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Abstract 

Teen mothers are more susceptible to the negative consequences of pregnancy, due to system-wide and socio-
cultural barriers to accessing needed services, posing higher pregnancy complications and health risks to the babies 
and mothers. Understanding their lived experience can inform context-specific health programs and interventions 
that address their needs and improve the health outcomes. Twenty-three women who had delivered her first child 
before the age of 18 years were interviewed using semi-structured interview guide. The transcripts were coded, 
categorized and summarized into four major themes: 1) Many pregnant teen girls were disadvantaged by the sys-
tem from accessing the healthcare services, 2) Although being judged, many found the health care services positive 
and important, 3) Faced financial difficulty in accessing health services, despite most medical services are covered 
by community based health insurance, 4) Health care services focuses mostly on the medical health of pregnancy, 
the social and psychological needs were mostly not available. The study highlighted the gap in providing mental 
health services, financial support to the teen mothers as part of a comprehensive health services. Some of them con-
sulted health services for the first time with and did not return for follow up if perceived the services was bad. More 
sensitive and targeted materials and ANC services can be offered to this unique group of clients. More acceptance 
training to the health care providers and the public is needed. For health facilities, there is a need to also check their 
psychological wellbeing when seeking ANC services. Online or mobile phone-based mental health interventions may 
provide some solutions to the issue. Government should re-evaluate the health insurance system to avoid uninten-
tional exclusion of this group of population. Policy to facilitate men to take responsibilities on teen pregnancy issue 
is needed.
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Introduction
One of the overarching goals of Healthy People 2020 is 
to eliminate disparities and achieve health equity (Office 
of Health Promotion and Disease Prevention, [41]). Vul-
nerable populations, including teenagers, often face 
health disparities due to system-wide barriers to access-
ing needed services and making healthy choices (Office 
of Health Promotion and Disease Prevention, [41]).

Teenage pregnancy is a global health issue but is 
disproportionately affecting low and middle-income 
countries (LIMC). About 95% of births among 
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adolescents occur in LMIC (UNFPA. [52]). Socio-
culturally, teen pregnancy is being discriminated 
against by many communities. In countries where 
abortion is illegal or when hygiene conditions and 
equipment are insufficient, teenage pregnancy may 
lead to unsafe abortion (National Institute of Statis-
tics of Rwanda (NISR) [Rwanda], Ministry of Health 
(MOH) [Rwanda]  ICF International. [33]). Rwanda 
had an estimated population of 13 million in 2022, 
with 51.5% female, 26.01% at reproductive age, and 
11.3% were female teenagers (National Institute of 
Statistics of Rwanda (NISR), [35]). The teenage preg-
nancy rate, however, has recently increased from 4.1% 
in 2005 to 7.3% in 2015 (National Institute of Statis-
tics of Rwanda (NISR), Ministry of Health (MOH) 
[Rwanda], [34]). Annually around 3.9 million teenage 
women undergo unsafe abortions and about 70,000 
died (UNFPA. [53]). Due to their physiological age and 
many socio-economic factors, teenagers are more sus-
ceptible to the negative consequences of pregnancy, 
posing higher pregnancy complications and health 
risks to the babies and mothers (Ertem, Saka, Ceylan, 
Deǧer, & Çiftçi, [13] (Loto et al. [28]; , UNFPA. [53]),). 
Although many studies have shown effective sex com-
munication between parents and their  adolescents 
could help reduce  teen risky sexual behaviors, lack of 
accurate information remain an issue (Velavan and 
Velavan [55]),Sevilla, Sanabria, Orcasita, Palma, [50]; 
(Harris et al. [20]),Burgess, Dziegielewski, Green, [6]). 
Teen pregnancy is also associated with stigma and dis-
crimination, school dropout, fewer job opportunities, 
and lower financial security in their later lives (Brace 
et al. [4]; , da Coelho and C., Pinheiro, R. T., Silva, R. 
A., Quevedo, L. de Á., Souza, L. D. de M., Castelli, R. 
D., … Pinheiro, K. A. T.  [8]; , Ganchimeg et al. [17]; , 
UNFPA. [53]), indicating the need of socio-economic 
support for them.

