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Background: Growing focus on the need for voluntary, rights-based family planning
(VRBEFP) has drawn attention to the lack of programs that adhere to the range of rights
principles. This paper describes two first-of-their-kind interventions in Kaduna State, Nigeria
and in Uganda in 20162017, accompanied by implementation research based on a con-
ceptual framework that translates internationally agreed rights into family planning
programming.

Methods: This paper describes the interventions, and profiles lessons learned about VRBFP
implementation from both countries, as well as measured outcomes of VRBFP programming
from Nigeria.

Results: The intervention components in both projects were similar. Both programs built
provider and supervisor capacity in VRBFP using comparable curricula; developed facility-
level action plans and supported action plan implementation; aimed to increase clients’ rights
literacy at the facility using posters and handouts; and established or strengthened health
committee structures to support VRBFP. Through the interventions, rights literacy increased,
and providers were able to see the benefits of taking a VRBFP approach to serving clients.
The importance of ensuring a client focus and supporting clients to make their own family
planning choices was reinforced. Providers recognized the importance of treating all clients,
regardless of age or marital status, for example, with dignity. Privacy and confidentiality
were enhanced. Recognition of what violations of rights are and the need to report and
address them through strong accountability systems grew. Many lessons were shared across
the two countries, including the need for rights literacy; attention to health systems issues;
strong and supportive supervision; and the importance of working at multiple levels.
Additionally, some unique lessons emanated from each country experience.

Conclusion: The assessed feasibility and benefits of using VRBFP programming and out-
come measures in both countries bode well for adoption of this approach in other
geographies.

Keywords: rights-based family planning, Nigeria, Kaduna State, Uganda

Introduction
Background

The 2012 London Summit on Family Planning, which articulated an ambitious
numeric goal for family planning (FP) use worldwide, increased attention to the
need for ensuring that programs designed to reach that aspiration are voluntary and
rights-based. Despite the focus on sexual and reproductive health and rights that
emanated from the 1994 International Conference on Population and Development,'
including growing attention to human rights and health,” '° there was little guidance
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on what a rights-based approach to FP is and how it could be
operationalized in programming. Moreover, there was little
understanding of how implementing a rights-based
approach might be different from a focus on improving
quality of care, and how it moves beyond business-as-
usual programming. Evidence on the outcomes of rights-
based FP programming did not exist. Following the summit,
anumber of frameworks and guidance documents identified
the human rights that relate to FP,'"'? as well as the key
elements needed for voluntary, rights-based FP (VRBFP)
programming.'*>°

As Kumar et al®® wrote,

A rights-based approach to family planning (FP) is one in
which all phases of a program (needs assessment, planning,
implementation, monitoring, evaluation and management)
are viewed through the lens of individuals’ human rights
and how rights are, or are not, upheld in communities and in

FP programs.

These programs should be designed to fulfil the rights of
individuals and couples to determine freely the number and
timing of their children, with access to quality information
and services, free from discrimination, coercion or violence.’
An outcome of the summit with an explicit rights-based
focus is that to ensure those overarching rights, WHO'? and
FP2020'"" identified a number of rights and empowerment
principles that FP programs need to address, namely: accept-
ability; accessibility; availability, quality; accountability;
agency, autonomy and empowerment; equity and non-discri-
mination; informed choice; participation; and privacy and
confidentiality (Table 1).

Some studies have focused on specific rights in programs,
most notably quality of care*' ** In undertaking this work,
we found no evidence of any programs that had attempted to
address all of these rights principles in programming. A
review of evidence for VRBFP programming that preceded
this work noted that “rights need to be more explicit in
studies referring to family planning interventions in order
to ensure that rights become embedded in family planning
programming”.**

This paper describes two first-of-their-kind interventions
and implementation research studies in Kaduna State,
Nigeria (hereafter Nigeria) and Uganda that: 1) operationa-
lized a VRBFP approach, including all of the rights princi-
ples at service delivery, and; 2) measured the health and
rights outcomes of VRBFP approaches at the service delivery
level. Similar and/or adapted tools and approaches were used
during the implementation and results measurement at the

service delivery level in both countries. This paper includes
lessons learned from implementation in both countries and
VRBFP programming outcomes from Nigeria.

