
R E S E A R C H Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you 
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the 
licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation 
or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://
creativecommons.org/licenses/by-nc-nd/4.0/.

Ndayisenga et al. BMC Women's Health          (2024) 24:578 
https://doi.org/10.1186/s12905-024-03410-7

BMC Women's Health

*Correspondence:
Jean Pierre Ndayisenga
jndayise@uwo.ca

Full list of author information is available at the end of the article

Abstract
Background  Informal abortions, commonly known as unsafe abortions, refer to all induced abortions that occur 
outside of formal healthcare settings conducted without the assistance of a licensed, trained healthcare provider. 
Despite the legalization of safe induced abortion care services, informal abortions continue to be among the major 
causes of maternal mortality and morbidity among young women in Rwanda living in rural areas with limited or no 
access to safe abortion care services. The purpose of this qualitative study was to gain an in-depth understanding 
of the lived experience of seeking informal abortions from the perspective of young women in rural Rwanda and 
to identify the underlying factors for these women seeking abortion care services outside of the formal healthcare 
setting.

Methods  This qualitative study was guided by a descriptive phenomenology in rural Rwanda, specifically in a 
selected district located in the Northern Province of Rwanda. Ten young women between 18 and 24 years of age, 
who had the experience of seeking informal abortion services from informal providers within the last eight years 
participated in audio-recorded, in-depth, face-to-face interviews. Collected data were analyzed using Colaizzi’s (1978) 
seven steps of the phenomenological method.

Results  The study found that young Rwandan women still seek unregulated abortions to end their unintended 
pregnancies due to limited access to or utilization of sexual reproductive health and rights services. Among the 
reasons for seeking abortion care services outside of the formal healthcare setting in Rwanda were sociocultural and 
economic factors and the stigma associated with terminating unintended pregnancies before marriage.

Conclusion  In light of the findings of this study, the authors recommend the Ministry of Health and its stakeholders 
to expand access to comprehensive adolescent and youth-friendly reproductive health and reproductive rights 
while addressing the sociocultural stigma through public awareness and economic factors that play a big role in 
unregulated abortions rather than safe abortion care services.
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Background
The World Health Organization (WHO) defines unsafe 
abortion as “the termination of unwanted pregnancy by 
persons lacking the necessary skills, or in the environ-
ment lacking minimal medical standards, or both” [1]. 
In contrast to unsafe abortions, abortions are described 
and classified as safe if they were carried out by a trained 
provider using any of the methods recommended by the 
WHO, such as medical abortion, dilation, and evacuation, 
or vacuum aspiration, depends which one was appropri-
ate based on the pregnancy gestational age [2–5]. Based 
on the most recent WHO definition and guidelines, the 
spectrum of unsafe abortions used in this study repre-
sents two sub-categories: ‘less safe abortions’ and ‘least 
safe abortions’ [2, 3]. Less safe abortions include those 
performed by a trained provider but with an outdated 
method or any abortion performed with a safe method 
without adequate information or support from a trained 
individual [2, 3]. Least safe abortions are described as 
those provided by untrained individuals using dangerous 
methods, such as inserting foreign objects in the cervix 
and uterus, ingesting caustic products, or using tradi-
tional concoctions [2–4]. The literature indicated that 
most of unsafe induced abortions occur outside formal 
healthcare systems through self-managing abortion or 
by an unlicensed or informal provider using modifica-
tions, other dangerous substances, or foreign objects to 
open and dilate the cervix to terminate the unintended or 
unwanted pregnancy [6–8]. Thus, for the purpose of this 
study, authors will use the term informal abortion inter-
changeably with unsafe abortions to refer to all induced 
abortions that occur outside of formal healthcare systems 
(outside of formal healthcare settings) conducted without 
the assistance of a licensed, trained healthcare provider.

Between 2010 and 2014, unsafe abortions were esti-
mated at 45% of all abortions, and the majority of these 
unsafe abortions (97%) occurred in developing coun-
tries [1, 9]. In sub-Saharan Africa (SSA), where Rwanda 
is located, it is estimated that 520 women die for every 
100,000 unsafe abortions [9]. Consequently, unsafe abor-
tions significantly increase maternal mortality and mor-
bidity among young women. According to WHO [1, 10], 
4.7–13.2% of maternal deaths resulted from informal and 
unsafe abortions worldwide. Young women in Rwanda 
are those who are aged from 10 to 24 years old [11]. The 
majority of Rwandan young women live in rural areas 
with limited or lack of access to hospitals and other ser-
vices compared to those living in urban areas [12]. Fur-
thermore, research reveals spatial disparities in access 
to sexual and reproductive health and rights (SRHRs), 
including safe abortion, are not unique concerns to 
rural Rwandan young women but also affect many ado-
lescents and young women from many other countries 
where abortion is legal. For example, studies from various 

countries, such as South Africa [13], Canada [14], the 
United States [15, 16], India [17], and Australia [18], show 
that women in rural areas face greater barriers to access-
ing abortion care than their urban counterparts because 
of factors, such as long distances, stigma, and other fac-
tors. This translates to why the rate of unsafe abortions 
among young women is higher in rural areas compared to 
urban [12] The Ipas Africa Alliance (IPAA) [19] reported 
that the lack of access to safe and legal abortion and leg-
islation to facilitate this care causes young single or mar-
ried women in Rwanda to risk their lives and health by 
seeking induced abortion services outside of the formal 
healthcare settings.

