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PREFACE
At the 2012 London Summit on Family Planning, more than 150 world leaders, international agencies,
civil society organizations, private sector organizations, and donors committed resources to bring
voluntary family planning (FP) services to an additional 120 million women and girls by 2020. This
important event generated an unprecedented level of commitment for family planning and solidified years
of repositioning efforts to bring family planning back to a place of prominence as a global health and
development priority following years of diminished attention. However, amid this positive response,
some civil society organizations expressed concerns that the issuance of a numeric goal could signal a
retreat to earlier days when family planning was rooted in a demographic rationale, placing concerns
about population pressures above the rights of individuals to voluntary, free and informed choice of FP
services. 1
This concern has led to a healthy dialogue about how to embed the concept of human rights in FP
programming to ensure that efforts to rapidly expand services do not compromise individual rights. The
Bill & Melinda Gates Foundation commissioned a literature review of the history of the family planning
movement to learn more about how to ensure FP uptake was voluntary following the London Summit.
This included a review of the evidence base for voluntary, human rights-based family planning and the
tools to undertake such programming. The team commissioned to conduct the review looked for a
conceptual framework that embedded human rights and related principles within FP programs to organize
its work. However, the literature review did not identify such a framework. As a result, the team
developed a new conceptual framework based on important long-standing concepts related to
voluntarism, quality of care, and holistic programming within FP programs.
More than 200 global and country stakeholders have reviewed the Voluntary Family Planning Programs
2
that Respect, Protect, and Fulfill Human Rights: A Conceptual Framework. It has been wellreceived in a variety of settings with (1) groups including policymakers, human rights advocates,
nongovernmental organization and civil society representatives, and program staff; (2) organizations
interested in orienting their staff to the concepts and issues of voluntary, rights-based family planning;
and (3) a mix of donors, organization leaders, and program staff at international conferences. During these
orientations, participants consistently asked for a tool to support application of the framework in actual
practice. This document provides guidance on how to orient stakeholders to the framework and how to
use it to strengthen program design and implementation. This Conceptual Framework Users’ Guide is a
beta version, as it has not yet been field-tested for its usability or effectiveness. Additional information on
the results of the literature review of rights-based family program evidence 3 and tools 4 is also available
for reference at www.futuresgroup.com and www.engenderhealth.org.

1
See Cottingham, J., Germain, A. and Hunt, P. (2012). Use of human rights to meet the unmet need for family planning. The
Lancet 380(9837): 172–180.
2
See Hardee et al. (2014). Voluntary, Human Rights-based Family Planning: A Conceptual Framework. Studies in Family
Planning 41(1): 1–18.
3
See Rodriguez, M., Harris, S., Willson, K., and Hardee, K. (2013). Voluntary Family Planning Programs that Respect, Protect,
and Fulfill Human Rights: A Systematic Review of Evidence. Washington, DC: Futures Group.
4
See Kumar, J., Bakamjian, L., and Connor, H. (2013). Voluntary Family Planning Programs that Respect, Protect, and Fulfill
Human Rights: A Systematic Review of Tools. Washington, DC: Futures Group and EngenderHealth.
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INTRODUCTION
Purpose
The Conceptual Framework Users’ Guide (Beta Version) was prepared to orient stakeholders on the
voluntary, rights-based family planning (VRBFP) conceptual framework 5 and assist them with (1)
applying it during assessments and action planning related to strengthening human rights in FP programs
and (2) using it to monitor, evaluate, and hold programs accountable.
The conceptual framework (see Figure 1) was developed in response to a call for family planning
programs that respect, protect, and fulfill human rights, emanating from civil society’s concern about the
goal set at the London Family Planning Summit in 2012 for the global FP 2020 movement. The VRBFP
framework brings together what have been traditionally parallel lines of thought into one construct that
includes concepts related to human rights, voluntarism, quality of care, and programming. The framework
bridges the gap between theory and practice and offers a practical approach to operationalizing human
rights principles within programs using language and constructs that both FP program stakeholders and
human rights advocates can relate to and understand. It describes the actions necessary to design and
implement FP programs that respect, protect, and fulfill human rights; and uses a logic model format to
organize concepts in a logical pathway of cause and effect, linking inputs and activities with outputs and
desired outcomes and impacts.
The guide supports the process of translating the rights-based framework into programmatic
action; specifically, it
•
•
•
•
•

