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Abstract 

This thesis focused on acce'is to .1ll: tl )rtion s r iC'S in Kibcra informal settlements in Nairobi 

ity ounty. The main ohj ·ti ' · l I th • stud was to explore the factors influencing access to 

safe abortion s ·rvi · ·s in Kil 't 1 inh rmal settlements. The specific objectives were to investigate 

the wom ·n's und ·r tandin f the abortion provisions in the Kenyan constitution; to determine 

the uvuilubilit and ac e · ·ibilit of afe abortion services in Kibera informal settlements and to 

e ·amine hm\ women· attitudes influence their access to available abortion services in Kibera 

informal ettlements. 

The study de ign ' as cross-sectional, combining both qualitative and quantitative methods of 

data collection. The qualitative methods that were used included case studies, focused group 

discussions and key informants interviews. Quantitative data was collected in a survey using a 

semi-structured questionnaire. Non-probability sampling methods were u ed to draw the tudy 

participants. A total of 50 women of reproductive age (15-49 years) were sampled to participate 

in the study using convenience sampling technique. These women participated in the urvey. 

Three (3) GO \ ere conducted ' ith a ub- ample of the ' omen who had particip ted in the 

urvey. he fo u group participant were con enientl elected n the ba ·i of wh had time to 

participate in th di us ion. K infl rmant ' ere t d purp i el and ca. • studi' ' cr 

dra\\n u ing the n w-ball tc hniquc. Data \\Crc anal zed u ing difTcrcnt tc ·hniquc . ualitati c 

d u in cont nt una!) i \\h ·rcby· datu" n.: d and n.;-n.:ad t idcntif) th m in 

th Ill tudy hj ti\ nd \crb tim qu u d to . plain 

th trcn p 

II 



The findings suggested that majorit) of th \\om n in Kibera (80%) were not aware of what the 

constitution says about abortion in K n 1. II th said wa that abortion was illegal from both 

the state and rcligiou · p ·r p th ' I h .·tud found out that lack of adequate health facilities 

that ofTcrcd sufe ubortiou ~nd th • high cost or safe abortion in Kibera drove women to 

procure unstdl: tborli{)l\ lr m unqualified providers. The study also revealed that women's 

uttitud ·s tow 1rds u rti n influenced their practices; women who viewed abortion as a sin were 

again ·t abortion ( afe run afe abortion). For others, the stigma that is associated with abortions 

in Kib ra made them to procure unsafe abortions from backstreet providers. Women who 

suffered a lot of pain from unsafe abortions reported that they would only procure abortions from 

safe pro ider in the future. 

It is concluded at that lack of knowledge on the provisions of the constitution on abortion in 

Kenya is a barrier for most women and girls in Kibera who want to terminate their pregnancies 

safely. Fe\ healthcare providers are knowledgeable on the full content of the law and mo t 

women remain unaware of pro isions of the law. A lack of clarity about legal acce to abortion 

ha produced v.ide pr ad mi information among women, adolc cent , and medical pro ider . In 

addition, \\Omen' acce to afe abortion is determined largely by their ability to an· rd th 

pr edure and to id ntif) nd rea h apr idcr" h fii r ·afc ab rtion ·crvi c . 

'I hi tud) r ommcnd that th n:: i n cd t reate m rc U\\an.:n among publi on " hut the 

r 

rti n i 

ut abortion and c pc ·ially women nc~.:d to b cdu atcd on their ri 1hl nd 

mi n. I h~.: O\crnmclll h uld n ur that th~.:r ur utli knt 1t ilitk 

nd priv t ) nd to n ur th t th 

m n. 
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1.1 Introduction 

CHAPTER ONE 

BACKGROUND TO THE STUDY 

Unsafe abortion is d ·lin· I h th \\II as a procedure for terminating pregnancy, carried out 

either by pcrsons I 1 ·kin • th · n · ·kills or in an environment that does not conform to 

minimulmt.: ikul ·tandard ·. r b th (WHO 2011:2). Worldwide, unsafe abortion persists as a 

scri0t1 · und continuing public health challenge (WHO 2011:17, WHO 2003). It accounts for 

13% of global maternal deaths and remains the principal cause of a range of short-and long­

term health complications in women (Khan et al. 2006). 

0 er the past two decades, the health evidence technologies and human rights rationale for 

pro iding safe, comprehensive abortion services have evolved greatly. However, an 

estimated 22 million abortions continue to be performed unsafely each year, resulting in the 

death of an estimated 47,000 women and disability for an additional 5 million women (WHO 

2011: 17). Annually it is estimated about 80, 000 worldwide deaths from un afe abortions 

occurs, o er 99°/o of these deaths occur in the de eloping countries of ub- aharan Africa, 

entral and outheast A ia, and Latin America and the aribb an ( rime eta/. 200 :1 08). 

In Kenya, a woman ha a one in 55 chance of dying fr m pregnan r !at d au ·c cr her 

lifetime. nd b ut 360 \\ men di p r every 100. I iv birth (API IR ' 

ppro.·im t ly 3-% f Kenya maternal death Uf\; cau cd b · un.uf n 

induced r unpr ur n d il . ba is in K n · • nd l\Cr 

m nin , n I du t un rti np tic nnu 11 . 



Unsafe abortion in Kenya has long b n recognized a a leading cause of maternal morbidity 

and mortality (Solo 2001 :20). The major contributor to unsafe abortions is unintended 

pregnancy, not only in Kenya but in th~' hot' of Africa (Gage 1996, Magadi 2006). In 

Kenya, the prevalcn c of unint n I l f l'l 'n:m' 1\~mains high. The 2008-09 Demographic and 

Ilcalth Survey (DIIS) sh )\\ · thul 

26% were mi~ti111 •ti) (K R 

% f births were unintended (17% were unwanted and 

Recent 'ludi ', thut huv il u ed on the magnitude and complications of abortion in Kenya 

fow1d tl1ut ab ut -0.000 v omen annually sought medical care for abortion-related 

complications in public sector hospitals alone (Gebreselassie 2005:1229). The treatment of 

abortion- related complications in public hospitals consumes a lot of resources, including 

hospital beds, blood supply, medications, and often operating theatres, anaesthesia and 

medical specialists (Gebreselassie 2005, Nzioka 2009). Incomplete abortions also account for 

a large proportion of gynaecological admissions in public health facilities. 

The MDG 5 auns at improving maternal health by reducing maternal mortality and 

morbidity. Hov e er, the goal may not be attainable due to higher rate of deaths and injurie 

related to un afe abortion APD 201 0). ackl ing un afe abortion i thu k t the 

countl) · attainment of MDG 5 ( yiek et al. 20 6:4). Impr ed a ce t high- ualit 

c mpn::hen ive a rti n ar which in lud a ailability f ·afc rti n ~.;rvi • 

cc i ilit. rd bilit · and a cptabilit f . fi a rti n crvicc rapid and 

trcatm nt o incompl h; b rti n and th r c mpli ati ntra ptiv · nd famil · pi · nnin l 

1'\i h · lth km· 

illn nl li but I t th I hh ~ t m 



The new constitution of Kenya (20 1 0) provides stronger protection for the lives and health of 

women. It explicitly permits abortion h n '·in the opinion of a trained health professional, 

there is need for emergency treatrn nt , r thl' liH· or health of the pregnant woman is in 

danger, or if permitted by n th r \ ritll.:n law" (N LR and CRR 2010).The constitution 

also states that "a p ·rs m ·h dl n l t d~.:ni ·d emergency treatment" (NCLR 2010). Generally, 

the new consliluliou pr wid ·an legal foundation for women's access to safe abortion and 

is lhc bu ·i · r r lh tandard and uidelines for Reduction of Morbidity and Mortality from 

Un ·aii borli n in en a recently developed by the Ministry of Health (CRR 2010). 

For the purposes of this study, abortion safety includes not only the physical safety of 

women, as promoted by access to competent operators and appropriate facilities (WHO, 

2011 ), but must also protect the psycho-social safety of women undergoing the procedure, as 

promoted by respectful and humane abortion care attitudes and practices of professional 

caregivers (Slade et a!. 2001). Psycho-social safety in abortion care is less dependent on 

what technical care is delivered than on "the way care should be delivered" (Slade et a!. 

2001: 72) and ''the quality of care received from staff' (Slade et al. 2001 :72). Thu , although 

their physical afet may be protected, women who access technically appropriate ab rtion 

ervtc but receive them in dehumanizing or demeaning ways do not ace· · afe a rtion 

rv1c a their p chological afety remam at ri k. hi tudy pi red th fact r' 

inf1uen ing ·afe a rti n rv1 \vhi h ntailcd a ailabilit , ibilit ' 

r rd· bility nd • •pt bilit · f · fe a rti n ervicc u ing nthr p l gtcal r s · r h 

hniqu . 



1.2 Statement of the problem 

In 2010, Kenya adopted a new con tituti n that provide stronger protection for the lives and 

health of women (NCLR 2010 . lniti. 11 th' law only allowed abortion to protect the 

pregnant woman's !if·. ( f th n w constitution explicitly states that abortion is 

not permitted unk · ·; in th · ini n f a trained health professional, there is need for 

cmcrgcnc tn.:utm •nt. r th life r health of the mother is in danger, or if permitted by any 

other writt n law ( LR 201 0). However, despite the provisions in the law, desperate 

women continue to elf-induce abortions or obtain clandestine abortions carried out by 

untrained per ons under poor hygienic conditions. Of concern is, why a large number of 

women till procure unsafe abortions from unqualified providers, yet, the law provides for 

safe abortion services when in the opinion of a trained health professional, there is need for 

emergency treatment, or the life or health of the mother is in danger, or if permitted by any 

other written law (NCLR 201 0). 

Recent statistics m Kenya show that many women procure abortion usmg clandestine 

method and this has brought about high morbidity and mortality rate . A recent urvey 

{APHR 2012) howed that 464,690 abortions were procured in 2012, and nearly 120,000 

v omen ught treatment for c mplication ari ing from un afc rti ns, v hilc thn:c-

quarter~ nc dcd tre tmcnt [i r m derate or vere c mplicati n., including high f· er, .l!p t '. 

ho k r or an failure. st f them \\Cr marri d \ · men while girl ns ung s I wer 

ptun:d in thc urv y d l ( PI IR 2 12 . 

I it ti tu PI R men mm nl 

n p t nt r tJ hi l un rti n ir lu hi 'h 



restrictive law, inability to pay for safe abortion services due to poverty, inaccessibility of 

health service, unavailability of safe abortion ervice , provider's negative attitudes, poor 

quality of services; and social, ultur 1, 

CRR 2010). 

nomi and rcl.igious pressures (APHRC 2012, 

In 'tun, there Is n 'l:d to '·n tal tdence on the factors influencing access to safe abortion 

scrvi ·e · in ord ·r to addr · · gap · in the delivery of comprehensive abortion services as well as 

inform ad ocac ' campaign on abortion and thereby reduce unsafe abortions in Kenya. 

Thi tud endea oured to answer the following questions: 

1. What are the provisions of the constitution on abortion and do women 

understand these provisions? 

u. Are safe abortion serv1ces available and accessible m Kibera informal 

settlements? 

HL How do women· s attitudes towards abortion influence their acce s to a ailable 

abortion ervices in Kibera informal settlements? 

1.3 Re arch Obj ti e 

1.3.1 n ral bj ti 

.I th influ n in , >rti n n 1 ·c Ill Kih r Ill l nn 

ttl m nt . 



1.3.2 Specific Objective 

1. To establish the women' und r tanding f the provisions regarding abortion in 

the Kenyan constituti n 

11. To examine th' w iltl ilit and a ccssibility of safe abortion services in Kibera 

inform II · ·ttl ·rn ·m 

111. To 1ss ·s • h '' " men· attitudes towards abortion influence their access to 

uvuilubl a rtion ervices in Kibera informal settlements 

1.4 Assumptions 

1. Women's understanding of the provisions regarding abortion m the Kenyan 

constitution influences their decisions and choices on abortion 

11. Unavailability and inaccessibility of safe abortion services m Kibera informal 

settlements compel women to procure unsafe abortions 

111. Women's attitudes towards abortion influence their access to available ab rtion 

ervices in Kib ra informal settlements 

1. J u tific ti n f the tud 

Ludi by 

m n lit 

that nc.: f th' maj 

th 

lth. hi 

nun nt 1 d n n- mm nt 

ntinu 

f mah.:mttl morbidit · nd 

ill n )( hie\ c.: it tl 1 

th t lll t 



to safe abortion services in Kenya and hence, help in the reduction of maternal morbidity and 

mortality. 

This study also sought to pro id tmp rt nt inC rmation for women's advocacy campaigns on 

reproduction, sexuality and p r n.1l ri 1hts that will enable women understand their rights 

and hence mukc inform· I ·hui 't' in r lati n to termination of pregnancy, thereby, improving 

maternal h ·alth. 

Thi · stud furth r · ught t tier useful recommendations that will contribute to the future 

dev lopm nt f thi line of re earch, particularly in a developing country like Kenya. Thus, 

this tud is important not only to practitioners, policy makers and implementers but also to 

future researchers. 

1.6 Scope and Limitations of the study 

This study focused on the factors influencing access to safe abortion services in Kibera 

informal settlements by looking at the women's understanding of the con titutional 

provisions regarding abortion in Kenya, the availability and accessibility of afe abortion 

services and \ omen's attitudes towards abortion and how it influenced their acce t 

available abortion ervice in Kib ra informal ettlement . The tud} w limited t Ki era 

infom1al cttl~ment and it targeted women f repr du ti e age 15-49 car ·. 

'I he major limit ti n f this tud ' " · th t ab rti n ing a v cnsitivc t pt nd due t a 

lot o tigm a iakd \\ ith it it wa difli ult t get \ men \ h h d pr ur d an 

ir n d r·1p rt "ith th~ ' om n in th~.: initial 

th tu n up nd th ir t n 

7 



Another limitation that arose was that girls and women who provided information about 

induced abortion were only selected from a 11 w organizations. The small sample size 

constrained generalizability. Ho\ , n:r, du t wdl formulated research instruments, valid 

data was sti II gathered. 



1. 7 Definition of Key Terms 

Abortion- is the termination of pregnane b :D r the foetus is viable 

Safe abortion- refers to both phy i 11 nd ps ~ho- 'ocial appropriate abortion services 

Unsafe abortion- is a pro· lur ( r t rminating pregnancy, carried out either by persons 

lacking the ne ·es:ary ·kill lr in an n ironment that does not conform to minimal medical 

standurd-. or both 

Access- enc mpa "e a ailability affordability, reachability, and acceptability of safe 

abortion er ice 

A vail ability- Presence of safe abortion services 

Affordability- cost of safe abortion services that is within one's financial means 

Reachability- able to get to faciliti s that offer safe abortion services 

Demand for abortion services- encompasses women's knowledge of safe abortion services, 

attitudes toward seeking the services and confidence in obtaining services 

Supply for abortion services- includes access to abortion care, ervice quality and pro ider 

attitude toward abortion 

Phenomenology - the i ntifi tudy of e. pcncn that attempt c. plain human 

cons iou nc in it li\ l!d immedi 

Altitude- thin ·in' or fc lin ab ut rtion both h th \ men dcmandin • u rti m 

rvi th pr 1 id r upplying rtit 11 f\'1 

H' wr 11 o r •protlu til tl • . - m ninth 



CHAPTER TWO 

LIT RAT RE REVIEW 

2.1 Introduction 

This section gives t • ·n ·wl ' n i · of abortion laws and practices in many parts of the 

world us w ·II 1s in I\_ m a. he literature tackles the issue of unsafe abortion in Kenya; 

A vailnbilit f 'Uf a rti n ervices in Kenya, cost of abortion services as well as the beliefs 

and attitude toward abortion. Finally, the section describes the theoretical framework that 

guided the tud . 

