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Abstract 
This paper is focusing on abortion issue in Rwanda particularly the view of population 

living in Nyagatare District to the abortion. In this study, a quantitative descriptive design 
with a positivist paradigm guided the whole research process. Two levels of sampling were 
done. The first was random sampling for the selection of healthcare centres where five 
healthcare centres were selected out of a total of eighteen. The second level was probability 
sampling with a systematic strategy, which was used to select the participants at healthcare 
centres. A total of 137 women volunteered to participate in the study and completed an 
anonymous questionnaire. The authorisation to carry out the research was obtained from 
Nyagatare District and five healthcare centres. The research was approved by the University 
of KwaZulu-Natal Ethics Committee. The gathered data were analysed using SPSS version 
19. Among participants 12.4% wish to use abortion as family planning method. The views on 
abortion remain different among people. 
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Introduction 

Some people see abortion as killing, while others view it as part of a family planning 
method. Worldwide, abortion is used by 63% of women and is now available on request for 
about 40% of women (Bristow, 2010).Family planning is a service used to regulate the 
growth rate in low-, middle- and high-income countries. Many studies show that population 
growth is of concern for low-, middle- and high-income countries in terms of the high rate of 
infant mortality and maternal mortality (Thaxton, 2007; Jones, 2008; Casey et al., 2009). This 
impacts on the development of the countries and does not allow the achievement of socio-
economic goals as well as the Millennium Development Goals by the year 2015 (Do, 2009). 
Family planning is one of the solutions that can be used to address population growth. In 
addition, family planning is a central feature of life and health for women all over the world 
(Griggs, 2009). In Rwanda, the Millennium Development Goals of 2010 showed that 27% of 
the people in the country are currently using contraceptives (Abbott and Rwirahira, 2010). 
There are two types of contraception: modern and natural. Modern contraception methods can 
be categorised in several ways. Hormonal methods include oral contraceptives, patches, 
vaginal rings, intramuscular contraceptives, implants and levonorgestrel intrauterine devices. 
Non-hormonal methods include male and female condoms and other barrier methods, as well 
as copper intrauterine devices. Implants and intrauterine devices, and sometimes 
intramuscular contraceptives are also categorised as long-acting, reversible contraceptive 
methods. Surgical sterilisation is a permanent method of family planning (Tsui, McDonald-
Mosley and Burke, 2010) and abortion is classified with modern one. Natural method 
includes abstinence, withdrawal (fertility awareness, outer course), and continuous 
breastfeeding (lactationalamenorrhea method) (Stacey, 2008). As a result of this, the 
researcher was interested to know how the population of Nyagatare District sees abortion in 
right of family planning method. 

The following sections are literature review on abortion; methodology used to gather 
information regarding family planning, as well as results from respondent to the abortion. 
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Literature review 

Abortion is considered differently in different societies in the world. Some people see 
abortion as killing, while others view it as part of a family planning method. Worldwide, 
abortion is used by 63% of women and is now available on request for about 40% of women 
(Bristow, 2010).Rwanda is one of the countries that consider abortion as killing. 
Ndikubwayezu (2009) and Nambi (2009) state that Rwanda is still listed as one of the 
countries where abortion is illegal and punishable under the penal code. However, abortion 
recently accounted for 50% of women who die from reproductive health complications. 
Despite the fact that abortion is illegal in Rwanda, the results of a study by Basinga, Moore, 
Singh, Audam, Carlin, Birungi and Ngabo (n.d.) showed that 10 out of 1 000 women aged 
15–49 were treated for complications of abortion in health facilities. In health facilities, 
women are admitted when they experienced complications due to the incomplete or poor 
practice of these illegal abortions. Many of these women reported too late for assistance due 
to possible shame of what they did and fear of being prosecuted. If it is legal, they may come 
when they notice that fertilisation had occurred. This might be an indication that the number 
of unsafe abortions in Rwanda is even higher when it includes women who do not experience 
complications and women who experience complications but do not access health services 
(Basinga, Moore, Singh, Audam, Carlin, Birungi and Ngabo, n.d.). Mutesi (2011), a 
journalist, reported two cases of women arrested for abortion in Rwanda in 2011, where one 
of them said that she decided to abort the foetus because the man responsible had abandoned 
her. The second one said that she did it because it was an unwanted pregnancy. In contrast, 
abortion in South Africa is legal. If unintended pregnancy is assumed, the last resort is to 
terminate that pregnancy. In Rwanda, abortion is legal when the life of the mother is 
compromised or when medical examinations show that the foetus has abnormalities that 
would make it impossible for the baby to survive after his/her birth Mutesi (2011). 