The VRBFP Intervention In Nigeria

Kaduna State is located in the northwest zone of the country,
where strong cultural, religious, and gender norms — particu-
larly the dominance of men in society — inhibit the use of
family planning.”> Though contraceptive uptake is higher in
Kaduna compared to neighboring states, use stagnated at
around one-fifth of all married women (all methods) between
2013 and 2017.2%?7 Unmet need for FP is high, increasing
from approximately 6% in 2013 to 28% in 2017.°*” Non-use
and unmet need for FP are attributed to women’s lack of
autonomy to make decisions about reproduction and contra-
ceptive use,”® including real or perceived opposition to uptake
by a spouse, family member, or the broader community.*’
Service barriers, including the unavailability of desired meth-
ods at facility sites, inadequate provider clinical training, and
provider attitudes and biases, hinder contraceptive uptake also.
Recognizing these realities, the Kaduna State government
(2016-2018) Birth
Spacing Costed Implementation Plan (CIP), intended to

articulated an ambitious two-year

guide FP programming across the state.*® The CIP is aligned
with Nigeria’s national commitment made at the 2012 Summit
and its subsequent Family Planning Blueprint.

Starting in 2016, with funding from the Bill and Melinda
Gates Foundation, Palladium implemented a package of
VRBFP interventions across Kaduna State, Nigeria, and
evaluated its effects on women’s health and rights out-
comes. The interventions, which affected change at pol-
icy-, service delivery-, community- and individual-levels,
were implemented over a 12-month period. This paper
focuses on the service delivery component of the interven-
tion package only. Five service-level interventions were
executed in 15 public primary healthcare treatment facil-
ities: building provider and supervisor capacity on FP and
the voluntary, rights-based approach; developing facility-
level action plans; undertaking mentorship to support
implementation of the action plans; establishing or strength-
ening community structures, or Facility Health Committees
(FHCs), to support facility-level activities; and undertaking
mentorship of community structures (Table 2). Training and
supervision materials on VRBFP were developed for the
intervention, and the rights principles listed in Table 1 were
simplified into communication materials for clients, includ-
ing a poster that was prominently displayed in health facil-
ities receiving the intervention (Figure 1).
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Table | Definitions Of Rights And Rights Principles

Availability Health care facilities, trained providers, and contraceptive methods are available to ensure that individuals can
exercise full choice from a full range of contraceptive methods.
Accessibility Health care facilities, trained providers and contraceptive methods are accessible — without discrimination and

without physical, economic, socio-cultural or informational barriers

Acceptability

Health care facilities, trained providers and contraceptive methods are respectful of medical ethics and individual

preferences

Quality

Individuals have access to contraceptive services and information of good quality which are scientifically and

medically appropriate.

Informed Choice and

Decision making

Individuals have access to accurate information they can understand and a range of contraceptive options to
choose from and to make own decisions about whether and what method of FP to use, without pressure from

anyone.

Privacy and Confidentiality

The right to privacy means that individuals should not be subject to interference with their privacy, and they
should enjoy legal protection in this respect. Confidentiality, which implies the duty of providers to keep secret or
private the medical information they receive from patients and to protect an individual’s privacy, has an important

role to play in sexual and reproductive health.

Equity and Non-

Discrimination

Individuals have the ability to access quality, comprehensive contraceptive information and services free from

discrimination, coercion and violence.

Agency, Autonomy and

Empowerment

Individuals have the ability to decide freely the number and spacing of their children and individuals are empowered
as principle actors and agents to make decisions about their reproductive lives, and can execute these decisions

through access to contraceptive information, services and supplies.

Participation

Individuals, particularly clients, have the ability to meaningfully participate in the design, provision, implementation

and evaluation of contraceptive services, programs and policies.

Accountability

Accountability for the provision of high quality contraceptive services consists of mechanisms at the facility level
for communities and clients to provide feedback and receive redress for any problems experienced with service
received. Additionally, mechanisms for remedy and redress of any alleged or confirmed neglect of rights should be

in place and clients and providers should be aware of these mechanisms.

adolescents due to age of consent and requiring spousal

The VRBFP Intervention In Uganda

Demand for FP in Uganda is high, with a contraceptive
prevalence rate of 27.3% among all women of reproductive
age and 28% unmet need in 2016. This suggests that women
and men’s ability to freely decide on the number and spacing
of their children is severely undermined.>' This is even more
acute for poorer and rural Ugandan women.** Despite the
high need, a range of factors affect the use of FP services in
Uganda. People live, on average, 3 to 5 km from the nearest
public health facility, or a 40-min walk, the dominant form of
transportation/movement.>> Women also encounter inade-
quate FP commodities, supplies, and equipment, curtailing
choice. The facilities are oversubscribed, with congestion and
overstretched personnel.”* > The health personnel who will
attend them have limited knowledge and capacity of specific
complex methods and have perceived bias on certain contra-
ceptive methods (UMOH 2014*?). This includes bias against