Previous studies, including those conducted in 
Rwanda, have investigated the list of possible risk fac-
tors contributing to teenage pregnancies (Ajala [1]; 
, Christofides et  al. [7]),Kanku & Marsh, 24; (Moni 
et al. [32]; , Neal et al. [36]; , Odimegwu [40]; , Okigbo 
et  al. [42]; , Rutaremwa [44]),Parker [43];  Glasier, 
Gülmezoğlu, Schmid, Moreno, Van Look, [19]). 
Addressing such complex issues and enabling teen 
mothers to become productive members of the soci-
ety could not be achieved by simply focusing on pre-
vention. Thus, it is important to understand the lived 
experience of pregnant teens. Accordingly, this study 
was conducted to document the healthcare experience 
of teenagers during their pregnancy in order to inform 
context-specific health programs and interventions that 
address the topic of teenage pregnancy.

Objective
This study explored the experiences and challenges 
faced by teenage mothers in accessing healthcare ser-
vices in Rwanda.

Materials and Methods
Setting
The study was conducted at the Nyampinga Ushoboye 
organization in Rwanda. It is a nonprofit organiza-
tion founded in 2014, with the aims to prevent teenage 
pregnancies, new HIV infections, and empower teen 
mothers with tailored training and skills, as well as pro-
vide income-generating activities to promote economic 
independence and well-being. As of the time the study 
was conducted, the organization had 152 beneficiaries 
who were pregnant when they were teens (Newtimes 
[37]).

Design
A qualitative study using a phenomenological approach 
was utilized to understand the human experience from 
the participants’ personal perspectives through in-
depth-interviews (IDI) (Knaack and Knaack [26]).

Sample
A combination of purposive and snowball sampling 
methods was used to recruit beneficiaries from the 
partnering organization (Nyampinga Ushoboye) until 
theoretical saturation. Women who were 18 years old 
and above and had experienced pregnancy and deliv-
ered her first child before the age of 18 years were 
our target populations. Women who fulfil the criteria 
and currently living with their child were included as 
samples.

Data collection procedures
The recruitment took place between May and June 
2022. The partnering organization first contacted 
its beneficiaries who fulfil the selection criteria and 
explained the purposes of the study. Members who 
agreed to take part in the study were referred to the 
research team for the interviews. The research team to 
set up appointments according to the participants’ con-
venient time and location.

Prior to the interview, consent to conduct and record 
the interviews was sought after a detailed explanation 
of the study. To avoid the possibility that the partici-
pants felt coerced to participate due to their relation-
ship with the partnering organization, the interviews 
were conducted without the presence of the partnering 
organization. The interviews were conducted at a pri-
vate location. Detailed interview notes were taken by 
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the data collector if participants declined to be audio 
recorded. All interviews were conducted in Kinyar-
wanda (the local language) as preferred by the partici-
pants. Each interview lasted approximately 40 min.

Data collection tools
A semi-structured interview guide was developed to 
facilitate the interview. The interview guide contains 
11 main questions, covering the different experiences 
and challenges faced by participants surrounding their 
perceptions of change in life, experience with access to 
health services, socio-economic support, and coping 
mechanisms.  The data collection tool was developed in 
English, translated into Kinyarwanda and back translated 
into English for validation. It was pre-tested on 9 female 
adolescents before actual administration.

Data collectors
The interviews were conducted by data collectors who 
are fluent in English and Kinyarwanda and have quali-
tative data experience. A two-day training was provided 
by the research team to the data collectors on the study’s 
objectives, the consent process, ethical considerations, 
how to conduct interviews, and power dynamics in 
research. Only female data collectors were used in this 
study due to the sensitivity nature of the topic.