Orients stakeholders on the concepts underpinning the framework
Offers a pathway for stakeholders to systematically examine the extent to which their program
addresses factors at all levels (policy, service, community, and individual) that contribute to or
inhibit the rights of clients and potential clients
Supports the development of an action plan to fill gaps and address areas that need improvement
Provides guidance on how to monitor and evaluate the impact of the resulting action plan
Presents the accountability tools and mechanisms required for FP programs to consistently uphold
rights

The guide provides information, instructions, and resources to conduct an orientation and planning
processes and includes the following modules and objectives:
•

Module 1: Introduction to the Framework—Increase awareness and understanding of the

concepts underpinning the VRBFP framework; introduce the framework and increase awareness
of the levels of action and necessary inputs in a holistic, rights-based FP program; and promote
dialogue about gaps and opportunities for action.
•

Module 2: Using the Framework for Programming—Increase awareness and understanding of
how to apply the framework for program needs assessment, design, and action planning,
including how to develop strategic partnerships for taking action.

5
See Hardee, K., K. Newman, L. Bakamjian, J. Kumar, S. Harris, M. Rodriguez, and K. Willson. 2013. Voluntary Family
Planning Programs that Respect, Protect, and Fulfill Human Rights: A Conceptual Framework. Washington, DC: Futures
Group.
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•

Module 3: Monitoring, Evaluation, and Accountability—(3a) Design a monitoring and

evaluation (M&E) approach to support and assess action plans developed in Module 2 and (3b)
increase awareness and understanding of how to monitor accountability for ensuring human rights
in family planning.

Intended Audiences
The guide is intended for a range of stakeholders interested in promoting and providing VRBFP,
including policymakers, program managers, providers, rights advocates, civil society organizations,
donors, implementing organizations, and researchers. Facilitators can use the guide to conduct an
orientation on the framework and lead an assessment and planning process.
All three modules should be completed. Module 1 is conceptualized as an orientation workshop on the
VRBFP framework and the underpinning concepts and issues. The remaining modules can be used in
whatever way is most appropriate (e.g., conducted as a team process involving individuals within an
institution, district, or service site). Depending on a program’s needs, the modules can be completed
successively or as a series over a period of time.

Feedback
Module 1 has been used in both global and country-level consultations, including in India and Kenya; the
framework was positively received and has helped create momentum and enthusiasm for continued
dialogue on rights and family planning. However, Modules 2 and 3 are new and have not been fieldtested. Please contact Jan Kumar at jkumar@engenderhealth.org or Shannon Harris at
Shannon.M.S.Harris@gmail.com to share your experiences in using the guide and/or ask questions.
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Figure 1. Framework for Voluntary Family Planning Programs that Respect, Protect, and Fulfill Human Rights

MODULE 1: ORIENTATION TO THE VOLUNTARY, RIGHTS-BASED
FAMILY PLANNING FRAMEWORK
Introduction and Objectives
Module 1 serves as an orientation for organizations and programs interested in applying the conceptual
framework and fostering awareness and dialogue on rights-based family planning. The ultimate goal is to
enable a diverse set of actors to develop, implement, and monitor rights-based FP programs in various
settings. Selecting participants strategically—from organizations and individuals in a position to take
action—as well as widely—to foster diverse thinking and perspectives—can help ensure that they
continue on to conducting program assessments and action planning.
The module’s objectives are to
1. Increase awareness that human rights and public health outcomes are complementary, not
contradictory, and that combining approaches leads to a strong enabling context for both family
planning and human rights.
2. Provide a common frame of reference for public health professionals and human rights activists
so that they can work together to expand access to FP services that respect, protect, and fulfill
human rights.
3. Foster dialogue and strategic planning around issues central to expanding access to contraception,
particularly for underserved populations, while respecting, protecting, and fulfilling human rights.