2.2 General Abortion laws and practices 

The abortion law is full of widely varied enforcements by most countries all over the world. 

Even within the same country different political parties can have different opinion on 

abortion, and lav s that involve abortion as it is a highly sensitive issue. For example, 

countries like Mexico, igeria and to orne extent the nited Kingdom had difTerent politi al 

partie with different i w r garding ab rtion law · A 2 07). 

The 2 annual rep rt of the entre fl r R pr u tiv Right indicated that at least _6% f 

\\Orld citizen li\c in untric \\h ·rc ab rtion i pr hibitcd RR 2 8). 'um.:ntl '. m st 

untri \t:n th c \ ith rd thdy lib~ralla\\ n aborti n still h,l\1! p n • dl! pt vi i n. 

th t in hi h ni n 1 . In dditi n: 

mn 

't n n n m ni ll un 

0 



There are no universal abortion laws that protect women's life and provide the right to safe 

abortion care. The possible reasons for thi c uld be due to not practicing the safe abortion 

law even though, it declare "ith ut c: cptions A services to a pregnant woman. 

Furthermore, there is om p pl intu~pr t tht: Jaw narrowly in order to deny women 

services; for instanc -, <.liJ'I' ·r ut · untr lu makers and pro-abortionists argue whether the 

law that snys ' tborlion 1 • I • •at ' hen it is necessary to protect a woman's health"; includes or 

should includ~; w m.m· · mental health. Other countries still exercise the laws implemented 

by their f rmer c Ionizers regardless of the staggering rises of maternal morbidity and 

mortalit (WHO -006). 

Approximately, one fourth of the world's 7 billion people live in countries where abortion law 

is prohibited or where it is permitted only to preserve the physical and mental health of the 

woman. In the Middle East, most of the countries, almost two thirds of the countries of Latin 

America, a majority of the countries of Africa have a restrictive abortion law (WHO 2004). 

Abortion on broader medical grounds is used to avert a threat to the woman's physical health 

rather than to her life, known genetic or other impairment of the fetus or juridical indication 

(e.g. rap , ince t). In the rest of the countries, the law permit abortion to ave the woman' 

life. One-third of countries allm: abortion on economic or social ground , and at lea t one-

quart r all w ab rtion n reque t. Thu , all countri nd ·afc ·crvicc' 

in place to provide rtion ~,: here; the hi\: pcnnit ). 
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2.2.1 Abortion laws in Kenya 

In 2010, Kenya adopted a new con tituti n that pr vide stronger protection for the lives and 

health of women (N LR 201 0). \\ h 1 th prior law only allowed abortion to protect the 

pregnant woman's life, th' n '" t n:titution in article 26, section 4, explicitly permits 

abortion on the 1(>11 >win • 'I und : her there is need for emergency treatment to preserve 

the life or th · pr ·gn mt '' man and/ r the fetus, where the pregnancy constitutes danger to the 

liic or the pr ·gnunt w man. here the pregnancy constitutes danger to the health of the 

pregnant woman or \\here is permitted by any other law (NCLR 2010). 

Article 43 (1) (a) further widens access to reproductive health rights including access to safe 

abortion -Every person has the right to the highest attainable standard of health, which 

includes the right to health care services, including reproductive health care (NCLR 

201 O).The constitution also states that "a person shall not be denied emergency treatment" 

(NCLR 2010). 

Howe er, it is unclear how widely the new abortion law is under tood or practiced within the 

medical community. Furthermore, s ction of the Kenyan penal code ha e not been r i cd 

to refle t th language f th n w law and medi al pro ider rna b relu tant t perf rm 
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unhygienic conditions and carry a substantial risk of maternal morbidity and mortality 

(APHRC 2012). 

2.3 Un afcubortion: in .:n a 

Restrictions to ·urt' nd legal a rtion have the observed effect of driving women to procure 

un ·uf nb rti n' which ha\e m riad side effects requiring post-abortion care. Clandestine 

abortions are u ually performed without anaesthesia and in unsanitary environments. Women 

areal o locked out from new and safer abortion techniques (Nyanjom 2007). 

Unsafe abortion procedures in Kenya may involve insertion of an object or substance (root, 

twig, or catheter or traditional concoction) into the uterus; dilatation and curettage performed 

incorrectly by an unskilled provider; ingestion of harmful substances; and application of 

external force (APHRC 20 12). In some settings, traditional practitioners vigorously pummel 

the woman's lower abdomen to disrupt the pregnancy, which can cause the uteru to rapture, 

killing the woman (WHO 2011, CRR 2010). 
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occur m Kenya annually; that translates to 46 abortions for every 1,000 women of 

reproductive age (APHRC 2002). 

Currently, the rate of un:afl b rti n in K n a is higher when compared to that of 2002. A 

recent national cstimut · ·tu<.J lm tnt ft ab rtion (APIIR 2012) indicates that an estimated 

464,690 inducl·d 1b lrtl m · · urr d in 2012, corresponding to an induced abortion rate of 48 

abortion ' 1 t:r 10 0 w men [reproductive age (15-49 years), and an induced abortion ratio 

of 0 nb rti n p r 100 birth in 2012. It also estimated that 157,762 women received care for 

complications of induced and spontaneous abortions in health facilities in the same year. Of 

thee, 119,9L v ere experiencing complications of induced abortions. About 23% of the 

women who presented for post-abortion care presented with mild complications, 40% with 

moderately se ere and 37% with severe complications such as high fever, sepsis, shock, or 

organ failure (APRHC 2012). 

Furthermore an estimation of 266 Kenyan women die per 100,000 unsafe abortion . When 

compared to other countries in East Africa where similar data have been gathered, K nya' 

rate of induced abortion, proportion of abortion complication categorized e ere, and the 

abortion complication fatalit rat remain di prop rtionatel high. There i al c idcnc that 
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higher poverty levels, gender-based violence, and poorer access to family planning services 

in these regions. The high incidence of abortion is related to high levels of unintended 

pregnancy (Ipas Alliance Africa 20L . 

However, because abortion i-: hi •.hi) r tri t ·d and stigmati zed in Kenya, measuring abortion 

levels is cha llenging. 111 und n · ttin t i ·common. A 2009- 2010 study conducted in four 

poor urbun sl'lll ·m ·nt: in air i ·ked women about pregnancy and pregnancy loss. Of the 

200 women \ ho had e. p nenced a pregnancy loss, fewer than 4% characterized it as a 

voltmtm t nnination. and the ast majority (80%) reported that they had had a miscarriage 

(Ochako and Izugbara 2011). 

2.4 Availability and accessibility of safe abortion services in Kenya 

Women s access to safe abortion is determined largely by their ability to afford the procedure 

and to identify and reach a provider who offers safe abortion services. Although Kenyan 

women with fmancial means usually have access to relatively afe abortions performed by 

private practitioners most poor women must resort to un afe and clande tine mean . 

(Rebecca and Bernard 1981 . 
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another healthcare facility where there is a trained provider on staff, creating logistical 

hurdles and increasing women's financial burd n by adding transportation costs (CRR 2010). 

The lack of provider training i du r rimaril t poor government policies that have failed to 

clarify who may oft ·r ·Ill: th rti n r i · 'and under what circumstances, and to ensure that 

enough providt.:rs ' II' . ·uf n i •ntl trained in the procedure. At present, doctors are the only 

cadre or h ulth ·ur r 'ider · who receive explicit training in school on how to perform 

terminati n · ( RR _o l 0). In particular, the Ministry of Health has failed to ensure that an 

adequate number of pro iders are trained in second-trimester abortion procedures, severely 

limiting~ omen's access to safe abortion after the first trimester. Due to insufficient training 

of healthcare pro iders, second-trimester abortions can be performed by only gynecologists, 

of which there are only 290 in the entire country (APHRC 2012). 

In addition to training gaps, providers' lack of clarity on the content of the abortion law, and 

the circumstances under which abortion may be legally performed, has heightened the fear 

and stigma surrounding the procedure, deterring pro iders not only from offering er ice but 

from b ing trained to offer afe abortion rvice . Thi has furth r limited the numb •r of 

practitioner capable of pro iding afe ervice wh n need d r permitted under th law 

( RR2 10. 
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healthcare staff, poorly performed MV A procedures by untrained providers lacking 

proficiency in MVA use and the ab nee of pain management. Women have few or no 

avenues for redress for poor treatment rc l:i cd while eeking post-abortion care (WHO 

2008, CRR 201 0). Even wh 'n pr 'i kr who is trained and willing to offer post-abortion 

care services is uvuilahk. It ·k t r cquipm~.:nt and supplies may nonetheless still delay care and 

impair its quality ( 'I I 

AlU1ough the lini tr . of Health has made clear that all hospitals, maternities, and health 

centre are e.·pected to be able to offer 24-hour services, the 2004 KSP AS found that only 

57% of ho pitals, 59% of maternities, and 20% of health centres have the basic components 

to support such services (CRR 201 0). Only 11% of all government-managed facilities have 

the basic components to support 24-hour emergency services. Kenyan healthcare facilities 

often lack basic equipment necessary for the provision of post-abortion care and safe 

abortion including clean latex gloves, soap, water, disinfecting solution, sterilization 

equipment and the MV A equipment itself. 

MVA equipm nt is on the go emment's es entiat upplie list· howe er urve data and 

interview with healthcare pro id r indicate that Kenya face a ere hortage of MV A 

equipment in it publi h althcar · tern. iven that m tab rti n in Ken ·a an.: p ·rf m1 ·d 
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A 2009 study assessed the "quality of emergency obstetric services available to women in 

two typical Nairobi slums, Korogocho and Vi\ andani (CRR 2010). Of the 25 health facilities 

studied within or near the two lum , nl 8 f iliti' had MVAs available and "some of the 

reported equipment were not in'' rkin' '( ndition or locked up somewhere." Only 9% ofthe 

skilled heulthcurc w )rkcr ·lUI p r(! rm MV A dilation and curettage (D&C) on the job 

(CRR 20 I 0). 

ln gcn rul. th 1-\.. ~n ·an h althcare stem is not equipped to deal with the high rates of unsafe 

abortion cu e pre nting at its healthcare facilities. According to the 2004 KSP AS, only 9% 

of ho pital . maternities. and health centres have the capacity to provide basic emergency 

obstetric care (CRR 201 0). When disaggregated by province, only 7% of facilities in the Rift 

Valle Pro ince were capable of offering basic services, despite having by far the largest 

population of any pro ince in Kenya. Only 6% ofhospitals, maternities, and health centres in 

Kenya were found to offer comprehensive emergency obstetric services (CRR 2010). 

2.5 Economic costs of safe abortion in Kenya 

afe abortion is cost a in g. It is a critical factor in determining a Kenyan woman' ace t 

the pro edure. afe abortion ervice ar relati el eas to acce if women can affi rd it· but 
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For some women, cost is a complete deterrent. For others, it delays the procedure until they 

have raised the required amount of mone , in n;a ing the risk of complications from the 

termination and the potential thr at p ' db tiP pr'gnnncy to their mental or physical health. 

Still for others, it force. th m t) ' l: k. h 11 Is ·where and risk obtaining an w1safe abortion 

from an unqualified IIH.llullt 1i11 l ind1 idual or herbalist who charges significantly less (CRR 

201 0). 

The co 't of ·:.lii: ab rtion ervtces aries widely. for instance; on one hand, in most public 

ho ·pi tal' in Nairobi. a termination costs approximately 1,000 shillings ($12).0n the other 

hand, in mo t pri ate hospitals in airobi, it charges approximately 9,000 shillings ($1 05) for 

a termination; depending on the stage of pregnancy (CRR 2010). In most informal settlement 

in Kenya the cost ranges from between 1,500-2,000 shillings ($15-23) for a safe abortion in 

a clinic. Howe er, these prices are still prohibitive for many and that a lack of money 

pre ents \ omen from accessing this services. In contrast, herbalists and unqualified 

indi iduals charge between 300-500 shillings ($5-8) for their services. 

The percei ed blanket of illegality of the abortion procedure ometime influence ' and 

c ntributc to the high o t of afe ab rtion ervi e . ince ab rti n i illegal, s me pr idcr ' 

crcharge the p tient and ar e ·t rting m n y fr m patients. Priv tc pructiti ncr ar • able 
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2.6 Attitudes and beliefs towards abortion 

The moral worlds in which abortion take pin e mn or may not include controversies about 

reproductive physiology (th b ginnin) f lift", foetal viability, foetal pain), normative 

sexuality, policic rclat d to tb )rti Hl it~ k lUI status, how it should be paid for, who is the 

ultimate dccision-mtk ·r - \Will m. mal' partnf.!r or health professional), cultural and religious 

norms. <.knwgr tphi · md p liti al trend · and family dynamics. It is entirely possible that 

tlu:rc urc situation· in "hi h a rtion stigma does not exist, is minimal or is less stigmatised 

than tm thf.!r c nditi n. For instance, in Cameroon, Johnson Hanks (2002) describes a 

situation where local beliefs about honour, shame and motherhood make abortion less 

hameful than a mistimed entry into motherhood. 

Zambia has one of the more liberal abortion laws in Africa, but access to safe services 

remains limited due to a variety of factors including policy restrictions, distance to health 

facilities cost, lack of trained providers and stigma. Koster-Oyekan (1998) describes the 

secrecy, shame, fear of ridicule and taboos associated with abortion. he al o r port a high 

le el of un uccessful abortions that resulted in health complication . irl who abort are 

con idered infectiou , " ith the ability to harm oth r (Webb 2000). 1 he p tcntial c ntagi n 
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abortion as a woman's strategy to conceal the consequences of premarital or extramarital sex 

(Izugbara 2009). 

The personal beliefs of th uv il.tl h: 1 r id r often determine access to care. The lack of 

clear, authoritative d · ·i 'i >H·lll.tkin • ·rit ria to assist providers in determining when women 

qualify l(>r n I~: •al tb nti m m.tk • u h arbitrary decisions difficult to challenge. Women are 

rendered pow ·rl · ·. una I t demand the right to the provision of legal medical services 

( RR -010). 

Although properly performed abortion is one of "the safest" procedures in contemporary 

medical practice, \vith minimum morbidity and a negligible risk of death, there is a belief 

among some Kenyan women that abortion is inherently unsafe and cannot be otherwise. 

Some women cannot distinguish between safe and unsafe abortion, remarking that one can 

die when doing an abortion (CRR 201 0). 