permission.**

In 2016, Reproductive Health Uganda (RHU), with
support from the International Planned Parenthood
Federation’s Support for International Family Planning
and Health Organizations 2: Sustainable Networks
Project, implemented a project to operationalize the
Government’s commitment to VRBFP in four public
health facilities in the Northern and Eastern Districts of
the country. Rights-based FP was included in the Ugandan
Family Planning Costed Implementation Plan for
2015-2020 (UMOH, 2014*) and discussed in three
national consultations between 2013 and 2015.°° Based
on the consultations, the 12-month project aimed to
address four issues, namely: increase access to information
on voluntary family planning and rights; ensure the imple-

mentation of existing (good) policies; increase access to
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Table 2 Voluntary, Rights-Based Family Planning Interventions At The Service Delivery Level In Kaduna State, Nigeria And Uganda

Program element

Kaduna

Uganda

Build provider and supervisor
capacity in VRBFP

Three-day training on FP and the VRBFP approach for
treatment facility providers (Nurse-Midwives and
Community Health Extension Workers) and
supervisors, including role-playing specific actions and

behaviors that support rights-based services.

Ten-day training of providers and in-charges in FP
clinical skills, including two half day sessions on rights
literacy and the practicalities of delivering rights-based
services. The VHT were also oriented on VRBFP as

part of the regular VHT refresher training.

Develop facility-level action

plans

During the three-day training, development of year-long
action plans for each treatment facility based on baseline
assessments of VRBFP adherence. Action plans addressed
issues including: the need for ongoing provider capacity
development the areas of FP and human rights; increasing
the availability of client education materials; increasing
opportunities for client feedback; and re-orienting facilities

for greater privacy and confidentiality.

Following the ten-day training, development of action
plans to better support VRBFP across facilities. Action
plans addressed issues including: continuing medical
education on FP and VRBFP; health education for
clients and communities; sourcing commodities,
equipment and/or IEC materials; physical
reorganization of clinic space; and the need for better

reporting.

Supervision and mentorship to
support action plan
implementation

Provide year-long technical assistance for facility staff
by VRBFP mentors to support implementation of the
action plans. Support included: provision of VRBFP on-
the-job training; orienting staff on the use of suggestion
boxes; reviewing the availability of job aids and
education materials; and drawing staff attention to any
facility conditions creating service-level pressures.

Provide supervision to facility staff by RHU to support
the implementation of the action plan, clinical
provision of services, and engaging and supporting
facility and district-based supervisors in their jobs. Job
aids and a supervision tool reflecting VRBFP was
developed and used in this project.

Establish or strengthen local
health structures

Establish new, or strengthen existing, Facility Health
Committees (FHCs) that oversee each treatment
facility. FHCs are intended to mobilize communities,
improve the quality of health services, and promote
utilization of services [see*']. FHCs were trained on
the VRBFP approach, and action plans were developed
for each FHC.

Strengthen the Health Unit Management Committees
(HUMC), through training on VRBFP and on national
standards for HUMC (functional relationships between
HUMC and facility management, other committees,
structures and health staff; conducting committee
business; and entitlements, powers and limitations,

resignation and co-option of members.

Mentorship/technical support

to local health structures

Provide four-month-long mentorship to FHCs to support
realization of action plans. Technical assistance included
supporting FHC advocacy to local governments, observing
FHC-led monitoring visits to treatment facilities, and
providing VRBFP refresher training during FHC-led

community mobilization efforts.

Following the training, HUMCs developed action plans to
better support a VRBFP approach and facilitate quarterly
meeting. The HUMC action plans related to issues under
their purview, including in the facility (provision of
services) and in the community (demand for services)

and accountability issues related to HUMC themselves.

Activities to increase client’s

rights literacy should not expect at the facility

Development of facility posters and client-oriented handouts on human rights, and conditions clients should/

rights-based services, including for youth; and address
religious and cultural norms, notably resistance from
men, that act as barriers to access to family planning.
The project worked at the policy, service delivery and
community levels; in this paper, we focus on the service
delivery component only. Four service-level interventions
were undertaken across 4 public primary healthcare facil-
ities: in-service training for providers on FP and VRBFP;
public sector facility systems strengthening through tai-
lored action plans; provider supervision and support; and
Health Unit Management Committee (HUMC) orientation

and support (Table 2). The project in Uganda adapted the
client poster used in Nigeria (Figure 2).

