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• Mrs. Sarah Brown, Global Patron of the White 

Ribbon Alliance; 

• Dear Champions of Maternal and Child Health; 

• Distinguished Guests; 

• Ladies and gentlemen: 

 

Good afternoon everybody.  

 

I am happy to be among fellow maternal and child health 

advocates at this roundtable. I thank Sarah for creating this 

platform. As we have been told by our chair, the purpose of this 

meeting is to prepare the maternal mortality campaign objectives 

2010. The global consensus on the 5 priority actions is very clear 

and the themes for the campaign have been well spelt out.  

 

I am pleased to note that the White Ribbon Alliance has added 

considerable momentum to improving maternal health through 

advocacy and awareness efforts.  The Rwanda chapter was 

launched in 2008. Last year the African Union introduced a 

campaign to accelerate the reduction of maternal mortality 

(CARMMA) on the African continent. That the levels of maternal 

deaths on the African continent are persistently high should 

concern all of us, and I especially encourage each African country 



2 

 

to not only embrace this campaign, but to transform it into timely 

action. These two campaigns are important as they provided 

timely synergy to the other ongoing initiatives to make 

motherhood safe for all women.  

 
Ladies and Gentlemen, 

 

As in some parts of the world childbirths are now an occasion to 

rejoice and celebrate; Today’s focus will however be on regions 

where pregnancy and childbirth remain high risk, specifically in 

sub-Saharan Africa. Every death represents a personal and family 

tragedy instead of a celebration of a newborn. Even during the 

easiest of deliveries, one would want a supportive hand close by. It 

is therefore not difficult to understand how in most of the 

developing world, women are so anxious during their pregnancies 

and at the delivery, bearing in mind the fragility of their own lives 

and that of the child they are bearing. 

 

For me, this gathering today serves to renew our pledge to 

collective and determined efforts. We must succeed in engaging as 

many community members as it takes, to bring about the change 

we urgently need. There exists however, a number of actions that 

are making a difference in eliminating the fatalism surrounding 

childbirth in many developing countries. This is an opportunity to 
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learn from positive experiences, in the fight against maternal 

death from global to regional to national standpoints. I will talk 

about Rwanda since it is a place that I can comfortably at least 

claim that I fairly know. I have aligned my intervention based on 

the framework of the 4 themes that are going to guide us in the 

coming 2010 campaign. 

 

The first theme is to have more resources for maternal, newborn 

and child health. This has two components ; on one hand increase 

domestic resources in Rwanda ; we do so year after year and on 

the other hand we do advocate for more donor financial 

committment. The second theme is to add maternal mortality as a 

key indicator of a functional health system. During its 2009 

retreat, the government has put it as a national, key priority. It is 

monitored through the social cluster and reported to the Prime 

Minister’s Office every two months. To ensure that, the ministry 

of health has set-up a timely monthly assessment  called maternal 

death audit. This audit puts a face and a name behind each 

statistic.  This monitors maternal deaths at all places where they 

can occur such as in hospitals, health centers and community that 

provide information on circumstances of maternal deaths and 

identify correct measures to prevent similar deaths.  
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This system has allowed Rwanda to identify weaknesses and 

dangers at all levels and work on solutions. Some exciting results 

that need to be confirmed through the next Demographic Health 

Survey planned for this year is that from  8 maternal deaths a day, 

we now have less than 1 death a day, 1 death every 36 hours and 

that is still unacceptable.   

 

The third theme is training, recruiting and retaining more health 

workers. We innovate by using a community approach. Each 

village comprising of 100 – 200 houses elects 3 community health 

workers ; 1 of them is a maternal assistant dedicated solely to 

maternal health. They follow-up on pregnancies, counsel mothers 

and advise them to deliver in the health facilities ; they continue 

to follow up on her after leaving the healthcare facility. Since they 

are elected by the community, the ministry of health trains them 

and retains them by performance based financing, meaning they 

are paid for each service they provide to the community.  

 

The fourth theme is to remove barriers to qualify health care for 

women and children. We have removed financial barriers through 

a community based insurance called mutuelles. The mutuelle 

costs $2 a year/ person. Mutuelle population coverage has 

increased from 3% in 2002 to 85% in 2008. The government pays 

the premium for the poorest. We have removed infrastructural 
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barriers by bringing the services to  the heart of the community 

through the 3 community health workers ; among them is the 

maternal assistant. Rwanda has a target to keep and solve 80% of 

health problems  at the community level with the participation of 

the community. We also work on removing  the quality barrier 

using finance based perfomance whereby healthcare givers are 

paid according to the quality of services that they provide. 

