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Maternal health and challenges of health care provided
at the maternity ward of the Kibuye district hospital

in Rwanda

Opieka nad matkg i wyzwania zwigzane z jej zapewnieniem
na oddziale potozniczym szpitala rejonowego w Kibuye w Rwandzie

Abstract:

Objective: Present an overview from the author's perspective of the country's approach in tackling the problem of high
maternal and neonatal mortality and the day to day challenges of practising medicine at the maternity ward of the Kibuye
district hospital.

Background: Rwanda, a sub-saharan African country, has one of the highest maternal and neonatal mortality rates in the
world. The country's approach in reducing these figures is by means of the Millennium Development Goals initiative.

Method: During a three month medical mission from December 2009 till March 2010, the day to day medical practice and
working conditions were evaluated and counted towards the quality of health care provided to patients hospitalized at the
maternity ward.

Conclusions: Due to a lack of doctors, nurses, and other health professionals combined with difficult working conditions
and a shortage of basic medical equipment, it continues to be a struggle to provide the best medical quality possible. In
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order to fulfill the Millennium Development Goal 5 of reducing maternal mortality by three quarters by 2015, it will be
important to increase the number of qualified health care professionals and equip the maternity ward with basic
instruments and medications.

Streszczenie:

Cel: Przedmiotem niniejszej pracy jest ogolna ocena oddziatu polozniczego szpitala rejonowego w Kibuye w Rwandzie.
Ma ona na celu rozwigzanie problemu wysokiej smiertelnosci matek i dzieci, ktory stanowi wyzwanie w codziennej
praktyce lekarzy w tym kraju.

Wprowadzenie: Rwanda jest krajem w srodkowo-wschodniej Afryce, w ktorym wystepuje jeden z najwigkszych na swiecie
wskaznikow Smiertelnosci matek i noworodkow. Inicjatywg prowadzgcq do poprawy tego stanu jest powolanie
organizacji miedzynarodowej Millennium Development Goals.

Metoda: Podczas trzymiesigcznej misji (od grudnia 2009 do marca 2010 roku) oceniono codzienng praktyke medyczng,
warunki jej sprawowania, oszacowano jakos¢ opieki zdrowotnej nad matkami i dziecmi hospitalizowanymi w oddziale
polozniczym tego szpitala.

Whioski: Z powodu znacznego niedoboru lekarzy, pielegniarek i innych pracownikow stuzby zdrowia, ktorzy i tak pracujg
w trudnych warunkach oraz braku podstawowego wyposazenia medycznego, konieczne sq aktywne dziatania majgce na
celu poprawe tej sytuacji.

Aby zrealizowa¢ podstawowy cel Millennium Development Goal, to jest zmniejszenie Smiertelnosci matek i dzieci o trzy
czwarte w 2015 roku, konieczne jest zwigkszenie liczby wykwalifikowanych pracownikow stuzb medycznych i wypo-

sazenie oddziatow polozniczychw podstawowy sprzet i leki niezbedne do ich dziatalnosci.

Keywords: maternal health, health care, Rwanda
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Country profile

Rwanda is a sub-saharan central African country
neighboring Uganda, the Democratic Republic of the
Congo, Burundi and Tanzania. The population of Rwanda
1s estimated at 9.3 million inhabitants, with a surface area
of 26 338 km? and an average density of 368 inhabitants/
km?. The total fertility rate is estimated at 5.5. Women are
estimated to represent 52.2% of the population, with a life
expectancy at birth of 53.3 years, compared to 49.4 years
formen [1].

The country’s socio-economic situation has been greatly
influenced by the consequences of

the genocide. The incidence of poverty is still high, with
57% of the population living below the poverty line and
37% of them living in extreme poverty. However the
annual per capita income increased from US$ 235 to US$
291.3 between 2002 and 2008 [1].

Health profile

Despite the progress made in the fight against diseases, the
epidemiological profile of Rwanda is still dominated by
communicable diseases, which constitute 90% of chief
complaints in health facilities. Mortality and morbidity

<1 MUDr. Zlatica Ondrusova, PhD., Trnavska Univerzita, Fakulta zdravotnictva
asocialnej prace

Univerzitné namestie 1, 917 01 Trnava 1,tel.: +421 904 147 177, e-mail:
zlaticapeskova@hotmail.com
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from these illnesses are aggravated by high levels of
poverty, low levels of education as well as problems
related to inadequate water, hygiene and sanitation
systems. The most common communicable diseases are
malaria, HIV/AIDS, acute respiratory infections,
diarrhoeal diseases and tuberculosis.

Malaria is considered to be the primary cause of morbidity
and mortality in Rwanda. However, according to the 2007
Annual Report by the Ministry of Health, morbidity,
mortality and the specific lethality of malaria are on a sharp
decline. Rwanda is experiencing a generalized HIV/AIDS
epidemic, with a national prevalence estimated at 3% in the
general population aged 15-49 years [4]. The prevalence of
HIV reveals disparities between urban (7.3%) and rural
(2.2%) areas, between women (3.6%) and men (2.3%).
A survey on sero-surveillance of HIV infection per sentinel
sites among pregnant women in prenatal consultation
services conducted in 2007 showed a median prevalence of
4.3%. The prevalence of syphilis has reduced considerably
among pregnant women, declining from 5.9% in 2005 to
2.4% in 2007. At the national level, 33% of women suffer
from anaemia.