Measure
The key measures of this study were the self-reported 
experiences, challenges in accessing healthcare and sup-
port received during their teen pregnancy and care of 
their children.

Data management and analysis
The audio recordings were transcribed and translated to 
English before analysis. De-identified transcripts were 
read by all authors independently then together to cre-
ate the codebook. Then each member read independently 
the same transcripts, using the codebook to code the 
transcript, then met as a team to resolve any discrepan-
cies through discussion and revision of the definition of 
the codes. The PIs coded all transcripts inductively and 
iteratively to finalize on the codebook. The transcripts 
were then coded based on the codebook, first indepen-
dently then as a group to refine discrepancies. The coded 
transcripts were grouped into categories, then themes. 
Representative excerpts were included in the findings.

Results
Twenty-three in-depth interviews were conducted. The 
participants came from six different districts in Rwanda. 
In the time of the study, all participants had delivered 

their first child when they were at the age between 14 and 
19 years.

Four major themes related to their health care expe-
riences emerged: 1) Many pregnant teen girls were dis-
advantaged by the system from accessing the healthcare 
services, 2) Although being judged, many found the 
health care services positive and important, 3) Faced 
financial difficulty in accessing health services, despite 
most medical services are covered by community based 
health insurance (Mutuelle de sante), 4) Health care ser-
vices focuses mostly on the medical health of pregnancy, 
the social and psychological needs were mostly not 
available.

Theme 1. Many pregnant teen girls were disadvantaged 
by the system from accessing the healthcare services
Pre-marital pregnancy was seen as a disgrace to the 
family mainly influenced by the culture and as a conse-
quence, many of the participants were disowned by their 
families at various levels. In addition to that, many were 
also being denied by the men who impregnated them, 
leaving them to handle the pregnancy almost without any 
support under the scrutiny of the society.

While this kind of social stigma exists almost all 
around the world, an extra layer of challenges is faced by 
pregnant teenage women without husbands in access-
ing health care in Rwanda. For example, one participant 
mentioned that when accessing pregnancy tests and pre-
natal healthcare, the system requires her to be accompa-
nied by her husbands or to have some approval papers 
from the local community leaders if the husband is not 
present. Without the presence of the husband, she was 
judged, insulted and denied when trying to get such 
papers – creating a hurdle for her to access healthcare.

“You cannot get to the point of giving birth without 
taking a test. It was a challenge even just to test for 
pregnancy, it required me to have the paper from the 
village local government. I was a teen, it was very 
difficult for me as a young girl, to go to leader to say 
that I want the paper that allows me to be tested 
for the pregnancy and that I have no husband. As 
a girl in such an abnormal life it was even a shame 
for me to say that I was pregnant [without a hus-
band].” < < GH001 > > 

“The first time I went there [health center], they 
asked me where my husband was, of course I 
answered that I don’t have one. They immediately 
told me to leave and come back with the justification 
from the village leader for not having a husband. I 
had to go.” < < MU003 > > 
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In addition, Rwanda citizens are required to purchase 
Community-Based Health Insurance (CBHI)—a national 
health insurance system for the public healthcare. Each 
household purchases CBHI for their family members. In 
Rwanda, people under the age of 16 do not have national 
identity cards. Thus individuals who are not married 
or under the age of 16 must register under their family 
units. When individuals are disowned by their families, 
in this case, most of our study participants, they would 
not be getting CBHI through the families. And if they do 
not have husbands, they could not purchase CBHI at all. 
Without any social support, either from the men who 
impregnated them or from their own families, they were 
systematically disadvantaged from accessing health care.

