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ABSTRACT
Background  Sexual and reproductive health (SRH) 
plays a crucial role in overall well-being, and there 
is a concerning rise in teenage pregnancies globally, 
particularly evident in Rwanda according to the 
Demographic and Health Survey. These pregnancies 
result in serious consequences, impacting the health 
of teenage mothers and various aspects of their lives. 
Lack of accessibility to inclusive SRH services among 
adolescents was documented in different studies and 
deters them from using SRH services. To date, no studies 
have explored how teenage mothers access inclusive 
SRH services in Rwanda.
Purpose  This study aimed at exploring the accessibility 
to inclusive SRH services among teenage mothers. 
The focus was on exploring the understanding of 
teenage mothers about SRH services; exploring their 
inclusiveness to SRH services and identifying their 
suggestions to improve their inclusiveness in SRH 
services.
Methods  A qualitative descriptive design was used. 
50 teenage mothers from 5 health centres of a 
Rwandan district participated. They were recruited 
using purposive sampling and interviewed in five focus 
group discussions. Before participation, the participants 
provided their consent. For participants who were 
minors, consent was obtained from their legal guardians 
in addition to the participants’ assent. The discussions 
were audio-recorded, transcribed and thematically 
analysed.
Results  Some participants had limited knowledge 
of certain aspects of SRH and reported difficulties 
accessing inclusive SRH services, while others 
mentioned receiving unfriendly SRH services. 
Participants suggested flexibility in policies related to 
providing SRH services to teenage mothers, as well 
as the assignment of specific healthcare providers to 
address their SRH needs.
Conclusions  This study revealed knowledge gaps 
among participants in SRH and limited accessibility to 
inclusive SRH services among teenage mothers, due 
to policy and negative attitudes of some healthcare 
providers. This highlights the need to educate these 
professionals in offering inclusive and quality SRH 
services to teenage mothers.

INTRODUCTION
Sexual and reproductive health (SRH) and 
well-being play an integral role for individ-
uals’ development and realisation of their 
potential. SRH stands as a key objective 
among the Sustainable Development Goals 
(SDGs), particularly the third SDG of 'good 
health and well-being.’ This emphasises the 
significance of SRH well-being for health, 
development and women’s empowerment as 
it was stipulated by the United Nations Popu-
lation Fund, an agency which cares about 
Maternal and Child Health.1 Issues related to 
SRH can affect other aspects of an individu-
al’s overall well-being.

The WHO has reported a significant 
increase in teenage pregnancies, particularly 
in the developing countries of the Latin Amer-
ican and Caribbean and sub-Saharan Africa 
(SSA) regions, with almost half of pregnan-
cies in adolescents aged 15–19 being unin-
tended. The WHO estimated that as of 2019, 
21 million pregnancies were occurring each 
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year among adolescents in that age range in low-income 
and middle-income countries (LMICs), more than half 
of them ending in abortion, usually under unsafe condi-
tions.2 3

This increase has also been identified in Rwanda 
where statistics in the Demographic and Health Survey 
(DHS) 2019-2020 revealed that unintended pregnancies 
among adolescents increased from 6.3% in 2010 to 7.3% 
in 2015.4 Teenage pregnancy refers to the condition in 
which a female aged 13–19 becomes pregnant while still 
in the developmental stage of adolescence. This typi-
cally involves not having completed secondary school, 
possessing few or no marketable skills, being financially 
dependent on parents, continuing to reside at home and 
experiencing mental immaturity.5

In this study, inclusive SRH services for teenage 
mothers are defined as comprehensive and accessible 
healthcare services that address their specific SRH needs. 
These services involve providing information, support 
and nursing care that respect their rights and autonomy. 
Additionally, it includes ensuring that teenage mothers 
are informed about available services and empowered 
to access and use them. Knowledge transfer is key for 
helping teenage mothers understand what services are 
available, when and where to access them, and how to 
make informed choices. Inclusiveness in SRH services 
means non-discriminatory access to family planning, 
sexual health education, prenatal and postnatal care, as 
well as support for social and psychological needs.

Teenage mothers usually are at risk of subsequent 
pregnancies because of diverse factors like poverty, lack 
of childcare knowledge, school dropouts and insuffi-
cient support from the child’s father, their families and 
their communities.6 The impact of teenage motherhood 
extends beyond social and psychological consequences 
to also include obstetric complications such as hyper-
tensive disorders of pregnancy, puerperal endometritis 
and systemic infections, significantly affecting teenage 
mothers’ health.

