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Abstract  

Introduction: The Millennium Development Goals (MDGs) 2015 are the eight international development goals adopted by the Millennium Summit 

of the United Nations in 2000 to which Rwanda is signatory. In 1990, Rwanda was at least one of the Sub-Saharan Africa countries with poor 

performance on health-related MDGs indicators. To date, despite the setbacks caused by the 1994 genocide, impressive performance is registered. 

The objective of the study is to document Rwanda gradual progress to achieving the health-related MDGs 2015 targets from 1990 to 2014/2015. 

Methods: The study is retrospective and comparative documenting the period of 1990 to 2014/15. Results: The performance of Rwanda on 

health-related MDGs 2015 targets is impressive despite the negative effects of the 1990-1994 civil wars and the 1994 genocide against Tutsi on 

1990's levels. In effect, out of 17 health-related MDGs indicators, eleven (11) registered "remarkable" performances, i.e. reached global levels or 

fastened Vision 2020 targets attainment, two (2) registered "good performances", i.e. reached basic or revised own targets exhibiting overall 

impressive performance, while four (4) "weaknesses" are observed, i.e. accused gaps until now. The good governance, Vision 2020 effective 

implementation, consistent resources invested in health sector and the Rwanda Universal Health Coverage implementation contributed greatly to 

achieving the above health-related MDGs 2015 performance. Conclusion: Rwanda performance of health-related MDGS 2015 targets is 

impressive. However, some relative gaps still persist, and hence should be prioritized while implementing the emerging Sustainable Development 

Goals. 
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Introduction 

 

The Millennium Development Goals (MDGs) are the eight 

international development goals that were established and adopted 

by the Millennium Summit of the United Nations in 2000 to which 

Rwanda is signatory. These goals are the following: Goal 1: 

eradicate extreme poverty and hunger; Goal 2: achieve universal 

primary education; Goal 3: promote gender equality and empower 

women; Goal 4: Reduce child mortality; Goal 5: improve Maternal 

Health; Goal 6: combat HIV/AIDS, Malaria and other diseases; Goal 

7: ensure Environmental Sustainability, and Goal 8: develop a Global 

Partnership for Development [1]. The first seven goals are mutually 

reinforcing and are directed at reducing poverty in all its forms. This 

study addresses only the first, fourth, fifth, sixth, and the seventh 

health-related goals. The last (8th) goal is also concerned by the 

study as a contributing factor to achieve them. The targets and 

related indicators are presented in the results section. As regard to 

the MDGs implementation and Performance, Rwanda displays a 

unique case. In 1990, Rwanda was one of the Sub-Saharan Africa 

(SSA) countries with poor performance on health-related MDGs 

indicators worsened by the civil war from 1990 to 1994 and the 

1994 genocide against Tutsi [2, 3]. Whereas most of the 

publications on Rwandan health-related MDGs focus only on the 

status aspect without providing a comprehensive and global view of 

the situation, this study addresses the gap identified by providing 

following additional information: Persisting gaps up to date; 

Variation from 1990 up to 2015 including the setbacks resulted from 

the 1994 genocide against the Tutsi and health gain (from 2000) 

achieved during the MDGs lifetime; Contributing factors that 

stimulated and improved performance; and Comparison of current 

status with WHO African Region and WHO Global Region standards. 

  

The aim of this study is to document Rwanda gradual own progress 

to achieving the MDGs 2015 health-related targets from 1990 to 

2014/2015. Specifically, the study: (1) presents current status of 

concluded Rwanda health-related MDGs 2015 and thus constituting 

the baseline for the emerging SDGs; (2) determines variation from 

the year 1990 to 2014/2015 including the setbacks resulted from 

the 1994 genocide against Tutsi; (3) highlights persisting gaps up to 

date; (4) compares current status with international levels and; (5) 

examines potential contributing factors that stimulated improvement 

and fastened targets attainment. 

  

  

Methods 

 

This is a retrospective and comparative study documenting the 

period of 1990 to 2015. Periodic national surveys and existing 

international relevant reports on the topic along with extensive desk 

review on related data have been conducted. The basic universal 

official indicative and unanimous goals issued by United Nations 

(UN) MDGs 2000 and the recent UN 2015 MDGs Report [4] have 

been utilized with regards to MDGs goals, targets and indicators to 

measure the progress and compare the Rwanda status with 

worldwide status. Rwanda own tracked sub-indicators were 

excluded if no comparative data was retrieved in recent reviewed 

WHO and UN MDGs reports. As all Rwanda health-related MDGs 

indicators were dramatically reversed during the horrors of early 

1990s, some of them were referred to 2000 levels as starting line in 

the attempt of setting realistic basic indicators and targets. Along 

the MDGs 2015 lifetime, some Rwanda basic targets were revised 

by the Government of Rwanda (GOR) in order to adapt them to the 

Vision 2020 [5] expectations. Revisions were done according to 

observed and evidence-based improvements in the Rwanda 

epidemiological profile, the Rwanda macro-economy, and the 

Rwanda social health sector. These revisions were found in the 

Economic Development and Poverty Reduction Strategy 2008-2012 

(EDPRS1) [6]. Latest revised targets set for 2015 have been 

supplied by the Result Framework on Third Health Sector Strategic 

Plan 2012-2018 [7] and by the MDGs Rwanda Progress Report 2013 

[8]. 