The same issue was reported by De Mora (2011) in Uruguay that abortion is not allowed 
but they count around 30000 cases every year for unsafe abortion. The study done by 
Fleissing (Furedi, n.d) estimated that 310000 accidental pregnancies occur every year in 
Britain which may exceed this number as the Author did not include those who conceived and 
did abortion; and the same Author affirmed that the abortion is the most solution to the 
unwanted pregnancy. As Canadian Abortion Facts states, in Canada, abortion is legal and 
96% of abortion is done as buck-up to birth control as Canadian Abortion facts stats 
(Campaign Life Coalition, 2009), even this act is funded. However some Canadians complain 
on the money that is used to kill unborn babies. 

The anti-abortion activists, Dorenbos and Van Vuuren (2003) are outspoken when they 
argue that, when considering human rights, an abortion is discrimination against the life of the 
unborn child. These authors add that the life of a human being is now lower than that of an 
animal when one takes into account how an animal is respected. If any animal species is in 
danger the world hastens to secure it; human beings, however, are cruelly and torturously 
killed in their mothers’ wombs. This is remarkable when one considers the activity of an 
organisation such as Greenpeace who swiftly become active to save the world’s endangered 
species (Dorenbos and Van Vuuren, 2003).The researcher is in agreement with those authors 
because life starts with fertilisation and continues till the person dies. In the fight against 
abortion, we may educate the community about the emergency contraceptive methods. We 
believe that such cases occur unwillingly, but with enough knowledge of family planning 
methods, we could reduce the rate of abortion. 

The fact that the human foetus is not easily seen, weak and vulnerable is no reason to 
override or ignore its right to life. Because of the mental and physical immaturity of a child, 
care and protection is needed before as well as after the child is born. A woman’s life is 
considered more precious and worthy than that of the foetus without any thought for the 
unborn innocent human being. Women have the same rights as other people but these are 
often seen to be in conflict with those of their unborn children as stated by Human Rights 
(n.d). We may not ask for rights as well as justice for ourselves while taking away the rights 
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of those who are most dependent and innocent. In trying times of dealing with an unwanted 
pregnancy, society should empathise with women as well as their unborn children, supporting 
them during this period so that they do not feel abandoned and alienated. The beginning of 
life starts at conception. None of us has an utter right to control our bodies as many abortion-
rights activists proclaim. This society plays a very significant role in sustaining and saving 
life. Society forbids us to use our bodies to harm others or to harm ourselves. A woman does 
not have the right to kill or to cause harm to the unborn baby living within her womb (Human 
Rights, n.d). It is not acceptable, in other words, for one individual to trade off the life of 
another person against his or her proper social, health or economic welfare. The only case 
when one life can be taken legitimately is when another life is stake (Human Rights, n.d.). 

Methodology 

In this study, a positivist paradigm (Weaver and Olson, 2006) was used with deductive 
logical reasoning. This paradigm makes the assumption that there is an objective truth 
existing in the world that can be explained and measured scientifically (Matveev, 2002). The 
data from the participants was objective truths that existed among them and which can be 
explained and measured scientifically. The researcher was separated from entities who were 
the subjects of observation. 

The researcher used a quantitative approach (Burns and Grove, 2005; Moule and 
Goodman, 2009) that allowed him to count and measure events and perform a statistical 
analysis of the body of numerical data. This allowed the researcher to generalise because the 
measurement was valid and reliable (Alasuutari, Bickman and Brannen, 2008). This approach 
was used because the data collected using the quantitative approach was clear and very 
precise and lacked ambiguity (Gilbert, 2008). 

For this study, a descriptive (Keele, 2011) quantitative approach (Burns and Grove, 2005; 
Moule and Goodman, 2009) was used in order to understand the phenomenon under 
investigation. The descriptive study was chosen for this study for the simple reason that it 
afforded the researcher the opportunity to gain more information about the characteristics of 
the topic of interest (Keele, 2011). 

Nyagatare District was the setting for this research. Nyagatare District is situated in the 
eastern province of Rwanda, bordered by Gicumbi District on the western side, Tanzania in 
the east, Uganda in the north and Gasabo on the southern border. Nyagatare District has 630 
villages (Imidugudu), 106 cells and 14 sectors. The district occupies 1 741 km2 of land and is 
inhabited by 291 452 people. The population density is 321 inhabitants per km2. Nyagatare 
District has one hospital and 18 health centres (Nyagatare, Rukomo, Mimuli, Gatunda, 
Gakirage, Nyakigando, Cyondo, Muhambo, Nyagahita, Tabagwe, Ndama, Karangazi, 
Muhambo, Bugaragara, Kagitumba, Muriri, Rurenge and Kabuga) (DCDP, 2007). 

The population of the study was women of productive age (18–49) living in Nyagatare 
District, Rwanda. The total population under study was 455 of those using family planning 
and antenatal clinics at five selected health centres (Rukomo, Rurenge, Bugaragara, Mimuli 
and Nyagatare). After selecting the health centres, the researcher contacted each health centre 
to obtain the overall number of people who come in for antenatal and family planning 
services. The total number found was to be 455, which made up the population size for the 
study. 