Methods

This paper describes the 1) VRBFP implementation process
as measured through diverse qualitative approaches in both
countries; and 2) outcomes of VRBFP programming in
Nigeria only, measured through a common quantitative
data collection tool. Because there was no existing way to
measure all aspects of VRBFP within service delivery, the
two projects collaborated to jointly design a quantitative
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YOUR

RIGHT S

Agency/Empowerment/Autonomy

| have the nght 1o know my rights, and make and acl
on my own famiy planning decisions n consutaton
with whomever | choose, wihout pressure or
obslacles

Privacy/Confidentiality

| have the rght o recenve nformation and serices
N a seltiing where no aone can hear or observe my
Merachons with the provider and 1o expect my

records/information will not be shared with anyone

Participation

| have the rght o prowde nput inlo how famly
planning services are offered at this tacity

Accountability

| have the rght 10 speak up
# any of my rights have not
been fultlied, and to expect
that achon will e Lahen

i FProtum

Availability

| have the nght to a broad choice of contraceptive
methods

Accessibility

| have a right 1o receive understandable information
about tamily planning and to get the services | want
which are sffordable, convenent, and sways available,

Acceptability

| have the righl 1o choose & conlty aceplive method that
suts my needs and preferences

Quality

| have the nght to respectiul and safe seraces in a
clean and comfortable setting

Non-discrimination/Equity

| have the nght 1o be trested fairly, without
ascrimmation based on who | am or my
croumstiances

Informed Choice

| have the righl 1o decide whether 10 use family
plannng and what method to choose, based upon
accurate and complete information (nciuding side
effects

Figure | VRBFP poster developed for clients in Nigeria.
Notes: A similar poster was developed for Uganda by Reproductive Health Uganda. (this poster is available at: http://www.familyplanning2020.org/sites/default/files/Know_
Your_Rights.pdf). Image courtesy from Family Planning 2020, United Nations Foundation.
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WHAT TO EXPECT WHEN ACCESSING
FAMILY PLANNING SERVICES

You should:

X Receive good clinical care and experience good interpersonal relations with
staff.

y | Beasked aboutyour medical history/current medical conditions and risk of
HIV/AIDS.

y 7 Beasked aboutyour child bearing intentions.

') Beasked about yourfamily planning experience and preferences.

y  Beprovided information on a wide range of methods to make an informed
choice.

4"} Betold of all commen side-effects and any serious risks of your chosen
method.

y ) Betold of when to retum to the dinic.

y | Beallowed toask questions and should receive answers you can understand.

§ | Beallowed to voice concems and provide feedback.

You should not:

¢’ Bedenied care.

¥ Receive different quality of family planning service compared to
other people receiving the same service.

Receive a family planning method without your consent.

Be pressured to accept a family planning method you do not want.
Be denied the method you do want.

Your information should not be shared with spouse/relative/patient/
another provider, without your permission.

Be aiticized or disrespected in any way.

B AN ARM

Figure 2 List of What clients should and should not expect from VRBFP Services, used in both Nigeria and Uganda.
Note: Image courtesy from Family Planning 2020, United Nations Foundation.
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tool specifically for this purpose.’” The VRBFP Service
Delivery Measurement Tool adheres to the globally agreed
rights and empowerment principles for FP noted above''"'?
and aligns with the service delivery level of the VRBFP
Conceptual Framework.'® The implementation research
was conducted by Palladium in Nigeria and by the
Evidence Project (Population Council and IPPF) in Uganda.

In Nigeria, three sources of information were analyzed
to describe the implementation process and identify impli-
cations for future VRBFP programming: 1) pre- and post-
tests for all provider training events, as well as training of
FHC members; 2) more than 200 logbooks capturing
insights from ongoing provider mentorship on VRBFP;
and 3) focus group discussions with treatment facility
health providers. For the evaluation in Nigeria, data were
collected from the 15 intervention facilities at baseline and
again at endline using the VRBFP Service Delivery
Measurement Tool, with minor modifications for context.
This quantitative tool comprised four modules: a facility
assessment; interviews with facility health providers (base-
line n=37, endline n=40); exit interviews with facility
clients (baseline n=429, endline n=444); and simulated
client visits (baseline and endline n = 60). In addition,
service statistics were collected from intervention facilities
throughout the intervention period, starting 3 months
before implementation began.