2.7 Femini t per pective related to abortion choice 
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while many arguments against abortion depend on the idea that the foetus has a right to life, 

not all arguments supporting legal abortion r j t that right. Thomson (1971) argued that 

even ifthe foetus is a per on \\ith right t lif , th'rc arc limits on what the state can compel 

women who carry foetu. cs in th ir l ik s h do. I r women have rights over their own bodies, 

then they huvc right· n >I I> h t\ th ir h di ·s used by others against their will. The state has 

no right to fC.>rn: ·om · m • t d nat· u e of her body to another person, even if that person is 

inc tn:m' lll'C l {In Th m · n' famous example, a person is hooked up to a famous violinist, 

who will die if ·he "ithdrav s her body's support. While it might be virtuous to remain 

hooked up. Thorn on argues that it is not required by morality.) Thomson's argument stresses 

bodil integrity and self-ownership, and argues that if we accept these premises we can only 

allow foetu e to use women's bodies with women's consent. Implicit in Thomson's argument 

is also a point about gender equality: since we do not in general compel people (i.e., women 

and men) to donate use of their bodies to others even in cases of extreme need, then why do 

we think we are justified in only compelling women? (Thomson 1971). 

henvin argues that the decision to abort should be made by the woman. Thi dcci ion she 

and other femini ts argue is best left up to the pregnant, woman for only he truly know 
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Sherwin continues to argue that this dependence will imply a sexual loyalty on her part, 

restricting her sexuality, and further perpetuating the cycle of oppression (Sherwin 1987). 

Sherwin also says that the pro-life m '~..:mu1ts hov' argued that women can avoid unwanted 

pregnancies by simpl u\ t lin • s , ual intl.!rcoursc. She believes that currently and 

historically wonwn h 1 · ntr I cr their sex lives, and therefore have little control 

over th • d ·ci ·ion to b · • m pregnant. he adds that women are often subject to rape by 

stnmg r · tmd th ·e kn ' n to them. he says sexual coercion is a common practice, and often 

i n't e en realized b the woman. The way we are socialized determines whether or not we 

will participate in exual intercourse. Sexual intercourse is rarely desired, but is instead the 

result of force. compliance, or accommodation. 

Sherwin goes e en further to argue that birth control alone cannot be expected to prevent 

pregnancy. She argues that there is no form of birth control available that is both safe and 

reliable. The most effective means available, namely the birth control pill or the IUD, are 

known to in olve health hazards for women, and therefore she cannot be expected to pend 

her reproducti e years on these medications. As for the safer method , being diaphragm and 

condom combined " ith p rmicidal foam or jell i inaccurate, awkward and cxp n ·i c. 
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they have not developed sufficiently in a social relationship. Sherwin says that because ofthe 

status of the foetus, within and dependent on a woman, the responsibility and privilege of 

determining it's social status and' alu li ' "thin th' women (Sherwin 1987). 

2.8 Religion and .ahodi n in n a 

ln Kcnyu. r ·ligi m i · n r the mot significant factor influencing attitudes towards abortion 

bas~d on th~ urgumen · ab ut" hen life begins (Gleeson et al. 2008). Both the Catholics and 

the Prote ' tant ' in Kenya belie e that life begins at conception. On the other hand, the Muslim 

scholars believe that ensoulment of the fetus doesn't occur until the 4th month of pregnancy 

(after 120 da s).This is based on the Koran as well as narrations from the Prophet 

Mohammed. Jewish laws recognize the presence of a life only when the embryo is implanted 

(Cameron & Williamson 2003). 

There has been a key debate between the Pro-life and the Pro-choice in relation to abortion in 

Kenya. On one hand pro-life organizations (focusing on ethics, religi nand moral value) are 

by all mean again t abortion highlighting that much effort hould b ar und pr • enting 

unwanted pregnancie in the fir t place. hi group has argued that ab rti n i latcs the 

an tity to human life and tht::reD re th y hall n t c mpr mi e n th i. ue. ·1 he utional 
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women must be given a right of choice in fertility issues and that religious considerations 

should not be used as the basis of which nationnllnw hould be implemented (Lee 2004). 

2.9 Theoretical fram wor 

This study w 1s 'llid ·d y ·h ·p r-Hughes and Lock's (1987:3) analytical framework of 'The 

Mindful l od ,. , dru\\ n fr m phenomenological theory. According to Jackson (1996), 

phen menol g ' i, the cientific study of experience and attempts to explain human 

con ciou ne in its lived immediacy. Scheper-Hughes and Lock were in pired by 

phenomenological theory in framing the Mindful body. 

Scheper-Hughes and Lock (1987) conceptualised the Mindful body as constituting three 

bodies: individual body-self, social body, and body politic. They defined the individual body 

as the "phenomenological sense of the lived experience of the body-self' ( cheper-Hughe 

and Lock 1987:3). Through the individual body "the patient's subjective exp rience" of 

abortion is realized, analyzed and comprehended. 

The ial bod · p rc ive th b d a a ··natural mb I for thinking ab ut rclati n ·hip· 
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and that the stability of the body politic depends on its capability to control the social bodies 

and to discipline the individual bodie " ( ch ph r-Hughc and Lock 1987:26). 

The body politic is a "r •gului n, sur ~.:illnn • and control of bodies". It exerts a powerful 

control over ull us1 · ·t ·of th in i idual b d · its behaviour, in reproduction and sexuality, in 

work. in ll:isurl' mu m ~)th ·r f rm f de iance and human differences" (Scheper-Hughes and 

Lock 19 '7:4). 

Relevance of the theory to this study 

The mindful body is significant for it permits an understanding of the women's body, or the 

"Women's lived experience" of availing abortion or not, as reflective oftensions between the 

social bod and the body politic. Hence, abortion is not viewed as an "isolated event" but as a 

means through which the women's body is seen as the "most immediate terrain where ocial 

truths and ocial contradictions are played out, as well as a locus of per onal and ocial 

r i tanc , creati ity and truggle. 

'I he pr e e by \ ·hi h w men interpret and rati nalite their ab rti n xpcricnccs arc 
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right of life possessed by the foetus outweighs the right of women to make decisions about 

their body. Moreover, the lack of acce s to power and resources means that women often 

have other individuals making de i i n b ut their b dies. 

Women in Kenya m: ·HI ·u.mtl r r ·d to contend with tensions regarding morality and 

abortion stigmu ut th · ' mmunit le el and with their parents and partners. Even if they 

'Om how munug t re · lvc the e issues they must face a lack of abortion services from the 

tate and further pre ures on their decision to abort from health-care professionals. Such 

ten ions per i tentl ' pla on their minds and, for some, dealing with the matter themselves 

through un afe abortion procedures is the best way to escape these barriers to safe abortion 

services. 
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Conceptual Framework explaining women's access to abortion services in 

Kibera informal settlements 

Independent Variable lnt r ning variables Dependent Variables 
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Figure 2.1 Conceptual framework 

(Source: Author's study, 2014). 



3.1 Introduction 

CHAPTER THREE 

RESEARCH METHODOLOGY 

This chapter describ ·s th~ r • · 'Jr ·h m ·thodology that was used. The study site, research 

design, study p )pulnti n. m 'th d · of data collection, data analysis, and ethical considerations 

arc ull di ·cu · · d her . 

3.2 Re earch site 

Kibera is located on the southwest of Nairobi, roughly 5 kilometres from the city centre. 

Kibera is one of the biggest slums in Africa and second biggest in the world. Kibera is 

divided into two sub-counties; Kibra sub-county and the Lang'ata- Karen sub-county. There 

are approx. 2.5 million slum dwellers in about 200 settlements in Nairobi representing 60% 

of the Nairobi population, occupying just 6% of the land. In Kibera, there are nine official 

villages each with its own village elder. They are: Kianda, Soweto, Kisumu ndogo, Lindi, 

Laini aba, Siranga!Undugu Mak.ina, Gatwekera and Mashimoni (UN-llabitat 2003). 

3.2.1 Housing structures 

There arc m re than 30,000 tructure in Kibera informal ettlements which are mud walled 

nd thatched v>ith c rrugatcd iron ·he t (Amne ·t International 2009). A hou h ld in the 
1um comprL f :1!\:Cn member n a er ge and u ·uall tand n a 12ft b 12ft tructure 

c tin 15 per m nth. 'I he I I auth ritic u. ua\1 i upati n 

r >und 10% Kibera re i cnt O\ n th structure and sub-let them 

tru ·ture ar l' ned b · intonn, 1 )\ n r. \ ho 

ut tl • h hip. l h t n mt 1 , ,, m mth\ 
rni -1 



Figure 3.1: Map ofKibera villages 
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(Source: Map Kibera project 2009) 

3.2.2 Health care delivery system 

1 he Mini try of Health (MOH) m Kenya is re ponsible for providing health care to 
the Kibcra populati n. Ken atta ational I Io pi tal the biggest referral h pi tal m a t 

and ·ntral A ri a i clo to the Kibcra informal ttlement . thcr health care fa ilitie in 
th 

clinics, matcmit h me . nur ing h m , mcdi al 

nd r di llo i tl rviccs dental clini ' hi h lfc O\ ned b · n n-

priv \lc indi •i u 1\ . 

0 



3.2.3 Reproductive health 

In Kibera, there are high rates of e uul i lenc , limited access to family planning and 

poverty mean of 43 per cent of pr gn·ln 'i ~- nr unwanted. The majority of these women and 

girls have no choice but to giv t irth b' au '1.! abortion in most cases is technically illegal, 

although enforcement or I 1 · ar und abortion are ambiguous, leading to one standard for the 

rich and another for U1e p r and uneducated (APHRC 2002). 

3.3 Study Design 

A cross-sectional design was applied in this study whereby, all variables were measured at 

one point in time without any manipulations of the variables. Both qualitative and 

quantitative methods of data collection were employed in this study. The qualitative methods 

that were used included case studies, focused group discussions and ~ey informants 

interviews. Quantitative data was c01lected in a survey using a semi-structured questionnaire. 

Data was collected in two stages. The ftrst stage entailed administering of questionnaires to 

women of reproductive age (15-49 years) to get their understanding of the constitutional 

provisions of abortion in Kenya, access to safe abortion services as well as their beliefs 
' 

attitudes and practice towards abortion. The econd stage entailed election of FGD 

participant , key inti nnant as well a case tudie for women who had aborted in rdcr t 

get a deep r under tanding of the tud 

I ata wa · nal)zed b) b th qualitati c and uantitati e m th d . ualit ti e data " · , 

n I z~d u ing c ntent analy. i whcrcb ·: data v. rt=ad and n:-rc· d idcntif the main 

th t m r 111, 111 relation to the tudy obj th c . am1tivc and \'crbutim 

t l • ·pi in th tr n i e h m ti d y. I p 1 k: 't.: tor 

n 21 pli 

1 



3.4 Study Population 

A population is the total set of indi iduals, gr ups, objects, or events that the researcher is 

studying (Frankfort-Nachmia and L n- u rrcro 2006).The study population comprised of 

women living in the Kibcru inf rmol . 'ttkmcnts. This included women in both formal and 

informal employment. murri 'd and unmarried, educated and uneducated, as well as the 

unemployed. Th _. p puluti n al o comprised of health professionals, religious leaders and 

different reproducti e health experts in Kibera informal settlements. 

3.5 Sample population and Sampling Procedure 

A sample population comprised of women of reproductive age (15-49 years) from Kibera 

informal settlements. A sample size of 50 women was used in this study. In Kibera there are 

nine official villages. The study was based in three out of the nine villages. The three villages 

were; Makina Village, Gatwekera village and Laini saba village, all which lies within the 

Kibra sub county. The three villages were purposively chosen based on their accessibility, 

presence of a health facility and NGOs/CBOs addressing reproductive health. 

on-probability ampling method were used to draw the informants. ut of the e three 

ill ages, a total of SO women of reproducti ag ( lS-49 ear ) were ampl d u ing 

con cnience meth d to participate in the tud . 1 he urve method wa applied to the SO 

women u ing emi- ·tructurcd qu tionnaire . 'I hre 

cornpri in of 1 Participant each wer c ndu t d with ub-. ample th w men who had 

P nicip l in the Uf\c}. I he [I u gr up participant \\ere m\cnicntl ' de ted n th 

time to p rti i di u i n. Li •ht K ' inl mn nt 

PUrp< tu d ' n u in • n ,, ·-b·tll tc hnittth.: . 
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3.6 Methods of Data Collection 

The study employed mixed methods approach in data collection. This was important as it 

provided the benefits of different m th d ' hil compensating for some of their limitations. 

3.6.1 Survey Tcchniq u ~ 

A scmi-structmed que ·ti 1maire ( ppendix I) was administered on women of reproductive 

age ( 15-49 years) to generate their knowledge on constitutional provisions regarding abortion 

in Kenya, access to safe abortion services and their attitudes and beliefs towards abortion. 

The questionnaire was divided into two sections; section 1 entailed personal profile and 

section 2 entailed termination of pregnancy. A total of 50 respondents participated in the 

survey. 

3.6.2 Focus Group Discussion 

Focussed Group Discussion (FGD) is a qualitative data collection method that aims at 

gathering general perceptions rather than individual experiences. A total of three separate 

FGD's, each comprising 10 people was conducted; one for young women (Appendix Ila) and 

two for adult women (Appendix lib). These FGD's were balanced in the three villages so that 

in each illage an GD wa conducted. The inclusion criterion was to elect women who 

wer 15-49 }ear· of age and who had participated in the urvey and had time to participate in 

the di us i n \ ith ut bcin, omp n at d. This h lp d in g thcring ,l:n ral iew n their 

knowledge nd under tanding of the con 'tituti nal pro i ion rl!garding a rtion in K~.:n a, 

fc ab rti n 'Cf\' ICC in Kib •ra in~ m1al cHI m~.:nt. s ,., 1l s 

th ir tttitu c n pr cti c:; t mards, borti n. 



3.6.3 Key informant Interviews 

Key informants comprised of 2 community health workers, 3 health professionals and 3 

religious leaders, addressing women's r pr du tivc rights. The key informants were selected 

on the basis that they had din: ·t r in ir t engagement with women who had procured an 

abortion. A key ini(Hmunt int ·rvi '\ guide (Appendix Ill) was used to collect data on the 

factors influencing ucc · · t afe abortion services in Kibera informal settlements. 

3.6.4 Case studies 

A case study guide (Appendix IV) was used to get detailed information from women who had 

procured an abortion. Case studies of women who had procured abortion provided concrete 

data on the actual experiences regarding abortion. Five cases were studied and this helped in 

constructing life histories of these women, to describe and clarify their experiences before 

and after the abortion procedure. The method explored women's lived experience with 

abortion, their understanding on the constitutional provisions of abortion in Kenya, factors 

influencing access to safe abortion services in Kibera informal settlements as well as their 

beliefs towards abortion. 

3.6.5 econdary data 

econdar} data included information from b ok , journal world health organization 

guid line , n " · paper rep rt and the ll the · pro ided ery ri h informati n on 

ab rti n in ditll:rt::nt p r p ti e in Kenya and oth r part f th " orld. 