  

  

Results 

 

The results are framed around the (i) Gradual progress from the 

starting line (1990) to 2015 comprised in main results' section and 

in Figure 1, Figure 2, Figure 3; (ii) Performance of main Rwanda 

MDGs indicators between 1990 and 2014/2015 illustrated by Figure 

4; (iii) Persisting gaps up to date. If any, the gap is presented in 

simple deviation (Actual-Target) from the target and not in relative 

((Actual-Target)/Target)*100 to avoid any confusion. As advantage, 

the gap presented using "Actual-Target" will keep the same nature 

of indicator defined in absolute number instead of transforming all 

gaps in percentages. (iv) Contributing factors that stimulated and 

improved performance. 
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GOAL 1: eradicate extreme poverty and hunger 

  

Target 1: Between 1990 and 2015, halve the proportion of 

people living below the poverty line 

  

Indicator 1: proportion of population living below the 

poverty line 

  

Globally, the poverty line indicator was defined by "the proportion of 

the population living on less than $1 a day" [1] and presently less 

than $1.25 a day [4]. According to the first Integrated Household 

Living Conditions Survey (EICV1 2000/2001) [9], the Rwandan 

national poverty line defined in 2001 was calculated at RWF 64,000 

and the extreme poverty line was calculated at RWF 45,000 

constant prices 2001 per annum per adult equivalent. The poverty 

line indicator was 47.5% in 1990 [10], 77.8% in 1994 [10], 60.4% 

in 2000/2001 [9], 44.9% in 2010 [11] and dropped to 39.1% in 

2013/2014 [12]. To be realistic, Rwanda decided to set the target at 

halving the 2000/2001's poverty line i.e. 30.2% by 2015, not 

achieved, instead of halving the 1990s' level i.e. 23.8%. In the same 

period, the extreme poverty rate in Rwanda fell from 41.3% in 

2000/2001 [9] to 16.3% in 2013/2014 [12]; the Rwanda own basic 

target set i.e. the half of 2000/2001 level (20.7%) was achieved. 

  

Target 2: Between 1990 and 2015, halve the proportion of 

people who suffer from hunger 

  

Indicator 4: prevalence of underweight children under-five 

years of age 

  

Weight-for-age (underweight): The 1992's level of that form of 

malnutrition was 29% [13], 37% between 1994-1997, 24.3% in 

2000, 18% in 2005, 11% in 2010/2011 whilst the recent status of 

the indicator was 9% [14], revealing the achievement of the basic 

target set at 14.5% by 2015. 

  

Height-for-age (stunted): The 1992's level was 48% [13], 43% 

in 2000, rose to 51% in 2000, declined to 44% in in 2010/2011, and 

thirty-eight percent (38%) of children were stunted [14], according 

to RDHSV 2014/2015; the basic target is not achieved and the gap 

is 14% of reduction compared to basic target set at 24% and 

revised at 24.5% [8]. 

  

Weight-for-height (wasted): In 1990, in Rwanda, the 

percentage of under-five children wasted was 4% [13], rose to 7% 

in 2000 decreased to 5% in 2005, 3% in 2010/2011 and to 2% in 

2014/2015 [14]. The related Rwandan target set at 2% by 2015 

was then achieved. The progress achieved by Rwanda in reducing 

malnutrition is illustrated by the Figure 1. 

  

GOAL 4: reduce child mortality 

  

Target 5: Between 1990 and 2015, reduce the under-five 

mortality rate by two-thirds 

  

Indicator 13: under-five mortality rate per 1000 live births 

  

In 1990, the indicator was 151.8 deaths/1000 [2], rose to 247/1000 

in 1994 [2], decreased to 196.2 in 2000, 152% in 2005, 76% in 

2010/2011 and to 50 deaths /1,000 in 2014/2015 [14] as illustrated 

by Figure 2, attaining exactly the basic target set at 50 /1000 by 

2015. The gap worth 20 deaths to be reduced persists compared to 

the Rwanda revised target set at 30 deaths per 1000 live births [7]. 

  

Indicator 14: infant mortality rate per 1000 live births 

  

From 85/1000 in 1990 [2] , the indicator increased to 137 /1000 in 

1994 [2] and declined to 107% in 2000, 86% in 2005, 50% in 

2010/2011 up to 32/1,000 in 2014/2015 [14] as indicated by Figure 

2. Neither the basic target set at 28/1,000 nor the revised target set 

at 25/1,000 [7] were achieved. The persisting gap is 7 death /1,000 

of reduction. Rwanda tracked also neonatal mortality rate per 1000 

since 2000; it recorded 44% in 2000, 37% in 2005, 27% in 

2010/2011 and 20% in 2014/2015 [14]. 

  

Indicator 15: proportion of one-year-olds children 

immunized against measles 

  

The indicator dropped significantly from 83% in 1990 [13] to 42% 

in 1994-1995 [10] and rose gradually up to 95.2% in 2014/2015 

[14], achieving the revised target set at 95%. 

  

Indicator 16: Maternal Mortality Ratio (MMR) per 100,000 

live births 

  

The indicator was estimated at 1400/100,000 in 1990 [13], jumped 

to 2300/100,000 in 1995 [2] and declined to 1071 in 2000, 750 in 

2005, 476 in 2010/2011 up to 210/100,000 in 2014/2015 [14] 

versus 268/100,000 as initial own target based on 2000 level worth 
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1071/100,000 as illustrated by the Figure 3. The target is then 

surpassed. 

  

Indicator 17: proportion of births attended by skilled health 

personnel 

  

The indicator decreased from 25% in 1990 (RDHSI) [13] to 19% in 

1996 [2], gradually increased to 35%, 39 %, 69% and 90.7% in 

years 2000, 2005, 2010, and 2014/2015[7]; the basic target set at 

75% by 2015 is surpassed. 

  

Target 7: By 2015, to have halted and begun to reverse the 

spread of HIV/AIDS 

  

Prevalence of HIV prevalence amongst men and women 

aged 15-49 years 

  

A comprehensive survey conducted in five HIV sero-surveillance 

sentinel sites revealed a HIV prevalence rate of 11.2% in 2000 

[15]. The systematic survey conducted national wide in 2003 

revealed a HIV prevalence worth 5.1% among general population 

aged 15-49 years [16] and two years later at 3% [17]. Since then to 

present, the HIV prevalence remains the same (3%) [14]. It should 

be naïve to confirm that the basic target set at 5% by 2020 [5] was 

attained within 3 years of MDGs implementation; the explanation 

could be that the later target (5%) was set using data issued by 

surveys conducted in sentinel sites with a high exposure risk. 

