only 7 percent of either first-visit or follow-up ANC consultations (Appendix 
Table A-6.10). 

The common preventive interventions for ANC are iron (and folic acid) tablets, TT vaccination, and 
prophylactic antimalarial medicine. To improve the chances that a client will accept preventive medicines 
and take them as required, they should understand why the medicine is important and how to take it 
properly. Among the women who received (or were prescribed) iron tablets, TT vaccination, and 
antimalarial medicine, 38 percent, 26 percent, and 54 percent, respectively, were told why the medicine 
was important (Figure 6.10). Explanations for how to take the medications were given to more women: 
63 percent for iron and 65 percent for the antimalarial medication. 
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Figure 6.10  Health education provided to observed ANC client 
who received indicated interventions
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Informing a pregnant woman about special nutritional needs during pregnancy and of signs and 
symptoms that may indicate a problem should be routine components of ANC counseling. It is of interest 
to know not only what was shared during the consultation, but also what the ANC client understood and 
remembered after the consultation. The RSPA collected information through observing the consultation 
and also from interviewing the observed client after she had completed her visit (Figure 6.11 and Figure 
6.12). 

Rwanda SPA 2001

Figure 6.11  Health education topics discussed with first-visit
ANC clients  (N=1534)
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It is not uncommon for there to be differences between what is observed and what is reported by the 
observed person. This may be because a client forgets or does not understand elements of counseling, a 
client recalls information shared during a prior visit or received elsewhere as information from the current 
visit, or an observer did not hear some elements of counseling. Both observed and reported information, 
however, indicate that counseling on exclusive breastfeeding is rare, and less than one-third of women 
received counseling on nutrition, on complications for which they should seek help, or on planning for 
delivery (Figure 6.11). Of the risk signs for which they should seek help, again, only one-third of women 
recalled receiving information on excessive tiredness or vaginal bleeding (with a far smaller proportion 
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actually observed receiving this information). Even fewer women recalled receiving information about 
swelling of the face or hands or fever (Figure 6.12).  

Rwanda SPA 2001

Figure 6.12  Risk signs discussed with first visit (N=1534) and 
follow-up visit ANC clients  (N=1408)
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It is not unreasonable to assume that all components of counseling are not discussed each visit, when a 
woman makes multiple ANC visits. Thus, the content of counseling for first and follow-up visits was 
assessed separately. It was surprising that there were only minor differences in the proportion of women 
who received counseling on the various items that were assessed, no matter whether they were on first or 
follow-up visits. Appendix Table A-6.10 provides details on the counseling, by first and follow-up visit 
and by facility type and operating authority. 

6.4.3 Supporting Continuity of Care 

For quality ANC, continuity in care, which includes monitoring changes between visits, is important. One 
of the more reliable means for achieving this is to maintain a record of relevant history and findings and 
of interventions or treatments provided. Frequently, health services are organized in such a way that 
measurements of blood pressure, weight, and other components of a consultation take place before the 
client is seen by the ANC provider responsible for the consultation and the information is recorded on a 
client record. Fifty-two percent of facilities were observed to measure blood pressure for ANC clients 
before the consultation, with slightly over half of observed ANC visits at a facility where blood pressure 
was taken outside the consultation room (data not shown). For good quality care, the provider who 
assesses the pregnant woman should know her prior history and any relevant information that was 
collected before the consultation. Although individual health card use was universal, for around 
15 percent of the observations (27 percent of first visits but only 2 percent of follow-up visits), providers 
did not refer to the health card during the consultation or examination. In these cases, the information 
from prior visits or measures taken before being seen by the provider would most likely not be considered 
during the assessment (Appendix Table A-6.10). Registration of information on the card at the end of the 
visit, however, was almost always done. There was no major difference in use of the card during the 
consultation regardless of whether the facility collected information or measures before the ANC 
consultation or not or between GAHFs and public facilities (data not shown).  
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Key Findings 

One in five ANC clients received counseling on nutrition during pregnancy. 

The most common risk symptoms discussed was swelling of the face or hands (pre-eclampsia). 

Essential elements for client identification of risk symptoms for which they should seek help and counseling 
on exclusive breastfeeding are notably lacking. 

Use of individual client health cards is universal. 