It is worth noting that safe-induced abortion proce-
dures are performed in two main ways: surgical abortion, 
which involves the extraction of conception products 
from the uterus through suction or dilatation of the cer-
vix and curettage [1]. The other method is medical abor-
tion, which involves using pharmacological products 
such as misoprostol [1]. Contrary to safe abortion, those 
who attempt to perform informal abortions outside of 
the formal healthcare settings may do so safely with abor-
tion drugs or through contraindicated procedures such as 
(1) ingestions of drugs or chemicals like ground-tree bark 
or its roots, detergents, quinine, and aloe vera, (2) vagi-
nal insertion of lemon juice on vaginal suppository or the 
usage of sharp objects like a knitting needle, broken glass, 
and sticks [1, 9]. As highlighted by the WHO [1], these 
unsafe abortion procedures lead to a number of short-
term and long-term complications, such as injury to the 
uterus, infections, heavy bleeding, chronic pain, infertil-
ity, and death. According to the WHO [20], there were an 
estimate of 47,000 maternal deaths in 2008 attributable 
to unsafe abortion worldwide, with nearly two-thirds of 
them occurring in the African continent.

Unsafe informal abortions are among the main causes 
of morbidity and mortality among women aged 15 to 19 
years old in developing countries such as Rwanda [21]. 
Informal abortions among young women continue to be 
a significant human rights and public health issue [9, 11, 
12, 19, 22]. However, few qualitative studies that explore 
the experiences of seeking abortions outside formal 
healthcare settings among young women in the Rwandan 
context do exist. Moreover, the topic itself is not popular 
among Rwandan academic scholars due to its sensitivity 
and stigmatization. Therefore, the current study’s pur-
pose was to gain an in-depth understanding of the lived 
experience of seeking informal abortions from the per-
spective of young women in rural Rwanda and to identify 
the underlying factors for these women seeking induced 
abortion care services outside of the formal healthcare 
system. According to Streubert and Carpenter [23], 
‘lived experience’ refers to the experiences of the world 
of everyday life. Hearing this experience from the women 
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themselves helped us to understand the essence of seek-
ing and having informal abortion care services outside 
formally known healthcare facilities. We addressed the 
following research questions: What are the diverse lived 
experiences of young women who have had informal 
abortions outside of formal healthcare settings in rural 
Rwanda? What are the underlying or driving factors for 
young women to seek informal abortion services out-
side of the formal healthcare facilities in rural Rwanda? 
It is believed that understanding the lived experience of 
young women who have experienced seeking informal 
abortion services in rural Rwanda is vital for planning 
safe abortion care services and raising awareness of the 
impact of having informal abortions on the well-being of 
young women. The findings may help in understanding 
the factors and circumstances surrounding seeking abor-
tion care services outside of the formal healthcare system 
among young women, inform standards of care, inform 
policy development toward safe abortion, and iden-
tify the areas for further research. In addition, from the 
results of this study, preventive measures for informal or 
unsafe abortion could be elaborated. The overall goal is to 
reduce maternal morbidity and mortality related to infor-
mal abortion in developing countries such as Rwanda.

Methods
Study designs
Guided by Schutz’s theory of social phenomenology 
[11, 12, 24] as a conceptual framework, this qualitative 
study followed a descriptive phenomenology method as 
developed originally by Husserl (1962). As explained by 
Colaizzi [26, 27] and Shosha [28], this method is appro-
priate for this study because little is known about the 
experience of young women seeking abortion care ser-
vices outside of formal healthcare settings. Therefore, 
the descriptive phenomenological method was useful 
in exploring certain life experiences and describing the 
essence and structure of the phenomenon of interest [23, 
25]. According to Colaizzi [26, 27], an individual’s life 
experiences are shaped by his or her interactions with the 
environment and other people. In order to understand 
the phenomenon of interest, the life experiences of young 
women who have had informal abortions were analyzed.

Setting
This study was conducted in rural Rwanda, specifically 
in one selected district located in the Northern Province 
of Rwanda. The rationale for the district selection is that 
the majority of young women, aged from 10 to 24 years, 
who experience unintended pregnancies live in rural 
areas with a lack of or limited access to safe abortion care 
services [5, 16, 17]. Conducting this study in one selected 
district from the Northern Province of Rwanda assisted 
in maximizing the recruitment of the target sample.