“My family had refused to register me on their social 
category, so my baby and I could not get community 
health insurance. When we were sick, we would go 
to the community health worker and to pharmacy to 
buy medicines.” < < MU009 > > 

“I had no CBHI, I did not go to the health facility, 
not even once, I only went there when I was going to 
deliver.” < < MU006 > > 

“When I went to the health centre it was late, 
I had to pay the price for the delay. That time 
I had no community health insurance (Mutu-
elle)” < < GH001 > > 

Some also mentioned that even when they were able 
to pay for the services, people were judgemental, mak-
ing them feel guilty or unworthy. They were surprised as 
they were expecting the nurses at the health centre to be 
understanding, instead of stigmatizing them and being 
harsh on them.

“I went there once. The nurses were intimidating me, 
asking me who got me pregnant. They harassed and 
abused me, so I decided to not go back there any-
more.” < < MU008 > > 

“The first time I went to the hospital, the woman 
that hosted me was from my local community. 
She tortured me and abused me. I did not go 
there.” < < MU002 > > 

“I remember the first time I went to the hospital; they 
asked me who impregnated me. I said that “no one”. 
They harshly said, ‘did that baby come from a tree?’ 
I told them I don’t have a husband. They laughed at 
me.” < < MU001 > > 

“The health care provider at first refused to serve 

me, she said to me, ‘You young girl, what were you 
thinking when you got pregnant, what came into you 
mind? what happened to you?’ I sat down and cried; 
it was the saddest day that I had ever experienced in 
my life.” < < BU001 > > 

Not only were they stigmatized by healthcare provid-
ers, but they were also judged by other mothers. Adult 
married mothers at ANC clinics would continuously 
judge them, attributing their pre-marital pregnancy to 
their own indecent behaviours. Moreover, most of the 
advice and education materials provided at the ANC had 
married couples as the target audiences, teen mothers 
did not feel included or relevant in those group educa-
tion. They felt discouraged and stopped attending the 
subsequent ANC consultations unless they were sick or 
experienced medical issues.

“The way they give advice to pregnant women, was 
for women who have husbands; when they are teach-
ing, they seem to be talking to the woman and the 
spouse—the two people. So as a single mother, I felt 
not concerned.” < < GH001 > > 

Theme 2. Although sometimes being judged, many 
teenage mothers found the health care services positive
Overall, the majority of the teenage mothers interviewed 
reported and expressed their appreciation in receiv-
ing good health care services, as well as advice on their 
pregnancy.

“Going to the health centre helped to acquire new 
skills that I did not have. The health care provider 
told me that laying down flat, back on the bed that 
is not allowed for a pregnant mother, they also told 
me that I should not take alcohol while I am preg-
nant and advised to eat a balanced diet, so it helped 
me to learn what can help my baby to grow healthy 
in the womb”. < < NY001 > > 

“It was really helpful because they [health care 
providers] discovered that my baby is wrong posi-
tioned in my womb then they decided to operate 
me.” < < MU005 > > .

“They [health care providers] gave all the ser-
vices about check-ups and when I am sick, I 
could also take my kid for vaccinations or when 
sick.” < < GT003 > > 

One dominant contributor to the positive experi-
ence was the community health workers (CHW). CHWs 
are a tier of health care providers who live in the com-
munity they serve and receive some levels of training in 
providing basic health care. Since they live in the same 
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community, there are more accessible and often can 
extend more personal health care services to vulnerable 
populations. The CHWs played a huge role in their preg-
nancy journey.

Many of our respondents expressed the support, help 
and encouragement they had received from the CHW. 
From encouraging them to seek ANC services or health 
care services in general, to accompanying them through-
out the pregnancy.

“The first time I went at the hospital, I was with a 
community health worker.” < < BT001 > > 

“Community health worker found that I had 
Malaria, gave me medications other than coar-
tem because I was pregnant. She told me that she 
would be helping me because my family had rejected 
me.” < < MU009 > > 

“They [CHWs] treated me and my baby well” 
< < KA001 > > 

Some health care providers even took initiative to cre-
ate groups for teen mothers, to provide them a safe space 
to get emotional, physical and financial support from 
their colleagues who share the same concern. These were 
not institutional efforts, and the participants were par-
ticularly grateful for these initiatives. They had helped 
them to reintegrate into the community and to recover 
from the psychological trauma.