 

 

6.4.4 Identification of Areas for Improvement in Service Delivery 

Observed ANC clients were interviewed before leaving the facility for their opinions on the services and 
about problems encountered on the day of the visit. When asked about specific issues frequently 
associated with client satisfaction, insufficient information about the progress of their pregnancy was an 
issue where there was the most discontent (29 percent). After insufficient information, waiting time 
(14 percent), lack of availability of medicines (14 percent), and insufficient time with the provider 
(13 percent) were issues most frequently classified as big problems. Further information is presented in 
Appendix Table A-6.11, by type of facility and operating authority. 

Clients were also asked about their plans for delivery. Most (80 percent) stated they planned to deliver in 
a facility, with minor differences noted by facility type—hospitals (83 percent), health centers 
(80 percent), dispensaries (75 percent)—or between public facility clients (78 percent) and GAHF clients 
(81 percent) (data not shown). However, it should be remembered that, according to the EDSR-II, 
73 percent of all deliveries actually occurred outside a facility, indicating that the ANC clients may not be 
representative of the general population or possibly the women gave the response they thought was 
desired by the interviewer. Among those women who planned to deliver outside the facility, the most 
common reason provided was that this was their personal preference (74 percent), with 35 percent citing 
cost and 9 percent citing distance as factors contributing to their decision (data not shown). 

6.5 Delivery Services and Emergency Obstetric Care:  Capacity to Provide Quality 
Delivery and Newborn Care 

The RSPA assessed the availability of emergency obstetric care services, as well as availability of 
standards, equipment and supplies, and health system components identified as important for supporting 
quality delivery services. Specific items that were assessed included the following: 

• Availability of components of comprehensive essential obstetric care services (CEOC); 
• Support for safe home deliveries; 
• Infrastructure and resources to support quality delivery services; 
• Equipment and resources to permit quality delivery services; 
• Routine practices for newborn care; and 
• Management practices supportive of quality delivery services. 

 
6.5.1 Availability of Components of CEOC Services 

Availability of the following components was assessed for CEOC: 
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• Availability of ANC and delivery services; 
• Availability of caesarean sections; and 
• Emergency transportation. 

 
Table 6.5 provides details on the availability of these services. Appendix Table A-6.12 provides details on 
types of emergency transportation systems available. 

Because of resource and logistic constraints, it is not uncommon to find that a single facility cannot 
provide all services required to meet the standards for CEOC services. Where this is the case, facilities 
should have systems in place for helping a woman reach a higher level of service provision. For example, 
a facility that does not provide emergency obstetric care should have an emergency transportation plan 
that supports appropriate referrals to ensure access to life-saving interventions when required.   

Almost all facilities offer some maternal health service, with 90 percent offering ANC and 88 percent 
offering delivery services (Table 6.5). Seventy-eight percent of all facilities offer both ANC and delivery 
services. This is most common at health centers (91 percent) but less common at dispensaries (42 percent) 

 Table 6.5  Availability of maternal health services 

 

Percentage of facilities that provide antenatal care (ANC), delivery services, caesarean sections, both ANC and delivery 
services, and all of these services (ANC, delivery, and caesarean section), percentage having a system for emergency 
transportation, percentage providing any home delivery services, and percentage with documentation of activities with 
traditional birth attendants (TBAs), by type of facility, operating authority, and province, Rwanda SPA 2001 

  Percentage of facilities that provide:  

  Facility-based maternity service 
Services supporting 
safe home delivery  

 
Background 
characteristic ANC 

Normal 
delivery 
services 

Caes-
arean 

section

ANC and 
delivery 
services

ANC, 
delivery ser-

vices and 
caesarean 

section 

Emergency 
transpor-

tation 
support for 
maternity 

emer-
gencies1

Any home 
delivery 

services2 

Documented 
official 

program 
supportive 
of TBAs3 

Number of 
facilities 

 Type of facility          
 Hospital 32 97 94 32 29 92 15 17 34 
 Health center 100 91 0 91 1 32 7 35 170 
 Dispensary 95 47 0 42 0 15 6 42 19 
           
 Operating authority          
 Public 90 91 13 80 4 27 8 37 144 
 GAHF 89 84 16 73 186 59 9 25 79 
           
 Province          
 Butare 85 80 12 69 4 56 3 25 26 
 Byumba 94 94 12 88 12 31 6 74 17 
 Cyangugu 72 80 29 50 0 35 18 24 14 
 Gikongoro 92 93 16 85 8 44 0 35 12 
 Gisenyi 91 86 14 76 5 19 0 57 21 

