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Abstract

Introduction: Physical inactivity is one of  the major risk factors of  non-communicable 
diseases that is a threat to public health. While the health benefits of  being physically active 
are well acknowledged, policy strategies to promote health enhancing physical activity are still a 
challenge especially in Rwanda. This paper aimed to determine how the Rwanda sports policy 
influences promotion of  sport for health. 
Methods: A qualitative exploratory case study was used to explore the Rwanda sports policy 
with particular interest on its responsiveness to promoting sport for health. A desktop policy 
review was done using two policy process models, followed by semi structured in-depth 
interviews with 13 key stakeholders of  the sports policy. 
Results: The Rwanda sport policy as well as its stakeholders acknowledge the health benefits 
that are linked to sports participation. However, the policy lacks specific goals for promoting 
sport for health, as it largely focuses on professional sports. 
Conclusion: There is a divergence between policy and practice as well as stakeholder’s 
commitment with regard to the Rwanda sports policy in promoting sports for health. Thus, 
policy makers need to devise a strategic framework with specific objectives that emphasize 
promotion of  physical activity/sports for health.
________________________________________________________________________
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Introduction

The World Health Organization (WHO) generally defines 
policy as a specific official decision or set of  decisions 
designed to carry out a course of  action endorsed by a 
political body which includes goals, priorities and main 
directions for attaining the desired action.[1] A sports 
policy, although not entirely a health policy, is indirectly 
a public health related policy owing to the fact that 
sports participation has a wide range of  health benefits.
[2] Sports participation largely contributes to leisure 
time physical activity (LTPA), which has an important 
role in improving health.[3] 

Unfortunately, despite strong evidence that links regular 
physical activity participation to good health, physical 
inactivity is an emerging global health and economic 
burden and one of  the four major predisposing 
factors of  Non-Communicable Diseases (NCDs).
[4–6] Furthermore, it is among the neglected high risk 
behaviors, as compared to the other unhealthy behaviors 
such as smoking, alcohol and drug abuse.[6,7]
Globally, NCDs are the leading cause of  morbidity and 

mortality having accounted for 63% of  deaths in 2008.
[8] They include; coronary heart disease, most types 
of  cancers, type 2 diabetes and chronic respiratory 
diseases. They are also known to largely contribute to 
high mortality rate, increased health expenditures and 
reduced productivity.[2,6,9,10] Much as NCDs are not 
the leading cause of  mortality in Africa, their prevalence 
is projected to rise higher than the usual communicable, 
maternal, perinatal, and nutritional diseases by 2030.[11] 
In Rwanda, NCDs are on the rise and account for almost 
more than a quarter of  the overall national disease 
burden. Findings from two different sources,[12,13] 
show that NCDs account for 25% and 35% of  the 
nation burden of  diseases in Rwanda respectively. 

While some scholars rated physical inactivity as 
the fourth major predisposing factor of  Non-
Communicable Diseases (NCDs) globally,[14,15] 
there are others who suggested that physical inactivity 
and smoking are the two major predisposing factors 
of  NCDs.[16,17] Globally in 2010, the prevalence of  
physical inactivity was estimated to be 23%, and on a 
country level, it was 15% in Rwanda.[18] However, there 
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are other studies that were conducted among different 
population groups in Rwanda across the last decade 
that highlight that the majority of  Rwandans do not 
engage in sufficient physical activity especially leisure 
time physical activity.[19–22] High levels of  physical 
inactivity (82.6%) particularly leisure time physical 
inactivity was reported among people living with HIV/
AIDS.[19] In addition, physical activity levels among 
people with Diabetes Mellitus, were found to be lowest 
in the leisure time physical activity category with 223 
mean METs/week.[23] Among the elderly, majority 
(56%) were insufficiently active,[21] and among Kigali 
urban women, 72% of  them were physically inactive.
[22] In another study conducted among a higher leaning 
institution, 68% of  the participants who had low levels 
of  physical activity were also associated with diseases 
like hypertension.[24] 