Recruitment and sampling strategies
Since having induced abortions outside of the formal 
healthcare system has legal implications in Rwanda, and 
the topic is regarded as sensitive and taboo in most of 
Rwanda’s communities, the young women with expe-
riences of seeking informal abortions, in this case, are 
considered a hard-to-reach population [30] The stigma 
and vulnerability of some young women who have had 
informal abortions in the Rwandan context made the 
recruiting and sampling of eligible participants very 
challenging. Therefore, after obtaining ethical approval 
from the University of Rwanda, College of Medicine 
and Health Sciences Institutional Review Board (No33/
CMHS IRB/2022) and permission from study setting offi-
cials, recruitment flyers containing a brief study descrip-
tion and contact information were posted in public areas 
including village offices, near to churches, and markets’ 
entrance areas, and invited anyone interested to partici-
pate in the study based on inclusion criteria to contact 
the research team.

Only young women recruited for the study were those 
aged 18–24 years, had an informal abortion in the previ-
ous eight years, lived in rural district within the Northern 
province of Rwanda. Those aged less than 18 years were 
excluded as they could not sign the consent on their own. 
Those who met these inclusion criteria were encour-
aged to contact the research team for more information 
about this study by way of a letter of information, includ-
ing answers to their questions and concerns, as well as 
assistance in planning convenient times and locations for 
individual interviews in light of their availability.

To identify and select information-rich cases for this 
study, the researcher used a criterion purposive sam-
pling in combination with snowball sampling that helped 
to select and identify the young women with the experi-
ences of seeking abortions outside of formal healthcare 
settings [31, 32]. Many Rwandan young women learn and 
get information about how and where to seek for infor-
mal abortion from their friends. Snowball sampling was 
used by asking early participant to share study informa-
tion with any other young women in their network or 
from their villages who had informal induced abortion. 
This study included ten women who have had informal 
induced abortions, which was confirmed to be the final 
sample size after data saturation (Table 1). Research team 
members determined data saturation after confirm-
ing that there was no new information beyond evolving 
themes from analysis being reported by subsequent par-
ticipants [33, 34].

Data collection
A field interview guide (Appendix A) comprised of semi-
structured, open-ended questions was used to conduct 
in-depth face-to-face interviews with participants lasting 
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60 to 90 min. According to Polit and Beck [33, 34], semi-
structured interviews are used when a researcher does 
not want to constrain the discussion to predetermined 
questions because the topic is complex or experiences are 
potentially diverse. In order to facilitate easy communica-
tion between interviewer and interviewee, the interview 
guide was translated into Kinyarwanda (Appendix A, 
Colum B). Upon receiving the participants’ consent, all 
interviews were audiotaped to capture data as accurately 
as possible. In this context, the interviewers encouraged 
the informants to talk freely and tell their experiences 
using their own words. The interview guide (Appendix A) 
included probing questions to elicit more in-depth infor-
mation. Demographic information (Appendix B) was also 
gathered to describe the sample (Table 1).

Data analysis
The audio-recorded interviews were transcribed verba-
tim by the research team members who were involved in 
that collection to ensure data integrity. The Kinyarwanda 
version of all transcripts were translated into English 
prior to analysis by the research team members who col-
lected data and double-checked by the principal investi-
gator (PI), who is fluent in Kinyarwanda and English. The 
transcripts were analyzed following Colaizzi’s [27] seven 
steps phenomenological methods cited in Polit and Beck 
[33].

Step one involved reading all transcripts from partici-
pants’ recorded interviews transcribed and translated 
into English to acquire a feeling for the whole content of 
the entire transcript [27]. In this initial step, the research 
team used enough time to read each transcript and 

re-read it again in order to gain a general sense of the 
whole content.

Throughout the second step, the research team 
reviewed the transcripts and extracted meaningful 
statements [27]. For this second step, the research team 
worked together, and for each transcript, meaningful 
units or statements that were related to the phenomenon 
under this study were extracted. This was done by record-
ing extracted statements on separate sheets and noting 
their lines and page numbers. After extracting the mean-
ingful statements from transcripts, the research team 
members compared their work to reach a consensus.

Step three:    The third step involved formulating the 
meaning of the significant statements extracted from the 
text [27]. This was achieved by underlying each meaning-
ful unit and similar statements that were coded in one cat-
egory depending on how they were reflecting an in-depth 
descriptive. In addition, research team members com-
pared the formulated meaning with the original meanings 
to maintain the consistency of descriptions.
The fourth step of our data analysis was to organize the 
formulated meaning into clusters of themes [27]. After 
agreeing on formulated meanings, the research team ini-
tiated and grouped all formulated meanings into catego-
ries reflecting the same structure of clusters of themes. 
Then, each cluster of themes was coded to include all 
formulated meanings related to that group of meanings. 
Next, groups of clusters of themes that reflect specific 
information were combined to form a distinctive theme 
construct. Later, research team members compared their 
clusters of themes and verified the accuracy of the gen-
eral thematic map along with assistance from the expert 
researcher in descriptive phenomenology research.