Gitarama 93 96 11 89 4 55 8 28 27 
Kibungo 90 96 10 85 0 38 7 56 19 
Kibuye 94 88 25 81 19 37 12 18 16 

 Kigali City 88 63 12 50 0 52 0 0 17 
 Kigali Ngali 88 87 12 77 0 32 0 7 17 

Ruhengeri 95 94 10 90 5 16 18 42 19 
Umutara 88 100 18 88 6 35 27 26 17 

           
 Total 90 88 14 78 5 38 8 33 223 
  

 

1 Any system where the facility provides some support for emergency transportation to referral site, or facility is referral site. 
2 No facilities indicated they provided routine home delivery services, but rather indicated they provide home delivery services 
for emergencies only. 
3 Any official activity with TBAs for which the facility has any documentation. 
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or hospitals (32 percent). This is primarily because of the organization of the health system, mentioned 
previously, where dispensaries located adjacent to hospitals usually provide the outpatient (ANC) services 
and the hospitals provide the inpatient (delivery) services. Caesarean sections were provided, with few 
exceptions, only by hospitals (94 percent), because this is the level of facility where qualified staff is 
assigned. Among the hospitals, 29 percent offered ANC, delivery services, and caesarean sections.  

A system for rapidly transferring a critically ill maternity case to a higher level of care is essential for 
improving birth outcome and maternal and infant health. Without a facility-supported system, the client 
and family are left to their own devices to arrange for transportation for help during an emergency. Only 
38 percent of facilities reported that they had some system for supporting transportation of obstetric 
emergencies that require transfer. Hospitals were more likely to have a system for emergency 
transportation (92 percent) than health centers (32 percent) or dispensaries (15 percent) (Table 6.5). 
Among these facilities, the arrangements were described as a dedicated emergency vehicle located at the 
facility (47 percent), an official arrangement where the vehicle was based elsewhere (usually at a hospital) 
and the referring facility (most often a health center or dispensary) called for the vehicle when needed 
(44 percent), or other means (e.g., funds to pay for a hired vehicle) (41 percent). It can be seen from the 
responses that some facilities use several systems, most likely having a back-up system for when the 
facility-based vehicle is not available (Appendix Table A-6.12).  

When asked how long it normally took for a referred client to reach the referral facility (starting the time 
from when the vehicle was called for, if the vehicle was based at another facility), the median reported 
time was 30-40 minutes for health centers and 60 minutes for most of the hospitals and dispensaries. 
There was little variation by season.  

6.5.2 Support for Safe Home Deliveries 

In countries where a large proportion of deliveries take place at home, frequently with the assistance of 
traditional birth attendants (TBAs), a support system from a facility may increase the chances of having a 
safe delivery. The common support systems are for facility staff to attend home births, either routinely or 
for emergencies only, and for the facility to develop a formal liaison with TBAs.  

In Rwanda, the MoH does not routinely provide home delivery services. Some facilities report, however, 
that they provide home delivery services for emergencies. Emergency home delivery services were 
reported by 8 percent of all facilities (15 percent of hospitals, 7 percent of health centers, and 6 percent of 
dispensaries). There was no difference in availability of this service between public facilities and GAHFs 
(Table 6.5). 

Although women are encouraged to choose delivery providers who are trained to a higher skill level than 
the majority of TBAs, the reality is that, for a variety of reasons, many women continue to choose TBAs 
for their delivery care. Where home deliveries by TBAs are common, formal links with health facilities 
are often encouraged. There is some evidence that TBAs who have some linkage with the formal health 
sector are more likely to refer women appropriately and to adopt safer delivery practices (MNH, 2002a).  

The MoH of Rwanda, supported by some NGOs, has a program for training and developing links between 
the health system and TBAs to promote general health and to improve delivery services. In addition to the 
official MoH-sponsored training, a facility may have its own, less formal, programs with TBAs. The 
RSPA looked for documentation of some official relationship between the TBA and the facility (e.g., 
minutes or an attendance list from a meeting), for some assurance that the relationship was more 
structured than simply accepting TBA referrals or letting TBAs know they could call for help. 

Although 58 percent of facilities offering delivery services indicated they had activities with TBAs (data 
not shown), only 33 percent had documentation of that program (Table 6.5). Documented activities 
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between facilities and TBAs were more common in dispensaries (42 percent) and health centers 
(35 percent) than hospitals (17 percent), and more common in public facilities (37 percent) than GAHFs 
(25 percent). 