The high levels of  physical inactivity among different 
population groups in Rwanda could be a carry-over from 
a sedentary younger generation. As highlighted by Dohle 
& Wansink,[25] the lack of  physical activity in early ages 
is greatly associated with adult sedentarism. Eleven years 
ago, the youth who also constitute more than half  (67%) 
of  the Rwandan population were reported to be highly 
inactive, especially among females (80%) compared to 
males (50%).[26] As much as physical inactivity is an 
unhealthy risk behaviour, it is also a modifiable risk 
factor that can be prevented.[27] From this end, the 
Rwandan government has progressively shown a strong 
political will to promote physical activity among the 
general population, as traced through the national sports 
policy and other legislative strategies. For instance, the 
prime minister’s order that stipulates all civil servants to 
engage in leisure time physical activity once every week 
for two paid hours, [28] as well as the recently initiated 
car free days per month that started in 2016.[29] This 
initiative started in Kigali city and was extended to the 
other parts of  the country. It aims to reduce the carbon 
footprint as well as to encourage Rwandans to adopt 
a healthy lifestyle by engaging in mass sport activities 
twice every month, while they also receive free medical 
check-ups from health professionals.[29]

Nonetheless, physical inactivity has not generally 
gained enough political attention as compared to 
the other three risk factors: poor diet, alcohol and 
tobacco consumption.[30] In order to emphasize the 
importance of  promoting physical activity as a means 
to curtail epidemiologic chronic diseases, research 
suggests that physical inactivity should be considered 
as one of  the high risk behaviors and thus a need for 
policies to influence a healthy lifestyle.[2,30,31] In the 

case of  Rwanda where initiatives to promote leisure 
time physical activity are budding, it is equally important 
to reinforce sustainability of  their implementation 
for long lasting effects. However, based on the social 
ecological framework, physical activity participation is a 
multifactorial behaviour that depends on a number of  
influences like public policy.[32,33] Hence this paper 
explored how the Rwanda sports policy promotes sports 
for health. This was done through a document analysis 
of  the Rwanda sports Policy and in-depth interviews 
with its stakeholders.

Methods

Research design

An exploratory case study design with a specific focus on 
Rwanda sport policy and its implementing institutions 
was used. Case studies are in-depth investigations of  a 
single instance of  a phenomenon in its real-life context.
[34] In this context, data was collected through a desktop 
analysis of  the Rwanda Sports Policy and interviewing 
its key stakeholders. This paper however reports majorly 
on the findings of  the desktop analysis and which are 
substantiated by participants’ quotes from the interviews. 
Two policy process models namely ADEPT & Linear 
were employed to review the sports policy document. 
The policy process models have predetermined criteria 
that were used as checklists to review the policy. 
Document analysis which is a process of  reviewing 
documents entails careful evaluation and interpretation 
of  data so as to gain a better understanding.[35] The 
sports policy was carefully and iteratively read with more 
focus on particular sections that were more pertinent 
to the research question.[35,36] These included but 
not were limited to the background, objectives, and 
implementation strategies. They were thereafter aligned 
to the relevant determinants of  the policy process 
models in order to identify the different components 
that are related to promoting sports for health. 

The ADEPT (Analysis of  Determinants of  Policy 
Impact) model was adopted from Von Wright’s 
theoretical model of  human behaviour which is based 
on four determinants: wants, abilities, duties and 
opportunities, which were then interpreted as: goals, 
resources, obligations and opportunities.[37] The Linear 
model on the other hand follows a rational sequence 
and has four steps of  policy development namely: 
problem identification, policy formation and adoption, 
implementation and evaluation.[38,39] Using both 
models concurrently was an advantage because they 
have varying strengths and weakness. The researcher 
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was able to capture all necessary data without bias as 
some of  the constructs in either model were not easy 
to assess such as outcome and output in the ADEPT 
model. Subsequently, semi-structured interviews were 
conducted with key stakeholders representing the 
relevant stakeholder institutions. The interviews aimed 
to explore their opinions and experiences regarding the 
sports policy and its role in promoting sports for health. 
The interviews were recorded on an audio tape recorder 
and field notes were taken when necessary.