Step five:    The findings of the study were integrated 
into a comprehensive description of the phenomenon 
under study [27]. At this step, all emergent themes were 
defined into an exhaustive description by extracting the 
whole structure of the phenomenon “lived experience 
of young women who had informal abortion”. After-
ward, the research team collaborated with an expert 
researcher-mentor who reviewed the findings in terms of 
richness and completeness. This helped to provide a suf-
ficient description and confirm that the exhaustive, which 
reflects this study’s phenomenon. Lastly, a validation of 
this exhaustive description was confirmed with the team 
mentor, who is an expert in qualitative methodology.
The sixth step consists of formulating of an exhaus-
tive description of the phenomenon under study in as 
unequivocal a statement of identification as possible [27]. 
At this step, the research team engaged in in process of 
revising and refining the findings, which helped to elimi-
nate misused or redundant descriptions. Researchers 

Table 1  Participants’ demographic characteristics
Variables Frequency n = 29 %
Participants’ age
18 2 20
19 2 20
21 2 20
22 1 10
23 1 10
24 2 20
Religion
Christians 10 100
Muslims 0 0
others 0 0
Occupation
Farmers 7 70
Students 2 20
Jobless 1 10
The pregnancy they self-induced
First 8 80
Second 1 10
Third 1 10
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applied some amendments to generate comprehen-
sive relationships between clusters and their extracted 
themes, as well as eliminating some ambiguous struc-
tures from the descriptions.

Step seven consisted of asking participants about the 
findings thus far as a final validating step [27]. This step 
helped validate the study findings by using ‘the mem-
ber checking’ technique [35, 36]. Seven out of the ten 
participants who were able to respond to the telephone 
call were contacted by the team members who collected 
data in collaboration with the PI to get their views on the 
study results. By taking this step, it was an opportunity 
to give power to our participants to see and confirm that 
their experiences and stories were accurately reflected in 
this study’s findings. This validation step showed our par-
ticipant that their experiences were taken seriously and 
contributed to a broader understanding of the phenom-
enon of our interest. Here, the research team members 
were able to verify, confirm, and modify the emerging 
findings of this study; any quotes, narratives, or code 
categories not presenting their experiences or negatively 
presenting their narrative stories have been removed 
from the findings presented in this manuscript, and any 
meanings that are not captured have also been added. 
This step provided an opportunity to ask and consider 
if any of the experiences or reasons for seeking abortion 
care services outside of formal healthcare settings shared 
by others also applied to their situation.

Approaches for creating trustworthiness
To ensure the trustworthiness of the research findings 
from this study, the research team used four evaluative 
criteria for rigor in qualitative research, including cred-
ibility, transferability, dependability, and confirmability 
[37, 38]. We established credibility through prolonged 
engagement with study participants and the develop-
ment of an interview guide based on existing literature. 
The credibility was further enhanced by employing expe-
rienced data collectors in qualitative research and mid-
wifery, incorporating field notes into the data analysis, 
holding regular team meetings, and member checking. 
For dependability, we maintained an audit trail and uti-
lized team coding. Confirmability was achieved through 
reflexivity and regular debriefing meetings. Finally, trans-
ferability was ensured by employing purposive sampling.

Ethical considerations
Ethical approval was being sought from UR-CMHS-IRB 
(Approval No:333/CMHS IRR/2022). Informed written 
consent was obtained from all eligible participants. For 
confidentiality, the researcher communicated with the 
participants directly without involving another inter-
mediate person like local leaders or community health 
workers. When contacted by interested participants, the 

researcher informed them about the study’s purpose, 
responded to their concerns, reassured their confidential-
ity, and the voluntary nature of their participation. A let-
ter of information about this study was provided to each 
participant before deciding to start the interview session, 
and they were clearly informed that identifying informa-
tion would be kept private. Furthermore, to ensure pri-
vacy, the participant guided the researcher in choosing 
a comfortable environment and place for the interview. 
The anonymity of all participants was reassured and pre-
served, and all written transcripts and digital recordings 
of interviews from all interviewees were assigned alpha-
numeric codes. Participants were given the opportunity 
to debrief and received a debriefing statement at the con-
clusion statement. The debriefing statements informed 
the participants about the potential emotional effects of 
participating in this research study, which elicits sensitive 
information. The researcher assessed any safety issues at 
the end of the interview, and participants were given the 
opportunity to reflect upon the interview itself if desired. 
As abortion itself is a very sensitive topic, the researcher 
had a pre-established plan of how referrals for at least 
one or two local mental health professionals would be 
provided, when necessary, in the debriefing statement.

Findings
Profile of respondents
This phenomenology study included young women 
between 18 and 24 years of age. Of the 10 participants, 
the youngest was 18; other participants were aged 
18 (n = 1), 19 (n = 2), 21(n = 2), 22(n = 1), 23(n = 1), and 
24(n = 2). All of the participants were Christians. Regard-
ing their occupations, 7 participants were farmers, two 
identified as students, and one identified herself as job-
less. The pregnancy they induced and aborted was the 
first for most participants (n = 8), while it was the third for 
one participant and the second for another participant.