Furthermore, the teenage mothers are at an elevated 
risk of requiring episiotomies during the delivery 
process.2 7 Teenage childbearing also has tremendous 
effects for both mothers and babies, such as preterm or 
post-term deliveries, long-term effects on children as well 
as limitations to the job market among teen mothers.8–10 
Similarly, discrimination against these young mothers 
further deters them from accessing and using inclusive 
SRH services, including family planning methods, which 
may end in additional unintended pregnancies.6 11

In line with this poor access to reproductive health 
services, a systematic review carried out in SSA high-
lights that people with vulnerabilities have many chal-
lenges in accessing the SRH services due to multiple 
factors including poor health and poverty.12 Another 
study also reported similar challenges to vulnerable 
females,13 which may cause consequences on the future 
of these females. Vulnerability can be defined as a state 
of high exposure to certain risks and uncertainties, in 

combination with a reduced ability to protect or defend 
oneself against those risks and uncertainties and cope 
with their negative consequences.14 This is particularly 
true for adolescent girls in general, and teenage mothers 
in particular, as they are often at risk of harm due to their 
socioeconomic status and may not access services that 
others with greater resources or support can access. It 
was even reported that unmarried adolescents are vulner-
able individuals,15 which is the case for this study where 
most participants were unmarried. The WHO identifies 
adolescent mothers as a vulnerable group, particularly in 
LMICs, due to factors such as low education, economic 
challenges, pressure to marry and have children, limited 
employment opportunities, and restricted access to 
contraceptives.16

A study in Ethiopia found limited availability and use 
of SRH services among secondary school adolescents, 
leading to unintended pregnancies.17 In Rwanda, teenage 
mothers face challenges accessing comprehensive SRH 
services, particularly when services require the presence 
of husbands, which may limit their ability to seek care. 
For example, pregnant women are often required to 
attend antenatal care (ANC) with their husbands, but 
many teenage mothers may not live with their husbands. 
Despite these challenges, there is limited information on 
how teenage mothers access SRH services and whether 
these services are inclusive.

A study in Rwanda revealed that adolescents face chal-
lenges in accessing comprehensive SRH services, which 
are not tailored to their unique needs. While general 
SRH services are available, they often fail to meet adoles-
cents’ specific requirements, resulting in insufficient 
care. Healthcare providers identified obstacles such as 
limited demand for adolescent-specific products, cost 
issues for those without insurance and a lack of adolescent 
involvement in feedback mechanisms. The study empha-
sised the need for targeted improvements to make SRH 
services more accessible and better engage adolescents in 
Rwanda.18 This barrier contributes to the lack of inclusive 
SRH services for adolescents, which should address their 
unique needs. This study, which only included health-
care providers and social workers, did not gather insights 
from adolescents themselves to explore their unique 
challenges.

There is limited information regarding accessi-
bility to inclusive SRH services specifically for teenage 
mothers in Rwanda. Therefore, this study sought to fill 
this research gap by exploring the accessibility to inclu-
sive SRH services among teenage mothers in a desig-
nated district in Rwanda. This study provided insights 
that can benefit healthcare practitioners, policy-
makers, educators and researchers in the SRH field for 
teenage mothers. The findings will also highlight areas 
that need attention to meet the unique SRH needs of 
teenage mothers and serve as a reminder to healthcare 
providers about inclusive practices in addressing SRH 
needs.
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METHODS
The methods section of this study was developed in 
accordance with the Consolidated criteria for Reporting 
Qualitative research Checklist for Reporting Qualita-
tive Research, which is provided as online supplemental 
material.19

Study design and study setting
This study involving 50 teenage mothers was conducted 
in 5 health centres within Rwamagana District, located 
in the Eastern Province of Rwanda. This district includes 
both urban and rural areas. The selection of this district 
was based on a higher prevalence of adolescent preg-
nancies in the Eastern Province compared with other 
Rwandan provinces, as indicated by the DHS of 2019–
2020.20 All 50 participants agreed to participate in the 
study voluntarily, and nobody refused to participate 
before or during the focus group discussion (FGD). The 
authors aimed to evaluate teenage mothers’ access to 
inclusive SRH services, focusing on information provi-
sion, SRH knowledge, availability of adolescent-friendly 
services, motivations for seeking services, understanding 
of pregnancy risks, and social and psychological support. 
They also explored factors influencing service utilisation, 
barriers to access and suggestions for improvement. A 
qualitative descriptive design with phenomenological 
elements was used to capture participants’ lived experi-
ences regarding accessibility to SRH services.