The sample selection was performed by selecting the setting as well as selecting the 
participants in the study. For the selection of the setting, the research was conducted at five 
health centres functioning in Nyagatare District. These health centres represent 30% of all 
health centres in Nyagatare District, which is an acceptable number for the generalisation of 
the findings. The selection of health centres in Nyagatare District was made by way of simple 
random sampling. The researcher obtained a list of all the health centres as the site of 
research, allocated numbers to each health centre and then put the numbers on separate slips 
of paper. The researcher deposited the slips of paper in a suitable container (bowl). Thereafter 
the researcher pencilled in a slip and made a note of its number, and replaced the piece of 
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Validity and reliability 

Validity is the way to illustrate whether the instrument is really measuring what it set out to 
measure or intended to measure as this shows whether the results are true. Validity is an 
indication of whether the research truly measures that which it intended to measure or how 
truthful the results are (Golafshani, 2003; Twycross and Shields, 2004; Gerhardt, 2004; Polit 
and Beck, 2008). Content validity is used to show the readers how the tool responds to the 
objective of the research interest. Twycross and Shields (2004) point out that content validity 
demonstrates whether the tool appears to others to be measuring what it says it does. 

Reliability is dependability and consistency of a research tool used to measure a variable 
(Brink, 2006). There are many types such as internal consistency, stability and equivalence 
(Considine, Botti and Thomas, 2005). In this study, the instrument was tested and retested 
during the pilot study of ten women of productive age (18–49) who did not participate in the 
final data collection process of this study. The pilot study is an important stage for every new 
survey instrument. The pilot study is a small-scale preliminary study conducted before the 
main research with the intent to check feasibility of the instrument and to avoid waste of 
money and time as a result of inadequately designed research, as argued by Haralambos and 
Holborn (2000). 

Data collection procedure 

The researcher recruited one nurse at each health centre to assist with data collection. The 
researcher selected a qualified nurse who understood the questionnaire as intended by the 
researcher. Trained nurses helped participants who could not read to fill in the questionnaire. 
Participants dropped the completed questionnaires in boxes that the researcher made available 
during data collection. It took around 20 minutes to fill in the questionnaire. 

The data was collected over a period of three weeks by the researcher and one nurse from 
each health centre assisted. The researcher then collected all the answered questionnaires 
from the health centres. 

Data analysis 

The data was analysed using the Statistical Package for Social Sciences (SPSS), version 
19.0. To make data capturing and auditing easy, the data was coded. Descriptive statistics, 
such as frequencies and percentages, was used to synthesise the data. Basic statistics and 
frequencies were considered and are presented in tables or figures. 

Ethical consideration 

Ethical principles (Brink, 2006) have to be adhered to in all research done by students, staff 
or other persons. Cautious consideration to ethical issues were taken into consideration 
because we reside in a world with multifaceted interactions that have an impact on the health 
and wellbeing of the population of all nations regardless of individual or national prosperity 
(Harrowing, Mill, Spiers, Kulig and Kipp, 2010). The researcher made sure he protected the 
dignity and welfare of the participants in accordance with ethical principles. Ethical approval 
was obtained from the University of KwaZulu-Natal Ethics Committee. In addition, 
permission to conduct research was obtained from the General Director of Nyagatare District 
as well as the person incharge of each health centre. Ethical consideration was considered in 
collaborative partnership, social value, scientific validity, fair selection of study population, 
favourable risk–benefit ratio, independent review, informed consent, respect for recruited 
participants and study communities, data management as discussed by Ford, Mills, Zachariah 
and Upshur, 2009). 

Results 

Demographic data 

Demographic data included age, marital status, educational background, religion, 
occupation, and number of children in the family. All data are presented in Table 1 
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Table 1 Demographic data 

Demographic data Element of demographic data Frequency Percentage 

Marital status Single 12 8.8 

Married 117 85.4 

Widow 3 2.2 

Divorced 5 3.6 

Educational 
background 

None 27 19.7 

Primary 85 62 

Secondary 25 18.2 

Tertiary 0 0 

Occupation Unemployed 8 5.8 

Trader 9 6.6 

Farmer 104 75.9 

Stockbreeder 4 2.9 

Public worker 9 6.6 

Private worker 3 2.2 

Religion None 9 6.6 

Christian 117 85.4 

Muslim 10 7.3 

Traditional indigenous beliefs 1 0.7 

In terms of marital status, the highest number was for married women at 85.4% (n=117), 
widows at 2.2% (n=3), singles at 8.8% (n=12) and divorced women at 3.6% (n=5). 

The educational background shows a high number of educated participants at primary level 
(62%, n=85), secondary level (18.2%, n=25) and uneducated (19.7%, n=27). There were no 
participants educated up to tertiary level. 