Themes
Two main themes with their sub-themes were con-
structed from the data analysis describing why some 
young rural Rwandan women still seek informal induced 
abortion outside of formal healthcare settings:1) limited 
access and utilization of sexual and reproductive health 
and rights (SRHRs); and 2) sociocultural and economic 
factors.

Theme one: limited access and utilization of SRHRs
This theme speaks to participants’ responses to what 
eventually led to deciding to seek informal induced 
abortions to end their unintended pregnancy. Three 
sub-themes linked to accessibility-related factors are 
connected to this theme, including lack of confidential 
and youth-friendly abortion care services, limited access 
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to comprehensive sexual health education, legal restric-
tion and procedural barriers to safe abortion, and inap-
propriate abortion care spaces in healthcare facilities.

Lack of confidential and youth-friendly abortion care services
Respondents highlighted how they became pregnant 
unintentionally, and the only available option for them 
to manage these unintended pregnancies was to find hid-
den ways to overcome stigma and other challenges they 
faced. From the data analysis, all participants had unin-
tended pregnancies, indicating at the micro level a lack 
of youth-friendly services to provide support regarding 
contraceptive use, sexuality education, or safe abortion 
services. Three young women, for instance, described 
their reasons for terminating unintended pregnancies 
through induced informal abortion and their experi-
ences of seeking these abortion services outside the for-
mal healthcare system. In their shared stories, two of 
them explained that they became pregnant after having 
unprotected consensual sexual activities with their close 
relatives, while the third one claimed to become pregnant 
following sexual assault by a cousin-brother. Even though 
these circumstances led to unintended pregnancies, they 
felt pressured to seek informal abortion services secretly 
due to the lack of access to a confidential and trustful 
supportive system or person. As noted from their expres-
sions, these three young women share the commonality 
of not having access to safe abortion services in health-
care facilities that can assure confidentiality and protect 
them from the stigma surrounding abortion, as well as 
shield their families from legal consequences, as indi-
cated by their expressions. Another young woman’s expe-
rience illustrates the difficulty of seeking abortion care in 
rural areas, highlighting the challenges of confidentiality 
and the lack of youth-friendly services, which influenced 
her decision to seek an abortion outside formal health-
care settings, as shared in the following quote:

I used to use contraceptives, but I forgot the last 
time I received the injection, and I ended up not 
renewing the contraception method and got preg-
nant with someone I didn’t know. I wondered how to 
keep a pregnancy from a man I could not remember 
because, as a sex worker, I slept with many men. I 
decided to abort, and I could not go to any hospital. 
I could not explain all of my stories to the healthcare 
providers as I did not trust them. My option was to 
take care of myself and find somewhere else I could 
get the service in a hidden way. P10.

Five of the participants mentioned that they chose an 
informal induced abortion in a hidden manner due to a 
lack of trust and confidentiality in some service providers 
working in the nearest formal healthcare settings.

I did not trust anyone among the providers work-
ing in my community. When I went to buy medica-
tions to induce abortion, I did not tell them that I 
was buying drugs for myself; rather, I told them it 
was for a friend. I lied to them for fear of calling my 
parents or letting other people know that I was preg-
nant. Even though those selling drugs were not pro-
fessionals, I could not trust them. I was not sure if 
they could keep my secret. (P10)
There are more than one reason I decided to resolve 
the problem of my unintended pregnancy through 
abortion. First, the one who impregnated me was a 
close biological family member. I did not want any-
one to know that, and I did not know what to do 
other than terminate the pregnancy in a hidden way. 
P03.

Due to concerns about confidentiality, many young 
women choose to seek abortion services outside of for-
mal healthcare settings in secret ways since disclosing 
their information or their decision to terminate their 
pregnancy with others, including healthcare providers, 
could adversely affect their social status and how they 
are viewed as sexual workers within their community, 
according to one young woman.in the following quote:

Huum, you have no idea how people, including those 
working in healthcare settings, are talkative. You 
tell them about your private life, and they start to 
divulge all your information. I prefer to keep all my 
information to myself. Imagine If I had told someone 
that I was pregnant, I could find all people in the vil-
lage know about my pregnancy, and I could lose all 
my values and be considered a sex worker. P04.

Limited access to comprehensive sexual health education
Some young girls had unintended pregnancies due to 
misinformation and limited knowledge of the menstrua-
tion cycle and other knowledge related to sexuality in 
general. One participant said, “The main challenge young 
girls like me face is the lack of where they would find rel-
evant information about sexuality and how we can access 
safe and affordable abortion services. An informed person 
cannot be mistaken easily as I did” P03. The same partici-
pant added that: “Menstruation cycle calculation and the 
calendar method of controlling birth failed for me; I would 
also like to know about emergency contraceptives. I would 
not have had an unwanted pregnancy if I had reliable 
information"P03. Another participant stated:

I shared my worries about the probable pregnancy 
with my uncle’s wife. The wife told me it is impossible 
to get pregnant when the sexual intercourse did not 
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last at least one hour or beyond. She advised me to 
be patient and wait for the following month. Unfor-
tunately, I waited in vain. So, I concluded that I got 
pregnant. P04.