Recruitment of participants
Participants were recruited using the purposive sampling 
method in collaboration with community health workers 
and health centre leaders. The eligibility criteria included 
having conceived after the age of 13 but delivered before 
turning 20, residing within the catchment area of the 
target health centre, and having no intellectual disability 
that would impede their ability to make appropriate deci-
sions or contribute to the FGDs. To capture a variety of 
perspectives, the researchers ensured that participants 
had varied sociodemographic characteristics, including 
different levels of education, ages, occupations and a 
representation of urban and rural backgrounds, as it 
appears in table  1. While most participants were from 
rural areas, attended primary school, were aged 18, and 
were unemployed, there was still some representation 
across other categories. FGDs were held in person at the 
health centres within the participants’ catchment areas.

Data collection procedure
The data collectors introduced themselves to study 
participants, stating their professional background, 
purpose of the study and motivation to choose the topic 
being explored. The data collectors obtained consent 
from participants before conducting the FGDs, and since 
the discussions were audio-recorded, they also sought 
permission to record them. For participants who were 
minors, legal guardians provided consent in addition to 
the participants’ assent.

A semistructured interview guide with seven open-
ended questions, developed based on a literature review, 
was used for data collection. Each question included 
additional probing questions. The interview guide is 
available as online supplemental material.21 Prior to the 
final data collection, an FGD was conducted as a pilot 
study to refine the tool. Data were collected through 5 
FGDs, each with 10 participants. The FGD method was 
effective in encouraging shy participants to share their 
experiences, as peer sharing stimulated others. All partic-
ipants were teenage mothers, creating a comfortable envi-
ronment where no one felt ashamed. Sociodemographic 
forms were completed before each FGD to ensure eligi-
bility, capturing details such as age, education, marital 
status, residence type and occupation. Data collection 
was done confidentially, adhering to ethical principles, 
with only the participants and researchers present during 
the discussions. Saturation was reached after five FGDs.

Each FGD session involved a data collector and a 
note-taker, with assignments based on gender to ensure 
participant comfort. The research team, comprising five 
members (three females and two males), prioritised 
assigning female data collectors, when possible, with 
male team members serving as note-takers if present. 
In all-female teams, one member collected data while 

Table 1  Participants’ sociodemographic characteristics

Sociodemographic characteristics n Percentage

Age of participants

 � 15 years 4 8

 � 16 years 9 18

 � 17 years 14 28

 � 18 years 22 44

 � 19 years 1 2

Total 50 100

Level of education

 � Primary education 32 64

 � Secondary education 18 36

Total 50 100

Marital status

 � Single 49 98

 � Separated 1 2

Total 50 100

Type of residence

 � Urban 14 28

 � Rural 36 72

Total 50 100

Occupation of participants

 � Student 3 6

 � Farmer 9 18

 � No employment 38 76

Total 50 100

https://dx.doi.org/10.1136/bmjph-2024-001852
https://dx.doi.org/10.1136/bmjph-2024-001852
https://dx.doi.org/10.1136/bmjph-2024-001852
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the other took notes. Note-takers documented partic-
ipant reactions and data collection procedures but did 
not alter the transcript content. The data collectors, 
aged between 34 and 37 years, along with the inclusion 
of female team members, facilitated open expression 
among the teenage mothers. The gender similarity and 
relatively younger age of the data collectors helped build 
trust and ease communication with participants. All data 
collectors were master’s degree holders with a nursing 
background and were serving as academic faculty in the 
University of Rwanda for a period ranging between 9 and 
11 years. There was no relationship established between 
data collectors and participants prior to data collection.

The discussions were conducted in Kinyarwanda, the 
local language that all participants could easily under-
stand. This choice was influenced by the expected vari-
ation in participants' educational levels and the use of 
technical terminology related to SRH. Conducting inter-
views in Kinyarwanda helped participants to express their 
opinions comfortably and provided the opportunity to 
capture relevant information. The interview guide was 
translated from English to Kinyarwanda by the research 
team, all of whom are nurses experienced in SRH issues 
and familiar with Kinyarwanda equivalents of technical 
terms. To ensure quality and accuracy, a back translation 
process was employed: one team member translated the 
guide from English to Kinyarwanda, and another team 
member back-translated it into English to verify the accu-
racy of the final version.