“There is a place where we meet every Thursday. 
There are people who come and talk to us, and share 
our experiences amongst ourselves as well, what we 
went through. Sometimes we are so down and so 
worried, but when we meet and share our sad stories 
you realize that you are not alone and that makes 
you feel better.” < < BT003 > > 

“We talked about the importance of following the 
appointments for ANC service visits, eating bal-
anced diet. They also advised us not to be lonely, not 
to feel desperate, because when you lose hope, your 
child is also born in such mood.” < < BU002 > > 

Theme 3. Teenage mothers faced financial difficulty 
in accessing health services, despite most medical services 
are covered by CBHI
Teen mothers faced both short- and long-term financial 
hardships which impacted their ability to access health-
care services.

For survival, some of the teen mothers had temporary 
jobs and wages before their pregnancy. Some were fired 
because they were deemed unable to continue yielding 

the needed productivity, others had to quit jobs that had 
become extremely tiring. Even after delivery they rarely 
have such employment opportunities, for they cannot 
be allowed to work with their babies and there is no one 
they could leave the babies with.

“No one would give me job while I’m preg-
nant” < < BT001 > > 

“The job that I have is working in brick making and 
is temporary… The job is complicated, It’s a struggle 
for survivor” < < MU008 > > 

Other teen mothers relied on their parents’ financial 
assistance prior to their pregnancy. Most of their families 
were already poor and were unable to provide for the new 
baby in addition to the mother. Some of the respondents’ 
parents had yet to accept the situation. Some refused 
to support them, and others chased them out of their 
homes.

“I started living in the abandoned old houses. Occa-
sionally, someone may pity me and help me. It was 
worse when I am sick because I could not easily 
afford medication.” < < GT004 > > 

Some of the teen mothers also expected some financial 
assistance from the men who impregnated them to help 
them in raising the babies. However, most of the fathers 
failed to meet their responsibilities, with some fledding 
away and leaving the teen mothers to navigate the whole 
journey on their own.

“…the child father had called asking me where I was, 
I answered him that I was at home, he requested me 
to meet him, I was still pregnant, so because he had 
other many children, he wanted to have me killed, he 
did not want someone to know that he had a child in 
Kigali also.” < < MU009 > > 

“when I told who impregnated me, he blocked me 
on telephone, his phone was unavailable. After few 
days, I went at his home place, her mother was tell-
ing him to marry me. Because I felt that his par-
ents were supporting me, I thought everything will 
be okay, so I went back home. I did not go the file 
the case in leadership, because they would have not 
caught him anyway, as he run away to Uganda. 
I first thought of doing abortion, but because my 
pregnancy was more than 1  month, I did not do 
so.” < < BT001 > > 

Their financial hardships extended to their health care 
experience, even for those that had CBHI. Those who 
were enrolled in the CBHI program found it difficult 
to cover all their maternity expenses as the insurance 
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only covered 90% of the costs. For those without CBHI, 
accessing healthcare services was a significant challenge 
as they could not afford to pay for them. Consequently, 
these financial hardships resulted in many of the teenage 
mothers delaying seeking healthcare services when they 
or their babies fell ill, even leading to being discharged 
prematurely from hospitals to minimize expenses.