Another participant mentioned:

To be honest, sexual education is like taboo in our 
community; neither my parents nor my elemen-
tary school teachers explained reproductive health 
clearly to me. I followed what my peers said about 
the calculation of menstrual cycles and the calen-
dar method of controlling births; I would also like 
to know about emergency contraceptives and what I 
could do that time I become pregnant unintention-
ally. (P01)

Legal restrictions and procedural barriers on safe abortion
Even though the abortion law was changed and amended 
in 2018, the legal restrictions and legal process chal-
lenges, and negative experiences to safe abortion influ-
ence decision-making in seeking abortion care services 
outside of formal healthcare systems. The Rwandan min-
isterial order number 002/MOH/2019 of 08/04/2019 
determines the grounds for abortion, including preg-
nancy as a result of rape, when the pregnant person is 
a child, pregnancy after being subjected to forced mar-
riage, incest, and when the pregnancy puts at risk the 
health of the pregnant person or fetus [39]. Acknowledg-
ing that women seeking safe abortions in the Rwandan 
context pass through a long process as they must show an 
identity card and prove that they meet eligibility require-
ments, prove that they are of mature age, and some-
times required to disclose their sexual partners. To avoid 
overwhelming legal process and procedure, one young 
woman stated:

I unintentionally became pregnant at 17 years. 
wasn’t ready to keep it, but I was also not comfort-
able going to the health facility in my village, and the 
district hospital could not serve me without a refer-
ence from my nearest health center. I knew I’d have 
to prove that I was pregnant, and that meant reveal-
ing everything—about the person who did this to me, 
my cousin. I wasn’t ready for that. I feared that the 
healthcare providers would judge me harshly and, 
even worse, report my cousin to the authorities for 
getting me pregnant when I was underage. The legal 
process seemed endless and overwhelming…, So I 
turned to that person [informal abortion provider],.
gave me some products to use….; I kept everything 
private and avoided the legal and social repercus-
sions. PO6.

Additionally, some young women explained how the long 
process and fulfilling the requirements of becoming eli-
gible for safe abortion, such as physicians’ confirmations 
that abortion is necessary to protect a woman’s life, rape, 
incest, forced marriages, and fetal impairments, is tire-
some. Consequently, some young women, when consult-
ing a health facility to seek safe abortion, were requested 
to have an identity card or other different paperwork, and 
when they went to administrative authorities, they were 
told to come back as sometimes the offices were closed. 
After realizing that the process takes too long, they gave 
up and ended up having informal abortions in informal 
sectors. One participant shared how she tried to initiate 
the process of seeking safe abortion care services; unfor-
tunately, the process was tiresome:

When I started to think I got pregnant, I met a 
health professional at the health centre. I told them 
the story about how my uncle raped me and that I 
was a student in senior two. I only had my student 
ID and did not have an official ID. They asked to 
look for all the needed official documents, includ-
ing national ID, to be helped. There were some chal-
lenges. My name was recorded wrongly in docu-
ments, and I did not have my mother’s ID number. 
I struggled to find the executive secretary to give me 
what was needed”. The executive secretary gave me 
an appointment to return the following Friday; when 
I went there, the doors were closed, and I decided to 
do not to continue going back and forth and decided 
to look for an alternative way of inducing abortion.” 
I asked for information from a friend. She knew how 
to get the pills from a non-healthcare professional 
who sells them”. P02.

Inappropriate abortion care spaces in healthcare facilities
Inappropriate abortion care spaces in healthcare settings 
mentioned by participants were related to how, in hospi-
tals or healthcare settings, where patients with different 
conditions, like having a mother who gave birth and a 
young woman who had an abortion, are placed together 
in the same room. Participants worried that this lack of 
postabortion care room, lack of privacy, and fear of com-
promised confidentiality led many rural young women to 
avoiding formal health facilities, and seek for clandestine 
abortions instead.

When I was hospitalized because I had severe bleed-
ing, I had told my mum that it was a heavy men-
struation. Unfortunately, one nurse came and asked 
me about the abortion and my mum was there and 
I did not want her to know that I had an abortion. 
That was the main reason I had self-induced abor-
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tion at home. I did not want to come to the hospital 
for fear that some healthcare providers can say that. 
Unfortunately, I had severe bleeding and was taken 
to hospital despite not wanting to come. Again, they 
put you in the same room as those who gave birth, 
making you feel frustrated. P01.

Theme two: Sociocultural and economic factors
This second theme had two sub-themes related to socio-
economic and cultural factors influencing the decision-
making of seeking abortion care services outside the 
formal healthcare system: (1) economic challenges and 
(2) stigma and social norms.