Data were collected over a 5-week period in October 
and November 2022, given the manageable size of the 
sample. The average duration for each group discussion 
was one and a half hours. One FGD was conducted per 
week, transcribed and the data collectors returned to 
the study setting for other FGDs. No repeat interviews 
were conducted because the information gathered from 
the conducted FGDs was comprehensive and sufficient. 
FGDs were conducted in private rooms at health centres 
to ensure participants’ privacy and confidentiality. Partic-
ipants were informed that their participation was entirely 
voluntary and that they could withdraw from the study 
at any time without any consequences for themselves or 
their relatives. To maintain anonymity, participants were 
assigned numbers to use when sharing their ideas, and 
no identifying information was retained in the audio 
recordings.

Data analysis
Two researchers, one female and one male, performed 
thematic data analysis using ​Atlas.​ti V.22 software. During 
this process, they followed the six steps of thematic anal-
ysis outlined by Braun and Clarke, as described by David 
Byrne.22

Step 1: familiarisation with the data
This step involved becoming deeply familiar with the 
data through repeated reviews. All five transcripts were 
read attentively several times to identify initial patterns 

and gain an understanding of the content, which laid the 
groundwork for generating codes.

Step 2: generating initial codes
The initial codes were broad and included ‘knowledge of 
teenage mothers about sexual and reproductive health, 
accessibility of SRH services and rights to access them, 
motivations to seek sexual and reproductive health 
services, challenges to access sexual and reproductive 
health services and suggestions to improve accessibility 
and inclusiveness of teen mothers on sexual and repro-
ductive health services.’

Step 3: generating themes
After assessing the initial codes, the focus shifted from 
individual data items to identifying broader patterns 
across the dataset. Codes were aggregated based on 
shared meanings to create themes and subthemes. This 
implies that the themes derived from the data were 
not identified in advance. The emerging themes and 
subthemes are presented in table 2.

Step 4: reviewing potential themes
Emerging themes and subthemes were reviewed for 
coherence and relevance. Themes requiring merging 
were consolidated, and irrelevant ones were excluded. 
At this stage, three themes and seven related subthemes 
were finalised, as detailed in table 2.

Step 5: defining and naming themes
The themes and subthemes were defined and named 
in alignment with the research objectives. Specific 

Table 2  Themes and subthemes reported in the study

Themes Subthemes

Theme 1: Knowledge of 
teenage mothers about 
fertility cycle and reproduction

Knowledge of teenage 
mothers about the menstrual 
cycle

Knowledge of teenage 
mothers about the ways 
in which a woman/girl can 
become pregnant

Theme 2: Teenage mothers’ 
accessibility to inclusive SRH 
services

Unfriendly SRH services for 
teenage mothers

Struggles to bring husbands 
to healthcare facilities

Busy healthcare providers 
with other duties

Theme 3: Suggestions to 
improve accessibility to 
inclusive SRH services for 
teenage mothers

Removing the barrier of 
bringing husbands to 
healthcare facilities

Assigning specific 
healthcare providers to 
teenage mothers and youth

SRH, sexual and reproductive health.
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content from the dataset was assigned to each theme 
and subtheme to ensure alignment with the study’s goals. 
These final themes and subthemes formed the basis for 
the report and manuscript preparation.

Step 6: producing the report
A detailed findings report was prepared, structured 
according to the research objectives and the final themes 
and subthemes. The report underwent multiple adjust-
ments and revisions to achieve a polished final document 
suitable for manuscript submission.

Participants’ inclusiveness
In this study, participants were not included in the initial 
phases of it, namely the design, conduct, reporting 
or dissemination plans. This study was designed and 
conducted by the research team who referred to prior 
literature and expert consultations. Even if the partici-
pants were not directly involved in this study, the authors 
really acknowledge the importance of their perspectives 
during data collection and recognise this gap which will 
be addressed in future research.

FINDINGS
This section will present the key findings of the study.

Sociodemographic characteristics of participants
Table 1 displays the sociodemographic characteristics of 
the participants. Most participants were 18 years old, with 
22 (44%) out of the 50 interviewed participants falling 
into this age group. The majority of participants (64%, 
n=32) had completed only primary education and were 
single mothers (n=49, 98%), with one having separated 
from her partner. Residence and occupation data reveal 
that 72% (n=36) of participants were from rural areas, 
while 76% (n=38) were unemployed.