Population and sampling

Qualitative sample size is mainly determined by various 
factors some of  which are data sources from which data 
are collected in order to address the research objectives.
[40] The current study used a purposive sampling to 
select the sports policy document for analysis as well 
as its stakeholders to participate in the interviews.[41] 
For the desktop document analysis, a digital copy of  the 
Sports Policy was accessed from the ministry’s website, 
and a hard copy from the ministry of  sports and culture 
which owns it. This document is the major national policy 
that guides sport activities in Rwanda hence eligible 
for analysis. For the interviews, key stakeholders were 
purposively selected from the relevant institutions. The 
sample size was made up of  a homogenous population 
drawn from the stakeholder institutions that facilitate 
implementation of  the sports policy as stipulated in 
the policy.[28] These were specifically representative 
officials who were in charge of  the sports department 
in those institutions. They included; Ministry of  Sports 
& Culture, Ministry of  health, Ministry of  education, 
Ministry of  local government, Ministry of  defense, 
National Rwanda National Police, Rwanda National 
Olympic Committee, National sports bodies, the 
Private sector and civil society organizations. Initially, 
a minimum of  eight (8) participants was targeted, one 
from each organization, where the national Olympic 
committee was thought to be part of  the national 
sports bodies. However, during the data collection, the 
researcher saw a need to increase trustworthiness of  
data, hence a snow ball sampling was further employed 
to include other relevant participants. In this case, 
some of  the participants who were not sufficiently 
informed about the policy were asked to recommend 
their colleagues who had more information. In case of  
the sports bodies, since they are governed under one 
structure, their overall chairperson was interviewed, 
and a representative from one of  the registered sports 
associations in Rwanda. The final sample size which was 
composed of  13 participants was further determined by 
saturation of  data.[42] Interviews were stopped when 

we reached a point of  informational redundancy, where 
new information added less or no value to the study.[42]

Ethical considerations

The study was approved by the Senate Research Ethics 
Committee of  the University of  the Western Cape under 
registration number 14/7/8. Also, permission to conduct 
the study in Rwanda was obtained from the Ministry of  
Education under reference number; 0308/12.00/2015 
and from the National Health Research Committee 
of  Rwanda under reference number: NHRC/2015/
PROT/009. Participants were enlightened about the 
study and given information sheets containing the aim 
and objectives of  the study before participation. They 
were requested to sign an interview confidentiality 
binding form before participation and were informed 
that their participation is voluntary and that they were 
free to withdraw from the study at any stage without 
any consequence. Participants’ respect, anonymity and 
confidentiality were assured. 

Data analysis

Data analysis occurred simultaneously with data 
collection.[43] Thematic data analysis was employed 
and the six steps procedure was systematically followed 
to identify and interpret emerging themes.[36,43] The 
six steps of  thematic analysis involve carefully and 
iteratively reading of  data in order to be well conversant 
with it. This is followed by the initial coding process, 
which then leads to generating themes and sub themes. 
The next step entails revising and refining the identified 
themes and finally interpreting them into a meaningful 
text that portrays the reviewed document.[35,36] 
Thematic analysis was used to identify contents of  
the sports policy document which correspond to the 
research questions.[35] This procedure was coupled 
with the two policy process models that were used to 
review the sports policy to further guide the analysis. In 
analysing the interviews, data was transcribed verbatim 
into text form. The scripts were then coded both 
manually and using Atlas ti software, following the six 
step thematic analysis.

Findings

Results presented in this paper are majorly from the policy 
review, supplemented by corresponding responses from 
the interviews with key stakeholders. The policy models 
were used to deconstruct the policy into sections which 
made it easier to interpret. Table 1 has a summary of  the 
findings of  the sports policy review.
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Table 1. Summary of  the rwanda sport policy review

ADEPT Model LINEAR Model

Determinants of  
policy process

Policy components Determinants of  
policy process

Policy components

1.Goals 1. There are eight goals and none of  which is 
linked to promoting sports for health.
 2. The goals are related to;
-  Administrative management of  different 

sporting bodies
-  Talent identification
-  Private sector collaboration
-  Capacity building of  sports technical officials 
-  Increase sports publicity to stimulate public 

support and participation
-  Develop sports facilities that meet 

international standards and allow mass 
participation

-  Promote inclusive sports
-  Develop sports in Rwanda for economic 

generation

1.Agenda setting 1. Improve performance of  the 
sports federations to make Rwanda 
an internationally recognized sporting 
nation 
2. Identify talented sports people 
who can perform locally and 
internationally