Economic challenges
Many respondents (n = 7) discussed how extreme poverty 
led them to consent to unsafe sex, leading to unintended 
pregnancies. In this regard, one young woman shared:

Despite living in terrible conditions, finding food was 
a challenge; I used to welcome every man who came 
to me; some gave me thousand Rwandan francs, 
some less, and I consented to sexual activity with 
them due to extreme poverty, which resulted in an 
unwanted pregnancy, which I terminated in secret. 
P10.

Poverty-related vulnerability was a central challenge for 
the majority of participants. Also, the fear of an unprom-
ising future and the inability to raise the child, and 
parenting burdens were the most common factors associ-
ated with the decision to end the pregnancy in an unsafe 
way, as shared by one young woman: “due to poverty in 
the family, some young girls like me consent to sexual 
activities to get money to feed the family, and when I unin-
tentionally became pregnant, I decided to look for clan-
destine abortion” P02. The same participant also added, 
“I already have two children; to have the third would be 
too much burden for me” P02. In the context of poverty, 
participants highlighted that keeping their unintended 
pregnancies could be an added socioeconomic burden to 
their families; one participant noted:

Getting pregnant was mostly due to our family’s 
bad condition of poverty. The mother was too poor 
to be able to cater for all her children. Specifically 
on my side, when I got pregnant, I could not keep it 
and added another burden to the family. I ended my 
pregnancy and did not want anyone to know about 
my decision. P05.

Stigma and social norms
When asked about factors that led them to informal 
abortion, seven of the participants discussed how they 
were frustrated, fearing appearing in pregnant in public 
places with all the stigma around having a pregnancy as 
an unmarried person in the Rwandan culture, as noted by 
one participant: “I secretly aborted my unexpected preg-
nancy out of fear that my parents would chase both of us 
away or mistreat me like my sister who was humiliated as 
consequence of her unplanned pregnancy” P09. Similarly, 
to the issue of stigma, another young woman shared:

I thought about the frustration I would get if I kept 
my pregnancy and how everyone would look at me 
in public places. I was also thinking about my par-
ents, who could stigmatize me, and I decided to end 
my pregnancy. P01.

Others related their decisions to seek for clandestine 
abortion services to avoid family rejections and abandon-
ment that could be associated with keeping their unin-
tended pregnancies and how they would be pushed away 
from their families if they were to decide to keep the 
pregnancies.

I could see how they used to insult my elder sister, 
chasing her out, and how my parents were unhappy 
with her unintended pregnancy, and I imagine 
myself in the same situation. I said it would not work 
for me and decided to end my pregnancy. I thought if 
it happened for my parents to know that I was also 
pregnant, they would make suicide because they 
were unfortunate to see my sister pregnant. They 
could also kill both of us. P09.

Furthermore, two of the participants decided to end their 
pregnancies for fear of dropping out of school if they 
would keep the pregnancy until giving birth. According 
to most respondents, keeping the pregnancy would make 
them lose value and feel humiliated and lose the social 
standing and trust their parents and society in general 
had in them. One participant commented:

When a girl become pregnant at home you become 
worthless, everyone looks at you like you are nothing, 
even a five-year child can treat you like you are not 
a person. You lose your value and become like life 
will not come back. You are considered like a sinner 
in the neighborhood; they constantly talk about you, 
and you become a subject of conversation. You feel 
like you have to stay home and hide yourself. When I 
thought about all of these that would happen to me, 
I decided to end my pregnancy, and I could not tell 
anybody about my decision. P10.
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Discussion
Informal abortion continues to occur despite the legal-
ization of abortion care in Rwanda. However, the chal-
lenge persists in Rwanda and other contexts, especially 
SSA [40]. Such informal abortions have a high likelihood 
of being incomplete and being associated with medical, 
social, and physical consequences. Yet, the risks and fac-
tors associated with seeking abortion services outside 
of the formal healthcare system can be prevented. The 
objective of this study was to explore the factors related 
to informal abortion from the experience of young girls 
in rural Rwanda.

The study identified various factors surrounding the 
decision-making of seeking abortion services outside 
of formal healthcare system among rural young girls in 
Rwanda, including limited access to SRHR at the micro 
level and social-economic factors at the macro level. For 
our participants, all pregnancies that resulted in informal 
abortions were unintended, suggesting the opportunity 
in better supporting prevention of unwanted pregnan-
cies. A report on unsafe abortion in Sub-Saharan regions 
identified a high incidence of unintended pregnancy in 
these particular regions [40]. Similarly, various studies 
have highlighted unintended pregnancies as the main 
factor to decide on seeking for abortion care services out-
side of formal healthcare settings [41, 42].

The study identified limited access to SRHR as an 
essential factor associated with informal abortion. At the 
individual level, young girls have limited access to reliable 
information and comprehensive sexual health education. 
However, there are multiple interventions in Rwanda to 
increase the accessibility of SRHS, which could probably 
improve in terms of accessibility to SRHR in the future 
[43, 44]. There is a need to extend the study in the areas 
where interventions have been implemented to assess the 
prevalence and associated factors of self-induced abor-
tion in those particular areas.