6.5.3 Infrastructure and Resources to Support Quality Delivery Services 

Items assessed for quality delivery services include the following: 

• Items for infection prevention; 
• Items to support quality services; 
• Delivery room environment and equipment; 
• Basic supplies for a normal delivery; 
• Medicines for normal and complicated deliveries; and 
• Equipment to support complicated deliveries. 

 
Figures 6.13-6.15 provide information on availability of equipment and supplies for normal and 
complicated deliveries. Appendix Tables A-6.13-A-6.16 provide details on equipment and supplies for 
normal and complicated deliveries.  Table 6.6 provides aggregate information on the assessed items, by 
type of facility, operating authority, and province. 

Infection is one of the most common causes of maternal and neonatal morbidity and mortality. Thus, 
infection prevention practices are essential for quality delivery care. The RSPA assessed the presence of 
items for infection prevention in the service area where deliveries are conducted.  All items  (hand-
washing supplies, clean gloves, disinfecting solution, and a sharps box) were present in the delivery 
service area in half of facilities, with similar proportions of hospitals and health centers having all items 
(55 percent and 49 percent, respectively) and dispensaries being less well supplied (33 percent) (Table 
6.6). GAHFs were more likely to have all infection-control items (62 percent) than public facilities 
(43 percent). Items most commonly missing were the sharps box and prepared disinfecting solution 
(Appendix Table A-6.13). It might be considered appropriate for a facility that conducts few deliveries 
not to mix disinfecting solution until a case arrives, but if this was the practice, the data should have 
shown that staff reported solution available but it could not be observed. Only 5 percent of facilities did 
not have disinfecting solution mixed but reported it was normally available (data not shown). 

Among the items assessed for supporting quality delivery services were blank partographs. The parto-
graph—a document used to monitor an individual woman’s labor—is being promoted internationally as a 
means for improving quality of care. It provides guidelines for monitoring and for early identification of 
complications (MNH, 2002b). Partographs were commonly available (78 percent of facilities), parti-
cularly in hospitals (91 percent), but were less available in health centers (77 percent) and dispensaries 
(49 percent) (Appendix Table A-6.13). They were similarly available in public facilities and GAHFs 
(79 percent and 77 percent, respectively). 

Protocols or guidelines for deliveries and management of complications of deliveries were less frequently 
found, with only 27 percent of all facilities having these in the delivery service area (Appendix Table A-
6.13). Hospitals (42 percent) were more likely than health centers (24 percent) and dispensaries 
(19 percent) to have delivery service protocols.  

In addition, the availability of a qualified delivery service provider 24 hours a day (either onsite or on-call 
with an on-call schedule observed) was assessed. Any level qualified person the facility accepted as 
qualified to conduct deliveries was acceptable. Almost all facilities (94 percent) had a qualified delivery 
provider either onsite (86 percent) or on-call (8 percent) 24 hours a day. 
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 Table 6.6  Availability of elements for quality delivery services 

 

Percentage of facilities that had all items for infection prevention, all items to support quality delivery services, all delivery room 
conditions, all basic medicines and supplies for delivery, all emergency medicines, and all items for complicated delivery, by type of 
facility, operating authority, and province, Rwanda SPA 2001 

 Percentage of facilities with: 

 
Background 
characteristic 

All items 
for 

infection 
prevention1 

All items 
to support 

quality 
delivery 

services2 

All delivery 
room infra-

structure and 
furnishings3 

All basic 
supplies for 

delivery4 

All basic 
treatment 

interventions 
for normal 
delivery5 

All basic 
items for 
delivery6

All 
emergency 
medicines7 

All items for 
complicated 

delivery8 

Number of 
facilities 
offering 
delivery 
services 

 Type of facility          
 Hospital 55 36 70 82 100 18 76 15 33 
 Health center 49 23 38 68 75 8 39 5 155 
 Dispensary 33 19 19 20 56 0 20 0 9 
           
 Operating authority          
 Public 43 23 41 63 75 9 37 5 130 
 GAHF 62 29 45 77 83 8 59 9 66 
           