3. 7 Data processing and analysis 

Data was analyzed by both qualitati e and quantitative techniques. Qualitative data was 

analysed by content analysis. ontent anal 1 1 a thematic analysis on the basis of a 

research question (Or en and Thor ' d: 2004). Data was synthesized and analysed in 

relation to tho research )bj '·tiv '·: it as presented as narrative and verbatim quotations and 

selected comments fr m infl rmanl was used to explain the trends exhaustively. Instead of 

relying on single data collection method, triangulation of different sources of data one with 

the other was used to ensure the accuracy and reliance of the information gathered. SPSS 

version 21 was used to analyse quantitative data. Data was entered in SPSS database where 

frequencies were generated and cross-tabulations were used to examine the relationships 

between different variables. 

3.8 Limitations to the study 

Studies on abortion issues are usually very personal and sensitive in nature and it was very 

difficult to get and select case study participants who were willing to freely share their 

stories. It was also a big task to convince case participants to give their opinions and 

experiences on abortion especially in Kenya where abortion is considered as an illegal and 

tigmatism act. Howe er with a good rapport with the women, they were able to come up 

and di cu s i ue relating to abortion freely. 

n th r limitati n that came up " as " here rc ·p nd nt would a k [I r finan i I a i tan e. 

any ' n-g \'Cmmcntal rganizati n arry ut their rc · ar h in Kt ra and '' m 'n r 

u d to 

th t thi 

paid r mp n tl:d f r their tim . 'I hi '" 1 c untcrd b · inf m1in, th m h.:arl · 

n mi r~.: , rch th t n.:quir ' lunt. p rti ip. ti n · nd n 

s 



to be compensated. Participants were also informed that the information that they would 

share would benefit them in the future. 

3.9 Ethical consideration 

This study obtuined appr wul t 

Technology and lnno ati n 

nduct research from the National Commission of Science, 

TI) and from the University of Nairobi. The researcher 

ensured protection of U1e re pondent's rights; a written informed consent was obtained from 

each study participant. For participants aged less than 18 years, additional consent was sought 

from parents or guardians after respondent assent. The respondents were informed of their 

freedom to participate or withdraw from the study if they felt not comfortable with some 

questions and they were informed that they would not be penalized if wished not to 

participate in the study. Confidentiality was maintained by avoiding names and other 

personal identification information whereas privacy was maintained by conducting the 

interviews in a conducive and quite environment. 



CHAPTER FOUR 

WOMEN'S KNOWLEDGE OF THE ONSTITUTIONAL PROVISIONS 

REGARD IN BORTION IN KENYA 

4.1 Introduction 

The major purpo 'e of U1e tud ~ as to explore the factors influencing access to safe abortion 

services in Kibera informal settlements. This chapter presents findings on socio-economic 

characteristic of the respondent's and women's knowledge of the constitutional provisions 

regarding abortion in Kenya. 

4.2 Socio-economic characteristics of respondents 

The socio-economic characteristics of respondents are presented in the following order; age 

of respondents, religious affiliation, marital status, employment status and educational status 

of respondents. 

4.2.1 Age of Respondents 

Table 4.1: Age of re pondent 

A ,e of theRe · Fre uenc Percenta e 

1 -2 24 
4 °/o 

29- 8 19 0/0 

8 7 14% 

so l( 0% 
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As indicated in Table 4.1 above, nearl half of the respondents (48%) were aged 18 - 28 

years. 38% were aged 29-38 y ar whil 14°-'o w0rc aged 39-48 years. All the respondents 

reported that they had had a : ':uul n '< untcr in their lifetime and 40% (n= 20) of the 

respondents reported thul lh • had had unwanted pregnancy. It was further revealed that half 

of the women (50%. n l 0) ' ho had unwanted pregnancies had procured unsafe abortions 

when they were 28 ear and below. 

Studies by APHRC (20 11) reported that there was a decrease in the experience of unintended 

pregnancy (mistimed and unwanted) with an increase in age. Whereas 71.4% of the women 

from the slum aged 20 years and less reported having experienced unintended pregnancy, 

21.2% and 18.9% aged 20- 34 years and 35- 49 years respectively, experienced unintended 

pregnancy. Other studies in Kenya have shown that severe complications of unsafe abortions 

were most common among women aged 10-19 (45%). About half of all PAC clients were 

less than 25 years of age ( 48%) with 17% aged 10-19 years old (APHRC 20 12). 

4.2.2 Religious affiliation of respondent 

As indicated in table 4.2 below almo t half of th re pondents were Mu lim . They were 

mainly women form the ubian community in Kib ra. 30% of th re p ndent were 

hri tian-Roman ath lie, 20% were hri ·tian- pr te tant whil nl 4% en mp . ·d 

respondent fr m other rdigi n . 



Table 4.2: Religious affiliation of respondents 

Religious affiliation F~ucn Percentage 

Christian-Protestant 1 20% 

Christian-Roman Catholic I 30% 

Muslim 2 46% 

Others 2 4% 

Total so 100% 

(Source: Survey data, 2014) 

This study revealed that all religions were against abortion, they considered it as murder. 

However, half of the respondents (50%, n=S) who had procured an abortion were Muslims. It 

was reported that one of the striking reason that came up as to why women and girls 

procured abortions was due to pregnancy that resulted from two different and competing 

religions, (Islam and Christians). A 35 year old Nubian and a widow explained that: 

"When a woman especially a Muslim woman knows that she has been impregnated by 

a Christian man, she will always procure an abortion. She will do this in a very 

ecretive manner, that is, through back street providers, so that her fellow Muslim 

would not know what happened. There is a lot of tigma a/lached to a woman who i 

impregnated by a Christian; in 1 lam, thi wornan will be con idered a an outca 1 

and ·he may feel odd when a/lending the mo ·que". 

4.2. arital tatu of r pondent 

'I bl 4. b I )\\ that tlm.:' quarta or the n.: p nd~.:nts \ l.:f' in •1 at th tim~.: r th' 

tudy, rn rom th~.: 

I th ir hild 

hit II thin m I m l . It Ill 
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NGO's and other charitable institutions in Kibera. 20% of the respondents were married and 

most of them were within the age bracket of 18-28 years. Only l 0% were divorced/separated 

and they were aged 39-48 years. 

Table 4.3: Age (Binned) * Mnrit tl stnlu ' rro '' tabulation 

larital status 

Age Group Oi\ rce widowed Married Single Total 

N 0 8 16 24 

18-28 
%within 0% 80% 46% 48% 
Marital 
%of Total 0% 16% 32% 48% 

N 1 1 17 19 

29-38 % within 20% 10% 49% 38% 
Marital 

%of Total 2% 2% 34% 38% 

N 4 1 2 7 

39-48 %within 80% 10% 6% 14% 
Marital 

%of Total 8% 2% 4% 14% 

N 5 10 35 50 

Total % within 100% 100% 100% 100% 
Marital 
% of Total 10°/o 20% 70% 100°/o 

(Source: Survey data, 2014) 

This tudy re ealed that high rates of unintended pregnancy occurred among t the single and 

divorced/widowed women. About a quarter of the ingle ¥.omen and alm t half f the 

di rc dfwid wed \\" men had e · perienced unintended pr gnan ie as c mpar d t marri d 

Women. of the unint nded prcgnancic wcr r~.:p rted t h \C ecn ab rted. hi 

c >n ur with tudy that wa arricd out by the PI IR 2 12 whi h indi ated that 11 vcr 

nt rri o mpar~,;d t) 

tum ni n Ill· lum ttlcm Ill . I ilty-lt ~ 1 rc.: nt ot tl\.: c.:r 

rnrri I urn mn p mp rc.: 1-. Vc I th 

0 



·currently in a marriage. Over 66% of never married non-slum women experienced 

unintended pregnancy compared to 13.8% current! in a marriage. 

4.2.4 Employment tatu f n 'pondent 

Table 4.4: Age (Binned) * Emplo m nt tatus cross tabulation 

Employment 
Total 

Formal Informal Unemployed 

Count 3 4 17 24 

18-28 
%within 50% 
Employment 

29% 57% 48% 

%of Total 6% 8% 34% 48% 

Count 3 4 12 19 

Age 29-38 
%within 50% 29% 40% 38% 

(Binned) Employment 

%of Total 6% 8% 24% 38% 

Count 0 6 1 7 

39-48 
%within 
Employment 

0% 43% 3% 14% 

%of Total 0% 12% 2% 14% 

Count 6 14 30 50 

Total 
%within 100% 100% 100% 100% 
Employment 
% ofTotal 12% 28% 60% 100% 

( ource: urvey data, 20 14) 

As indicated in table 4.4 ab e; of the re P nd nt ' oo,o n== 30) w re unempl d, aim t 

half f them (34%, '= 17) wen.:: in the ag bra k t f 1 -2 

\\cr in informal crnpl rn~nt whcr~by muj rit . r th m wcr~ a, d 

th r~ pon nt \ re in th onn I ·mpl ym nt. \J ' ith th hi •h uncmpl ,ymcnt lk 0 the 

re md nt , ri n d unint nd 

ul n t rti n r th m 



unsafe abortion services from unqualified providers. Other studies have indicated that women 

in formal employment were 0.5 time less lik ly to experience unintended pregnancy 

compared to unemployed women or tudcnts. "I f-cmployed women were 0. 7 times less 

likely to experience unintended pr gnnn · omparcd to unemployed women or students 

(APIIRC 201 1 ). 

Studies by (APllR 200 .... ) have indicated that poor women have little or no source of income 

and they account for most case of unsafe abortions in public hospitals. This group is also 

disadvantaged largely due to lack of access to reproductive health services. Findings from 

this study showed that, the unemployment rate is very high at 60% (n=30) as shown in table 

4.4 above. Most of the unemployed respondents admitted obtaining an income through 

informal businesses like washing clothes and house hold chores in the nearby middle class 

estates; which was not paying much money. Others did hawking and selling vegetables while 

others admitted that they got their money from boyfriends/male friends. Very few got 

assistance from their parents/Guardians. Majority (70%, n=35) of the respondents admitted 

that they earned at most Ksh. 200 a day for doing such kind of jobs. 

4.2.5 Education status of respondents 

ducation i fundamental for both labour market achie ement and the fight again t po erty. 

A indicated in table 4.5 below, 70% of the re pondent were primary chool drop out . hey 

fl rmcd part f the larger p rcentag f the unempl 1 d. 1 hey were a! th maj rit f th e 

wh " · rkcd in inf m1al j b . f the r~ p ndcnt dmitt d that I k f m n pa . [i r 

th ir 

2 Vo th rc 

n major n: on \\h • m t irl dr pp d l ut r 

up to 

2 

l at primal) level. 

nl l 0 % ' l:nt up tl 



college level and they formed the larger percentage of those who worked in the formal 

employment. 

Table 4.5: Education stutus • 11,mplo m •nt status cross tabulation 

Employment status 

Education Status Formal Informal Unemployed Total 

N 0 11 24 35 
Primary 

%of Total 0% 22% 48% 70°/o 

N 2 3 5 10 
Secondary 

% ofTotal 4% 6% 10% 20°/o 

N 4 0 1 5 
College 

%of Total 8% 0% 2% 10°/o 

Total N 6 14 30 50 

%of Total 12% 28% 60% 100°/o 

(Source: Survey data, 2014) 

Studies by (APHRC, 20 12; CRR 201 0) indicate that the issues of unwanted pregnancies and 

unsafe abortions are very much related to poverty. This is more in rural areas and in the urban 

slums. With poverty. it means that most women/girls are not well educated and hence they 

end up being the majority of the unemployed. Thi i in relation to the study finding where 

majority of the re pondent were primai) chool drop out and were unemplo)ed at the time 

ofthc tudy. 



4.3 Women's knowledge of constitutional provisions regarding abortion in 

Kenya 

One of the specific objectives ofth ~ tud "1 ' t ~..:stablish the women's understanding of the 

provisions regarding abortion in lht.: - I 0 en an constitution. In 2010, Kenya adopted a 

new con titution that pro ide ' ·tr nger protection for the lives and health of women (NCLR 

2010). Wherea the prior lav onl allowed abortion to protect the pregnant woman's life, 

Article 26 (4) of the nev constitution explicitly permits abortion when" in the opinion of a 

trained health professional, there is need for emergency treatment, or the life or health of the 

[pregnant woman] is in danger, or if permitted by any other written law." (NCLR 2010, CRR 

2010) The constitution also states that "a person shall not be denied emergency treatment." 

(NCLR2010) 

The findings as indicated in table 4.6 below revealed that only 20% of the respondents were 

aware of what the constitution provided for abortion in Kenya. Most of them were educated 

up to secondary and college levels. This suggests that 80% of women in Kibera informal 

settlements lacked information of their abortion right. Majority of them (94%) were primary 

school drop outs. Therefore, their exuality and reproduction rights were being influenced by 

the laws and regulation that denied them their abortion right . In thi regard v.omen were 

forced to eek. ab rtion ervice through informal mean . ince ab rtion ervice 

p rcci cd to b illegaL the nly option a ailable \ as to eek un afe ab rti n ·crvic . 

were 

Durin['! I· 

nit th 

it wa ob r. d th t rno t ot 'th parti ·ip nt did n t kno' , n thin , 

' rdin ' al rti n in K n l. llu \ h ll th 

ut rti n nly 



the child is in danger". Women participants had a heated discussion on the issue of 

legalization and accessibility of safe abortion er i es. Most of them believed that women's 

abortion is becoming common in Kib ra and h nc \ rcating access to safe abortion services 

would protect the women' lifl whit n r " r th' participants felt that facilitating access to 

Table 4.6: Education * knowledge of onstitutional provisions of abortion cross tabs. 

Knowledge of constitutional 
provisions of abortion in Kenya Total 

Yes No 

Count 2 33 35 
%within 6% 94% 100% 

Primary Education 

%of Total 4% 66% 70% 

Count 4 6 10 

%within 40% 60% 100% 
Education Secondary Education 

%of Total 8% 12% 20% 

Count 4 1 5 
%within 80% 20% 100% 

College Education 

%of Total 8% 2% 10% 

Count 10 40 50 
%within 20% 80% 100% Total Education 
%of Total 20% 80% 100% 

ourcc: ur c duta. _ 14 . 

During an 1· D . i n a 5 year ld "· man fr m Laini ba ill gc c. plaincd th t: 

"1 tota/Jy h 1v, 110 t /u, oj wh II til' < 011 fltll(itlll f 1/h dlollf 111 1llatio11 to 1J, 01 tum 

Wh 
11 

1 now 0 ,. 11r • i th ll lbortion ;, " /Ia ram"- ille •a/ in Ken; a Wht, l 011 talk oj 

~ 
1 

• abortion •r\•i , I g •t on u •d \ n mor '. II 1 know h th 11 0 ,.1;011 h 1 

rill . ,.\' IJ Ollf Jf nl I /t riOII 
1J I 11/0 it'' 



Another participant, a 25 year old single woman from Laini Saba village added that: 

"If the government could have legalized aborNon, we could have heard in the media 

about it. We have never seen even our human rights activists demonstrate on issues of 

unsafe abortion which are ramp 'Jill in Kil •ra. That means abortion is still illegal". 