The occupation of participants varied. Of the participants, 75.9% (n=104) were farmers, 
6.6% (n=9) were traders, 6.6% (n=9) were public workers, 2.9% (n=4) were stockbreeders, 
2.2% (n=3) were private workers, and 5.8% (n=8) of the women who were present during the 
data collection period were unemployed. 

The majority of participants were Christians (85.4%, n=117), followed by Muslims (7.3%, 
n=10), traditional indigenous beliefs were represented by 0.7% (n=1), and 6.6% (n=9) of the 
participants had some other type of religion. 

Abortion information 

Abortion is not allowed in Rwanda. However, in the high- and middle-income countries, 
this is used as a family planning method. This motivated the researcher to ask the question 
regarding termination of pregnancy to discover the views of the participants. Table 2 presents 
the perceptions regarding abortion. 
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Table 2 Termination of pregnancy 

Variables  Frequency Percentage 
Have you heard about termination of pregnancy 
(abortion)? 

Yes 100 73.0 
No 37 27.0 

View of 
abortion 

It is a means for fertility 
regulation 

Yes 13 9.5 
No 124 90.5 

It is a violation of child rights Yes 109 79.6 
No 28 20.4 

Place where 
abortion occurs 

Abortion takes place at home Yes 99 72.3 
No 38 27.7 

Abortion takes place at 
traditional healer 

Yes 78 56.9 
No 59 43.1 

Abortion takes place at clinic Yes 45 32.8 
No 92 67.2 

Abortion takes place at hospital Yes 30 21.9 
No 107 78.1 

If you could access a termination of pregnancy 
service, will you use it if you became pregnant 
unintentionally? 

Accepted to 
use service 

17 12.4 

In the table above, in the last row, the researcher presents the participants who would make 
use of the abortion service if the service were made available to them. The participants heard 
about termination of pregnancy (abortion) at 73.0% (n = 100); they consider it as a mean for 
fertility regulation at 9.5% (n = 13), as a violation of child rights at 79.6% (n =109); they 
confirmed that abortion takes place at home at 72.3% (n = 99), at traditional healer at 56.9% 
(n = 78), at clinic at 32.8% (n = 45), at hospital at 21.9% (n = 30); then they agreed to use this 
method at 12.4% (n = 17) if they become pregnant unintentionally and if the they could 
access a termination of pregnancy service. 

Discussion 

Information on abortion is root of this study because it is considered to be one type of 
family planning method in some countries(Bristow, 2010) while others view it differently 
(Nambi, 2009; Ndikubwayezu, 2009).Perceptions on abortion have to be taken into account 
so that researchers and policy-makers can come up with strategies to educate and inform 
communities. When done in the backstreets, abortion takes the lives of women. Abortion in 
Nyagatare District was known by 73.0% of the participants and was seen as a means of 
fertility regulation by 27.0% of the participants; which is in line with the thoughts of some 
Canadians as well as South Africans(Campaign Life Coalition, 2009). However, none of 
participants were using it. Others saw abortion in light of violation of children’s rights 
(79.6%). However, in high-income countries, including South Africa, abortion is seen as a 
family planning method. In Rwanda, as other low income countries, abortion is legally 
prohibited (Nambi, 2009; Ndikubwayezu, 2009). 

The research participants reported that abortion usually takes place at home (72.3%), on 
the traditional healer’s premises (56.9%), at the clinic (32.8%) and in a hospital (21.9%). The 
foremost place to have an abortion, as reported by the participants, was at home. Some 
reported that when an individual embarks on an abortion process, she leaves the house and 
goes into the bush so that nobody will know what happened. In Rwanda, no clinic or hospital 
is permitted to perform an abortion unless there is an abnormality to the foetus or when the 
life of the mother is endangered. For instance, when the life of woman is endangered by a 
present pregnancy or when the foetus has an abnormality that could not allow the baby to 
survive an abortion can be legally conducted. However, at home and in the case of bush 
abortions (back street abortions in South Africa) there is no medical indication for such 
abortion. Unfortunately, due to poor standards and care in these illegal practices, the woman 
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is exposed to complications. In Rwanda, it is prohibited for traditional healers to perform an 
abortion (Mutesi, 2011). 

However, even although abortion is prohibited, 12.4% of participants wished for the 
service to be available should they unintentionally become pregnant. 

Conclusion 

The abortion issue is the debate all over the world, the present paper aimed at exploring the 
perception of women attending Nyagatare Health District, in Rwanda on abortion as one of 
family planning methods. The utility of family planning is to avoid unintended pregnancies 
by using correct and consistent chosen methods. The women living in Nyagatare District wish 
to have abortion program at the health centres at 12.4%. In Rwanda, the abortion issue 
remains to be problem. The present research was conducted to the women; there needs the 
views from men too. 
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