  

Target 8: By 2015, to have halted and begun to reverse the 

incidence of malaria and other major diseases 

  

Indicator 21: prevalence of death rates associated with 

malaria 

  

Between 1995 and 2003, uncomplicated malaria represented over 

50% of all consultations, whilst the mortality rate for malaria cases 

was 51% in 2000 [2]. In 2012, malaria cases were only 5.2% and 

the mortality rate was 5% corresponding to 90% of relative 

reduction for morbidity and mortality [18]. This score reveals the 

fastened achievement of revised target set at 5% for Vision 2020 

reflecting an impressive progress in halting and reversing the 

epidemic. Unfortunately, the disease is resurfacing since 2013/2014. 

  

 

 

Indicator 23: incidence associated with tuberculosis 

  

According to data on Tuberculosis (TB) for Rwanda in 2012/2013 

[7], the indicator declined from 98/100,000 in 2000 to 69/100,000 

in 2013; therefore, the incidence is halted and reversed. 

  

GOAL 7: ensure environmental sustainability 

  

Target 10: by 2015, halve the proportion of people without 

sustainable access to safe drinking water 

  

Indicator 29: proportion of population with sustainable 

access to an improved water source 

  

The indicator increased from 64.1% in 2000 to 84.8% in 2014 

according to EICV4 2013/2014 surpassing the target set at 82% by 

2015; the indicator has been revised upwards 100% by 2017/2018 

[7]. 

  

Target 11: by 2020, achieve a significant improvement in 

the lives of slum dwellers 

  

Indicator 30: proportion of population with access to 

improved sanitation facilities: The indicator increased from 

51.5% in 2000 to 83.4% in 2014/2015 according to EICV4 

2013/2014; thus, the basic target set by 2020 at 74.5% was 

achieved [12]. The Figure 4 where 2000 year's levels represent 

100% illustrates the performance of main Rwanda MDGs indicators 

between 1990 and 2014/2015. 

  

Contributing factors: The literature review shows that amongst 

numerous contributing factors of the above achievements, the good 

governance, especially good governance in health is unanimously 

ranked first. This is in accordance with the study on the good 

governance and health [19]. The literature review shows also that 

Vision 2020 [5] is one of potential contributing factors. The 

implementation of derived Health Vision 2020 aiming at providing 

sustainable financial resources for universal access to health care for 

all citizens" i.e. Universal Health Coverage (UHC) by 2020 stimulated 

positive health-related MDGs outcomes. Derived health sector 

reform [20], sound health policies and strategies lead to UHC 

implementation and stimulated improvement of health-related MDGs 

performance. Therefore, the Vision 2020 is also unanimously 

deemed potential contributing factor. The sections below examine 

closely the role played by Goal 8 and UHC implementation as third 
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and fourth contributing factors respectively, assuming that the 

aforementioned respective roles of good governance and Vision 

2020 are indubitable. 

  

GOAL 8: implementation as third contributing factor 

  

Our results on Goal 8 are not effective measures focusing only on 

target 13 as originally formulated i.e. "Make essential drugs 

available and affordable to all who need them". Rather, our results 

intend to examine the role played by Goal 8 on "Global Partnership 

for Development" in the Rwanda health sector priorities, and on its 

comparison with WHO African Region and with WHO Global. 

According to World Health Statistics 2015 Part II, the total health 

expenditure per inhabitant per year was US$9 for Rwanda in 2000, 

US$34 for WHO African Region and US$487 globally. The external 

resources for health as share (%) of total health expenditure on 

health was estimated at 52% in 2000 for Rwanda, at 7% for the 

WHO African Region and at 0.3% globally [21]. For Rwanda, this 

total per capita allocation was too low compared to US$34 constant 

prices in 1997 as recommended by the 2000 WHO's Commission on 

Macroeconomics and Health. According to the Rwanda National 

Health Accounts 2006, this target was almost attained by Rwanda in 

2006 with US$33.9 (100%) out of which households contributed 

US$ 8.8 (25.96%), the private sector US$0.7 (2.06%), Donors 

US$18(53.10%) and the Government of Rwanda (GOR) US$6.4 

(18.88%). According to Global Health Statistics 2015- Part II [22], 

the total health expenditure per capita for Rwanda was US$ 70 in 

2012 out of which 45.1% was funded by external resources versus 

52% of US$9 in 2000. The 2012 amount is two times higher than 

the 2000 WHO's Commission Target worth US$34 and near eight 

times higher than the 2000 Rwanda level worth US$9. For the WHO 

African Region, the total health expenditure per capita ratio was 

estimated at US$105 in 2012 out of which 11.5% was funded by 

external versus 7% of US$34 in 2000. For Global, 0.3% out of 

US$487 was registered in 2000 versus 0.5% out of US$1025 in 

2012. Therefore, relatively, for the periods 2000-2012, Rwanda 

benefited from external funding more than globally while nominally 

it is less funded than the both WHO regions. According to the Mid 

Term Review 2011 of HSSP II [23] from 2006 to 2011, 29% and 

37% out of all external assistance went to Performance-Based 

Financing (PBF) and to Community Based Health Insurance (CBHI) 

respectively, demonstrating the importance of these two health 

reform drivers on which Rwanda UHC is built, with regards to 

external funding allocation during the MDGs 2015 lifetime. Thanks 

to the efforts of the GOR and the International Community 

partnering in health, the total health budget as share of total 

national budget (%) increased from 8.5% in 2000 to 16.05% in 

2012/2013 and to 24% in 2013/2014 [21, 24] surpassing the 15% 

required under Abuja Declaration 2001.This share increased from 

7.9% to 11.4% and from 12.9% to 14.1% in 2000 and 2012 for 

WHO African Region and WHO Global respectively. The required 

resources availability, from internal and via Goal 8 implementation, 

their efficient management have gradually allowed Rwanda to 

fasten the attainment of current impressive health-related MDGs 

outcomes [25-27]. 