In Uganda, a retrospective case study on the implementa-
tion process was undertaken to describe the activities and
document the perspectives of those involved in operationaliz-
ing VRBFP. The case study included 1) a document review,
including pre- and post-tests for all provider training events
and action plans; 2) key informants interviews with facility-
based providers, RHU staff, HUMC members, facility in-
charges (health facility managers) and representatives from
collaborating human rights organizations (n-16), and; 3)
focus group discussions with male champions and community
health workers who were trained by the project. A baseline and
midline (after 8 months of implementation) were conducted
using the VRBFP Service Delivery Measurement Tool in the
four intervention sites and three comparison sites. Findings

1’7 and

from the baseline in Uganda are reported by Wright et a
Hardee®® http://evidenceproject.popcouncil.org/wp-content/
uploads/2017/12/Hardee-IUSSP-RBFP-Uganda-FINAL-10.
31.17-.pdf).

Both protocols received ethical approval and adhered

to all international, Nigerian and Ugandan standards for
research with human subjects. Ethical approval for Nigeria
was obtained from the Kaduna State Health Research and

Ethics Committee; for Uganda approval for the study was
obtained from the Population Council’s Institutional
Review Board and the Makarere University School of
Public Health. All respondents consented to participate

and signed an informed consent form.

Results

Nigeria

Findings On The Implementation Process

Overall, substantial improvements in provider adherence
to VRBFP principles were observed over the 12-month
intervention period when triangulating pre- and post-tests
associated with training, mentorship logbooks, and focus
group discussions. A significant share of providers, super-
visors, and FHC members improved their rights literacy,
including their ability to identify rights principles, the risks
associated with not adopting VRBFP, factors that support
rights-oriented services, and more. Moreover, a larger
share of facilities became better equipped to provide
VRBFP services (“rights-ready”) as captured through
mentorship logbooks. Specifically, providers and supervi-
sors addressed many of the systemic barriers to service
quality and utilization, including through advocacy to local
governments. These included: acquiring needed job aids
and information, education, and community materials on
FP; securing new equipment for the FP unit; creating and
implementing client feedback mechanisms (suggestion
boxes and exit interviews); improving the integration of
FP and HIV services; and securing greater auditory and
visual privacy for counseling and service provision (e.g.,
purchase and installation of curtains).

Findings from the focus group discussions with provi-
ders in the treatment facilities further illustrate the changes
promoted by the VRBFP intervention. When reflecting on
the intervention, facility providers noted improvements in
the quality of their counseling sessions, clients’ experience
of free choice, as well as their self-awareness about biases
they had related to family planning and who should use it.
Related to improvements in the quality of counseling, a
nurse/midwife who had been working in her current facil-

ity for 4 years explained:

Clients would not speak up before, but now they even tell
you deep things about themselves and what their husband
wants. For example, I had two clients that talked about
their husband wanting to marry more wives because he

wanted more children. Counselling them and helping I was

Open Access Journal of Contraception 2019:10
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able to help them choose a method that they can use and
balance the whole situation.

A Community Health Extension Worker, who had moved
from the training facility 9 months prior to the focus group
discussion described improvements in minimizing bias:

Before this training, there were certain things we do, for
example how we decline teenagers and unmarried adults
counseling or access to any method because they are not
married, or we say she is not old enough to use them. But
now we let them in and counsel them and let them make their

choice.

A Community Health Extension Worker, who had been
working in her current facility for 3 years recognized that
there had been improvements in free choice, saying:

Before now, a provider can just choose for a client any
method she, the provider, feels like giving the client and
she does not have the confidence to challenge the provider
or object it. With VRBFP, the posters we put up and
constant informing the clients, they now can boldly refuse

any method the provider tries to impose on them.

Additionally, some providers noted that privacy and con-
fidentiality were respected more. A Facility In-Charge,
who had moved from her facility 7 months prior to the
focus group discussion, observed:

[...] Sometimes when a client comes to the facility some
of the providers gossip about them and start telling her
neighbors or her friends, ‘I saw her in the facility or clinic
at the FP stand’. The client needs to have privacy when

she is being counselled.

Findings From The Baseline And Endline In Nigeria
And Service Statistics

Based on service statistics, the intervention facilities
observed an increase in contraceptive uptake during the
intervention period, from a mean monthly number of 24
new FP clients per facility per month before the interven-
tion, to 42 in the last quarter. Moreover, statistically sig-
nificant improvements were observed in treatment sites
from baseline to endline across several rights dimensions
(Tables 3 and 4), as captured through the VRBFP Service
Delivery Level Measurement Tool:

e Decreased provider bias against adolescents, unmarried
women, and women who wish to use contraception
without their husband’s permission (measured by provi-
ders expressing willingness to provide them services);

Table 3 Provider Perceptions About Rights Violations, Kaduna
State, Nigeria

Endline
(n=28)

Baseline
(n=25)