“My mom has already paid insurance, the medi-
cation was easy to afford, I would only pay 
220RWF” < < MU005 > > 

“My family paid for my insurance, but they didn’t 
pay for my child. My child has no CBHI. I take my 
child to the hospital when I have money on me, but 
most of the times I don’t… and I have to buy medica-
tions from the pharmacy for the child.” < < BT003 > > 

“Life is not good, life is complicated, there are things 
we need, but we cannot afford, sometimes I get hun-
gry and do not find food… When the child got sick, 
it was complicated because I had no means of pay-
ing for the child health care service. There were 
times even my family ran out of money. The child 
got to the point of being hospitalized, the medical 
bill had increased significantly. When the health 
care provider told me that the child was getting 
better, I decided to leave the hospital immedi-
ately.” < < NY001 > > 

“I didn’t get enough money to buy food for the 
babies.” < < BT002 > > 

Theme 4. Health care services focuses mostly 
on the medical health of pregnancy, the social, 
and psychological needs were mostly not available
The services provided at the health center often focused 
only on the medical and physical aspects of the mothers 
and their babies. Many respondents, however, expressed 
that they were facing a lot of mental health issues related 
to the pregnancy. The majority expressed that they expe-
rienced some signs of severe depression, such as losing 
interest in their daily activities, feeling isolated yet not 
wanting to interact with others socially, having trouble 
sleeping, or having negative or suicidal thoughts. Most 
of them went through that at the same time when their 
families and friends had already given up on them and 
the society was criticizing them. Their mental health 
was at the most vulnerable status and the need to sup-
port them at this critical stage was obvious, yet the gap in 
the healthcare system has left their mental health issues 
unaddressed.

“Pregnancy made my life worse; it made me 

depressed; it made me lose any hope… I thought 
of leaving my home because I was not fine at 
home.” < < MU004 > > 

 < < I was depressed due to the unwanted pregnancy. 
There is nothing you can do but to accept to deliver 
the baby as the time goes on.” < < GT004 > > 

“I would just remain inside the locked house 
and drink beer. And hope it could end like 
that.” < < MU002 > > 

Discussion
The primary aim of this study was to identify the major 
interconnected themes related to the health care seek-
ing experience of teen mothers during their pregnancy 
in Rwanda. The four overarching themes emerged were 
related to the challenges in accessing healthcare services 
due to the overall system, the judgement they faced at 
various levels, the financial difficulties, and the need of 
mental health support.

The data collected in the study represented a sample 
teen mothers’ views and experience. To a larger extent, 
the results showed how unprepared the society as well as 
the teenagers themselves were when it comes to teenage 
pregnancy.

The CBHI was introduced in 1999 in Rwanda as a vehi-
cle to achieve universal access to health care (MINE-
COFIN, [31]). It is available to all Rwanda citizens, 
especially for those working in the informal sector [ILO 
Social Protection, [21]; Lu, Chin, Lewandowski, Bas-
inga, Hirschhorn, … & Binagwaho, [29]). CBHI has 
achieved remarkable accomplishment towards effective 
universal health care and has made Rwanda the most 
advanced country in Africa regarding universal health 
care [(Evans et al. [15]; , Lagomarsino et al. [27]; , Saksena 
et  al. [47]),Binagwaho, Farmer, Nsanzimana, Karema, 
Gasana, de Dieu Ngirabega,… & Drobac, [3]; (Makaka 
et  al. [30]),Nyandekwe, Nzayirambaho, & Kakoma, [39]; 
(Sanogo et al. [48])). However, this study reviewed some 
gaps within the system.

Many participants highlighted a challenge in access-
ing health care services for themselves and their babies 
due to inaccessible community-based health insurance. 
The current CBHI system focuses on household registra-
tion as a unit. Teens who were disowned by their families 
have no means of registering and eventually being left off 
by the system. The Rwandan government needs to re-
evaluate the existing CBHI system so that this vulnerable 
group has more autonomy in purchasing health insur-
ance, instead of being completely dependent on the deci-
sion of the head of household.
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One participant mentioned about the requirement of 
an authorization letter from village heads also created 
an extra layer of challenges for teen mothers to access 
health care. We could not verify the magnitude of this 
issue, nor could find out the origin or actual rationale for 
such practice. However, the execution of such practice 
could be a barrier itself. According to General Medical 
Council (General [18])of United Kingdom, the patient 
confidentiality is an essential part of good care and must 
be respected. This confidentiality applies to both adults 
as well as to children or young persons. While fully sup-
porting the principle of confidentiality and privacy must 
be respected, we also recognize many habits and prefer-
ences about privacy and confidentiality is often culturally 
informed (Estroff and Walker [14]). It would be easy, yet 
risky, to recommend eliminating the practice of acquir-
ing authorization letter from village heads, without fully 
investigating and understanding the rationale behind 
that traditional practice. Further study to understand 
the implication is needed. Another barrier to access to 
healthcare was specifically related to this age group of 
our study participants. In Rwanda, the legal age to be get 
an identity card is 16 years old (NIDA [38]). Without the 
identity card, pregnant teen under the age of 16 would 
not be able to access any government services.