This fact signifies that no 'td1i ·i nt av arcncss raising activities have been made to 

familiarize the new law ·o fur und h '11 e women are still looking for illegal services which 

expose them to hcalU1 ri ·k ·. 

The health care professionals admitted that the constitution has not made any changes in 

relation to abortion in Kenya. A medical doctor at Kibera Health Centre explained that: 

"Despite having cited very well in the constitution on who qualifies to get abortion 

services, magnitudes of women are still procuring unsafe abortions. This means that 

they either don't understand what the constitution talks about or to them, it does not 

matter. Consequently, the cases of post abortion care are on the rise. Since women 

know that they can't be sent back, they initiate an abortion process and rushes to the 

hospital where a complete abortion must be done. I think there should be advocacy 

and creating awareness especially on the risks involved with unsafe abortion 

practices ". 

This study concur with a urve that was carried out on Kenyan adole cent which found 

that many young people in Kenya are und r the fal e impres ion that the law pr hibit 

ab rtion entirely Mitch lle et a/. 2006 · imilarly, a 2003 study of 614 e ondar} ·tudent in 

Ken ·a fi und that almo t a third f tudcnt (- %) b lie d inc rre tly, that a rti n " a 

never p rmittcd in K •n • . and an thcr 14% r~.:p rtt:d tl1' t th 'Y did n t knm , hcth~.:r it , a 

tl or n t thi nd to dult \ ll ( it h II 1!1 a/. 2 . It • lear th tt wom n's 

pe with th pr rnul ti n th n ' · m tituti Hl in 201 o. 



Research by Centre for Reproductive Rights in 2010 indicates that Women are reluctant to 

seek help from qualified healthcare providers or coun ellors because of the shame and fear of 

legal ramifications associated with aborti n. a w man in a focus group discussion in 

Mombasa explained, "The problem i · th If ul or/ion is not legal in Kenya and there is a lot of 

stigma surrounding abortion fou Jon 't want to seek help publicly. You go to a private, 

unqualified hospital" ( RR - l 0 . 

Interviews with U1e health professionals in Kibera informal settlements indicate that most 

health providers are aware of what the constitution says about abortion but due to their 

individual beliefs and moral principles, they do not support abortion. The health professionals 

admitted that the constitution has done nothing to curb the incidence of unwanted 

pregnancies and unsafe abortions in Kenya. 

Evidence from the KNCHR report (2012) demonstrates that the Kenyan government has 

failed to address the well-known barriers that perpetuate high maternal mortality from unsafe 

abortion. Key among these factors are socio-cultural barriers, low levels of awareness by 

women of the laws providing access to safe abortion, religious perceptions, and stigma 

perpetuated by both the community at large and health care providers. The K.N HR report 

also identified particular categories of professionals who ha e the potential to be barriers, and 

v.ho need enhanced capacit building in order to promote acce to afe abortion ervice . 

Many medi al pr \ ider and p lice officer for in tance, are un ur of \i h ther a rti n i 

legal r illegal in Kenya. a r~ ·ult, variou h alth faciliti a id admini tering th, 

pr ccdun:, C\cn \\h~n a w man qualitic und r th pr ision 

in, pro c ut d nd impri >11 d (K II R 2012 . 
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This chapter presented on the women's knowledge of the constitutional provisions regarding 

abortion in Kenya. Based on the study finding , it is e ident that most women in Kibera are 

not aware of what the constitution pro ide for borti ns in Kenya. Awareness and access are 

the two foremost areas where impro em nt in 'omprchcn ivc abortion services is necessary 

and possible. The situation in Kit ~ru cJ uri ·how ' that law without advocacy and awareness 

creation is by it ·elf n thing. The ciTecti e implementation of the constitution in Kenya has 

the potential to promote women· access to safe abortion services and support reductions in 

complications of w1 afe abortion. An urgent need also exists for the training of providers to 

offer safe abortion services and for the wider implementation of the abortion care-related 

Standards and Guidelines of the Ministry of Health. The next chapter will be looking at the 

availability and accessibility of safe abortion services in Kibera informal settlements. 



CHAPTER FIVE 

AVAILABILITY AND ACCE IBILITY OF SAFE ABORTION 

SERVICES IN KIB R IN ORMAL SETTLEMENTS 

5.1 Introduction 

The study c amin d the availabilit and accessibility of safe abortion services in Kibera 

informal settlement·. The fmdings are presented along the following themes; availability and 

accessibility of afe abortion services, cost of safe abortion services, women's understanding 

of what safe abortion services entails and women's knowledge of medical abortion. The 

chapter also presents the quality of services at the hospitals/clinics in Kibera that offer safe 

abortion services as reported by respondents and as observed by the researcher. 

5.2 Availability and accessibility of safe abortion services in Kibera 

Availability and accessibility of safe abortion services in Kibera informal settlements was one 

of the specific objecti es of this study. Findings of the study revealed that most respondents 

admitted that there were no hospital or clinics where omeone could procur safe abortion in 

Kibera. f the re p ndent , 50°/o had not heard of afe abortion rvice and did not know 

" h re tho fa ilitie wer 1 cated. b ut 40% (n=20) f th re P nd nt had h ard th t 

om ne c uld pr ure b rti n . afely in orne h pi tal and lini . in Kib ra but did n t 

know \\here tho fi ilitie \\t::n:: located. nl ' _OYo (n=l 0 of thc rc p nd~.:nts admitt~.:d th t 

rti n 
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r [i r rti n n 1 
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other clinics that offered abortion services within Kibera. However, medical experts in Kibera 

reported that some of the clinics that offered abortions were not approved by the Ministry of 

health to perform abortions. One medical d ct r id that: 

"Those clinics are the ones th 11 1 r orm unsqfe abortions to women in Kibera. They 

do the abortion pro(.'(.'SS i11 1 r •r risky manner and women end up having post 

abortion complications. , um' medical doctors have also turned their houses to be 

abortion clinic ·. Th' on/ · ho pita[ that is approved to perform abortions in Kibera is 

Marie tope ···. 

Most of the respondents (50%, n= 25) admitted that they were not aware and did not know of 

any facilities that offered safe abortion services. The few who had heard about such facilities 

believed that women bribed doctors with huge amount of money for them to receive good 

services. Very few respondents (10%) though, admitted that they were aware of the safe 

abortion services and they knew where they were located. One respondent in the case study, a 

24 year old woman from Gatwekera village said that: 

"Marie Stopes is just a walking distance from my work place. When I wanted to 

perform an abortion, I was referred there by a friend and I visited the place. I made 

an appointrnent the following day and in thirty minute · lime, I was done with the 

procedure. It wa very afe and I 1-1.1e.nt back to work". 

entre in Kib ra infi rmal ettlcmcnt . ·y h 

ho pita! w c1 an ,, ~.:II equipp d and had friendly pr vidcr . I talkt:d t nc d t r who 

m nti nt:d th 1 th ho pitnl dc·1lt \ ith n.:pr ductivc he lth is Ut: u h • s fc. mil . pi · nnin '· 

:min rti n HI 
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interview with the doctor and he said that; at Marie Stopes, safe abortion services were 

performed so well and up to standard with no major complications. He explained that they 

performed both medical and surgical ab rtion . With medical abortion, Mifepristone and 

Misoprostol drugs were used. I r further \ d d that the procedure was done for pregnancies 

whose gestational age was up tu < "1.' day ). Manual Vacuum Aspiration (MVA) 

technique was u ·ed for ·urgil.:al a rti n for pregnancies of up to 12 to 14 weeks while for 

pregnancies over 12 to 14 week , Dilation and Evacuation (D&E) plus medical methods 

(mifepristone and mi opro tol drugs) were used. 

This study revealed that 50% of women in Kibera informal settlements were not aware of the 

availability or location of facilities that offered safe abortion services; hence, they sought 

abortion services from unqualified providers in Kibera. This suggests that abortion is viewed 

. 
with a lot of stigma and negativity in Kibera. It was also observed that most women, even 

those who had procured abortions from safe providers, could not discuss freely on issues 

relating to abortion with the other women who had not procured abortions. This scenario 

inhibited the spread of information regarding safe abortion services in Kibera. 

5.3 Co t of afe abortion ervice in Kibera 

This tudy inve tigated on the co t of afe ab rtion crvice in Ki ra in[! rmal ettlement . 

f th n: pondent . 7 % aid that the co t in Kibera ranged fr m K ·h. 6, 0 t K h. 7, OO a, 

indi at d in H urc. 5. b ·lo\: . I hi wa aid t m ·t w men c uld 
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(n=lO) of the respondents said that the price ranged from Ksh. 8,000 to Ksh.lO,OOO while 

only 10% (n=5) of the respondents said that the price ranged from Ksh. 3,000 to Ksh.5,000. 

One of the Key informants from Marie 'ntrc mentioned that they charged a 

minimum cost of Ksh. 7,000 for sur· at t rti n ·crviccs. lie reported that when a girl or 

woman went to the ho ·pitul li.)r t rti n, th' had to be examined first by being tested for 

pregnancy to ascertain th ir g\! ·tati nal age, after that, they are tested for any STI or HIV. 

They are also screened for cervical cancer. Safe abortion is then performed and women are 

cleaned so well that someone could go and continue with their daily activities. In addition, he 

also pointed out that if a woman was found to have any STI's, she is treated for that infection. 

It was also reported that women were given post abortion counselling and contraceptives to 

ensure that they did not go back with unwanted pregnancies or STI's. He summed up by 

saying that all these services accounted for the high cost of safe abortions at Marie stopes. 

During focussed group discussions, it was said that unsafe abortion from unqualified 

providers was affordable to women in Kibera slums. Most of the respondents admitted that it 

costs about Ksh.500 to Ksh. 1,000 to procure abortion from unqualified providers. It was 

mentioned that the commonly used methods by unsafe providers included herbal concoctions 
' 

insertion of sharp objects such as straw, hanger or sharp wire in the woman's womb so a to 

pierce the uteru and hence induce an abortion. ther ab rtifacient included concentrated 

qu nch r, jik, tea leav , coke, among other but were not o c mmon the e da) a the 

w re be[i re. Due t it affi rda ility, m ·t w men ught b rti n from un [i pr ider . A 

k y informant tr m akin viii gc narrated that: 

"A d thing • it/l tlz WI I 

n• il hi . 171 ' 

rm orllm t thing i th t 
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In fact, we have one old abortionist woman in this village who risks women's life 

every day. In a month, there must be a death ca e from his black market in abortion. 

The most surprising thing is that, l1'henever this old woman is arrested, she makes her 

way out of the police custody through brih 'JY m >ems. !fer abortion cost charges 

around Ksh. 200 to5 00 ". 

Whether safe or unsafe abortion s ·n i · '. . m 't respondents reported that what mattered was 

the age of the prcgntmc . Y un l pregnancies (1-3 months old) were much cheaper as 

compared to older pregnancie 4-7 months old). While conducting FGD with young women, 

most of the discu sants who had been to Marie Stopes reported that abortions at Marie Stopes 

could be done up to 7th month of pregnancies. They said that the cost of safe abortion at 

Marie stopes was majorly determined by the gestational period of the pregnancy. They 

reported that pregnancies that were 2 months old cost Ksh. 4000, 3 months old cost 5000, 5 

months old cost Ksh. 7000 while pregnancies that were above 6.5 months could cost up to 

Ksh. 20,000. 

Figure 5.1: Cost of safe abortion services in Kibera (n=SO) 
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Anecdotal evidence from providers suggests that the cost of clandestine abortion varies 

widely. Private and public providers may charge an where from 1,000 to 10,000 Kenyan 

shillings (US$12- 122), depending on gc tati n nnd sometime on what the woman can afford 

(CRR 201 0). In one study, women r rt 'O pa ing between 150 and 12,000 Kenyan 

shillings (US$2 1 46) to term in 1t' th ·ir pr' lnancy (KIJR 201 0). This study revealed that 

the co t of afc abortion ·ervi · · in ibera was too high that most women could not afford. 

Even those who kn w the place ~ here afe abortion could be offered were hindered to access 

the facility due to the high costs. It is therefore important to note that even if safe abortion 

services are made a ailable and accessible for the women, the cost should be affordable as 

well especially for the poor women in the Kenyan slums and rural areas. 

5.4 Women's understanding of safe abortion services 

The study sought to investigate the women's understanding of safe abortion services. Almost 

three quarter of the respondents said that safe abortion service was the one that involved a 

hospital setup with qualified health personnel. They added that they comprised of clean beds 

and enough medications just in case of emergencies. After further probing, the respondents 

admitted that uch emergencie included; collapsing, over bleeding and e en death, hence 

there hould be adequate facilitie to take car of tho e emergencie . About 16% (n- 8) of the 

re p ndent rep rted that ·afe ab rtion rvtces w where the d t r and nur e wer 

friendly t the client and c uld n t c. P ut ide. An thcr 4% n 2 of th 

r pondcnt did m 1 j crc.:ntiatc b tv•~cn ali! and un ate a rtion avi • . I uring an 1 1 

l 20 r ld \ m n 1rom J lt\\ kcr 'ill ' id th t: 



"There is nothing to call safe here. It is just a probability for one to be alive or dead 

after abortion. Even with medical doctor , omeone can die on their hands. To me, 

abortion is bad and anyone who want to abort hould be ready to die or live". 

Figure 5.2: Respondents' understanding of snt~ abortion services (n=SO) 
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No difference 

Abortion safety includes not only the physical safety of women, as promoted by access to 

competent operators and appropriate facilities (WHO, 2011 ), but must also protect the 

psychological safety of women undergoing the procedure, as promoted by respectful and 

humane abortion care attitudes and practices of professional caregiver (Huntington, 2002; 

lade, Heke Fletcher. & tewart, 2001 ). 
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services as their psychological safety remains at risk. Safe abortion care refers to both 

physically and psychologically appropriate abortion erviccs. 

5.5 Women's knowledge of m dical abortion 

This study sought to under ·tund th · " 1111!11' • knowledge of medical abortion. It was revealed 

that majority of women (( 0° o. n - do not know about medical abortion in Kenya (Table 

5.1). Some of the women' anted me to explain to them further what I meant by the term 

medical abortion. Only 10% (n=5) of the women who had procured safe abortion mentioned 

that they knew what medical abortion entailed and they said that they had used the medicines 

for medical abortion but could not remember the names of the medicines. When I probed 

further to understand their experience with medical abortion, the women said that medical 

abortion was safe and very convenient. A 32 year old woman in an FGD session reported: 

"When I wanted to procure an abortion, I made enquiries on the place where I could 

procure safe abortion in Kibera. When I talked to one of my workmate and a close 

friend, she directed me to Marie Stapes in Kibera. I was 6 weeks pregnant when I 

went to Marie topes. The doctor examine me, he tested me for various diseases 

including cervical cancer and HIV; and he gave me a pill which I took and told me to 

go back to the hospital after 1 day. When I went back, I was given another pill and 

within 3 day , the abortion had taken place safely without any cornplication .. I only 

paid K h. 6000 for the whole procedure. Thanks to Marie • tope ". 