Micronutrient deficiency, mainly iodine, iron and vitamin
A, affect pregnant women and children under the age of
five in particular. The basic reasons for this situation are
insufficient food rations, a high prevalence of infectious
and parasitic diseases, poor dietary habits, very low levels
of'education and high levels of poverty [ 1].
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Health system statistics

According to World Health Statistics from 2004 there were
only 401 physicians with a density of 0.047 per 1000
inhabitants. The number of practicing nurses totaled 3 593
and midwives, 54, with a density of 0.42 and 0.01 per 1000
[5]. These numbers show a very high shortage of health
care professionals which in turn plays an important role in
providing sufficient quality and quantity of care. Seventy-
five percent of the population lives within 5 km of a health
facility and the average coverage of hospitals is 190 000
inhabitants per hospital [1].

Maternal Health

The causes and trends of maternal mortality and morbidity
of Rwanda closely follow the causes and trends at global
and especially regional levels.

According to the World Health Organization (WHO,
2005), the number one killer of young women in
developing countries is pregnancy and childbirth. One
woman dies each minute (529 000 women per year) from
pregnancy related complications. Furthermore,
approximately 10 million women each year suffer injury,
infection or disease due to pregnancy and childbirth [2].

Sub-Saharan Africa has the highest rates of maternal
mortality in the world. At approximately 900 deaths per
100 000 live births. Globally, one of the most reliable
predictors of the maternal mortality ratio is whether births
are attended by skilled health professionals. The trend
holds true in Africa where the main indirect cause for the
high maternal mortality ratio is the low number of births
attended by skilled health attendants. The leading direct
cause of maternal death in Africa is hemorrhaging,
accounting for 34 % of all maternal deaths (Figure 1.)[2].

However, the presence of a skilled birth attendant has been
shown to reduce the incidence of postpartum
hemorrhaging through active management in the third
stage of labor with the administration of uterotonics. In
turn, with the proper management of postpartum
hemorrhaging there could be a reduction in maternal
mortality rate. Access to proper maternal health services,
therefore, has a strong impact on maternal health outcomes

[2].
Millennium Development Goal

Rwanda’s efforts to improve maternal health are defined in
Millennium Development Goal 5. Its primary target is to:

- reduce by three quarters the maternal mortality ratio
from 611 per 100 000 live births in 1990 to 153 per 100
000by 2015

- increase the proportion of births attended by skilled
health personnel by 2015

There has been some dynamic changes in maternal
mortality rates over the last few years. The maternal
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mortality rate has fallen from 1 071 in 2000 to 750 per 100
000 births in 2005, areduction of almost 30 % (Figure 2.).

Other achievements have also been made in maternal
health in Rwanda such as a marked increase in assisted
deliveries (Figure 3.) [2].

At least 2 767 women die from complications during
pregnancy or delivery each year in Rwanda. The main
causes include hemorrhaging, infection and infectious
diseases. According to a study conducted in 2008 by the
Rwanda Ministry of Health, Maternal and Child Health
Unit, the main causes of maternal death among Rwandan
women 15 to 49 years of age were hemorrhaging (46.1%)
infection (15.5%) and malaria (15.4%) as shown in table 1.
Surveys revealed that more than 75% of deaths could be
prevented [2].

Method:

During the author’s three month medical mission from
1 December 2009 till 2 March 2010, day to day medical
practices and working conditions were evaluated and
counted towards the quality of health care provided to
patients hospitalized at the maternity ward. The author
worked full time practicing medicine at the Kibuye district
hospital in the western part of Rwanda. The most frequent
medical cases were described.

Results:

Hospital description

Not only is the Kibuye district hospital responsible for
providing medical care to the inhabitants of the city of
Kibuye, but also to the inhabitants of the surrounding
mountainous areas which are primarily covered by one of
nine health centers. Due to a lack of doctors, only basic
primary medical care is provided by practicing nurses at
these health centers. Any complications or more serious
cases are referred to Kibuye district hospital which is
therefore responsible for an overall population of 147 000.
The hospital has departments for internal medicine,
surgery, pediatrics, maternity, psychiatry and inpatient
care. There is an outpatient department that provides
HIV/AIDS care and treatment, family planning and
includes a general medicine referral office. There were
only five full time Rwandan practicing doctors at the
hospital at the time of the author's arrival. Planned
surgeries were scheduled twice a week and were performed
by a part time volunteer doctor. As the only doctor, the
author became responsible for all the cases admitted to the
maternity ward. Occasionally help was provided by
another doctor in the event of simultaneous emergency
operations.
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Health insurance and the hospital payment system

Patients hospitalized, examined in any outpatient
department and/or cared for at an inpatient level are fully
responsible for all medical charges unless they have health
insurance.