On the other hand, the structural challenges, such as 
the lack of official abortion care services and require-
ments surrounding safe abortion care practice, limit 
access to safe abortion care and lead young girls to seek 
for informal abortions outside of formal healthcare sys-
tem. The findings from this study correlate with the 
conclusions of the cross-sectional studies conducted 
in Nepal and Madagascar. In the studies, the restrictive 
nature of abortion laws limits access to safe abortion care, 
increasing the incidence of informal abortion [41, 42]. 
Similarly, the abortion law in Rwanda is very restrictive, 
allowing safe abortion for limited circumstances, includ-
ing rape, pregnancies of minors, incest, and when the 
pregnancy poses a high risk [45]. Interventions should 
be planned to increase the accessibility of SRH services 
to prevent unintended pregnancies, at the same time as 
making safer abortions broadly available.

Also, in terms of structural challenges, most partici-
pants identified poverty as one of the factors leading to 
unwanted pregnancy, as well as limiting their resources 
in addressing unintended pregnancy. This suggests the 
necessity of policy approaches to combat poverty in 
rural areas and improve the livelihood of young girls, 
which can reduce the rates of unintended pregnancy 
and improve general access to healthcare. The issue of 
poverty as a factor for informal abortion services is not 
only for the Rwanda context. It is also a common chal-
lenge for many low-income countries. For instance, in 
Nepal, India, and Ghana, young girls consent to sex due 
to poverty, and when they get pregnant, they often rely 
on informal abortions [29, 35, 36, 46, 47].

Regarding social and cultural aspects of informal abor-
tion, this study identified stigma as an important factor 
leading to challenging decision-making among young 
girls in rural Rwanda. Most of the young girls decided to 
have an informal abortion for fear of being stigmatized 
by their families, colleagues, and friends at schools, etc. 
According to the Rwandan culture, pregnancy for unmar-
ried women is regarded as a stigma not only for the one 
who got pregnant but also a stigma for all of her family. 
There are particularly stigmatized words used against 
children born to unmarried mothers—similarly, other 
such harmful terms are used commonly towards women 
who get pregnant without getting married. Therefore, 
for unmarried women, when they got pregnant, the first 
decision is to either accept the stigma or decide to induce 
an abortion. A scoping review on the role of the stigma 
about safe abortion care highlighted stigma as a persis-
tent barrier to safe abortion care [48]. The scoping study 
considered 50 qualitative studies around social stigma 
associated with abortion, and the findings identified that 
abortion care seeks fear of being stigmatized by either 
healthcare providers or families and opt for informal 
abortion, suggesting intervention to prevent the strong 
stigma attached to the different context around the world 
[48]. Therefore, this study calls for increasing awareness 
and implementing a comprehensive abortion legaliza-
tion and access policy that ensures safe and legal abor-
tion services for all women, including rural women, and 
addresses the factors that impede access to safe abortion 
care. Moreover, this study’s findings stress the impor-
tance of developing and implementing a national aware-
ness and education campaign that aims to reduce stigma 
and increase knowledge about safe abortion options. 
During the course of this policy, emphasis should be 
placed on providing accurate information about repro-
ductive health, contraception, and the availability of safe 
abortion services for both young women and society at 
large in order to promote understanding, acceptance, 
and access to abortion care. Upon effective implementa-
tion of these policy changes, it is believed that they can 
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help create an environment that enables young women 
to make informed decisions regarding their reproduc-
tive health and to access safe abortion care services, thus 
reducing the incidence of informal induced abortions.

Conclusion
This qualitative phenomenological study explored the 
factors influencing informal abortion decision-making 
among young girls in rural Rwanda. This study found that 
the factors contributing to informal abortions among 
young Rwandan women include limited access to and 
utilization of SRHRs and sociocultural and economic 
factors. Identifying those factors could inform necessary 
interventions to prevent the risk of informal abortion. We 
recommend expanding access to comprehensive youth 
and young women-friendly SRHR services through tar-
geted interventions. Additionally, the Rwanda Ministry of 
Health should coordinate with its stakeholders and part-
ners to ensure that SRHR services are more accessible, 
reliable information is provided, comprehensive sexual 
health education is provided, and safe and legal abortions 
are available in rural areas. It is essential to address social 
stigma through public awareness campaigns as well as 
foster cultural sensitivity in order to reduce the stigma 
attached to unmarried pregnancies and abortions. The 
findings could also inform advocacy around accessibil-
ity to SRHR and social, cultural, and economic factors. 
Efforts should be made to combat poverty-related vulner-
ability as one of the leading causes of unintended preg-
nancies and informal abortions. The stigma associated 
with unintended pregnancies and the need to improve 
the structural challenges around safe abortion care.

The study had limitations; being a qualitative with a 
limited sample size, the findings cannot be generalized. 
Also, the study was very sensitive, limiting the possibility 
of many people consenting. Future research should look 
at the incidence or prevalence of informal abortion in 
Rwanda to identify the magnitude of this problem.
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