During I· 0 . participants id that th · did n t kn \ · \\hat m •dtc 1 rti n wa . h y al . 

id that th )' h d not heard of it or knO\\n \ hen.: u h u rtion mcth d \\l:ft: r und . r 
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pharmacists in Laini Saba village said that "those drugs are found in government hospitals 

and in their pharmacy. Us we are not allowed to sell tho e drugs". 

Table 5.1: Women's knowledge of Mcdicalnbortion (n=SO) 

-
Knowledge of Medical abortion Fr qucncy Percentage 

Yes I Know 5 10% 

Don't Know 45 90% 

Total 50 100% 

(Source: Survey data, 2014) 

The World health organization (WHO) in 2012 published "Safe abortion: technical and 

policy guidance for health systems" as the fust global guidance for abortion related care and 

policy issues; including prevention of unwanted pregnancy, prevention of unsafe abortion, 

post abortion care, monitoring and evaluation, advocacy and others. It also spelt out the 

guidelines for both medical and surgical methods of safe abortions. However, during facility 

as es ment, it was found that only Marie topes entre was conver ant with the e policie 

and guideline . ther pri ate clinics till u ed the dilatation and curettage D& ) method of 

ab rtion. In addition, me linic al o created an imprc ion of perf! rming afe aborti n t 

their client but in rl!al en e, the wer perfi rming un afc ab rtion ince th la k d the 

nc.: ary equipment nd trnim.:d p r. onncl t o11cr afi ab rti m. 
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performing abortions. Studies by have shown that although the Ministry of Health has made 

clear that all hospitals, maternities, and health centre are e pected to be able to offer 24-hour 

services, the 2004 KSPAS found that on!) 57° o f h pi tal , 59% of maternities, and 20% of 

health centres have the basic component t .'UJ P< rt such services (CRR 2010). Only 11% of 

all government-managed fltcilitics h,l\ th basic components to support 24-hour emergency 

services. Kenyan hcallhcttr-' fu ·iliti _. · ftcn lack basic equipment necessary for the provision 

of post-abortion car tmd ·afe ab rtion, including clean latex gloves, soap, water, disinfecting 

solution, sterilization equipment and the MV A equipment itself (CRR 2010). 

It is therefore evident that medical abortion methods are not known by majority of women in 

Kibera informal settlements. Accordingly, most women (90%) still believe that safe abortions 

are only done through surgical procedures. The study found that medical abortion was only 

practiced in private hospitals within Kibera such ~ Marie Stopes hospital. Even though 

doctors at Kibera Health Centre were aware of the guidelines from the ministry of health 
' 

they didn't perform abortions due to lack of necessary equipment to facilitate the services. 

5.6 Quality of services at facilities that offer safe abortion services in 

Kibera 

The study examined the quality of services at facilities that offer ail abortion ervices in 

Kibera. Finding how that almo t 70% (n= 7) of the women who had been attended at the 

h pital or clinic in Ki ra " h re afe abortion crvic wer ffered admitted that the 

do t r and nur t.: th ·re Wt:re cry g d, rganized and h lpful. They did n t a k offending 

qu ti n and th )' rt: p tt.:d and Ji tt:ncd to the rt.: p ndcnt quite wdl. k inl m1ant fr m 



"Most mentors and social workers in those health facilities are victims of abortion. 

They therefore treat other women with re peel because they know what the abortion 

experience entails". 

About 10% of the respondents report d tl1'lt , ·inc th 'Y had initiated an abortion from home 

and went to hospital when their ·itulli n '' r: n\!d the providers were very angry with them 

and instead of helping th ·m: lh' ·tarted questioning them first before addressing their 

problem. onver ·ely. the admitted that the services were good. Only 5% of the respondents 

admitted that some pro iders talked about their privacy with the CHW's who at the end ofthe 

day took the information to the people in the villages. The remaining percentage said the 

treatment from providers was average. 

Despite all this, after the abortion process, very few (30%, n=3) of the respondents reported 

that they received a post abortion counselling and contraceptives. This clearly indicates that, 

even if women were given safe abortion services, without post abortion counselling, they 

may end up coming back again with unwanted pregnancies or an already induced abortion. 

This chapter sought to investigate the availability and accessibility of safe abortion services 

in Kibera informal settlements. It was revealed that availability of afe abortion ervices was 

determined by the location and co t of the abortion ervice · Almo t half of the re pondent 

did not know the lo ation of faciliti s that offered afe abortion rvice . In addition the c t 

f afe abortion ervi e w al menti ned t be an imp rtant factor that influ need 

wmn to af~ ab rti n crvi c . ore than half fthc w men in thi tud n::p rtcd 
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abortion (Mifepristone and misoprostol). They assumed that safe abortion only entailed 

surgical abortion. 

Figure 5.3: Respondent's perception on qunlity of services at facilities that offer safe 

abortion services in Kibcrn ( n 1 0) 
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It is evident that for women to access safe abortion services in Kibera informal ettlement , 

they mu t know the location of facilities that offer afe abortion ervice and the co t of afe 

abortion ervice mu t b affordable. fhere i need for awarene creation and di . ·eminati n 

f infonnati n t \\ mt;n in Kibera on the medical meth d · fa rtion ·o that the) an make 
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CHAPTER SIX 

WOMEN'S ATTITUDES AND PRACTICES TOWARDS ABORTION IN 

KIBERA INFORMAL TTLEMENTS 

6.1 Introduction 

This study assessed how women's attitudes towards abortion influenced their access to 

available abortion ser ices in Kibera informal settlements. The findings are presented along 

the following themes: women's attitudes towards abortion services and the influence of 

religion on abortion in Kenya. 

6.2 Women's attitudes and practices towards abortion in Kibera informal 

settlements 

Women's attitudes towards abortion and their influence on access to available abortion 

services in Kibera was one of the specific objectives of this study. Majority (60%, n=30) of 

the respondents were against abortion as a practice. ven those who had procured abortion 

reported that the could not advi e omeone to undertake the procedure. They viewed 

ab rtion a a in and illegal basing from both religiou and legal p r pecti e . It was 

b ·crved that thi · kind f attitude dr \e w men t pr ur un afe abortion fr m unqualifi d 

pr vidcr not 10 be idcntificd by th ir familic friend r even the Ja\ . 

tudy, of a 22 year l girl wh partieipat d in · narrath 

t p11 

th t: 
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"I started feeling unwell for a period of about 11110 weeks. Nothing hit my mind that I 

could be pregnant. After the second week, I barely ate anything. I decided to buy a 

pregnant test kit from a nearby pharmacy in Kib 'ra; unfortunately, i found that I was 

indeed pregnant. The first thing I did w 1 ' to il?(orm my boyfriend. He took off and 

asked me never to call him a~ain. 1.[ e srart 'd taking a different shape in me. I was 

staying with my sister amJ ,·he II ' 1 th • sol' breadwinner of her family of 2 children. I 

stayed for two mcmths rn in~ to I• igure out what I could do but i did not have any 

idea. I was a vet)' a ·tir' m •mb 'r at our youth service in the church by then. I felt like 

friends and relative · would be disappointed with me when they found out that I was 

pregnant. On the third month, I decided to talk about the pregnancy issue with my 

sister. All she could do wa to ask me to get any kind of job as soon as possible, so 

that I could raise money for abortion before people knew that I was pregnant. I got a 

job of washing clothes in a nearby estate and started saving about 1501= per day. 

After a couple of weeks, I had accumulated about 2000/=. I asked a friend where I 

could procure an abortion and she willingly took me to a private clinic in Kibera. The 

provider was willing to attend to me because I had some money. The environment was 

so scary, there was only one bed and a doctor's seat and table. A small shelve with 

very few containers of drugs could be seen on one corner of the room. The doctor 

explained that if I made any noise, people will come in and both of us would be in 

trouble. He inserted a huge syringe with a sharp point through my vagina and I 

started feeling a lot of pain. The pain became unbearable and at the moment, I was 

bleeding heavily. He gave me very heavy cotton to put in between my legs and some 

panadols a painkillers. I left for home after about 30 minutes, I barely lept that 

night. My i ter auended to me and he reached a point that he wa 0 ·cared. 1 wa 

till bleeding heavily. The following day, I could not even walk. My i ter ru hed out 

and called a neighbour, he explained the ituation and immediately the n •ighbour 

called one of the HW.\ in our village. When he arrived, he referred me to farie 

• 'top •s in Kibera. At the hv,pital, I wa atteml•d to by the doctor . very fa. t. Th 'Y 

c:lean d 111 up and removed all the remaim that w •re left in my uterus. 1 \pent one 

night in th , ho pit ll wd wa r •/ med the oil owing cia ' ajrer fWJ ing a fee . 'J he 

0 1 a in ul, I would n il r •r Jd\•i m om to [Jt r orm ahorticm .from 



Case 2: A 17 year old young woman from Makina village, a primary school drop-out narrates 

how family's poor state influenced her to sleep around with men and when she became 

pregnant, she decided to procure unsafe ab rtion to a oid being arrested by the police. 

"I left school at age 14 to supp Jtt m; frmily. My father died when I was very young 

and my mother, who is /Ill' pmttll'', has he'nprovidingfor us as well as educating 

us until she developed II • ' r •/at •d complications that she can no longer work. I 

picked up from there and tarted doing house hold chores in people's houses such as 

washing c.:! ollie', cooking and other domestic chores where I could be paid Ksh. 200 a 

day. This su ·rained u for a while until the jobs started becoming scarce as there were 

many women looking for such kinds of jobs. I started going for days without getting 

any job and this compromised food provisions in my family. Some friends advised me 

to start engaging into sex business which was said to be very lucrative. I did not 

hesitate, I started sleeping with men for money and I could earn about Ksh. I OO-I5 0 

in a day. Sometimes, men could have sex with me and refused to pay me but this was 

not so common. 

When i became pregnant, another woman in Kibera advised me to get an abortion. I 

did not want to disclose this information to my mother or anyone. Since abortion is 

illegal, I decided to look for backstreet providers who helped me induce the abortion. 

Afterwards, I developed serious complications that I could not even walk. My mother 

came to know of my story and she started taking care of me. At that point, my family 

started uffering again because I wa ' their main bread winner. J could not visit a 

health facility for medical check-ups because I feared being arre ted if it was 

di covered that I had procured an abortion. Thi kept me locked in the hou e for 

about 3 weeks but the ituation becarne wor e. At that moment, my mother was forced 

to take me to Kenyatla ational Ho!>.pital for medical examination and treatment. 

There, I receircd a po.~t abortion care and wa diw.:hargedfrom the ho pita/ after on, 

we 'k. 11 wa not emy for my family to pay for the hcHpital hill\ and 1 can w , that if 

\Olll 011 , want\ 10 proc. ure ahortiom, rhe \lwulcl only do that from qualified 

dmill th t rti n ll< t ba thin lm it 

nun nt th nl 



was abortion; instead of giving birth to unwanted child and cursing the innocent child the rest 

of its life. A 34 year old woman in a survey mentioned that; "If I want to continue with my 

business, the only thing I can do is to undertake an abortion and move on with my work". 

During FGD session, another woman (a 25 ' C r ld from Makina village pointed out that: 

"Procuring abortion during th • in! rhr •' months of conception is not a sin because, 

a child has not be ell jimncd: it i Jll. t flood, hence, It is better to do an abortion than 

to give birth am/throw th • chi/ i in the streets or in the sewer lines". 

Some women in the FGDs mentioned that whether safe or unsafe abortions, all were 

dangerous. They reported that deaths, haemorrhage, infections and injuries were the major 

consequences of unsafe abortions. They also mentioned that even in the hospital setup, 

something could go wrong especially if the health of the woman was not good. A 26 year old 

woman from Gatwekera village who participated in the survey reported: 

"Even if you go to the hospital, abortion is a very dangerous act. Someone can die 

while in the doctor's hands. We have heard many people die in hospitals while 

procuring abortions; hence, I can say that abortion can kill any time". 

Another respondent, a 34 year old woman from Laini saba said that: 

"Procuring abortion e pecially from unqualified doctor can re ult into issues of 

cervical cancer I would not want to perform an abortion from backstreet 

provider ·" 

1 hl: pain and uf lt:rin that \\ men rep rted alter i iting un afc pr idcr in flu n cd th ir 

aborti n hoi in th future. nc n: pondcnt lr >m at\\ckcra villag, narr ted her u 

.·p ricn r lttin , t un borti n lr Ill unqutliii d pr vid r s r 11 \ : 



Case 3: A 28 year old, single woman and a mother of 2 children decided to procure an 

abortion because she could not afford to take care of another child. She narrated the 

following: 

"When I realized that I was mcmths pr >p,nant, I was financially strained and could 

not take feed another child. I 1lr' d have 2 children. I went to a local woman in our 

village (Gatwc:kaa) (11/(/ 1 k •d her if she could help me procure an abortion for 

3001 . She ·aid it wa ·}in' with her and asked me to come back in the evening. When 

i went back that ew11i11g; he gave me a concoction and asked me to drink the whole 

jug, which I did. I lept in a mat. Suddenly, I started having abdominal pains. In a 

short while I was bleeding heavily. After 2 hours, she gave me water to wipe myself 

The pain became intense; I did not know what to do. The woman inserted a sharp 

metal in my uterus and was pulling out some pieces of flesh. I started screaming 

because of the pain I was going through. I could not hold it anymore. When the 

neighbours heard about the noise, they came into that house and demanded to know 

what was happening; the woman who was performing the abortion sneaked out and 

left me alone. I asked the people to rush me to the hospital. On our way I convulsed 

and later collapsed. I did not know what happened. I regained consciousness after 3 

days and found myself in Kenyatta National hospital ward. When I asked the hospital 

nurse what had happened, she explained to me everything and the painful thing she 

told me was that they had removed my uterus because it was severely damaged. She 

confirmed to me that I could never give birth again. I was only 24 years at that time. I 

got well and my extended family di charged me from the hospital. Up to date, I feel 

the pain of having lo t my womanhood due to un ·afe abortion. It hurt me the mo 1 

especially when I know that I am not a woman enough ince my uteru 0 wa 0 remo' ed. 

Umafe abortion i terribly painful and no one hould procure an abortion". 

l·urthcm10n:. th guilty nd ham, tlrn i a rti n w· s al. mcnti n~.:d t 

n ot 
.b rti n. 0 /o f th 

t m1 in nd th rti n h th r ll 

run . It r mu r . 



Case 4: A story of 18 year old woman from Makina Village which portrays a mixed feeling 

of guilty and shame after the abortion procedure made her swear never to procure abortion 

again in her lifetime. 

" When I entered in to the clinic to h n" th ) ahortion procedure, it was not easy as I 

decided to have it, and it was ,, 'tT s · Iring. Wh •n I saw the metals they were going to 

use in the procedure I ?,Of m · 1 'I' •d. I am a 'hristian-Roman Catholic and I believe 

that undertaking al ortion ;, not good unless when faced with a difficult problem. 