  

UHC implementation as fourth contributing factor: The WHO 

defines UHC as ensuring that (i) all people can use the promotive, 

preventive, curative, rehabilitative and palliative (ii) that is defined 

as health services they need, of sufficient quality to be effective, (iii) 

while also ensuring that the use of these services does not expose 

the user to financial hardship [28]. Precisely, the three dimensions 

of UHC as presented above are described in the WHO conceptual 

framework on the WHO "UHC Cube". This framework describes: (i) 

who is covered; (ii) which services are covered; and (iii) which 

proportion of the costs is covered (financial-risk protection) [29] The 

literature review shows that, thanks to the MDGs 2015, the Rwanda 

UHC was implemented before the adoption of the World Health 

Assembly (WHA) 58/2005/REC/1 issued by the Fifty-eighth WHA 

held in Geneva from the 16th to the 25th of May 2005. This was 

steered by moving away from user fees towards sustainable health 

financing and universal coverage using social health insurance. The 

GOR anticipated the UHC implementation through health reform, 

integrating health financing and health service delivery, quality 

health care and equity [7], namely: (i) Community-Based Health 

Insurance (i) Community-Based Health Insurance (CBHI) [30-32] (ii) 

Performance-Based Financing (PBF) [33-35] now linked with 

accreditation; the built [23, 26, 27]; (iii) Quality Assurance of health 

services (QA) [7, 36] and (iv) the Community Health Program [37-

40] The gradual implementation of health financing mechanisms 

and health interventions people-centered deriving from Health 

Vision 2020 allowed R wanda to better performing towards current 

Rwanda UHC level while stimulating the health-related MDGs 

outcomes [7, 27, 28, 41]. 
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Discussion 

 

The discussion of results is mainly framed around the comparison of 

the Rwanda current status with the WHO African Region as, on 

average, one of lower performing standards amongst developing 

countries; and with the WHO Global deemed, on average, the 

higher performing standard. As Rwandan health-related indicators 

were ranked amongst the worst in 1990, situation exacerbated by 

the 1990s horrors, the achievement of respective basic or revised 

own target is considered as good performance; the attainment of 

the global level or the fastened attainment of the 2020 targets is 

considered as remarkable performance while the persisting gap, if 

any, is considered as weakness. 

  

Indicator 1: proportion of population living below the 

poverty line: The official indicator allowing comparison of poverty 

level worldwide is the Population living on less than a $1 Power 

Purchasing Party (PPP) international dollar a day (<$ 1PPP int. $). 

For the 2007-2013 period, the indicator was 63% for Rwanda, 47% 

for African Region, 43.6% for Low Income Countries, 22.7% for 

Lower Middle Income Countries (LMIC) and 14.6% for the Global 

level, showing that Rwandan poverty line is higher than all WHO 

regions [38] and thus, the weakness is here considered. 

  

Indicator 4: prevalence of underweight children under-five 

years of age: Registers 9% in Rwanda in 2014/2015 [14] 

surpassing the basic target set at 14.5% ,and thus the remarkable 

performance is noted. In sub-Saharan Africa, the underweight rate 

has fallen from 29% in 1990 to 20% in 2015, i.e. only 31.03% 

instead of 50% required. Worldwide, the rate decreased from 25% 

in 1990 to 14% in 2015, i.e. 44% still less than 50% required [4]. 

  

Height-for-age (stunting): Currently, thirty eight percent (38%) 

of Rwandan children under-five years of age are stunted. The 

indicator decreased from 48% in 1990 to 38% in 20114/2015 i.e. 

reduced by 21%; the basic target set at 24%, i.e. the half of the 

1990 level is not achieved, and thus the weakness is noted. 

According to UN MDGs Report 2015, for all WHO regions, the 

indicator decreased except in WHO African Region where the 

number increased by about one third between 1990 and 2013 [4]; 

the related exact data is not retrieved for the two WHO regions. 

  

Weight-for-height (wasting): For Rwanda, the indicator is 2% 

by 2014/2015 [14]; the target set exactly at 2% by 2015 is 

achieved. For the periods 2007-2014, Rwanda registered 3%, 

10.3% for SSA and 7.7% for Global [4]. This nutritional condition is 

seen as remarkable performance. 

  

Indicator 13: under-five mortality rate per 1000 live 

births: The Rwandan indicator estimated at 50/1,000 in 2014/2015 

[14] is between the regional worth 90.1/1000 and the global worth 

45.6 deaths/1000 [22]. Having achieved exactly the basic target set 

at 2015, it is to be considered as good performance. 

  

Indicator 14: infant mortality rate per 1000 live births: The 

indicator was estimated at 32 deaths/1000 in 2014/2015 (RDHSV) 

from 85/1000 in 1990, 137/1000 in 1994 and 107/1000 in 2000. 

Even though the basic revised and revised targets set at 28 and 25 

deaths/1000 by 2015 respectively are not achieved, the indicator 

has reached and surpassed a bit the 33.69/1000 live births reported 

for the global level [22] and thus, considered as remarkable 

performance. 

  

Indicator 15: proportion of one-year-old children 

immunized against measles: The indicator was estimated at 

95.2% in 2014/2015 [14] versus 95% as revised target and thus 

achieved. The comparison with WHO African Region and globally 

shows that 74% and 84% among one-year-olds were immunized 

against measles in 2013 respectively [22], exhibiting remarkable 

performance. 

  

Indicator 16: MMR per 100,000 live births: For Rwanda, the 

indicator was estimated at 210/100,000 in 2014/2015 [14] versus 

268 /100,000 as basic target and qualified as remarkable 

performance. In effect, the indicator has reached exactly the global 

level i.e. 210 deaths /100,000 live births whilst the WHO African 

Region accounted 960 deaths/100,000 [22]. 