Item

% of providers who know what to do if they | 72.0% 89.3%
observe a staff member potentially violating

a client’s human right

% of providers who know what a client 52.0% 96.4%*+*

should do if their human rights are violated

% of providers who say there is a 28.0% 85.7%***
mechanism in place to identify and address
potential problems with human rights and

abuses by providers or other staff

% of providers who would report to an
authority the following behaviors by other
providers or staff

64.0%

If a colleague slapped a client during a 89.3%**

consultation
48.0%

If a colleague yelled at, humiliated or 82. %+

made a client feel bad about themselves
during the consultation

If a colleague denied a client access to FP | 56.0% 96.4%***
services when the client could see others
were receiving services

If a colleague refused to provide a client with | 68.0% 92.9%**
FP services because the client is HIV positive

If a colleague gave a client a procedure of FP | 60.0% 92.9%**+*
method without their consent

If a colleague caused the hospitalization of a | 60.0% 89.3%**
client because of a service they had received at

the FP facility

Note: *** & ** Denote significance levels at the p<0.0] and p<0.05, respectively.

e Improvements in the quality of provider—client inter-
actions, including an increased share of clients who
experienced full informed choice (composed of 5
question categories), free choice, and who rated
themselves as being treated respectfully;

e Clients’ confidentiality was increasingly protected,
they were more actively engaged in their own care,
and providers increasingly sought their opinions
about the facility and services;

e Decreased share of clients who were asked to pay
for services that were free, like contraceptive
commodities;

e Increased share of providers and clients who became
more aware of the conditions that constitute rights
vulnerabilities or abuses, and what to do if these
behaviors occur; increase in those who were also
more willing to report violations.
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Table 4 Client Perceptions About Rights Violations, Kaduna
State, Nigeria

Item Baseline | Endline
(n=293) | (n=300)

Clients would report to the authorities if
the following happened at the facility:

A provider slapped a client during 54.9% 72.3%%**
consultation

A provider or facility staff yelled at, 43.7% 61.7%*+*
humiliated or made a client feel bad about
themselves during a consultation

A provider or the facility denied a client | 37.9% 57.0%*+*
access to FP services when the client could
see others were receiving cervices

The provider gave a client a procedure or | 34.5% 55.79%*+*
FP method without her consent

A client was hospitalized because of a 35.5% 58.0%***
service she had received at the facility

Note: *** Denotes significance levels at the p<0.01 level.

Key areas for additional progress included bolstering several
other dimensions of counseling (e.g., checking for contraindi-
cations), safeguarding privacy (e.g., providers who interrupt
ongoing FP consultations), and minimizing biases for other
populations (e.g., those who are mentally disabled). Moreover,
while a significantly larger share of clients knew and under-
stood their rights, this still represented just a small proportion
of those receiving services. Additionally, rights dimensions
conditional on a well-functioning health system — particularly
supportive supervision — continued to lag behind.

Uganda

Findings On The Implementation Process

Substantial improvements in adherence to VRBFP princi-
ples were observed when triangulating pre- and post-tests
associated with training, and from key informant inter-
views and focus group discussions conducted as part of a
qualitative assessment of the intervention in Uganda. In
the pre- and post-tests associated with training, providers
and in-charges showed improved knowledge of VRBFP
(31% to 91%) and, increased knowledge of rights and
empowerment principles (62% to 78%). Service providers
and facility in-charges who were interviewed at the end of
the intervention indicated that the training was relevant
and that it supported their work by improving their capa-
city to counsel clients and couples, manage side effects,
and refer clients for services not available at the facility.
Providers noted that they were more aware of the right of
clients to choose their contraceptive methods and that they

felt more prepared to counsel on a range of methods. They
noted paying greater attention to privacy for clients.

The implementation of facility-level action plans
resulted in positive improvements. Key informants identi-
fied counseling as an area that was working well, as well
as an expanded method mix. With other funding, RHU
provided additional commodities, equipment and training
for long acting and reversible contraceptives, enabling
these methods to be offered for the first time in the public
facilities and improving the range of choices for clients. In
three of the four facilities, providers and in-chargers reor-
ganized the space at the facility to promote privacy and
confidentiality. Providers and in-charges noted several
areas for further to improvement in order to support
VRBFP including, regular supervision, further guidance
on client-centered counselling, knowledge of service
delivery standards, and referral protocols. These areas for
further improvement required actions from higher autho-
rities to operationalized and implement.