 Province          
 Butare 66 50 42 75 88 16 42 12 21 
 Byumba 31 4 16 55 59 0 28 0 16 
 Cyangugu 45 32 30 82 82 9 68 9 11 
 Gikongoro 62 39 55 85 78 16 46 0 12 
 Gisenyi 34 5 23 70 69 5 42 5 18 
 Gitarama 43 33 66 67 76 8 51 8 26 
 Kibungo 31 9 47 58 74 4 40 4 19 
 Kibuye 50 21 64 84 84 14 50 14 14 
 Kigali City 89 46 46 56 86 11 24 0 10 
 Kigali Ngali 84 54 62 100 100 31 53 23 15 
 Ruhengeri 31 6 26 45 76 0 44 0 18 
 Umutara 53 14 25 52 73 0 45 0 17 
           
 Total 50 25 42 67 78 9 44 6 197 

 

1 Soap, water, sharps box, disinfecting solution, and clean gloves. 
2 Partographs, protocols, 24-hour delivery provider.  
3 Bed, examination light, visual and auditory privacy. 
4 Scissor or blade, cord clamp, suction bulb, antibiotic eye ointment for newborn, skin disinfectant. 
5 Needles and syringes, intravenous solution with infusion set, oral antibiotic (co-trimoxazole, amoxicillin, or ampicillin), injectable 
oxytocic, suture material, and needle holder. 
6 All items for infection prevention, to support quality, delivery room infrastructure, and basic medicines and supplies. 
7 Injectable: anticonvulsant (valium or magnesium sulfate), antibiotic (penicillin and ampicillin, or gentamicin or kanamycin), and 
quinine. 
8 All items for normal delivery plus emergency medications. 

 

Finally, the basic infrastructure and furnishings for the delivery room were assessed for a bed, an 
examination light, and visual and auditory privacy.  

The delivery area in most facilities provided visual privacy (93 percent) and auditory privacy (91 percent) 
(Appendix Table A-6.13). Most facilities had a bed for delivery (83 percent); however, only two of three 
dispensaries (66 percent) had a bed. A smaller proportion of facilities had an examination light that could 
be aimed to visualize the perineum (44 percent). Overall, only 42 percent of all facilities had all of the 
items identified for basic infrastructure and furnishings. 

6.5.4 Equipment and Resources to Allow Quality Delivery Services 

Each of the basic items assessed for delivery care was commonly available. These were scissors or a 
blade for cutting the umbilical cord and, if necessary, conducting an episiotomy (97 percent); materials 
for clamping or tying the umbilical cord (91 percent); a suction bulb or other means for suction of the 
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newborn (90 percent); an antibiotic ointment for the eyes of the newborn (85 percent); and a disinfectant 
for cleaning the perineal area (96 percent) (Figure 6.13). All items were available in 82 percent of 
hospitals (68 percent of all facilities).  Appendix Table A-6.14 provides details by facility type. 

Rwanda SPA 2001

Figure 6.13  Basic supplies for delivery  (N=197)
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Treatment interventions for managing common complications of labor and delivery are available in most 
facilities. Items assessed were syringes and needles (95 percent), an intravenous solution with an infusion 
set (86 percent), an oral antibiotic (ampicillin, amoxicillin, or co-trimoxazole) (96 percent), an injectable 
oxytocic drug (92 percent), and suture materials with a needle holder (97 percent) (Figure 6.14). All 
treatment intervention items were available in 78 percent of the facilities, including all hospitals, 
75 percent of the health centers, and 56 percent of dispensaries (Table 6.6).  
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Figure 6.14  Treatment interventions for common complications of 
labor and delivery  (N=197)
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All items for quality delivery services (items for infection prevention, items to support quality, delivery 
room infrastructure and furnishings, and basic treatment interventions) were present in only 9 percent of 
all facilities. Only 18 percent of hospitals and 8 percent of health centers had all items; no dispensaries 
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had all items. The finding was similar for public facilities and GAHFs (9 percent and 8 percent, 
respectively).  

 
 
Key Findings 

Delivery service providers are available 24 hours a day at 94 percent of facilities. 

Partographs are widely available (78 percent of facilities). 

All items for infection prevention were available in half of all facilities. Disinfecting solution and a box for 
sharp items were the items most commonly missing, with one in four facilities lacking each item. 

Protocols for managing complications of labor and delivery are lacking in the delivery service area for more 
than 70 percent of facilities. 

All assessed basic supplies for a normal delivery were available in 82 percent of hospitals (68 percent of all
facilities). 

Medicines and supplies for managing common complications of labor and delivery were available in all hos-
pitals (78 percent of all facilities). 