  

Indicator 17: proportion of births attended by skilled health 

personnel: For Rwanda, the indicator was 90.7% in 2014/2015 

[14] versus its own basic target set at 75% and thus considered as 

remarkable performance. In effect, the Rwandan indicator surpasses 

the WHO African Region's worth 51% between 2007 and 2013 [22] 

and the global one worth 74% in 2014 [4]. 

  

HIV prevalence amongst men and women aged 15-49 

years: With regards to HIV prevalence, the indicator declined from 

2,554/100,000 to 1,659/100,000 for Rwanda, from 3,221/100,000 

to 2,669/100,000 for WHO African Region, and increased from 

http://www.panafrican-med-journal.com/content/article/31/56/full/#ref38
http://www.panafrican-med-journal.com/content/article/31/56/full/#ref14
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490/100,000 to 500/100,000 for WHO Global, between 2001 and 

2013 [22].The Rwanda HIV/AIDS prevalence is better than WHO 

African Region and worse than globally. Besides, the fastened 

achievement of 3% since 2005 versus the target set at 5% by 2020 

is found as remarkable performance. 

  

Indicator 21: prevalence of death rates associated with 

malaria: For Rwanda, the malaria morbidity and mortality reduced 

by 90% from 2000 to 2012. Between 2000 and 2015, the global 

malaria incidence rate has fallen by an estimated 37% and the 

mortality rate by 58% [22]. The malaria incidence accounted 

5,673/100,000 for Rwanda, 18,526/100,000 for the WHO African 

Region i.e. three times higher than Rwanda, and 3,744/100,000 

worldwide in 2013/2014 i.e. to-third lower than Rwanda [22]. 

Rwanda is less affected by the epidemic than WHO African Region 

and more affected than Global. The fastened attainment of the 

target set at malaria morbidity worth 5% by 2020 versus 50% 

between 1995-2003 is considered as remarkable performance. 

  

Indicator 23: incidence, associated with tuberculosis: The 

TB incidence rate per 100,000 declined by 30% from 98/100,000 in 

2000 to 69/100,000 in 2013 in Rwanda while it declined from 

337/100,000 to 280/100,000 in 2013 for the WHO African Region 

and from 152/100,000 in 2000 [22] to 126/100,000 worldwide. The 

two WHO regions are more affected by the TB than Rwanda and 

thus, the remarkable performance is noted. 

  

Indicator 29: proportion of population with sustainable 

access to an improved water source: The indicator was 

estimated at 84.8% in 2014 ( EICV4) [12] versus the target set at 

82% by 2015 and thus, the good performance is here noted; the 

indicator was estimated at 66% and at 91% in 2014 for WHO 

African Region and for WHO Global respectively, Rwanda is more 

served than WHO African Region and is less served than globally. 

  

Indicator 30: proportion of population with access to 

improved sanitation facilities: The indicator increased from 

51.5% in 2000 to 83.4% in 2014/2015, surpassing the WHO Global 

which increased from 54% to 68% between 1990 and 2015; 

Rwandan higher sanitation conditions than Global is to be 

considered as a remarkable performance. Following indicators are 

not discussed above: (i) Neonatal Mortality indicator worth 20 

deaths/1000 versus 44.7 deaths/1000 and 30.5 deaths/1000 for 

WHO African Region and WHO Global respectively, the remarkable 

performance is noted; (ii) Antenatal care (4ANC) indicator worth 

43.9% versus related target set at 50% by 2015 and (iii) 

contraceptive prevalence (modern methods) indicator worth 54% 

versus revised target set at 70% by 2015 [7] are considered as 

'weaknesses'. 

  

  

Conclusion 

 

The performance of Rwanda on the health-related Millennium 

Development Goals (MDGs) 2015 targets is impressive despite the 

negative effects of the 1990-1994 Civil War and the 1994 genocide 

against the Tutsi on basic 1990's levels. In effect, out of 17 health-

related MDGs indicators and sub-indicators assessed including the 

three not discussed, eleven attained global levels or fastened 

attainment of the 2020 targets, two achieved basic or revised 

country targets and only four indicators show persisting gap. The 

good governance in health, the health Vision 2020 effective 

implementation, consistent mobilized resources from internal and 

external, and Rwanda Universal Health Coverage implementation 

have greatly contributed and stimulated improvement of above 

impressive health-related MDGs performances. Gaps still observed 

should be prioritized while implementing the emerging Sustainable 

Development Goals and the current gains should be preserved and 

improved. 

 

What is known about this topic 

 The status of some health-related MDGs isolated targets 

in Rwanda. 

What this study adds 

 Presentation of the status of health-related MDGs targets 

in Rwanda in a more holistic manner; 

 Comparison of the status of health-related MDGs targets 

in Rwanda with regional and global levels; 

 Discussion on possible contributing factors of Rwandan 

performance in achievement of health-related MDGs 

targets. 

  

  

Competing interests 

 

The authors declare no competing interests. 

  

  

http://www.panafrican-med-journal.com/content/article/31/56/full/#ref22
http://www.panafrican-med-journal.com/content/article/31/56/full/#ref22
http://www.panafrican-med-journal.com/content/article/31/56/full/#ref22
http://www.panafrican-med-journal.com/content/article/31/56/full/#ref22
http://www.panafrican-med-journal.com/content/article/31/56/full/#ref12
http://www.panafrican-med-journal.com/content/article/31/56/full/#ref7


Page number not for citation purposes 8 

Authors’ contributions 

 

Médard Nyandekwe had the initial idea for the study and he 

collected data. Médard Nyandekwe, Jean Baptiste Kakoma and 

Manasse Nzayirambaho contributed to the design of the study, data 

analysis, writing and review of the manuscript. All authors read the 

draft, provided feedback, and approved the final draft. 