However, 1 had alrem(r d•cided to undertake an abortion because I was not ready to 

give birth, 111) boyji·iend wa not supportive at all. At that time, I did not think of the 

sin I wa about to commit, abortion was the only solution at hand. When I think of it 

now I feel that I committed a erious sin. My religion is strongly against abortion, it is 

considered as murder and I do feel that, I killed a human being; I feel I am a 

murderer. My mother taught me that abortion is a serious sin, because she had 

undertaken an abortion and she always felt bad and regretted about it. Before she 

died, she confessed her sin and she was always praying for forgiveness. It has been a 

bad experience for me and it has never left my mind that I killed another innocent 

soul. I sometimes experience bad dreams and I see some children crying while am 

asleep. One of the children tags along me and really cries with a lot of pain. I have 

been praying for this feeling to get out of me but in vain. A friend of mine advised me 

to share my story with my church priest but I find it impossible because, the church 

and all the people who have trust in me will be di appointed, I don 't know how I will 

face them .. ". 

Th nature of the pregnane was al o aid to determine where a woman would eek abortion 

rvice from . It wa rep rted that one of the main triking rea on as t why v. men and 

girl pr prcgnan that r ulted fr m tw different and comp ting 

rdigion 1 lam and hri tian ). 35 · ~.:ar old ubian w man (key infom1ant c. plaincd 

th t: 

·· u1z n 1 ,omm ial/ ' 1 1u lim Hom n :n JW\ til ll /1 • h 1 bet 11 imprt •n 1rul h.\ 

' ill I ' 1 r ur m h rtion h' 'ill lo thi in 1 , l ') 

rr t 1 r wi i r. , ' th 11 /z .,. •1/o \ 11 lim 



would not know what happened. There is a lot of stigma attached to a woman who is 

impregnated by a Christian; in Islam, this woman will be considered as an outcast 

and she may feel stigmatized while attending the mosque". 

One of the CIIWs working on n:pr iu·ti health in an NGO - Kibera Women Network 

reported that abortion ·hould t · d n ~ ·afel by professional doctors. She admitted that she 

had come acros · girl· und' omen vvho wanted to procure abortions but could not afford safe 

abortion service ; she alwa s referred them as needy people, to Marie stopes Centre in Kibera 

which performed safe abortion services to them at a lower cost. In fact, the CHW had a book 

from the Ministry of health- Kenya, where she referred all women with reproductive issues 

(including abortion requests) so as to be attended to appropriately. 

Having friends who were well informed about safe abortion services and who knew the 

location of the facilities that offered safe abortion services within Kibera was also mentioned 

to have influenced a woman's choice in regard to seeking abortion services. The following 

case narrative elaborates further on this point. 

Case 5: A story of a 24 year old woman from Makina Village who procured safe abortion 

from Marie Stopes Center in Kibera termed the process as afe and less painful. 

.. When my men truation did not come on time, I told to my boyfriend, I wa . afraid to 

be pregnant. He told me not to be scared of anything; he said "you cannot be 

pregnant becau ·e I wa\· ejaculating outside. Your men ·trzwtion may be diwrdered for 

some rea em ". J tru ted him and tried to forget thinking of it. However aft ,,. 3 month , 

I beL 1111 

pr ' 

and 

ic cmlwcm to clinic. '!he doctor wid .wch \}'mptom.\ nw , h , \ign. of 

, nd told m to wk pr gnan ) ' te.\1. he te\f \lwwed that I H m pregnant, I 

•d and ri d. Wlz nl Wt nr ba k hom , I m1 I eft d H ith a <.lo l ,.; •ncl 0 min , 

IOJ •nt •r in Kih ra or urth ' •ui 1 111 •. 1 

am to r l li= th ll m \IOJ ' ' th 
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previous year. She asked me to get about Ksh. 6000 and lucky enough, my boyfriend 

was working and we cost shared the burden of raising the funds. At Marie stopes, I 

was educated on what was expected of me and 01111 elled. The doctor then performed 

the procedure on me and I wa giv n ·om ' painkillers to take home with me. I did not 

have any side effects from the abortion, lw 'Ill hack to my normal duties the following 

day and J can say that s l}e 1ht rtio11 is ~ood. The only problem is that most women 

cannot a.ff(Jrd to pay.fiJr till.' St.'rl'i '". 

It is evident from these narratives and data from other sources that women's attitudes towards 

abortion influenced where the sought abortion services within Kibera informal settlements. 

In addition, providers attitudes towards abortion was also said to be a hindrance to women 

who sought abortion services from them. Some providers termed the abortion procedure as a 

sin and illegal. They refused to perform abortions even to women who qualified for the 

services, according to legal framework in Kenya. Some providers also refused to refer 

women to other providers who could do abortion because; they termed abortion as a sinful act 

and did not want to be involved with it. This had a negative impact to women seeking safe 

abortion services. 

6.3 Religious beliefs on abortion 

urveys have shown that religion is one of the most ignificant demographic factor affecting 

attitude toward abortion ba ed on the argument about" hen life begin (Glee on Forde, 

Bate , Powell, Jone & Drap ·r, 2008). Rcligiou leader , wer part f the Key Informant in 

thi tudy. Three rdigi u leader rc ·p ndcd quite lengthy nab rtion qu ti n . rcligi u 

leader fr m the.: hri tian-Roman ath lie at 1atw~kcra village c. plaincd that a 

tron ly f{ rbid 11 in th irreligion· it '" ~.:qu th:d t murder. I he ·nh >li 

in m n ho dc<.:id~.: t{ pr ur .tn b rti >n is 

·illin n inn nt ul. 



The Christians-protestant leader at Laini Saba illage also admitted that their religion was 

against induced abortion. He said that~ "Wom ,n are allowed to use contraceptives but 

abortion is not considered us u contr 1 't'J tive method but a sin. Any woman who could be 

known to procure an uhortio11 could It' ' '"! t>/1 •d.from church". 

Similarly, a Mu ·lim heud utth main mo ·que in Kibera at Makina village explained that: 

"Even though a woman ha reproductive health rights; she has no right to kill a 

human being. That i "Haram "-illegal. In Islam, a woman can only be excused to 

abort if her life or that of the child is in danger. This though, has to be approved by a 

professional doctor". 

He further explained that according to their religious beliefs, a child is formed in the 

mother's womb after 4 months and 1 0 days. Yet, there are also some Islamic scholars who 

believe life begins at the conception day. He also pointed out that the Muslims were not 

forbidden from using contraceptives, but they were encouraged to use their own system of 

family planning which entailed continuous breastfeeding for two years. 

Several other studies have shown that many religious beliefs are against abortion. Don 

Marquis (l 989) supported the pro-life deci ion ba ed on the fact that foetu es can be victim 

of abortion in exactly the same way as adults and children can be victims of murder. He 

argued that what i needed for the wrong of killing i an indi idual \\-ho i deprived of a 

future of value .A foetu · future includes everything that i in an adult . futur gi en th t 

~ ctu e natur lly d .,.d p into adult . '1 h~..:rdore it i right t n ludc that killing r l 
Jl u ' 

bortion d priv it of th me rt of valu hie uturt.: th t an adult i deprived 1 • tr ng, 

2 0 ). 



More arguments such as utilitarian thinking which propose that an unborn human is unaware 

of their being a person and thus morally ju tifying abortion have been opposed by the 

likeness of the same argument to the sleeping ndult human who is also unaware/ unconscious 

to their being persons and hence w can on 'lusi I.! I d bate the killing of a human being as 

not being murder (Cox 20 I I). 

This study revealed that all rdigi n \\ere against induced abortion; to them, this was murder. 

During FGD's and in-depth Interviews most of the respondents admitted that although their 

religious beliefs were against abortion, it could not prevent women from procuring abortions. 

A 32 year old Muslim woman from Laini saba village argued that; "of course my Islam 

religion does not allow abortion by all means, but this cannot prevent women from procuring 

abortions. That is why abortion is done secretly". This was echoed by many other 

respondents who said that although religion was against induced abortions, desperate women 

still procured abortions. 

Religious belief amongst policy makers and providers also plays a role in the failure to 

prevent unsafe abortions. The influence that Parliament yields, in terms of making favourable 

laws that would give life to Article 26(4) has been reduced because many Parliamentarians 

remain influenced by their religiou and cultural belief when it comes to legislating on thi 

i u . The Parliamentary Han ard record that Article 26 4 of the 201 0 draft Kenyan wa 

pa i nately deb ted. \i ith man Mcmb r of the H u e hemently opp ing the clau du 

to th ir rdigi u background 

omc f th 1 allh r provid r termed abortion illc 1al nd in lui 

th t th y try 

lh 

lth 

int l nn. 

rt th t: 

ur \\ m n r m 1 rl 

m h lth 

0 

nd th · n::p rt d 

h) k pin' 



"Abortion is a sin and my religion does not allow me to perform such duties. It is stated 

clearly in the Bible that abortion is equated to murder. I believe that the government can 

work to reduce unintended and mistimed pregnanci b providing sex and reproductive 

education and also by providing contraceptive' 1o wom >n •specially in the slums and rural 

areas. Abortion is not an option and I usu d~r I •I! women not to procure abortions. I also 

don't refer them to other providers be ·aun•. tin · 111 •ans that I will be part of the sinful acts". 

This chapter a ses 'ed how women· attitudes towards abortion influenced their access to 

available abortion ser ices in Kibera informal settlements. It is evident from this study that 

most women viewed abortion as a sin and illegal based from their religious perspective and 

the Kenyan legal arm. This aspect drove most women to seek for abortion services from 

unqualified providers. Stigma and family rejection was also said to be very persistent in 

Kibera slums hence driving women to procure unsafe abortions from unqualified providers. 

Even if they knew some facilities that offered safe abortion services, most women preferred 

unsafe abortions to avoid being identified. 

Case narratives of women who had procured unsafe abortions from backstreet providers 

showed that they wished not to go back to such providers in the future; the pain and 

sufferings that the women went through from unsafe abortions made them wear never to 

procure any abortions in the future, while others aid they would procure safe abortion from 

qualified pro ider . "\; omen who pr cured afe ab rti n fr m qualified pr vid r termed the 

c. ·p ricncc a le painful and ·afe. 1 hey viewed a rti n a a ·afe procedure a, I ng a. it 

wa d n • in th right pi cc b • qualified pr vidcr . ltimatcl ·. mi. cd feeling f guilt and 

h me aft r pr urin bortion r port d in the ca nurrati\c inllu n cd , ·om 
11 

ttitu 
un m n ' h felt •uilty .t Lcr 

P unn 
uld n ' r tn . 
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Provider's negative attitudes towards abortion were also found to be a hindrance to women 

seeking safe abortion services in Kibera informal ettlements. Some providers viewed 

abortion as sinful and illegal acts and thi compr mi 'd .crvicc delivery as well as referral of 

women to other providers who could p rform nb rti n, to women. 

Further, religion wa, ulso suid to b' u hindrance to women seeking abortion services; whether 

safe or unsafe abortion. 110\ evt!r. w men \ ere not hindered from procuring abortion services 

due to their religiou · belief·. Thi was one of the factor that drove women to procuring 

unsafe abortions from back treet pro iders to avoid being noticed. 

It is therefore clear that the beliefs and attitudes that women have towards abortion will drive 

them either; not to procure abortions at all, procure abortions from unsafe providers or 

procure abortions from safe providers. The next chapter will be presenting on the conclusions 

and recommendations drawn from the whole study. 
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CHAPTER SEVEN 

CONCLUSIONS AND RECOMMENDATIONS 

7.1 Introduction 

The specific objectives of th~: ·tud : m estigate the women's understanding of the 

abortion provision· in the Ken an c n ·titution, to determine the availability and accessibility 

of safe abortion ervice· in Kibera and to examine how women's attitudes towards abortion 

influenced their access to a ailable abortion services in Kibera informal settlements. This 

chapter presents conclusions and relates them to a theoretical framework that was used in the 

study in relation to the study objectives. Recommendations were drawn from the main issues 

that arose throughout the study. 

7.2 Conclusions 

The fust specific objective of this study was to establish the women's understanding of the 

provisions regarding abortion in the Kenyan constitution. The study findings showed that 

most women were not aware of the constitutional pro i ions regarding abortion in Kenya. 

About 80% (n=40) of the re pondent did not know anything at all n the con titutional 

pro i ion of ab rtion. All the aid v as that ab rti n v as illegal and an one found 

pr uring aborti n could be d alt \ ith by the P li 1 he i ed illegality 1 . uc 

urroundin' u rti n ha the con c.::quencc of driving worn n t pr uring ub rti n fr m 

un fi pro\ ide . 1 h rc or the.: h rtion I \\ in th c n tituti m i not sc.:: in , it purp c.:: us 

uir d. 
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The second specific objective of this study was to examine the availability and accessibility 

of safe abortion services in Kibera informal settlement . This study revealed that most of the 

respondents were not aware of the faciliti that ffl r-d safe abortion services in Kibera 

informal settlements. However, for those "h hu i h: ·n to health facilities that offered safe 

abortion services reported thut thl' s 1vi · '.' at the facilities were good and friendly. In 

addition, de pitc the fa<.:t that · )111 " men knew where the safe abortion hospitals or clinics 

in Kibera were local d, mt~ rit of them (60%, n=30) could not access them due to high cost 

of safe abortion service . Thi · ""as one of the factors that drove women to procure unsafe 

abortions from unqualified pro iders. 

The third specific objective of this study was to assess how women' s attitudes towards 

abortion influenced their access to available abortion services in Kibera informal settlements. 

Most women who perceived abortion as a sin or illegal were torn into two parts; either not to 

procure abortions or to procure abortions from unqualified providers. Other women termed 

the stigma and rejections that was associated with abortion as the main factor that drove them 

to procure unsafe abortions from backstreet providers. More so, for the women who had 

procured unsafe abortion , they narrated their experiences \\'hich involved a lot of pain and 

sufferings and th reported that they could not ad i ·e an one to procure abortion from 

un afe provider . F r other . mixed fe ling of guilt and ham after th ab rti n pr cedure 

made them \\Car that th ·y ..... uld nevt:r pr urt: ab rti n again in their lifl tim •. Further 
' 

omc of th. re J ndcnt rt:p rtt:d that borti n .. , n t wr ng I ng it " d n in a 

ho pital \\ith ualifi pr vidt: · 

• 1i tu 
th t pi1 id r' n ti ttitu t lrti m hin r d 

mn 
rti n n1 ith th 
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Kibera informal settlements indicated that most health providers were aware of what the 

constitution provided for abortion but due to their indi idual beliefs and moral principles, 

they did not support abortion. Therefore, ev n if th d ~mand ide was met, the supply side 

was still wanting. 

This study further revealed th tt ull r ·li 'i tuslim atholics and Protestants) were against 

induced abortion; to them. thi · w· · c n idered as murder. Though, during FGD's and in­

depth Interviews, most of th re pondents admitted that religion had nothing to do with 

abortion. Women who v anted to get rid of their unwanted pregnancies could not apply 

religious doctrines to their desperate situations, they went ahead and procured abortions. 