Themes
Three main themes were identified during thematic 
analysis: (a) Understanding of teenage mothers about 
SRH services; (b) Teenage mothers’ accessibility to SRH 
services and rights to access them and (c) Suggestions to 
improve inclusiveness of teen mothers in SRH services as 
it appears in table 2.

Theme 1: knowledge of teenage mothers about fertility cycle 
and reproduction
The first theme highlights the essential knowledge 
teenage mothers should possess to avoid unintended 
pregnancies and access SRH services tailored to their 
unique needs. This theme focuses on teenage mothers’ 
understanding of the fertility cycle and reproduction, 
which forms the foundation for assessing their awareness 
of these critical topics related to pregnancy and repro-
ductive health. Identifying knowledge gaps in these areas 
is paramount for identifying strategies that encourage 
teenage mothers to use SRH services, in order to prevent 

subsequent pregnancies, educate their peers, or seek 
support before, during, or after pregnancy.

Participants shared their insights, revealing significant 
knowledge gaps that require targeted interventions to 
ensure teenage mothers access inclusive SRH services. In 
some cases, teenage mothers may fail to access inclusive 
SRH services because they lack information about when, 
where, how and why to access these services.23 Addressing 
these gaps is crucial for improving inclusiveness and 
ensuring teenage mothers can make informed deci-
sions about their reproductive health. Two subthemes 
emerged from the first theme: (a) Knowledge of teenage 
mothers about the menstrual cycle and (b) Knowledge of 
teenage mothers about the ways in which a woman/girl 
can become pregnant.

Knowledge of teenage mothers about the menstrual cycle
Most participants could not clearly exhibit knowledge 
of the menstrual cycle, as even those who gave partly 
correct answers also included incorrect information. 
This was mainly identified in the teenage mothers who 
believed that women who practise sex on a day close to 
the menstrual period are prone to getting pregnant, 
which is not correct. Some participants mentioned that 
teenagers may get pregnant even when they engage in 
sexual intercourse during menses.

What I know is that when a girl has sexual intercourse 
during the menstrual period, she can’t get pregnant. An-
other thing is that when a girl approaches the menstrual 
period and has sexual intercourse, she will get pregnant. 
Participant 2, Rural health center 1.

I think that someone with a regular monthly period who 
has sexual intercourse before the release of the menses, 
like 3 days before, may get pregnant or even a few days, like 
11 days or 14 days after the release of menses, she may get 
pregnant. Participant 2, Rural health center 2.

For those ladies with a regular menstrual period, when they 
are into the menstrual period and have sexual intercourse, 
they get pregnant. Participant 6, Rural health center 2.

Knowledge of teenage mothers about the ways in which a woman/
girl can become pregnant
The findings revealed that some participants were knowl-
edgeable about the ways a teenage girl can become preg-
nant, emphasising that it can occur without penetration 
by the male sexual organ. They stipulated that if the male 
ejaculates and sperm reaches the female genital organ, 
there is a risk of pregnancy.

It is indeed possible to conceive without penile penetra-
tion. Refusing sexual intercourse with a partner and engag-
ing in a struggle may result in ejaculation, causing semen 
to come into contact with the thighs or underwear, thereby 
becoming pregnant. Participant 5, Urban health center 1.

However, a few respondents appeared less knowledge-
able about the various ways a girl or woman can become 
pregnant, as they mentioned that pregnancy can only 
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occur when the male genital organ is introduced into the 
female’s reproductive system.

You can’t get pregnant without sexual intercourse with a 
man. A girl gets pregnant when she has sexual intercourse 
with a man or a boy. She can’t get pregnant without penile 
penetration. Participant 4, Urban health center 1

Theme 2: teenage mothers’ accessibility to inclusive SRH 
services
The second theme highlights participants’ insights 
regarding their inclusiveness in SRH services. Three 
subthemes emerged from this theme: (a) unfriendly 
SRH services for teenage mothers, (b) struggles to bring 
husbands to healthcare facilities and (c) busy healthcare 
providers with other duties.

The interviews conducted with participants revealed 
that the majority generally access SRH services. Further-
more, they reported that their rights to access these 
services are respected, and healthcare providers create 
a conducive atmosphere, ensuring the confidentiality of 
their information.