At the services delivery level, ANC is typically and 
traditionally offered to couples expecting babies – as 
that’s the assumed clienteles. It is understandable that 
the materials were all catered to such audiences. As this 
study results have reviewed, this group of patients were 
left out from the services, either due to the materials 
were not relevant or appliable to their situations. There 
is a need for the health programs to update and modify 
the information, training, and materials to become more 
diversified and inclusive.

As indicated in many previous studies, teens with 
pre-marital pregnancy often faced stigma (Atuyambe 
et  al. [2]; , Dlamini [10]; , Ellis-Sloan and Ellis-Sloan 
[12]; , Jones et  al. [23]; , SmithBattle [51]; , Wiemann 
et  al. [56]). Our study results showed the stigma they 
faced came from many sources – from being disowned 
by their family members, to being judged by health 
care providers and other pregnant women at the health 
facilities. All these have created a sense of both guilt 
and shame to these teens. In addition to the abandon-
ment from their parents, many were also abandoned 
by the men impregnated them. Many studies have 
suggested sensitivity trainings should be provided to 
health care providers to various clinical situations 
(Douglas [11]; , Senanayake et al. [49]),Isano, Yohannes, 
Igihozo, Ndatinya, Wong, [22]). It is arguably that such 
training would not be sufficient unless it is extended to 
the larger community. Acceptance is not only limited to 

the teens, but also to their families. Many families dis-
owned the teens as the pre-marital pregnancy brought 
shame and disgrace to the families (Ruzibiza and Ruzi-
biza [45]),Saim, Dufåker, Ghazinour, [46]). Such aban-
donment at a time when they needed family support 
the most, subsequently caused many challenges to both 
the teen mothers and babies in receiving proper health 
care.

Many of our participants also mentioned that the 
men impregnated them were no longer in any part of 
their lives. The act of fleeing from the responsibility 
directly put the teen girls in all kinds of hardships from 
social stigma to financial burden. Further investigation 
is required to identify appropriate interventions. Poten-
tially, a multipronged solution including education, pol-
icy and punishment, would be needed if sexual coercion 
was involved.

Getting pregnant at a young age can be scary for 
women, especially if they were not married. Many teen 
mothers found the CHW helpful, as they provided them 
support, encouragement and accompaniment to seek 
care at health facilities. The actions of CHWs were greatly 
appreciated by the participants. Such best practice should 
be promoted. At the same time, many respondents men-
tioned that they did not go back to the health facilities 
after the poor treatment they had received during the 
first treatment; highlighting the importance of how 
health care providers’ attitude could affect the potential 
health outcome of the teen mothers, regardless the qual-
ity of services. Health care providers awareness on this 
must be enhanced.