The Health Unit Management Committees noted sev-
eral changes. In one facility, a permanent structure was
constructed to expand the health unit (in which family
planning is offered), greater attention was given to collect-
ing and responding to client feedback, more men were
accompanying their wives for MCH and voluntary family
planning services, and there were increased efforts by
HUMC to monitor commodity leakage. In another district,
HUMC members reported giving family planning greater
priority in budget discussions, treating stock-outs as a
rights issue, increasing men’s engagement and establishing
suggestion boxes. Areas for further improvement, such as
the lack of capacity to meet the demand for services with
an adequate supply of commodities and other resources,
also required higher level authority engagement.

Discussion
The intervention components in both projects were similar
in design and in materials. Both programs:

e Built provider and supervisor capacity in VRBFP
using curricula adapted from Kumar et al*° and the
Respond Project;*

e Developed facility level action plans, and supported
action plan implementation

e Aimed to increase clients’ rights literacy at the facil-
ity using posters and handouts; and

e Established or strengthened the health committee
structures to support VRBFP.
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The implementation of these program elements was
adapted to the local context and available budget.

The VRBFP interventions in Nigeria, and Uganda,
which built on existing programs rather than being some-
thing completely new, resulted in beneficial outcomes.
Rights literacy increased and providers were able to see
the benefits of taking a VRBFP approach to serving cli-
ents. The importance of ensuring a client focus and sup-
porting clients to make their own FP choices was
reinforced. Providers saw the importance of treating all
clients, regardless of age or marital status for example,
with dignity. Privacy and confidentiality was enhanced.
Recognition of what violations of rights are and the need
to report and address through strong a accountability sys-
tems them grew.

A number of lessons learned can be drawn from these
two experiences with implementation of VRBFP that will
be useful to other countries as they design and implement
VRBFP programming.

Lessons From Both Countries To
Enhance VRBFP Programming

Although intervention components were adapted to their
specific context, both the Nigeria and Uganda programs
shared similar VRBFP curricula, supervision tools, client
information posters, and activities to strengthen local com-
munity health structures. Given the parallels in VRBFP
programming approach, common lessons can be drawn
from both projects. These include the need for rights
literacy among all stakeholders; attention to health systems
issues; strong and supportive supervision; and the need to
work at multiple levels. Country-specific lessons can also
be drawn.

The Need For Rights Literacy

Rights literacy was low among all stakeholders in both
countries at the beginning of the projects. Through training
on rights literacy, providers underwent a mind shift, with
many ‘aha’ moments about what they had considered
“normal” before. For example, situations or actions such
as turning youth away, lack of accurate or full information
for clients, limited method options due to stock-outs, or
poor-quality services — have now been successfully ele-
vated to the level of rights issues.

Targeted training on rights principles as part of an exist-
ing curriculum embedded in provider pre- and in-service
trainings can effectively generate attitudinal and behavioral
change. The concept of rights-based FP resonated with

service providers and prompted changes in counselling
practice and in clients overall experience when attending a
facility, including privacy. Training on rights does not need
to be done separately from other training; in fact, integrating
it into existing training reinforces that rights are not divisi-
ble from their clinical practice.

Attention To Health Systems Issues

To successfully operationalize VRBFP, basic health sys-
tems standards need to be in place. This was a major
challenge in public facilities whose service providers
appreciated rights principles but faced structural chal-
lenges in making their services “rights-ready” and these
challenges were often beyond their control.

A weak health system limits the extent to which rights
can be realized within facilities. In Nigeria, inadequate
funding for outreach services, supervision, FP equipment
and consumables, and provider salaries, negatively affected
the quality, availability, and accessibility of services, as well
as full participation by clients and accountability of provi-
ders. In Uganda, contraceptive stockouts, staff turnover,
lack of regular supervision visits, and weak accountability
systems hampered implementation of VRBFP.

It is important to identify creative solutions in a weak
health system. In Nigeria, solutions included, for example,
building the advocacy capacity of providers for motivating
change at higher levels of the health system, as well as
leveraging community groups — those linked to facilities —
for filling immediate resource gaps. In Uganda, including the
HUMC in orientation on VRBFP and supporting their own
action plans yielded positive results as well as supplementing
commodity shortages to ensure a full basket of FP options.

Strong And Supportive Supervision

Regular supervision is essential for ensuring rights adher-
ence in facilities and can be optimized by integrating
VRBFP components/activities into existing supervision
checklists. In Northern Nigeria and Uganda, where the
health systems are weak, supervision visits are under-
funded, and often dependent on partner support. This chal-
lenges sustainability, creates an incentive for supervisors to
prioritize the partner-supported initiative, and builds expec-
tations for such funding in the future. In Uganda, super-
vision records indicate that even occasional supervision
visits helped to strengthen counselling.