Healthcare providers do not abuse us. They provide us with 
sexual reproductive health (SRH) services as they give to 
adults, and they follow us up just like they follow up adults. 
Participant 1, Urban health center 1.

We are well received, there is no marginalization. For ex-
ample, if you attend the health center to receive family 
planning services. The HCP you told that you came for 
family planning keeps it a secret and it stays between both 
of you. Participant 6, Rural health center 1.

However, some participants stipulated that there are 
times the teenage mothers are not well received at the 
healthcare facility, and SRH services they get do not 
adequately address their unique needs. They give an 
example of when they may go to health centres, and 
because they appear less valued due to their status, the 
care is first delivered to others, then teenage mothers get 
services later.

Sometimes, marginalization may occur because we gave 
birth, and we seem to be devalued. They ignore us and as-
sist the ones they know and so, they isolate you. Participant 
8, Urban health center 3.

They treat us differently and seem not to take care of us; 
in case you are waiting for them, they just get busy with 
something else and tell you to wait, and we can wait for a 
very long time. One day I went to the healthcare facility to 
see the healthcare provider because I wanted to ask him 
something about reproductive health and he said that he 
was attending to other patients, and he kept me waiting 
until it was night. The next day I went back, and it was the 
same thing. Participant 8, Urban health center 1.

Another participant added that their marital status 
does not enable them to receive proper care when they 
come to healthcare facilities for SRH services such as 
antenatal consultation because they need to come with 
their husbands, which they do not have. This then brings 

a kind of discrimination for teenage mothers who need 
care, as it appears in the quote below:

I have a concern that I consider to be discrimination against 
teenage girls who come for antenatal consultation (ANC). 
When we come for ANC without a husband, it becomes a 
problem; if we had husbands, we would bring them. For 
us who do not have husbands, we are cast away and sent 
back or we are charged money. That hinders good service. 
Participant 4, Rural health center 2.

Another participant added that this requirement to go 
to the healthcare facility with the husband usually leads to 
delays in seeking care: “When I come for ANC after 4 months 
of pregnancy sometimes, I may find a healthcare provider who is 
rude, and she may ask me why I did not come with my husband. 
Because I had some other issues, at that moment, I turned and 
went back home. … I was not able to follow medical instructions 
about ANC visits. We request that they advocate for us because 
most of times teenage mothers go there alone; parents cannot 
follow us, the husband who impregnated me cannot come with; 
many times, I come by myself and when I reach there late, they 
charge me money and I don’t have it.” Participant 2, Rural 
health center 1.

Theme 3: suggestions to improve accessibility to inclusive 
SRH services for teenage mothers
The participants provided different ideas about how their 
accessibility to inclusive SRH services may be improved. 
Two subthemes emerged from this theme: (a) removing 
the barrier of bringing husbands to healthcare facili-
ties and (b) assigning specific healthcare providers to 
teenage mothers and youth.

The participants suggested ensuring that teenage 
mothers are facilitated to access SRH services like the 
general population because their status does not always 
allow them to have all the requirements to get health-
care services. They emphasised that requesting teenage 
mothers to go with their husbands when seeking ANC 
should not be a requirement because most of the time, 
they do not have the legal husbands, which may result in 
discriminatory SRH services delivery to teenage mothers.

They should not oblige us to get husbands and not blame us 
for delaying going for ANC visits. They should not charge 
us money for delaying attendance at ANC visits because it 
was not our fault. Participant 4, Rural health center 2.

Other participants suggested that there should be 
healthcare providers assigned to caring for teenage 
mothers and youth in general because they sometimes 
go to the healthcare providers to seek care for the youth 
and realise that there is no staff assigned to the service, as 
it appears in the following quotes:

My suggestion is that they can assign different responsibil-
ities to each healthcare provider because sometimes, you 
may go to request for a health service in our youth cor-
ner for teenage mothers and the health provider tells you 
that he/she is not working from there today, as his time is 
over. And they tell you to wait because the healthcare pro-
vider has been assigned in other services. Each healthcare 
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provider can be assigned a specific service.Participant 1, 
Urban health center 2.

I think they can give one healthcare provider in charge 
of our services or better still 2 or 3 healthcare providers, 
because sometimes, we may meet there in a large number 
and some of us go back home without receiving the service 
for which they came. Participant 1, Urban health center 3.