 

In addition to what has been said that can be related to the 2010 

campaign, we have in Rwanda implemented other strategies that 

can explain the achievements that have been attained in the past 3 

years, such as: 

• Reinforcement of family planning, with intake of services 

multiplied by almost 3 (from 10% – 27% in 3 years). We  

reinforce this success using community mobilization by 

leaders on  the use of contraceptives; we have started a 

community based distribution of injectable contraceptives, 

in all villages to reduce geographic inaccessibility.  

 

• Promotion of the emergency obstretical and neonatal care 

by the training of 2 health professionals in each health 

facility along with community mobilization to increase 

assisted childbirth, HIV testing and free PMTCT services for 
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those who are found HIV positive; accessibility to antenatal 

care by creating antenatal clinics and maternity wards 

throughout the country with a plan to cover the 420 health 

centers; administrative reforms through effective  territorial 

decentralization and direct responsibility of districts mayors 

for maternal and child death. Mayors sign a performance 

contract which has health indicators such as malaria, HIV, 

alongside other components like economic growth, social 

issues. Each mayor is accountable to the President of the 

Republic.  

• Another innovation is the mother and child health week that 

are conducted twice a year. They comprise of an integrated 

package of interventions for prevention for maternal and 

child death and sensitization on family planning.  During 

that week we promote antenatal consultations and how to 

recognize signs of danger and risk factors during pregnancy, 

for the newborns and young children. These weeks are also 

an occasion to raise awareness on breast feeding, the fight 

against HIV/AIDS, vaccination, community health 

insurance, hygiene, nutrition and prevention of malaria and 

TB.  

 

All this is being achieved thanks to good governance, policies, 

strategies, laws, protocols and guidelines that were developed and 
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adopted. For these activities to be rooted in the long-term, there 

are definitely ingredients needed: leadership at all levels, 

commitment and solidarity, strong political will and innovative 

responses. We need convincing political leaders, innovators, 

entrepreneurs, and visionaries who understand and act on the 

problem of maternal mortality in the context of economic 

development. 

 

The key to our achievements was a strong coordination by the 

government of all Interventions (public, private, multilateral, 

NGO, bilateral) related to reproductive health. The country did so 

using the 3 ONE approach meaning 1 authority - the government 

of Rwanda - 1 action plan, 1 monitoring and evaluation plan. This 

strong  coordination ensures the respect of the participative 

approach  at all levels of activity from the identification, 

implementation and M&E. It also ensures that the action plan is 

inspired by our vision, guided by our policies and our strategies. 

This is the only way of having quick wins in a sustainable manner. 

 

Despite these achievements, challenges remain at all levels. At 

family and community level, there is an awareness gap in services 

provided by the government. We need to increase and sustain a 

continuum training of maternal assistants so that can rapidly 

detect the complications and transfer patients to health facilities. 
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Our unique landscape makes the work of transporting mothers in 

labour quite difficult. One way rural communities are overcoming 

this is by mobilizing young people to carry mothers in traditional 

stretchers. We  are seeing increased improvements in our national 

infrastructure and with that comes better road networks; more 

ambulances are now being acquired by district hospitals – 

currently there are three ambulances per district but plans are to 

increase this to ten.   

 

The problem of health care providers i.e. nurses, GPs and 

gynecologists for specialized care continue to register huge gaps in 

terms of numbers and quality thus ensuring  the integration of 

maternal and child health service in the basic care with a holistic 

approach. Another challenge is to assure the sustainability and 

predictability of resources to fight maternal mortality. 

 

What can we do to ensure that MDG 5 targets are met? Let us 

challenge ourselves, as maternal and child health advocates, to 

focus our individual and collective energies – more than ever – on 

accelerated action.  

 

Where will we find these funds? Are our governments ready to 

review budgets allocated to health? 
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Recently, we have seen the western world rise as one to face the 

financial crisis. First, there was the G8 followed by the G20 urgent 

plans to avoid bankruptcy in financial institutions and numerous 

consultations to rapidly mitigate the crisis. This is the kind of 

momentum we need to see, primarily from the concerned 

countries, in order to eradicate maternal mortality. 

 

I am still full of hope for we have all seen the great outcome of 

international solidarity, even in complicated areas such as the 

struggle against HIV/AIDS. If it weren’t for this team spirit, we 

never would have had exceptional mechanisms such as the Global 

Fund to fight HIV/AIDS, Tuberculosis and Malaria, or PEPFAR. 

We should be inspired by the successes in the fight against this 

pandemic and devise ways of adding these two components to the 

GF mandate. 

 

Ladies and Gentlemen 

 

Those of us in this room have committed ourselves to this very 

worthwhile cause – we are the voice and face we need to deliver 

on our obligation to ensure that mothers and children have a 

healthy future.  
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I would like to end by thanking Mrs. Sarah Brown for graciously 

hosting us today, and for never failing to remind us of our duty to 

fight for mothers and children. 

 

Thank you very much. 

 

 

 