  

  

Figures 

 

Figure 1: Evolution of the nutritional health status from 1990 to 

2014/2015 

Figure 2: Trend in childhood mortality (deaths per 1000 live births) 

from 1990 to 2014/2015 

Figure 3: Trend in maternal mortality ratio (deaths per 100,000 live 

births) from 1990 to 2014/2015 

Figure 4: Trend of main indicators’ performance from 1990 to 

2014/2015 compared to respective 2000 level 

  

  

References 

 

1. United Nations. General Assembly resolution A/RES/55/2: 

United Nations Millennium Declaration. Accessed 24 Aug 2016. 

 

2. Statistical Dept, Rwanda. Indicateurs de Développement Du 

Rwanda, Issues 5-6. Accessed 29 Jul 2016. 

 

3. Banque Mondiale - Région Afrique. Sante et pauvrete au 

Rwanda : Reconstruire et reformer les services de sante dans 

la perspective des objectifs du millenaire pour le 

développement (OMD). 2005. (Accessed 15 Jul 2016). 

 

4. The United Nations. The Millennium Development Goals 

Report. 2015. Accessed 20 Aug 2016. 

 

5. Government of Rwanda. RWANDA VISION 2020. Accessed 26 

Feb 2014. 

 

6. International Monetary Fund. Rwanda: Poverty Reduction 

Strategy Paper. March 2008 IMF Country Report No. 08/90. 

Accessed 16 Jun2016. 

 

7. Government of Rwanda, Ministry of Health. THIRD HEALTH 

SECTOR STRATEGIC PLAN JULY 2012 – JUNE 2018. 2012. 

Accessed 18 May 2016. 

 

8. UNDP in Rwanda. Millennium Development Goals Rwanda Final 

Progress Report: 2013. 2015. Accessed 30 Jun 2016. 

 

9. National Institute of Statistics of Rwanda (NISR). Statistical 

report: integrated household living conditions survey in 

Rwanda (EICV - 1, 2, 3). Accessed 23 Aug 2016. 

 

10. UNDP in Rwanda. National Millennium Development Goals 

Report 2003. 2003. Accessed 20 Jun 2016. 

 

11. National Institute of Statistics of Rwanda (NISR). Integrated 

Household Living Conditions Survey 3 (EICV 3). 2010. 

Accessed 20 Jun 2016. 

 

12. National Institute of Statistics of Rwanda (NISR). Integrated 

Household Living Conditions Survey 4 (EICV 4). 2015. 

Accessed 22 Jul 2016. 

 

13. Office National de la Population (ONAPO). Rwanda Enquête 

Démographique et de Santé 1992. 1994. Accessed 30 Jun 

2016. 

 

14. Ministry of Health. Rwanda Demographic Health Survey 2014-

2015. Accessed 30 Jun 2016. 

 

15. Joint United Nations Programme on HIV/AIDS. Report on the 

global AIDS epidemic. June 2000. Accessed 27 Sep 2017. 

 

16. UNAIDS. Report on the Global AIDS Epidemic 2004. Accessed 

30 Jun 2016. 

 

17. Institut National de la Statistique du Rwanda (INSR) and ORC 

Macro. Rwanda Demographic and Health Survey 2005. 2006. 

Accessed 29 Jun 2016. 

 

18. National Institute of Statistics Rwanda. Statistical YearBook 

2012. 2012. Accessed 30 Jun 2016. 

 

javascript:PopupFigure('FigId=1')
javascript:PopupFigure('FigId=2')
javascript:PopupFigure('FigId=3')
javascript:PopupFigure('FigId=4')
https://www.preventionweb.net/publications/view/13539
https://www.preventionweb.net/publications/view/13539
https://books.google.cm/books/about/Indicateurs_de_D%C3%A9veloppement_Du_Rwanda.html?id=M5O2AAAAIAAJ&redir_esc=y
https://books.google.cm/books/about/Indicateurs_de_D%C3%A9veloppement_Du_Rwanda.html?id=M5O2AAAAIAAJ&redir_esc=y
http://documents.worldbank.org/curated/en/172061468336540268/Sante-et-pauvrete-au-Rwanda-Reconstruire-et-reformer-les-services-de-sante-dans-la-perspective-des-objectifs-du-millenaire-pour-le-d-233-veloppement-OMD
http://documents.worldbank.org/curated/en/172061468336540268/Sante-et-pauvrete-au-Rwanda-Reconstruire-et-reformer-les-services-de-sante-dans-la-perspective-des-objectifs-du-millenaire-pour-le-d-233-veloppement-OMD
http://documents.worldbank.org/curated/en/172061468336540268/Sante-et-pauvrete-au-Rwanda-Reconstruire-et-reformer-les-services-de-sante-dans-la-perspective-des-objectifs-du-millenaire-pour-le-d-233-veloppement-OMD
http://documents.worldbank.org/curated/en/172061468336540268/Sante-et-pauvrete-au-Rwanda-Reconstruire-et-reformer-les-services-de-sante-dans-la-perspective-des-objectifs-du-millenaire-pour-le-d-233-veloppement-OMD
http://www.un.org/millenniumgoals/2015_MDG_Report/pdf/MDG%202015%20rev%20(July%201).pdf
http://www.un.org/millenniumgoals/2015_MDG_Report/pdf/MDG%202015%20rev%20(July%201).pdf
http://www.minecofin.gov.rw/fileadmin/templates/documents/NDPR/Vision_2020_.pdf
https://www.imf.org/external/pubs/ft/scr/2008/cr0890.pdf
https://www.imf.org/external/pubs/ft/scr/2008/cr0890.pdf
http://www.moh.gov.rw/fileadmin/templates/Docs/HSSP_III_FINAL_VERSION.pdf
http://www.moh.gov.rw/fileadmin/templates/Docs/HSSP_III_FINAL_VERSION.pdf
http://www.rw.undp.org/content/rwanda/en/home/presscenter/articles/2015/03/31/millennium-development-goals-rwanda-final-progress-report-2013.html
http://www.rw.undp.org/content/rwanda/en/home/presscenter/articles/2015/03/31/millennium-development-goals-rwanda-final-progress-report-2013.html
http://www.statistics.gov.rw/publication/integrated-household-living-conditions-survey-rwanda-eicv-1-2-3
http://www.statistics.gov.rw/publication/integrated-household-living-conditions-survey-rwanda-eicv-1-2-3
http://www.statistics.gov.rw/publication/integrated-household-living-conditions-survey-rwanda-eicv-1-2-3
http://www.ye.undp.org/content/yemen/en/home/library/mdg/national-millennium-development-goals-report-2003.html
http://www.ye.undp.org/content/yemen/en/home/library/mdg/national-millennium-development-goals-report-2003.html
http://catalog.ihsn.org/index.php/catalog/3142
http://catalog.ihsn.org/index.php/catalog/3142
http://www.statistics.gov.rw/datasource/integrated-household-living-conditions-survey-4-eicv-4
http://www.statistics.gov.rw/datasource/integrated-household-living-conditions-survey-4-eicv-4
https://www.dhsprogram.com/pubs/pdf/FR51/FR51.pdf
https://www.dhsprogram.com/pubs/pdf/FR51/FR51.pdf
http://www.moh.gov.rw/fileadmin/templates/MOH-Reports/2014-15_RDHS_final_report.pdf
http://www.moh.gov.rw/fileadmin/templates/MOH-Reports/2014-15_RDHS_final_report.pdf
http://data.unaids.org/pub/report/2000/2000_gr_en.pdf
http://data.unaids.org/pub/report/2000/2000_gr_en.pdf
http://files.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2004/GAR2004_en.pdf
https://dhsprogram.com/pubs/pdf/FR183/FR183.pdf
http://statistics.gov.rw/publication/statistical-yearbook-2012
http://statistics.gov.rw/publication/statistical-yearbook-2012