DISCUSSION
This study sought to explore accessibility to inclusive 
SRH services among teenage mothers. One of the key 
components explored was teenage mothers’ knowledge 
of certain aspects of SRH before assessing their access 
to inclusive SRH-related services. Some participants 
showed limited knowledge about the menstrual cycle, 
with some believing that pregnancy can occur if sexual 
intercourse happens during menstruation. This lack of 
understanding presents a risk for unintended pregnan-
cies. Despite having previous healthcare contacts during 
pregnancy and childbirth, these teenage mothers missed 
opportunities for SRH education, suggesting potential 
issues in the quality of SRH services provided to adoles-
cent girls. This finding is consistent with other studies 
that also highlight knowledge gaps among young women 
regarding the menstrual cycle.24–26 This highlights the 
need to educate teenage mothers about SRH and the 
available services to ensure they can access them.

Another explored area was the knowledge of teenage 
mothers regarding pregnancy. Some participants were 
aware that pregnancy could occur with sperm contact 
during ovulation without genital penetration. Factors 
contributing to this knowledge include decentralised 
SRH services, diverse pregnancy experiences, insights 
from peers and further exploration after unplanned 
pregnancies these teenage mothers had. These findings 
suggest that many participants may take measures to 
prevent subsequent unplanned pregnancies. However, 
there were other participants who had less knowledge 
about ways a female may get a pregnancy, and as they 
had already delivered in the past, this negative finding 
portends the need to reinforce awareness of the young 
female population. This limited knowledge may be 
attributed to illiteracy among some teenage mothers, 
lack of educational sessions from parents toward their 
children, as well as limited accessibility to SRH services 
from health centres to get more information. These 
findings are supported by studies conducted in other 
developing countries, such as Iran and Cameroon, which 
also indicate that young females have limited knowl-
edge about the ways they may become pregnant.27 28 A 
study conducted in South Africa among adolescents also 
pointed out deficient knowledge among that popula-
tion, and less than 50% of the knowledge questions were 
answered correctly by the participants, despite having 
had repeat pregnancies.29 Young people require appro-
priate social support including SRH information and 
emotional support from people including parents. With 

such support, adolescent girls have a greater likelihood 
of receiving the information and assistance they need for 
safe SRH choices.

However, limited knowledge among teenage mothers 
is influenced by many factors, with sociocultural norms 
being among the most significant. In Rwandan culture, 
as in many parts of Africa, discussing sexuality between 
parents and children is often considered taboo. Adults 
typically avoid addressing sexual matters openly, and 
children, in turn, refrain from asking questions about 
the topic. As a result, girls are left to navigate aspects 
of sexuality on their own. Even teachers, influenced by 
these cultural norms, tend not to discuss sexuality openly. 
Evidence from various African countries highlights that 
proscriptive sociocultural factors and mothers’ discom-
fort with the topic contribute significantly to this lack of 
open dialogue about sexuality.30–32

This lack of communication contributes to knowledge 
gaps among teenage mothers, placing them at risk of 
subsequent pregnancies due to inadequate information 
and sociocultural barriers. These factors also hinder the 
full utilisation of SRH services tailored to their unique 
needs. To address this, there is a critical need to empha-
sise the proper utilisation of youth corners established 
in health centres across Rwanda and explore alterna-
tive approaches to equip young people with adequate 
SRH knowledge, so that they access inclusive SRH 
services. These findings of limited knowledge among 
teenage mothers in this study oppose those from a study 
conducted in Nigeria which revealed that young female 
students had adequate knowledge about teenage preg-
nancy.33 This discrepancy may be attributed to differ-
ences in the study populations. The study conducted in 
Nigeria focused on senior secondary school girls, who 
are likely to have greater knowledge, whereas this study 
included all teenage mothers, where the majority only 
attended primary education.