The study results also highlighted a few aspects of sup-
ports were missing in the care of teen mothers. The find-
ings showed that teen mothers face numerous challenges 
that place demands not only on their physical health, but 
also on their mental wellness. The need for mental health 
support for most mothers was not addressed at most 
health services. The positive experience of our respond-
ents from the peer support group served as an example 
of the importance of providing them a venue to discuss 
freely, feel accepted, share experience and know they 
are not alone (Bunting et al. [5]; , Klima and Klima [25]). 
Such practice should be encouraged or even institution-
alized by health facilities. Mental health currently is not 
part of the maternal services and should be considered to 
be incorporated as a routine service. Mental health well-
ness should be routinely checked at the ANC. In addi-
tion, family and community are important sources of 
social support (Evans, Katz, Fulginiti, Taussig, [16]). Fur-
ther supporting the importance of sensitivity training to 
the larger community in promoting acceptance. The need 
of providing them with a sense of acceptance, socializa-
tion, and stability are important (DeVito and DeVito [9]).
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Financial challenge is not only a common barrier for 
teen mothers to access health services, but to achieve 
overall health in general. Caring for their newborns 
with virtually no financial means was challenging. Even 
if they had access to CBHI, they still faced difficulties in 
paying for the remaining 10% designed by the system 
on items not covered. In addition to health care cost, 
they also need to meet the basic needs of their infant as 
well as theirs, including food and shelter. Government 
should consider incorporating more financial supports 
and career opportunities to this particular group of citi-
zens not only to ensure they can access health services, 
but also optimize their development as well as their 
children’s.

Despite the physiologic immaturity of the girls, the 
stigma they faced from different aspects of the society, 
the financial hardship, they managed to carry their preg-
nancies to term and did not resort to abortion. Showcas-
ing how resilient they could be. They represent a group 
of citizen who could be productive members of the soci-
ety if proper investment and support are provided. Evi-
dence has shown investments in the health, education, 
and development of the young people can have long term 
benefits throughout their lifetime for the individuals as 
well as the society for a strong national polity and econ-
omy (UNICEF [54]).

Limitations
This research provides data for understanding the expe-
riences and challenges faced by teenage mothers when 
seeking health services in Rwanda. However, it is a quali-
tative study, its results are not mean to generalize and 
represent all teenage mothers’ experience in Rwanda.

The study also has a potential selection bias, since the 
participants were contacted through an NGO, making 
them to be more likely to already have better access to 
healthcare services compared to those who are not sup-
ported by any NGO. And we could not eliminate the pos-
sibility of recall bias.

Conclusion
Teen mothers face numerous challenges in accessing 
health services. Understanding the lived healthcare 
experiences of teen mothers can provide significant 
insights to develop future programs and support for 
improving health outcomes and support systems for 
young mothers. It highlights the necessity for tailored 
healthcare services that address the unique physi-
cal, emotional, and social needs of teenage mothers. 
The findings suggested that current healthcare provi-
sions often fall short in providing comprehensive and 
empathetic care, leading to feelings of stigmatiza-
tion and inadequate support among teen mothers. By 

understanding these lived experiences, policymakers 
and healthcare providers can develop more inclusive 
and supportive strategies, such as enhanced education, 
counseling services, and community-based support, to 
improve the overall health and well-being of teen moth-
ers and their children.

The study highlighted the gap in providing mental 
health services, financial support to the teen mothers as 
part of a comprehensive health services. Holistic solu-
tions to the problems can only be found through the 
coordinated effort of a multidisciplinary and intersec-
toral approach. Most teen mothers were struggling to 
deal with their pregnancy; they were unprepared for the 
transition to motherhood. Their pregnancy also put their 
family and social support to test. These mothers con-
sulted for the first time with anxiety, and if perceived the 
services was bad, will not return for other services, which 
can put their health as well as their children’s health in 
jeopardy. More acceptance training to the health care 
providers and the public is needed. For health facilities, 
there is a need to also check their psychological wellbe-
ing when seeking ANC services. More sensitive and tar-
geted materials and ANC services can be offered to this 
unique group of clients. Online or mobile phone-based 
mental health interventions may provide some solutions 
to the issue. Government should re-evaluate the health 
insurance system to avoid unintentional exclusion of 
this group of population. Policy to facilitate men to take 
responsibilities on teen pregnancy issue is needed.
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