2. Obligations These included responsibilities and 
timeframes. The sports policy has a mandate 
to promote professional sports and make 
Rwanda an internationally recognized sporting 
nation and contribute to the social economic 
development of  Rwanda and its citizens. 
The policy also states that it has to develop 
a sporting culture that promotes a healthy 
lifestyle for Rwandans

2.Policy 
formulation & 
Adoption

-Policy adoption

1. A steering committee worked on 
the terms of  reference, described 
the need for the policy and its 
implementation strategy 
2. Different stakeholders and policy 
documents consulted to align to 
nation’s priorities
3. A symposium held to finalize the 
policy formulation 
-Adoption of  policy was based on 
ten orientations at different levels and 
their corresponding strategic actions. 
These include; The ministry of  sports 
and culture, Local Government, 
National Sports Bodies, Schools, 
Army and Police institutions, private 
sector, Media, sports infrastructure 
development, inclusive sports (Sports 
for all) and Peace and Development

3.Resources 1.Besides the external funding for the policy at 
its development stage, the government is the 
main financial provider
2. Other strategies to support the policy 
activities include;
-Private sector, UMUGANDA (community work), 
- Self-financing business projects

3.Policy 
Implementation

1. Policy orientations and 
strategic actions further guided 
implementation mainly based on joint 
efforts of  all stakeholders.

4.Opportunities 1.The political will
The young population, 54% youth
2.Political commitment to support sports 
development
3.The geographical setting of  Rwanda which is 
at a high altitude favors sports training
4.The developing private sector which may 
have to give back to the community
5.Rwanda as an up and coming country in 
terms of  business and innovation
6.Sports may be used as a development tool 
to influence the available resources for its 
development

4. Evaluation 1.Under the ministry of  sports and 
culture, monitoring and evaluation of  
the policy is to be done through the 
following activities;
-Quarterly and annual meetings for the 
stakeholders 
-Periodic reviews conducted bi-
annually and annually after 3 years of  
implementation 
-An ongoing database of  quantitative 
and qualitative data consolidated at 
the national level with input from the 
various sporting entities
- Periodic surveys (SMS, web surveys, 
and sample surveys at sporting events)
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Each model has four components which were used as a 
check list. Each of  these components is discussed below 
and supported by stakeholder’s quotations which are 
presented in italics, with corresponding identity code in 
brackets. Key stakeholders included directors of  sports 
departments, human resource managers, executive 
directors and chairpersons of  some sports federations. 
A total of  thirteen participants were interviewed, one 
female and twelve males. They were aged between 34 
and 50 years (mean age 41.6 years) and all had at least a 
university degree in various fields not necessarily related 
to sports management.  

The ADEPT model of  policy process

The main areas of  the sport policy that were 
reviewed using the ADEPT model were mainly the 
goals, obligations, resources and opportunities. The 
opportunities are sub-divided into organizational, 
political and public opportunities. The outcome and 
output of  the policy were not assessed as this was 
beyond the scope of  the study

1. Goals of  the sports policy

The policy has eight specific objectives which are linked 
to promoting sports in general and none of  them is 
specifically directed towards promoting health. The 
objectives were further detailed with an orientation and 
strategic action plan which describes how each objective 
will be achieved and at which level. Regarding sport for 
health, one of  the participants pointed out that it was not 
among the major priorities when developing the policy 
much as it is acknowledged and indirectly expected:
“…although in our policy it is included that we should promote 
sports for all, so that all Rwandans should do sports, however, that 
was not the motivating factor… Of  course it’s understandable that 
health is part of  the policy…” (KI: 8).
 
2. Obligations

Generally, the main obligation identified in the policy 
was linked to developing professional sports to make 
Rwanda an internationally recognized sporting nation. 
Other obligations were specific tasks assigned to each of  
the stakeholder institutions in alignment to their official 
designated functions. An example is the ministry of  
education which was mandated to ensure that physical 
education is made part of  school curriculum. Schools 
were seen to be ideal settings to promote sport and 
develop talent from the grassroots. Some stakeholders 
confirmed that they were selected based on what they 
do as institutions more than anything else:
 “I am not sure if  the current sports policy was based on any 

research, but it gives us some responsibilities as a ministry…… 
that has many youth… So when they give you a task you can’t 
refuse especially when it is beneficial to the general population” 
(KI: 7).