Medical charges include hospital stays, doctors'
examinations, laboratory tests, medications and necessary
medical equipment. Patients who have purchased health
insurance pay only 10% of the original price. However due
to high poverty, many patients do not have health insurance
and struggle to pay for prescribed laboratory tests or
medications. These patients who are not able to pay cannot
be discharged unless they pay all hospital related charges.
Their debts to the hospital therefore continue to build until
their relatives provide enough money to pay them off.

Maternity ward equipment

A general lack of instruments and often vital medications
was observed. The maternity ward was equipped with
a simple ultrasound machine and a few basic instruments
for episiotomies, sutures or other minor surgical
procedures like dilatation and curettage. No operative
forceps or equipment for vacuum assisted deliveries,
cardio-tocographs for fetal heart rate and contraction
assessments were present. The supply of non-drinking
water was limited only to the delivery room. A running
water supply for patients' hygiene was located off the
maternity ward. A warm water supply for the hygiene of
newborns was not available.

Operating room and anesthesia

Minor gynecological procedures like dilatation and
curettage or manual lysis of placenta were performed using
a short acting general intravenous Ketamine anesthesia.
Other short acting general anesthetics were not available.
All laparotomic operations were performed using
Bupivacaine spinal anesthesia. In case of a necessary
prolonged general anesthesia, Ketamin was used. The
operating room was not equiped with a respiration machine
so in the case of prolonged Ketamine anesthesia with
respiration supression, a manual breathing mask was used.

All anesthesias were performed by skilled anesthesiology
nurses as no anesthesiology doctor was present at the
hospital. There are two operating rooms at the Kibuye
hospital. There is no laparoscopy equipment therefore all
these operations were performed by means of laparotomy.
The spectrum of major gynaecology and obstetric related
surgeries included cesarean sections, hysterectomies,
laparotomies for ectopic pregnancies and tubal ligations,
the latter were performed at the patient’s request.
Operations are performed by one doctor with the assistance
of a surgery nurse or a maternity ward nurse in the case of
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a surgery nurse shortage. Some of these nurses have no
previous experience assisting in laparotomies.

Medical cases admitted to the maternity ward

The maternity ward has a capacity of thirty-six beds.
Patients with gynecological problems, pathologic
pregnancy cases and obstetric cases were hospitalized at
the ward. All the newborns were also hospitalized at the
ward including premature newborns and newborns
showing symptoms of fetal distress or other pathologies.
Most admitted patients were women referred from one of
the surrounding health centers due to a previous delivery
by cesarean section. However due to a lack of information
about the date of the last menstrual cycle and the
inavailability of ultrasound examinations at the health
centers, many patients from distant health centers were
referred to hospital many weeks prior to the expected
delivery date. On average there were up to three to four
cesarean sections performed daily. Indications for cesarean
section mostly included uterus cicatricus (previous
delivery by cesarean section), cephalo-pelvic
disproportion or fetal distress. Incidences of first trimester
bleeding due to a spontaneous miscarriage which required
dilatation and curettage were frequent. Numerous cases of
second and third trimester miscarriage or delivery of
macerated fetus mortus were observed. In all these cases
syphilis screenings were positive. All patients admitted for
delivery were screened for syphilis and HIV. HIV testing
was performed using one of the different brands of quick
tests and was free of charge for patients. Pregnant women
with other medical problems often associated with fever
were also hospitalized at the maternity ward. Most of them
were patients who tested positive for malaria or typhoid
fever. A few cases of coma due to the cerebral form of
malaria or hypoglycemia were successfully treated. Minor
cases presented symptoms of respiratory or urinary tract
infections. Pathologic pregnancy cases comprised of
patients with threatened abortions, threatened preterm
labour, preeclampsia and several cases of acute intra-
abdominal bleeding due to a ruptured ectopic pregnancy
which required immediate surgical intervention.

Challenges of health care provided to the maternity
ward patients

A lack of practicing nurses and, at certain times, their
inadequate theoretical knowledge of care management
contribute to the low medical care standards and
unnecessarily high morbidity and mortality rates observed
on the maternity ward. A patient's inability to pay for
necessary medical equipment (intravenous fluids, urine
catheters and others) and treatment dramatically increase
the risk of maternal and neonatal morbidity and mortality
due to the postponing of an emergency cesarean section
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indicated by a threatened uterine rupture, fetal distress or
other. A lack of sufficient medical, operating and technical
equipment limits the quality and quantity of operations and
other medical procedures performed at the Kibuye district
hospital.

Conclusions

Due to a lack of doctors, nurses, and other health
professionals combined with difficult working conditions
and a shortage of basic medical equipment, it continues to
be a struggle to provide the best quality of medcial care
possible. In order to fulfill Millennium Development Goal
5 of reducing maternal mortality by three quarters by 2015
it is important to increase the number of qualified health
care professionals and equip the maternity ward with even
the minimum basic instruments and medications.
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Tab. 1. Main causes of maternal death in Rwanda [2]

Hemorrhage
[nfection
Malaria
Eclampsia
Dystocy
Anesthesia
Cardiomyopathy

Acute pulmonary edema
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