 

 

Medicines that were assessed for emergency situations were an anticonvulsive (valium or magnesium 
sulfate) for eclampsia, injectable antibiotics for sepsis (either gentamicin or kanamycin, or both ampicillin 
and penicillin), and injectable quinine, because malaria is an endemic health problem in Rwanda. All 
emergency medicines were available in only 44 percent of facilities (Figure 6.15). Seventy-six percent of 
hospitals, 39 percent of health centers, and 20 percent of dispensaries had all emergency medicines. 
GAHFs had all emergency medicines more often than public facilities (59 percent compared with 
37 percent) (Appendix Table A-6.14).  
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Figure 6.15  Availability of injectable emergency medicines 
among facilities offering delivery services  (N=197)
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In addition to the previously mentioned equipment and supplies, a facility that is expected to manage 
complicated deliveries should have the capacity to mechanically assist the delivery when contractions are 
ineffective (using either forceps or a vacuum extractor) and should be able to provide postabortion care by 
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removing retained materials from the uterus that contribute to hemorrhage and infection (dilatation and 
curettage equipment or a vacuum aspirator). In cases where life-saving emergency obstetric care is 
required, the capacity to provide a caesarean section and to transfuse blood is essential. Finally, there is 
sometimes a need for special equipment to support the newborn. The equipment assessed was a means for 
providing emergency respiratory support (a resuscitator or ambu bag) and an external heat source to 
maintain the body heat in a premature newborn (incubator, heat lamp, or other device). 

The equipment and supplies that were assessed require special training for use and, in Rwanda, were 
found almost exclusively in hospitals. The vacuum extractor, a relatively easy and safe method for 
assisting delivery, was available in 88 percent of hospitals, but only 16 percent of health centers and 
23 percent of dispensaries (Appendix Table A-6.15). Overall, only 28 percent of facilities providing 
delivery services had the vacuum extractor. Forceps were available in 39 percent of hospitals. Both items 
were available more frequently in GAHFs than public facilities. The vacuum aspirator, for removing 
retained materials post abortion, was available in 61 percent of hospitals and 6 percent of health centers. 
Dilatation and curettage (D&C) equipment was available in 88 percent of hospitals, 12 percent of health 
centers, and 23 percent of dispensaries. D&C equipment was available in 25 percent of all facilities. 

Among the facilities offering caesarean section, 88 percent (data not shown) had all basic elements 
(operating table, operating light, scrub area, and sterile equipment) necessary to carry out a caesarean 
section. Finally, blood transfusions were provided at 70 percent of hospitals (Appendix Table A-6.15). 
Among the facilities that provide blood transfusions, 73 percent had a register for blood transfusions that 
was observed and 68 percent had a blood bank (data not shown). 

Respiratory support for the newborn was available in 85 percent of hospitals, and a heat source was 
available in 79 percent of hospitals. Each item was available in only one-fifth or less of health centers and 
dispensaries (Appendix Table A-6.16). 

 
 
Key Findings 

Seventy-six percent of hospitals had all of the emergency medicines for managing emergency situations 
during labor and delivery. 

Emergency interventions (caesarean section and blood transfusion) are not widely available, except in hos-
pitals. These are not easy to introduce without qualified staff and infrastructure support. 

Although caesarean sections are available only in hospitals, support for emergency transportation from 
health centers and dispensaries is weak. 

There are means for assisting delivery and decreasing postabortion bleeding (vacuum extraction, vacuum 
aspiration) that can be introduced safely where staff has been properly trained and with minimal infrastruc-
ture support (MNH, 2002c). If this is desirable, there is scope to expand access to these interventions. 

 

 

6.6 Newborn Care Practices 

The RSPA interviewed delivery service providers about routine newborn care practices at the facility. 
Information on these practices, by type of facility and operating authority, is provided in Appendix Table 
A-6.17.  Figure 6.16 provides information on provision of oral polio vaccine to the newborn and vitamin 
A to the mother, after birth. 
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Using catheter suction to stimulate respirations in newborns who are not breathing is not an uncommon 
practice; however, this should not be a routine practice for the normal newborn. Suctioning using a 
catheter, however, was reported as a routine procedure by 83 percent of facilities, with almost all 
hospitals (97 percent), 81 percent of health centers, and 71 percent of dispensaries reporting that this was 
routine. GAHFs indicated this was a routine practice more often than public facilities (94 percent 
compared with 78 percent). This finding is questionable and may reflect a misinterpretation of the 
question because it is unlikely that almost all facilities routinely suction newborns with catheters. This 
should be investigated, however, to verify whether catheter suctioning is routine or is used only 
occasionally as an emergency measure.  