3. Resources

Only the policy development process was externally 
funded, other than that, the estimated cost for 
implementing the policy is expected to be provided 
by the government, private sector sponsorship as well 
as through home grown solutions such as the use of  
“UMUGANDA” (community work) to intervene 
where necessary. As for human resources, the policy 
relies mainly on stakeholders’ collaboration. A need 
for adequate financial and human resources to be 
able to implement the policy was expressed by some 
stakeholders:
“Basically that’s a major challenge we face, the few staff/employees 
cannot be able to do the different activities required in implementing 
the policy of  which they don’t even have the budget for” (KI: 9). 

4. Opportunities

The major opportunity for the policy is the strong 
government’s will to support and develop sport in 
Rwanda as was stated in the policy and also confirmed 
by some of  the participants. “We are lucky that our leaders 
love sports and so act as role models…” (KI: 4).
Other opportunities include: the Rwandan population 
which is mainly comprised of  the youth (54%), the 
geographical setting of  Rwanda which is at a high 
altitude thus favoring sports training. 

Linear model 

The linear model of  policy process helped to identify 
the four major steps taken in developing the Rwanda 
sports policy, i.e., Agenda setting, policy formation and 
adoption, implementation and evaluation.

1. Agenda setting/problem identification

According to the policy, the major problems identified 
were linked to the underdevelopment of  sport in 
Rwanda generally and not specifically related to health. 
Thus, the policy was developed in order to advance 
sports participation in Rwanda. However, this did not 
concur with some of  the key stakeholders’ responses. 
When asked what motivated the development of  the 
sports policy, one key stakeholder pointed out that the 
policy was developed to update the guidelines for sports 
in order to have a unified understanding of  sports, how 
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it should be done as well as its various benefits:
Our main motivator was to put a guiding channel for all 
stakeholders to have one guiding principle to follow. …the 
motivating factor was to put a channel through which people may 
be told that sport is important to their health but beyond that it can 
also be a profession. Besides having a healthy life and protection 
from stress, sport is a good paying profession that sustains those 
who do it (KI: 8). 

2. Policy formation and adoption

This stage involved assigning a team of  people to define 
the terms of  reference, the need for the policy and its 
implementation strategy. Various stakeholders were 
consulted for their opinions and relevant documents 
reviewed for consistency with other government policy 
priorities. The Policy was also presented to the cabinet 
ministers for approval prior to being implemented in 
2013: “It was approved on 1st March 2013…” (KI: 8).

3. Implementation

There is an implementation framework developed by 
the ministry of  sports and culture outlining the various 
tasks of  each stakeholder and is mainly dependent 
on their joint collaboration. Although some of  the 
stakeholders take ownership of  the policy, there are 
others who suggest that the ministry in charge of  sports 
should take a lead in its implementation:
“I suggest the policy owners should come down and work closely 
with stakeholders, just as we work with sports federations” …., 
As a policy, the owners should inform the implementers on the way 
forward this should be part of  their duties (KI: 1). 

4. Evaluation

Generally, proper evaluation of  the policy is still a 
challenge due to factors like lack of  tools, regardless of  
the well-defined strategies stated in the policy. One of  
the interviewees indicated so:

“Basically what I can tell you is that we don’t have tools to use for 
monitoring and evaluation (M&E)…” (P 8). 
In order to evaluate the policy objectives, stakeholders 
are encouraged to set annual performance targets and 
hold regular meetings to discuss the identified issues. 
Also, periodic reviews were to be conducted bi-annually 
and annually after three years of  implementation 
to assess the overall progress and effectiveness. An 
ongoing database of  quantitative and qualitative data 
consolidated at the national level, as well as periodic 
surveys (SMS, web surveys, and sample surveys at 
sporting events) is another procedure intended to 

measure the policy implementation. However, these 
were only on paper and not in practice as implied by 
some stakeholders, for instance:

“…we have never seen people from the ministry of  
sports come to monitor and evaluate how sports are done. 
Basically there is no follow up from the ministry” (P1).