The module encompasses an orientation workshop and provides
1. A detailed workshop plan for facilitators
2. A PowerPoint presentation on the “Why, What, and How of Voluntary, Rights-based Family
Planning,” along with speaker notes (see Annex 1)
3. An activity applying the framework to hypothetical case studies
4. A discussion guide to facilitate dialogue on the issues the framework may raise

Workshop Overview
The workshop can be adapted to the needs of the organization or workshop convening body. Its success
depends on both the level of participants’ engagement in the subject matter and the identified facilitators’
ability to encourage participation in the discussions and activities, reconcile different perspectives, help
clarify concepts, and focus on crucial issues relevant in the local context. The facilitator should be
familiar with the VRBFP framework and its supporting content.
The workshop opens with introductory remarks on the importance of and cultural context for taking a
human rights approach to family planning, followed by an exercise that helps the facilitator gauge the
level of participants’ interest and understanding of the concept. The main sessions of the workshop
include a plenary presentation on the “Why, What and How of Voluntary Rights-based Family Planning,”
with time for Q&A, and a case study exercise. During the exercise, participants are asked to work in small
groups and apply the framework to identify factors that support or challenge the rights of individual
clients and what interventions might be proposed to improve the program response to these factors. After
reporting on the small group discussions, participants are then led through a series of questions to reflect
on the results of the exercise and to share observations from the workshop and implications for future
action within in their individual spheres of influence.

4

Participants
The workshop can be conducted within a particular organization or with a range of stakeholders involved
with a country’s FP program (across the public and private sectors)—either as part of a stand-alone effort
to increase awareness about human rights in family planning or to lay the foundation for program
assessment, design, or strengthening.
Participants should have knowledge of the health system and represent its different levels (policy, service
delivery, community, individual), as well as be familiar with different aspects of FP programming and
human rights advocacy and accountability. Many organizations have specialists in M&E, community
engagement, gender, human rights, communication and advocacy, and family planning. Likewise, there
are often civil society and government organizations that specialize in these different areas. It is also
helpful to look for participants who work in related sectors such as education, maternal and reproductive
health (RH), and HIV. The orientation has been used successfully with groups of 10–40 participants.
Resource Requirements
Time: Approximately four hours, not including lunch
Space: Adequate room for breaking into small groups
Materials:

•
•
•
•
•
•

Computer/laptop, projector, and screen will be needed for the PowerPoint presentation
Flipchart paper
5x7 note cards or large sticky notes
Tape
Markers
Handouts

Other potential requirements:

•
•

A stipend for participant travel and time
Funding for the meeting space and food

Preparation
• Select the date, time, and location for the workshop
• Send invitations to the identified participants
• Identify 2–3 facilitators knowledgeable about FP/RH programs and familiar with concepts related
to the framework (or a willingness to learn)
• Identify the person to open the workshop and introduce the first session
• Create a workshop agenda for participants and make copies
• Make copies of the VRBFP summary brief 6 and conceptual framework detail
(see Annexes 2 and 3)
• Make copies of case study handouts

6

The summary brief can also be accessed separately online at www.futuresgroup.com
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•
•
•

Gather the needed materials (see above “Materials”)
Make adjustments to the PowerPoint presentation where necessary; if desired, make copies of the
PowerPoint slides for participants and include space for note taking
On the day, set up the room to accommodate small group work and ensure that the equipment is
working

6

Detailed Workshop Plan
Time

Activity

Resources Required

5 min

Review Orientation Objectives

PowerPoint or Flipchart

10–30
min

Opening Remarks
•
Opening remarks may be beneficial to describe
o The importance of taking a rights approach in the
context in which the orientation is being held, e.g.:

Family planning and human rights share many
intersections

Taking a human rights approach may improve
and strengthen programs
o The government’s or organization’s or group’s
commitment to taking a rights approach
•

20 min

•

Identify speakers who
are strong supporters
of human rights

•

Identify speakers who
will have legitimacy
with the group of
participants

The opening remarks can also add legitimacy and a
cultural context to the presentation, highlighting the
particular interest areas and needs of participants.

Ice breaker
What do human rights in family planning mean to you?
This exercise can help you gauge the level of knowledge and
interest in the topic of human rights and family planning. It can
help set a baseline for the remainder of the day.