Hypothermia is a contributing factor to increased morbidity and death for newborns. Ways to prevent 
hypothermia are to avoid full-immersion bathing the first few hours after birth and, instead, to dry the 
newborn and either immediately give the infant to the mother for skin-to-skin contact or wrap the 
newborn in a warm blanket. Only 9 percent of facilities indicated they routinely bathe the newborn with 
full immersion.  

Weighing the newborn provides health information for monitoring postnatal care. Birth weight is also an 
indicator for risk of infant death. Almost all facilities (94 percent) indicated they routinely weigh the 
newborn, although only 85 percent had a functioning infant scale. 

UNICEF advocates providing a dose of oral polio vaccine (OPV) (considered dose 0) after birth, to 
provide extra protection for the infant. Only 34 percent of facilities reported they routinely provide OPV 
to the newborn before to discharge. In total, 83 percent of facilities offering delivery services had OPV 
available the day of the survey (Figure 6.16), indicating that routine implementation of this practice could 
easily be expanded, if desired. 
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Figure 6.16  Routine practices for newborns among facilities 
offering delivery services  (N=197)
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Vitamin A supplementation in depleted children has been shown to decrease risk of infection and death. 
The safest and surest means for newborns to receive a healthy amount of vitamin A is through breast 
milk. Because pregnant women are at risk of developing vitamin A deficiency, in areas where vitamin A 
deficiency is a problem, providing vitamin A to the mother immediately postpartum not only replaces 
depleted vitamin A in the mother, but also increases the vitamin A available to the newborn through 
breast milk. Only 14 percent of facilities indicated they routinely provide vitamin A to the newly 
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delivered woman, and among these, 60 percent had vitamin A available on the day of the survey. In total, 
60 percent of facilities providing delivery services had vitamin A available the day of the survey (Figure 
6.16).  

 
 
Key Findings 

Provision of OPV dose 0 is a routine practice in 34 percent of facilities. Whether expansion of this standard 
is desirable for Rwanda should be considered. 

Providing vitamin A to newly delivered women is a routine practice for 14 percent of facilities. Whether ex-
pansion of this standard is desirable for Rwanda should be considered. 

 

 

6.7 Management Practices Supportive of Quality Delivery Services 

Practices assessed for supporting quality delivery services were as follows: 

• Delivery service records; 
• Monitoring delivery coverage; 
• System for review of near deaths or deaths; 
• Actual use of partographs; and 
• Supervision and in-service education for staff. 

 
Table 6.7 provides information on these elements, by facility type, operating authority, and province.  
Appendix Table A-6.18 provides details on supportive supervision from the perspective of the providers. 
Figure 6.17 provides information on topics of in-service education, including the proportion receiving this 
education in the past 12 months or in the past 5 years. 

A delivery register was defined as up-to-date if there was an entry in the past 30 days (assuming there 
should be at least one birth per month in facilities that provide the service), and the entry, at a minimum, 
provided the birth outcome. Overall, 86 percent of facilities had up-to-date registers, with findings similar 
across types of facilities and between different operating authorities (Table 6.7). 

Facilities frequently have catchment populations for whom they provide services. Delivery coverage 
statistics are required for a facility to be able to monitor the proportion of births delivered by trained staff. 
The RSPA assesses whether the facility has any documentation indicating it monitors the delivery 
coverage for their catchment population. Forty-three percent of facilities had statistics showing they 
monitor the percent of deliveries they attend (Table 6.7). Health centers were slightly more likely than 
dispensaries and hospitals to monitor delivery coverage (45 percent compared with 38 percent and 
36 percent, respectively). GAHFs monitored coverage more often than public facilities (51 percent 
compared with 39 percent). 

One quality assurance measure is to systematically review all maternal and newborn deaths or near 
deaths, to develop interventions to decrease or prevent these events. The RSPA does not assess the quality 
of these review programs but does assess whether facilities have implemented the process. Only 
32 percent of facilities reported they had some process of review for delivery cases. This was more likely 
at hospitals (46 percent) than health centers (30 percent) or dispensaries (11 percent). GAHFs were more 
likely than public facilities to conduct a review (37 percent compared with 28 percent).  
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In total, 67 percent of facilities had evidence that partographs had recently been used. This was more 
often found in hospitals (85 percent) than health centers (65 percent) or dispensaries (33 percent) (Table 
6.7). Use of partographs was similar for public facilities and GAHFs (67 percent each). Among 
interviewed delivery service providers, 62 percent reported they had used a partograph in the past six 
months (data not shown). 