Page number not for citation purposes 9 

19. Brinkerhoff DW, Fort C, Stratton S. Good Governance and 

Health: Assessing Progress in Rwanda . April 2009. Accessed 

15 Sep 2017. 

 

20. Soeters R, Habineza C. Performance-based financing and 

changing the district health system: experience. 2006. Google 

Scholar 

 

21. WHO. Global Health Observatory Data Repository. 2015. 

Accessed 9 Nov 2016. 

 

22. WHO. World Health Statistics 2015. 2015. Accessed 30 Jun 

2016. 

 

23. International Health Partnership. Rwanda MTR JANS-2011 

FINAL. 2011. Accessed 26 Feb 2014. 

 

24. Rwanda - Ministry of Health. HEALTH SECTOR ANNUAL 

REPORT July 2014-June 2015. Accessed 1 Jul 2016. 

 

25. Paul E Farmer. Reduced premature mortality in Rwanda. 

Lessons from success. BMJ. 2013; 346: f65.PubMed | Google 

Scholar 

 

26. Agnes Binagwaho, Paul E Farmer, Sabin Nsanzimana. Rwanda 

20 years on: investing in life. THE LANCET. 2014; 384( 9940): 

371-375. PubMed | Google Scholar 

 

27. Médard Nyandekwe, Manassé Nzayirambaho, Jean Baptiste 

Kakoma. Universal health coverage in Rwanda: dream or 

reality. Pan Afr Med J. 2014; 17(232). PubMed | Google 

Scholar 

 

28. WHO. What is universal coverage? New UHC Portal launched 

by WHO. Accessed 25 Feb 2014. 

 

29. WHO. Research for universal health coverage: World health 

report 2013. Accessed 15 Sep 2017. 

 

30. Musango L, Doetinchem O, Carrin G. De la mutualisation du 

risque maladie à l’assurance maladie universelle Expérience du 

Rwanda. Accessed 15 Sep 2017. 

 

31. Pathé Diop F, Butera JD. Community-Based Health Insurance 

in Rwanda. 2005. Accessed 25 Sep 2016. 

 

32. Schneider P, Hanson K. Horizontal equity in utilisation of care 

and fairness of health financing: a comparison of micro-health 

insurance and user fees in Rwanda. Health Econ. 2006; 15(1): 

19-31.PubMed | Google Scholar 

 

33. Louis Rusa, Miriam Schneidman, Gyuri Fritsche and Laurent 

Musango. Rwanda: Performance-Based Financing in the Public 

Sector. Cent Glob Dev. 2009. Google Scholar 

 

34. Louis Rusa, Jean de Dieu Ngirabega, Willy Janssen. 

Performance-based financing for better quality of services in 

Rwandan health centres: 3-year experience. Trop Med Int 

Health. 2009 Jul; 14(7): 830-7.PubMed | Google Scholar 

 

35. Louis Rusa, Gyuri Fritsche. Rwanda: Performance-Based 

Financing in Health. Published Online First: 2013.Google 

Scholar 

 

36. Soeters R, Habineza C. Performance-based financing and 

changing the district health system: experience from Rwanda. 

Bull World Health Organ. 2006 Nov; 84(11): 884-

9. PubMed | Google Scholar 

 

37. Rwanda Ministry of Health. National Community Health 

Policy. National Community Health Policy. 2015. Accessed 30 

Jun 2016. 

 

38. Friederike P. Health workers motivation and the role of 

performance based finance systems in Africa: a qualitative 

study on health worker motivation and the Rwandan 

performance based finance initiative in district hospitals. 

London, UK: Development Studies Institute, London School of 

Economics and Political Science. 2009. 