Flipchart paper
Markers

Instructions:
•
Ask participants to discuss in pairs the question: What do
human rights in family planning mean to you?
•

After 5 minutes, ask participants to share the key points of
their discussion

•

Write responses on flipchart paper. Report back should be
about 10 minutes. Not all participants need to share;
sharing can be done on a voluntary basis

•

Summarize responses and emphasize particularly relevant
responses

— OR —
What activities do you spend the majority of your time on?
The objective of this exercise is to highlight that much of the work
already done in family planning contributes to fulfilling human
rights. It helps to bridge the work that participants do with the
human rights language that is described and used throughout the
orientation. The activity aims to build up participant’s sense of the
feasibility of a rights approach, to make abstract concepts
concrete and understandable in programmatic terms to diminish
the sometimes overwhelming prospect of respecting, protecting
and fulfilling human rights.
Instructions:
•
Ask participants to write 2–3 of their primary FP activities on
separate sticky notes.
•

Collect the sticky notes, read them and place them on the
AAAQ-labeled flipchart paper, doing your best to
categorize them within AAAQ and placing hard to
categorize activities in the “other” category.
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Sticky notes or cards
Tape
Markers
Flipchart paper labeled
with:
•
Availability
•
Accessibility
•
Acceptability
•
Quality
•
Other

Ask if anyone works on human rights? Then discuss how all
the activities do or can be done in such a way that they
contribute to fulfilling the right to family planning.

•

60 min

Presentation (30 minutes)
VRBFP Framework Orientation PowerPoint
(see presentation for speaking notes)
Participants should receive a hard copy of the summary
brief and framework with detail so that they can follow
along during the presentation (read the detail).

•

Computer/laptop
Projector
Screen
PowerPoint presentation
Copy of summary brief
Copy of framework

The facilitator will accomplish the following objectives:
1.

Explain why it is important for FP programs to take a
voluntary, rights-based approach

2.

Introduce what a rights-based approach in family
planning is, using the framework

3.

Describe how the framework and approach can be used
in programs

Discussion (30 minutes)
15 min

Break

90 min

Case Studies
Applying the VRBFP Framework
The case study exercises are useful for demonstrating how
elements of the framework can be applied.
Facilitator guidance:
1.

Create the table below on flipchart paper in advance of
the session and display it in the front of the room. This table
matches the table on participant’s handouts.
Along with the case study handout, the participants
should be given a copy of the detailed framework to use
as a reference during the case study activity.

Level

Supporting
Factors

Challenging
Factors

Necessary
Intervention
or Change

Policy
Service
Delivery
Community
Individual
2.

Divide participants into small groups (5–7 people per
group), depending on the overall number of workshop
participants. Request that each group identify a
timekeeper, a rapporteur, and note-taker.

3.

Hand one case study per group for the activity itself; more
than 1 group can address the same case study if there are
more groups than case studies. Note: Each case study will
take 10 minutes to report back, so the facilitator should
choose the number of case studies to align with the time
available.

8

Handouts
Flipchart paper
Sticky notes or notecards
Tape
Markers

30 min

4.

Once participants are divided into small groups, ask them
to read their assigned case study and discuss what factors
supported or challenged each woman’s access to free,
full, and informed choice and ability to exercise her
human rights. Write one factor per card or sticky note and
determine the level in the health system at which it exists.
For each challenge identified, consider what should be
done to address it in the program described. Again, use
one card or sticky note for each suggested intervention or
change. Forty-five minutes should be allotted for small
group discussion.

5.

After 45 minutes, ask the groups to report back by
a.

Providing a 2-minute summary of their case study.

b.

Reading through their cards of supporting and
challenging factors and interventions at each
level and placing the cards on the table at the
front of the room.

c.

If multiple groups used the same case study,
providing any additional factors or interventions
that were not mentioned by the first group or
working together and reporting back as one
larger group.

d.

Repeat the report back for each case study used.

Discussion
1. Solicit participant observations in plenary by asking some
or all of the prompt discussion questions:
•

Invite observations from the group about the activity
and the collective outcome.
o

•

Observe that there are factors at all 4 levels that
support and hinder rights; addressing these complex
barriers requires taking a holistic approach.
o

•

•

Did anything surprise you? If so, what and why? Is
there anything familiar about the circumstances
described in the case studies?