Discussion, conclusion and implications for 
practice 

This paper aimed at investigating the role of  the Rwanda 
Sports Policy towards promoting sports for health. 
Overall results show that the policy acknowledges 
the health benefits of  sports which are automatically 
expected when people participate in sports. The sports 
policy does not directly promote sport for health but 
rather supports and guides the development of  all sports 
activities in Rwanda generally. The sport activities are 
divided into three categories: elite sports, mass sports 
and sports for all. However, development of  elite sports 
seemingly takes precedence over the other categories. 
For example, there is an aspiration for Rwanda to be 
ranked among the top ten African countries by 2020 
in football and to be among the top three countries in 
basketball, volleyball, cycling, athletics and Paralympic 
sports.[28] In addition, one of  the stakeholders implied 
that funding is more readily available to promote elite 
sports more than other categories
 “…. they only target the national teams which are sponsored and 
forget to develop sports at the grass root level…” (KI: 9).  

This finding is not peculiar to the Rwanda sports policy 
alone. Other studies also reported that sports for 
health is less prioritized in relation to elite sports.[3,44] 
Eime and colleagues assert that professional sports 
performance is the influencing factor for the financial 
support.[3]

Based on the goals or the agenda setting of  the sports 
policy, sports for health does not appear as a priority 
issue. However, one of  the key stakeholders assured that 
the intention to promote sports for health is implied 
in the sports policy, even if  it is not explicitly stated 
among the objectives. Whereas this aligns with Bernier 
and Clavier,[45] who pointed out that policy content 
includes stated or unstated goals and intentions, there are 
contradictory findings which emphasize the importance 
of  stated goals in a policy. Sabatier,[46] highlighted that 
knowledge of  the goals and perceptions of  various 
stakeholders of  a policy contribute to understanding its 
process. Similarly, Rutten and colleagues suggested that 
a combination of  solid objectives, sufficient funds and 
public opportunities such as support from the media and 
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population positively impact policies.[47] Therefore, it is 
crucial for specific goals to be explicitly stated in a policy 
as this contributes to a positive outcome of  the policy.
Implementation of  the Rwanda sports policy is 
essentially dependent on key stakeholder institutions 
which were assigned various tasks in line with what 
they do regardless of  their knowledge about the 
policy. The downside of  this method is that some of  
the key stakeholders were unclear about their roles in 
implementing the policy despite it being well stated. 
Consequently, this reflects a challenge regarding 
stakeholders’ commitment in effectively implementing 
the policy in its entirety. Literature suggests that for 
stakeholders to know their various roles, they needed to 
have sufficient knowledge about the policy in question.
[45,48]. This concurs with the current findings which 
linked positive attitudes of  stakeholders towards 
implementation of  the policy. Some of  the stakeholders 
who admitted to have participated in the sports policy 
development were more inclined to implementing it 
than those who claimed to know little or nothing about 
it. Although a majority of  participants (ten) were aware 
of  the sports policy, only four of  them were directly 
involved in its development, two of  whom were from 
the ministry that owns the policy.

Finally, it is evident that there is a strong political will 
to promote health enhancing physical activity among 
Rwandans. This is based on the current progress made 
in promoting mass sport participation among Kigali 
city dwellers through the Kigali car free days initiative.
[29] Findings of  this study also show that the Rwanda 
sports policy generally acknowledges the health benefits 
of  sports. Nonetheless, the policy lacks specific 
objectives to promote sports for health. Consequently, 
this negatively impacts the efforts to support the 
development and implementation of  sports for health. It 
is therefore noteworthy that more efforts be invested in 
promoting sport for health as one of  the priority needs. 
The assumption that health benefits are achieved when 
people engage in sports activities does not translate into 
participation. Therefore, the lack of  specific goals aimed 
at promoting sports for health on the premise that health 
is embedded in sports participation poses a challenge of  
accountability in translating goals into practice. Policy 
makers or stakeholders may not feel obliged to pursue 
something that is not a priority. Hence, there is a need 
to devise a strategic framework with specific objectives 
aimed at promoting physical activity/sports for health 
to the wider population. Previous studies stressed 
the significance of  evidence-based policies, whereby 
evidence influences the decisions of  policy makers 
to develop policies that bring about positive changes.

[49,50] The results of  this survey can be used as a 
reference to address the identified policy gaps such as 
setting clear goals to achieve policy intentions and the 
relevance of  evaluating policy objectives. Furthermore, 
the importance of  actively engaging all stakeholders in 
all policy formulation stages should be considered as 
this enhances their commitment towards implementing 
it. 
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