 

39. Jeanine Condo, Catherine Mugeni, Brienna Naughton, Kathleen 

Hall, Maria Antonia Tuazon, Abiud Omwega, Friday Nwaigwe, 

Peter Drobac, Ziauddin Hyder, Fidele Ngabo and Agnes 

Binagwaho. Rwanda’s evolving community health worker 

system: a qualitative assessment of client and provider 

perspectives. Hum Resour Health. 2014 Dec 13; 

12:71. PubMed | Google Scholar 

 

 

https://www.rti.org/sites/default/files/resources/goodgovernanceandhealth-assessingprogressinrwandafinal.pdf
https://www.rti.org/sites/default/files/resources/goodgovernanceandhealth-assessingprogressinrwandafinal.pdf
http://scholar.google.com/scholar?hl=en&q=+Performance-based+financing+and+changing+the+district+health+system:+experience+from+Rwanda
http://scholar.google.com/scholar?hl=en&q=+Performance-based+financing+and+changing+the+district+health+system:+experience+from+Rwanda
http://www.who.int/gho/en/
http://www.who.int/gho/publications/world_health_statistics/2015/en/
https://www.internationalhealthpartnership.net/fileadmin/uploads/ihp/Documents/Key
https://www.internationalhealthpartnership.net/fileadmin/uploads/ihp/Documents/Key
http://www.moh.gov.rw/fileadmin/templates/MOH-Reports/Health_20Sector_20Annual_20Report_202014-2015_Final.pdf
http://www.moh.gov.rw/fileadmin/templates/MOH-Reports/Health_20Sector_20Annual_20Report_202014-2015_Final.pdf
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=PubMed&cmd=Search&doptcmdl=Citation&defaultField=Title+Word&term=Paul%20E%20Farmer%5bauthor%5d+AND++Reduced+premature+mortality+in+Rwanda
http://scholar.google.com/scholar?hl=en&q=+Reduced+premature+mortality+in+Rwanda
http://scholar.google.com/scholar?hl=en&q=+Reduced+premature+mortality+in+Rwanda
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=PubMed&cmd=Search&doptcmdl=Citation&defaultField=Title+Word&term=Agnes%20Binagwaho%5bauthor%5d+AND++Rwanda+20+years+on:+investing+in+life
http://scholar.google.com/scholar?hl=en&q=+Rwanda+20+years+on:+investing+in+life
https://www.ncbi.nlm.nih.gov/pubmed/25170376
http://scholar.google.com/scholar?hl=en&q=+Universal+health+coverage+in+Rwanda:+dream+or+reality
http://scholar.google.com/scholar?hl=en&q=+Universal+health+coverage+in+Rwanda:+dream+or+reality
http://www.who.int/health_financing/universal_coverage_definition/en/
http://www.who.int/health_financing/universal_coverage_definition/en/
http://www.who.int/whr/2013/report/en/
http://www.who.int/whr/2013/report/en/
http://www.who.int/health_financing/documents/dp_f_09_01-mutualisation_rwa.pdf
http://www.who.int/health_financing/documents/dp_f_09_01-mutualisation_rwa.pdf
http://www.who.int/health_financing/documents/dp_f_09_01-mutualisation_rwa.pdf
https://openknowledge.worldbank.org/handle/10986/9650
https://openknowledge.worldbank.org/handle/10986/9650
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=PubMed&cmd=Search&doptcmdl=Citation&defaultField=Title+Word&term=Schneider%20P%5bauthor%5d+AND++Horizontal+equity+in+utilisation+of+care+and+fairness+of+health+financing:+a+comparison+of+micro-health+insurance+and+user+fees+in+Rwanda
http://scholar.google.com/scholar?hl=en&q=+Horizontal+equity+in+utilisation+of+care+and+fairness+of+health+financing:+a+comparison+of+micro-health+insurance+and+user+fees+in+Rwanda
http://scholar.google.com/scholar?hl=en&q=+Rwanda:+Performance-Based+Financing+in+the+Public+Sector
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=PubMed&cmd=Search&doptcmdl=Citation&defaultField=Title+Word&term=Louis%20Rusa%5bauthor%5d+AND++Performance-based+financing+for+better+quality+of+services+in+Rwandan+health+centres:+3-year+experience
http://scholar.google.com/scholar?hl=en&q=+Performance-based+financing+for+better+quality+of+services+in+Rwandan+health+centres:+3-year+experience
http://scholar.google.com/scholar?hl=en&q=+Rwanda:+Performance-Based+Financing+in+Health
http://scholar.google.com/scholar?hl=en&q=+Rwanda:+Performance-Based+Financing+in+Health
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=PubMed&cmd=Search&doptcmdl=Citation&defaultField=Title+Word&term=Soeters%20R%5bauthor%5d+AND++Performance-based+financing+and+changing+the+district+health+system:+experience+from+Rwanda
http://scholar.google.com/scholar?hl=en&q=+Performance-based+financing+and+changing+the+district+health+system:+experience+from+Rwanda
http://www.moh.gov.rw/fileadmin/templates/policies/NATIONAL_COMMUNITY_HEALTH_POLICY.pdf
https://www.ncbi.nlm.nih.gov/pubmed/?term=Rwanda%E2%80%99s+evolving+community+health+worker+system%3A+a+qualitative+assessment+of+client+and+provider+perspectives
http://scholar.google.com/scholar?hl=en&q=+Rwanda%92s+evolving+community+health+worker+system:+a+qualitative+assessment+of+client+and+provider+perspectives


Page number not for citation purposes 10 

40. Manasse Nzayirambaho, Jean De Dieu Bizimana, Robert Jean 

Freund, Pascal Millet, François-Xavier Merrien, Gilles Potel, 

Pierre Lombrail. Impact of Home-Based Management of 

malaria combined with other community-based interventions: 

what do we learn from Rwanda? Pan Afr Med J. 2013; 

14(50).Google Scholar 

 

41. Sekabaraga C, Soucat A, Diop F, Martin G. Innovative 

Financing for Health in Rwanda: a report of successful reforms. 

Yes Africa Can. 2011. 

 

 

 

 

Figure 1: Evolution of the nutritional health status from 1990 to 2014/2015 

 

 

 

Figure 2: Trend in childhood mortality (deaths per 1000 live births) from 1990 to 2014/2015 
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Figure 3: Trend in maternal mortality ratio (deaths per 100,000 live births) from 1990 to 2014/2015 

 

 

 

 

Figure 4: Trend of main indicators’ performance from 1990 to 2014/2015 compared to respective 2000 level 
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