Regarding the accessibility to inclusive SRH services 
among teenage mothers and their rights to access them, 
it was identified that some teenage mothers complained 
of not fully accessing inclusive SRH services. Instances 
of being offered inadequate SRH services or being 
denied some SRH services like ANC because they are 
not with their husbands were attributed to the health-
care providers’ personalities and the healthcare system 
policy which requires pregnant mothers to go with their 
husbands for ANC visits. This weakness on the part of 
healthcare providers and a national policy requiring 
the presence of husbands to seek ANC are considered a 
lack of inclusiveness in SRH service delivery to teenage 
mothers, as many do not have husbands to accompany 
them. Ideally, they should be offered non-discriminatory, 
inclusive SRH services, irrespective of having legal 
husbands or not. This could negatively impact the overall 
outcome of teenage mothers’ SRH services, potentially 
leading to repetitive unplanned pregnancies and other 
consequences related to issues in SRH services among 
teenage mothers.
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This finding is supported by other studies, including 
one conducted in Uganda, which revealed that teenage 
mothers often encounter unfriendly health services, 
including stigma and inappropriate inclusiveness.34–36 
Similarly, a study conducted in South Africa found that 
adolescent girls and young women reported hostile atti-
tudes from healthcare providers offering SRH services.37 
Healthcare providers, on the other hand, acknowledged 
that issues within the healthcare system are impeding 
the delivery of quality SRH services to this group.37 
Another study conducted in Ethiopia also revealed 
different challenges to accessing inclusive SRH services 
among adolescents, including stigma, discrimination 
and institutional-related challenges.38 This points to a 
lack of accessibility to inclusive SRH services for young 
individuals such as teenage mothers, highlighting the 
urgent need for changes in the healthcare system policy 
and change of healthcare providers’ attitudes to address 
unique SRH needs of teenage mothers.

On the component of suggestions to improve inclu-
siveness of teenage mothers in SRH services, the partici-
pants emphasised the need to make it easier for teenage 
mothers to access SRH services. This included ensuring 
that services are provided without requiring them to be 
accompanied by legal husbands, which they often do not 
have. They also suggested assigning specific healthcare 
providers to cater to teenage mothers and youth. This 
approach could enhance accessibility to inclusive SRH 
services and help reduce subsequent unplanned preg-
nancies or other consequences that teenage mothers 
may face. This is important because teenage mothers 
may have different schedules than the general popula-
tion. For instance, some may be attending school and 
unable to adhere to the general population’s schedules. 
The findings of this study corroborate those from a study 
conducted in South Africa which indicated that adolescent 
girls and young women could only access contraception 
services twice a week before 16:00. This posed a challenge 
as many were unable to adhere to the set schedule due 
to school commitments, potentially resulting in drop-
ping out of family planning if they missed their allocated 
dates and times. They then suggested looking for ways 
contraception services may be decentralised to meet the 
specific schedules of this population.37 These findings 
underscore the importance of healthcare policies being 
flexible enough to address the unique needs of adoles-
cent girls and young women, including teenage mothers.

Participants suggested assigning dedicated health-
care providers to offer inclusive SRH services tailored 
to their unique needs. They noted a shortage of health-
care providers at facilities, which may result from a 
general workforce shortage and a lack of trained profes-
sionals specifically equipped to provide SRH services 
to teenage mothers. These findings are in line with the 
evidence which revealed the shortage of trained health-
care providers to offer SRH services to the youth.23 This 
underscores the urgent need to train enough personnel 
in SRH for the youth, including teenage mothers.

Study strengths
The study’s strengths are rooted in its comprehensive 
representation, as it captures the perspectives of teenage 
mothers from both rural and urban areas. The utilisation 
of 5 FGDs involving 50 participants ensures a thorough 
exploration of their experiences, reaching saturation 
in data collection. The study sheds light on the often-
overlooked unique needs of teenage mothers.

Study limitations
The study’s limitations include the inability to involve 
participants at different stages, particularly during the 
early stages and after data collection, to confirm the find-
ings. The researchers did not consult teenage mothers 
before data collection or return to participants to vali-
date the findings afterwards. Additionally, while FGDs 
encouraged shy participants to share their ideas, ensuring 
complete confidentiality outside the group was chal-
lenging, despite the researchers’ adherence to ethical 
principles in conducting interviews and managing data.

CONCLUSIONS
This study in a Rwandan district explored teenage 
mothers’ access to inclusive SRH services. While some 
participants demonstrated good knowledge, significant 
gaps highlighted the need for targeted SRH education 
for youth, especially teenage mothers. Barriers such as 
healthcare policies and provider attitudes were noted, 
potentially worsening SRH outcomes for this group. 
Participants suggested improving access by assigning 
dedicated providers to address their unique needs. 
The study emphasises the need for government and 
partner collaboration to educate healthcare providers 
and enhance inclusive, quality SRH services for teenage 
mothers.
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