 Table 6.7  Management support for quality delivery services 

 

Among facilities providing delivery services, percentage with an up-to-date delivery register, percentage with documentation that they monitor 
delivery coverage, percentage that monitor deaths or near misses, percentage with evidence of use of partographs, percentage where at least 
half of the interviewed delivery service providers were personally supervised during the past 6 months, received related in-service education 
during the past 12 months, and were both supervised in the past 6 months and received in-service training related to delivery services during the 
past 12 months, and percentage having a routine charge for normal deliveries, by type of facility, operating authority, and province, Rwanda 
SPA 2001 

 Percentage of facilities: 

      
Where at least half of the interviewed 

delivery service providers:   

 
Background 
characteristic 

With  
up-to-date 
register1 

With 
documen-
tation of 

monitoring 
delivery 

coverage 

That review 
maternal/
newborn 
deaths or 

near 
misses 

With 
evidence
of use of 

partographs

Were 
personally 
supervised 
in past 6 
months 

Received
in-service 
education
in past 12 
months 

Were both 
personally 

supervised in 
past 6 months 
and received 

in-service 
education in 

past 12 months 

That charge 
any routine 

fee for 
delivery 

Number of 
facilities 

with 
delivery 
services 

 Type of facility          
Hospital 88 36 46 85 24 9 0 97 33 
Health center 85 45 30 65 73 22 14 100 155 
Dispensary 88 38 11 33 68 19 8 100 9 

          
Operating authority          

Public 85 39 28 67 72 20 16 100 130 
GAHF 87 51 37 67 51 18 3 96 66 
          

Province          
Butare 85 5 14 57 61 8 8 100 21 
Byumba 69 38 13 88 88 34 21 100 16 
Cyangugu 100 17 58 91 82 9 0 100 11 

 Gikongoro 83 36 42 36 38 0 0 100 12 
 Gisenyi 94 58 33 61 89 45 39 100 18 

Gitarama 92 80 64 69 55 29 8 100 26 
Kibungo 84 53 47 53 91 8 8 100 19 
Kibuye 93 36 29 57 38 22 9 100 14 

 Kigali City 100 40 0 90 46 25 11 100 10 
 Kigali Ngali 93 7 7 79 24 23 16 100 15 

Ruhengeri 61 50 11 67 77 7 7 85 18 
Umutara 82 65 41 65 69 14 7 100 17 

           
 Total 86 43 32 67 65 19 12 98 197 

 1 Register has an entry in the past 30 days; entry indicates delivery outcome. 

 

When assessing the proportion of facilities where delivery service providers routinely received supportive 
supervision (either supervision during the past six months or in-service education during the past 12 
months was received by at least half of the interviewed providers), around two-thirds of the facilities 
(65 percent) had routinely supervised their delivery service providers, but only 19 percent had routinely 
provided in-service education for their delivery service providers. Overall, in only 12 percent of facilities 
had both components of supportive management been received by at least half of the delivery service staff 
(Table 6.7). 
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Forty-four percent of the interviewed delivery service providers had been personally supervised during 
the six months preceding the interview (Appendix Table A-6.18). Higher proportions of staff from health 
centers and dispensaries had been supervised in the past six months (59 percent and 47 percent, 
respectively) than those from hospitals (21 percent). Public facility staff also was supervised more 
frequently than staff at GAHFs (47 percent compared with 38 percent).  

Among the topics of in-service education, 11 percent of interviewed delivery service providers received 
education related to prevention of mother-to-child transmission (PMTCT) for HIV/AIDS. Less than 
10 percent received in-service education on any other single topic (Figure 6.17).  

Rwanda SPA 2001

Figure 6.17  In-service education received by interviewed delivery 
service providers, by topic and timing of most recent education  
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The effect of user fees can be positive or negative. The RSPA documents the percentage of facilities 
where user fees are collected for delivery services. Almost all facilities charge for normal deliveries 
(Table 6.7), with the median charge ranging from 1000 RFR in hospitals to 500 RFR in health centers and 
dispensaries. The median charge for public facilities and GAHFs was 500 RFR for both (data not shown). 
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