Scheper- Hughes and Lock's analytical framework of 'The Mindful body' describes how the 

political and social aspects of life and the individual life choices and decisions are interlinked 

(Scheper-Hughes &Lock, 1987). In this study religion (social body) shapes the societal norms 

and values on abortion, it also has an influence on the laws passed by government bodies 

(body politic). The laws and constitution of the country respects and accepts the societal 

norms and values. That is why the body politic has just created limited provisions under 

which abortion is permitted in Kenya. Any self-induced abortions that do not qualify in the 

prescribed provision are illegal and puni hable. 

A chep r-Hughe and L ck de cribed "an anthrop logy of relation between the body and 

th b dy p litic inevitabl , I ad t a con ideration of the r gulati n and control n t nl f 

indi idual but p pulati n , and th rcfi rc f e. ·uality. g ndcr and rc..:pr du tion" 

Unwmt i p 



which is shaped by religion and the law of the country on abortion. That means an individual 

decisions on the body self/individual body and hm h experiences is determined by the 

social body (societal values, norm and r ligi n), u well a by laws and policies (body 

politic) prepared by the government and in tituti ns which regulate and control the individual 

body. According to 'chcpcr-llugh tnt! I ( · analytical framework, the three bodies; that 

is the ocial body, the intlividtlll and the body politic are not separable, and rather all 

the three bodies influence, n an ther. For instance, the body politic can influence the body 

self even in term of threatening the wellbeing and life. 

Before Kenya adopted a nev constitution in 2010, the previous constitution (body politic) 

highly restricted the grounds for women to undertake abortion decision. Even with the current 

constitution, it still does not give all free and unconditional choices to women. It only gives 

some provisions under which abortion is permitted. Women's access to safe abortion services 

is also controlled by the economic conditions due to unaffordability of safe abortion services ' 

unavailability of facilities that offer safe abortion services as well as religious beliefs. Again, 

providers attitudes towards abortion has been a hindrance to women's access to safe abortion 

services. This study re ealed that some providers viewed abortion as murder, this was 

influenced by their religiou doctrines, and hence, e en if the MOH guideline require 

pro iders to make referral to other pro ider who can offer the ervice it was till not well 

exerci d. 

It i ident that luck f kno'-' ledge on the c n ·tituti nal pr i i n regarding a rtion in 

Kenya i a barrk:r r mo t " omen and girl · who want t tr..::rminat their pr ·gnan ics. I 

ntcnt of the Ia" and t m \ men r main 

pti 11 • ' m 11 n i d tcnninc 
un 

th ir ilit t 
th pr t nti h pro r wh l 
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abortion services. Evidently, women's attitudes towards abortion influenced the decisions 

they made in regard to access to available abortion ervice in Kibera informal settlements. 

7.3 Recommendation 

1. The finding, of thi , 'tud r · ealed that most women in Kibera informal settlements 

do not know the con ' titutional pro isions regarding abortion in Kenya. There is need 

to create more awareness among public on what the constitution says about abortion 

and especially women need to be educated on their rights and the legal issues around 

abortion. Development and use of culturally appropriate information, education and 

communication materials will facilitate the process of awareness creation. The public 

should be informed that safe abortion services are available in public health facilities 

and hence they should not seek the services from unsafe providers. 

2
. This study found that women's access to safe abortion is determined largely by their 

ability to afford the procedure and to identify and reach a provider who offers safe 

abortion services. The study recommends that the Kenyan government should ensure 

that there are sufficient facilities that offer afe abortion services to women (both 

public and pri ate) and making ure that the co t of afe abortion i affordable to 

women e ·pecially the p or women in the Ken an lum and in rural areas. 

3. here i need for th Ken an go ernm nt to implement the ab rtion care-r lated 

tandard and uidclinc of the ini try f I Ic lth and to m up " ith a clear 

ti n nd poli ·y tat m nt th t \\ uld lear th' ir and n.:m vc 11 d ubts in th 

mind lth h th r rn ·id d pr 

in publi h lth iliti .• hi ill \:: Ul d rc th~.: 
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4. This study further recommends that there is need for a comprehensive abortion care 

training for all health workers so that they under tand that their values and beliefs are 

not the values of the clients. uch training ' ill nablc health workers to appreciate 

that safe abortion service should b pr id d without judgement and to the best of 

ability. 

5. This study ul ' O r · · mm ·nd · that. the rate of unintended pregnancy should be 

minimized by pr viding good-quality contraceptive information and services, 

including a broad range of contraceptive methods, emergency contraception and 

comprehensive sexuality education. 

6. There is need to integrate abortion services with other health services such as 

maternity package so that availability of safe abortion services is enhanced and hence, 

creating room for improvement especially in public health facilities. 

7. It is necessary to strengthen public-private partnership in reproductive health. This 

will facilitate referrals so that the private sector will refer to the public sector and vice 

versa in order to improve access and address issues of conscientious objection among 

providers. 

7 



7.4 Future Directions 

This study explored the factors influencing a cc to afe abortion services in Kibera 

informal settlements found in Nairobi it . his ·tudy recommends that another study be 

carried out in rural setting to h:t ·nnin th~.: fa ·t r · influencing access to safe abortion 

services in such arcus. This will h 'II bring to the fore the factors influencing access to 

safe abortion ·cr ice· in b th urban and rural settings in Kenya. There is also need to 

conduct more re ·earch on public a\\areness of abortion and safe abortion services in 

Kenya. 
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APPENDICES 

Appendix I 

Questionnaire 

Greetings. My name is bdna Ny·tn ·hillW\ 1 .'II'~ A tudcnt in Masters of Arts in Medical 

Anthropology from the University ~1r air i. l would like to ask you a few questions about 

Reproductive health and ·pr ·ilicall) n a rtion. I would like to understand what you think, 

say and do about c -rtuin kind · f beha iour related to reproductive health and unwanted 

pregnancies. This inter ie\ ~ ill take about 45 minutes. I will use a tape recorder to assist me 

remember all the data that I gather and all the tapes will be destroyed immediately after 

transcriptions. I will not use your name anywhere. I will uphold to matters of confidentiality 

and whatever that we converse will remain between me and you. I'm going to ask you some 

very personal questions. If you feel that there is any question you are uncomfortable to 

answer, you are free to refuse to participate and you are free to withdraw from the 

participation. You will not be penalised in any way if you decide not to participate. 

Do you agree to participate? 

Yes 0 No 0 

········································· 

Date 

ECTION 1: PER 0 AL PROFILES 

1. ex of re pondent 

MateO 

2. I fow old an; you? 

F male CJ 

3. What i your m rital tatu ? 

rricd 0 rmarricd D 

. D 
h ' m ny . 

th 

················································ 

Signature of interviewer 

I iv r cd CJ id )\ cd D 

D 



Less than 5 years D 5 years-1 0 years 

6. Who takes care of the children? 

0 Mother (alone) 

0 Mother (with assistanc 

0 Parents/ grandparents 

0 Oth ·r {Spl!cil' 

7. Whul is u1· high ' l k I f •du ntion
1 

Primary D 
Secondary D 

College 
D 

above 10 years 0 

Other educati nal fa ility (polytechnics short courses, apprenticeship, etc) D 

8. Are you currently employed? 

YesO No 0 
If No, what is your source of income? 

9. What is your religion? 

Chri tian- Prote tant D 
Mulim D 

Chri tian-Roman atholic D 
thcr D 

' d in ·ual intcrcours ? 

y D 

th n I 

0 

D 
D 

D 

u ur:in 

7 



12-14 years 

15-17 years 

18-20 years 

Over 20 years 

D 

D 

D 
3. When was your last scxuul encounter'. 

D Within the Ia ·t WI! 

D Within this month 

D 2-3 months ago 

D 4 or more months ago 

4. Have you ever had unwanted pregnancy? If No, move to Q6. 

YesD NoD 

5: If yes, what did you do about it? 

Abort D Give birth D 

6. Do you know anyone who has had an unwanted pregnancy? 

Yes D No D 

7. If YES, What did they do about it? 

8. Why do women procure an abortion? 

9. Why do mo t \s.·omen go to unsafe provider to abort? 

10. 0 you know and under ~tand the constitutional provi ion· regarding ab rt. · K 
ton 10 en a? 

Yt!. D 'o D 

1 1. If Yl-:. , \\hi h h, pt r ofth con titution? When i abortion pcnnittcd'l 



12. Are there health facilities/clinics in Kibera slums where someone can procure safe 

abortion services? Yes D NoD 

13. If yes, how far are they and how much do the ' c t? 

14. If no, where do women go for abortions tn i hl w much do they cost? 

15. Do you know Medical abortion m ·thl <.!:'. 

16. In your opinion, how do ou p •r ·dve abortion? 

17. Do you think religion ha ·an influence on access to safe abortion services? Explain. 

Thankyoufor your time 



Appendix II 

Interview Guide for Focus Group Discussions 

Ila. FGD for young women 

1. What do you understand by the term < ntrac!!ptive ? Give examples 

2. Where arc contruccptivcs 1btain•d fr m? 

3. Do you think it is imp rtanl to u e contraceptives? Give reasons for yes or no 

4. What do you under tand by the term abortion? 

5. Why do women abort? 

6. Where do women go to get abortion services? 

7. Who pays for the abortion services? 

8. What do you understand by "safe abortion" services? Are there safe abortion services 

in Kibera slums? 

9. How much do they cost? 

10. What is medical abortion? 

11. What factors do you think hinder women from accessing safe abortion services? 

12. How does religion influence access to safe abortion services? 

13. How do men influence access to safe abortion ervice ? 

14. Do you kno\ the con titutional provi ions of abortion in Kenya? If ye , what doe it 

tate? 

15. What i )OUr optm n n abortion? 

0 



II b. FGD for adult women 

1. Do you think abortion is a problem in your area? How and why? 

2. Who are most vulnerable for abortion? h 

3. What do you think of women •ettin 1 unint~ndcd pregnancy? Who is to blame: the 

boy/man who made her pr ·gnunt t r th women? 

4. What do you think ubout w men u ·ing contraceptives? 

5. Where do women obtain contraceptives from? 

6. Why do women procure abortions? 

7. Where do they procure them (abortions) from? 

8. What are "safe abortion" services? Are there safe abortion services in Kibera slums? 

9. How far are they and how much do they cost? 

10. What is medical abortion? 

11. What factors do you think hinder women from accessing safe abortion services? 

12. How does religion influence access to safe abortion services? 

13. How do men influence access to safe abortion services? 

14. Do you know the constitutional provisions of abortion in Kenya? If yes, which 

chapter and what does it state? 

15. What is your opinion on abortion? 



Appendix III 

Interview Guide for Key Informants 

lila. Guide for Health Providers and ommunity Health Workers 

1. Why do women procur ·abortions' 

2. Where do women seck ub lrtion · ·n icc ·; 

• In the health fucilitie ··. 

• In unqualified per ·onnd? 

3. What are safe abortion services? Are there safe abortion services in Kibera slum? 

4. How far are they and how much do they cost? 

5. What is medical abortion? 

6. Are the abortion services in the clinics in Kibera friendly to women? 

7. What factors do you think hinder women from accessing safe abortion services in 

Kibera slums? 

8. According to you, what needs to be done to prevent unsafe abortion on women in 

Kibera slums? 

9. Do you know what the Kenyan ~onstitution 2010 provide for abortion? If yes, which 

section of the constitution? What does it state? (If No go to 10) 

10. Has the provisions in the constitution made any changes in relation to abortion in 

Kenya? 

11 . What role does religion play in regard to unwanted pregnancies and abortions? 

12. What is your opinion toward Abortion? 



Illb. Guide for Religious Leaders 

1. What is the opinion and stand of your religiou in titution on contraceptive use by women? 

2. Is there any policy or declaration on ontm ''pt i ' ' in your in titution at this time? 

3. Is there any kind of contruc •ptivt:s f(H· l irth control allowed to the believers by your 

institution? 

4. When doc life start , in ur religious teachings? 

5. What is the opinion and tand of your institution on induced abortion? 

6. What is the opinion and stand of your institution on miscarriage? 

7. Are there any conditions that your institution may allow termination of pregnancy? 

8. Is there any official declaration regarding abortion by your institution? 

9. What is the source of the teaching on contraceptive use and abortion in your religion? 

10. Are you aware on what the Kenyan constitution of2010 say about abortion? 



APPENDIX IV 

Interview Guide for women who have procured an abortion (Case studies). 

Personal profile 

1. II ow old arc you (optional 

2. What i, your highest I · d f ·du ati n? 

3. Are you employed'. lf e ', i it formal or informal? 

4. What is your marital status? 

5. Do you have children? How many? 

6. Which religious group do you belong to? 

Termination of pregnancy 

7. At what age did you have your first sexual encounter? 

8. Why did you decide to abort? Were others involved in your decision? 

9. At what month of pregnancy did you abort? If a delay between finding out and 

aborting, why did you delay? 

10. How did you decide where to go for an abortion service? 

11. Who did you a k for help? Did Y u g alon r with s me nc cl c wh ? 

12. Did you face an challenge in eeking afe abortion ervice? What were the barrier ? 

13. Were you using contracepti e , or tried to pre ent pregnancy in another way when 

you got pregnant? If no, why no if yes specify the method and what happened 

14. Did} u ab rt in a hc.!alth facilit or in an ther pia e? p cif . 

15. hat wa th~.: c t t f th ab )rtion t.:r ic ? Wh paid for you? 

1 . Wh t o _ ou und~.:r tand ·· afc a rti n" n.'tcc . 

17. rti n'? 

n •i in Ki m. II >\ ar r th~.: ? 

h t i th rti n 1"\ 1 



Services at health facilities 

20. What was the treatment from the providers ' hen you abmted? 

21. Were you told to go back for check-up after th abortion? 

22. Were you counselled after th nb rti n und did you receive any post abortion 

contraceptives? 

Opinions: 
23. Arc you aware or th · n ·tituti nal provision of abortion in Kenya? If yes, when is 

abortion allowed? 

24. What is your opinion about abortion in general and your abortion experience? 

25. Do you think religion influence access to safe abortion services? How? 
26. Do you think men influence access to safe abortion services? How? 

s 



Appendix V 

Informed Consent 

Greetings. My name is 'dna Nyanchama B sir ; 1 am a master's student in Medical 

Anthropology from the University of N im i. 1 om currently carrying out a study on women, 

investigating on the factors inl1u ·n ·ing u · ''.' to afc abortion services in Kibera informal 

settlements. 

This study is directly rdated t w men of reproductive health age (15-49 years) you are one 

of the women who are ·elected to participate in this study. You are humbly requested to 

participate in this interviev . I am going to ask you some very personal questions, your 

participation in this interview is completely on voluntary basis and you have the right to 

refuse or withdraw from the participation when I ask a question that you feel uncomfortable 

with. 

The information you provide will be kept confidential. I will not quote your name anywhere; 

all the recordings that I will make will be destroyed immediately after the transcriptions are 

made. This study will not provide you any direct benefits, but the information that you 

provide is very essential, not only for the successful accomplishment of the study but also for 

producing relevant information that will help improve and better the life of women in terms 

of reproduction. 

Do you have any questions for me? 

I have read the abo e information and agree to participate voluntarily in this tudy. I 

understand that I have the right to withdraw from the study at any time I want. 

ign .............................................. date ................................................. . 