Need To Work At Multiple Levels
Working at the service delivery level is necessary but not
sufficient for implementing VRBFP. In both countries, it
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was clear that it is critical to link facility-level work to the
policy-level and (especially) the community-level, as these
efforts are mutually reinforcing.

In the case of Nigeria, the community-level component
bolstered facility-level improvements. For instance, FHCs
worked to fill key health facility resource gaps — including
mobilizing community member resources (in the absence
of local government funds) for purchasing basic equip-
ment needed for counselling (e.g., curtains and chairs)
and service delivery rooms (e.g., commodity cabinet/cup-
board). Committee members also conducted community
outreach and sensitization visits with village heads, men,
and women, including informing them of the standards of
service they should come to expect at the facility. They
also served as an accountability arm for facility services,
overseeing ledger maintenance, as well as staff absentee-
ism (late arrival and early closures).

Likewise, in Uganda, work with the HUMC was
important to reinforce the activities at service facilities.
The HUMC identified issues that they should address
related to service delivery, such as stock-outs and inade-
quate space in facilities. They also identified issues in the
community that were important to FP and low contracep-
tive uptake, such as community attitudes and resistance
towards family planning and lack of engagement by males.
HUMC recognized the need for accountability for them-
selves, including the need to address irregular conduct of
HUMC members, enhancing avenues for community
input, and strengthening monitoring and supervision of
the facility by HUMC members.

Additional Lesson From Nigeria

Successful adoption of the VRBFP approach requires
translating theory into practice by identifying concrete
ways that providers can take to apply rights principles
in each element of family planning service provision.
This was a key element of VRBFP capacity building
efforts for both providers and supervisors; “role playing”
key scenarios in which rights may be compromised, and
teaching best practices for addressing weaknesses,
empowered participants and gave them the skills required
to improve the quality of services in their facility. This
core element of capacity building produced both a self-
assessed — measured through pre- and post-tests as well
as focus group discussions — and observed — measured
through provider-client clinical observations — mind- and

behavior-shift.

Additional Lessons From Uganda
The expertise and knowledge of multiple actors during
planning and project design is essential. A consultation
on voluntary, rights-based family planning, led by the
Government and RHU with support from the Sustainable
Networks and Evidence Projects, anchored the project in
context-specific challenges, and assured high-level buy-in.
RHU worked on the principle that “change starts at
home” and conducted a comprehensive institutional rights
audit on their own organizational practices and identified
opportunities to strengthen their programs and policies.
Assessing their own rights context helped RHU provide
support to public sector facilities to improve voluntary,
rights-based family planning services.

Conclusion

These first-of-their-kind projects in Nigeria and Uganda
demonstrate how rights can be mainstreamed within health
facility services. These two interventions addressed all
rights and empowerment principles and yielded useful les-
sons for other countries interested in expanding VRBFP
programming or improving VRBFP in their current health
structures. Many of the lessons are shared across the two
countries, including the need for rights literacy; attention to
health systems issues; strong and supportive supervision;
and working at multiple levels. Additionally, some unique
lessons emanated from each country.

Operationalizing VRBFP in other contexts requires
careful consideration of the broader health system, and
simultaneous efforts across policy-, service delivery-, com-
munity-, and individual levels in order to creatively tackle
deficiencies and externalities. This type of intervention has
the potential to enhance client-centered focus in FP and to
ensure that services adhere to rights principles, but systems-
level challenges compromise scale-up and sustainability.
With contextual adaptations, the model can potentially be
evolved and applied more widely to systematically integrate
rights into national family planning programming.

These interventions and associated implementation
research studies provide valuable lessons learned on best
practices for applying VRBFP programming, and crucial
evidence on the value and effects of such approaches, that
can guide other countries that want to ensure that their
family planning programming is voluntary and rights-
based. The use of common materials and program ele-
ments across the countries provide a solid basis for other
countries to adapt and build on in their national and

Open Access Journal of Contraception 2019:10

submit your manuscript 65

Dove


http://www.dovepress.com
http://www.dovepress.com

Hardee et al

Dove

subnational programs. The measurement tool used in the

studies, and modified based on experience using it, will be

useful for programs to monitor adherence to VRBFP.

Keypoints

D

e These first-of-their-kind projects in Nigeria and
Uganda demonstrate how rights can be mainstreamed
within health facility services, with positive outcomes.

e The assessed feasibility and benefits of using volun-
tary, rights-based family planning programming and
outcome measures in Nigeria and Uganda bode well
for adoption of this programming approach in other
geographies.
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