What level(s) appear to require the most urgent
attention?

Walk through the challenges and discuss proposed
corrective actions.
o

Which of the suggested interventions or changes
would be relatively easy to implement?

o

Which might be harder? How might you be able
to begin? What more would it take?

Acknowledge the supporting factors that should be
valued, strengthened, and built on.
o

What other observations do you have regarding
the types of actions, the number of actions, and
who is ultimately responsible for addressing the
factors that inhibit rights?

9

10 min

Wrap-up
•

If the purpose is just to discuss the issues/create dialogue,
the facilitator should synthesize the discussion and key
themes of the day. Thank participants for attending and
participating.

•

If the orientation is part of the larger, overall
planning/assessment, synthesize the days discussion and
key points, thank participants, and describe the next steps
for assessment, etc.

10
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Case Study 1 (Equity)—“Liloe”
At a recent global family planning (FP) conference, the government of Andoria has made a commitment
to reach the most underserved communities in their country, making FP services and information
available and accessible to those hardest to reach. This will not only require getting services and
commodities out to those who are in need, but it also requires some changes and upgrades to the health
system and the supply chain to ensure there are no issues or disruptions in commodities reaching rural
populations. Andoria has had supply chain issues in the past, and therefore, this will be an issue to tackle
in fulfilling its commitment.
The majority of Andoria’s population lives in rural areas, where access to FP services is limited. Women
often need to travel for long periods of time to reach a health facility that has FP methods available.
Language barriers are also an issue in the country, as many of the health facilities in the cities and larger
towns do not have providers that speak the various languages spoken throughout the rural areas. While
the country’s family planning program has tried to implement mobile clinic outreach services, the clinics
only have FP methods available on specific days, and due to the current issues with the commodities
supply, they often run out of methods quickly, leaving many women without a method or service.
Liloe is a 24-year-old mother of five children and works on a small farm with a few other women in her
rural community. Her husband works on a different farm nearby. During Liloe’s last pregnancy, she had
complications and was on bed rest for a month after the birth. She was not able to work and therefore was
not able to contribute to her family’s income that month. After her difficult delivery and the financial
struggle that followed for her family, Liloe decided she could not afford to have another child. Having
never used an FP method but having known of friends that had, she asked one of the women she worked
with whom she trusts how she could start using something to prevent pregnancy. The friend said she had
an intrauterine device (IUD) inserted over six months ago at the closest city health facility which was 30
km away. After hearing her friend describe the IUD, Liloe thought that might be a good option for her.
The friend also told Liloe that she was able to get to that health clinic by waiting on the side of the road
for trucks and vehicles that were going toward the town. Liloe’s friend also mentioned the mobile clinics
that come every once in a while to their village, but the friend does not know what services are provided.
Liloe debates what she is to do. She wonders whether she can even go to the health facility, as she has no
one to watch her children and she is afraid to tell her husband where she is going. Her husband would like
to keep having more children so that they can grow up and work on the farms with him and Liloe. The
mobile clinic might be a good idea, but Liloe only knows of the IUD and is not sure whether the mobile
clinic offers it. She does not know of any other FP methods.
Liloe decides that she will try to go to the health facility in the closest town. She gets a friend to watch her
children and does not mention anything to her husband. Liloe is able to get a ride from a truck driver who
is heading to the town. She reaches the health facility. Upon entering, she notices the long line of women
waiting. She also notices that all the signs around her are in a different language. She cannot read any of
the posters or information on the walls. Discouraged by this, Liloe wonders what she is to do. She
traveled all this way, but feels like she is in a foreign place, not understanding or being able to read any of
the signs on the wall. She decides to sit and wait in line.
After waiting an hour, Liloe is finally called in to see a nurse. The nurse begins to speak to Liloe, asking
her why she is at the clinic. Only partially understanding the language and being able to speak it herself,
Liloe answers the nurse and mentions she needs an IUD. The nurse continues on, thinking that Liloe
understands the language and what she is saying to her. The nurse proceeds to describe the various
methods available at the clinic, such as the oral pill, the injectable, and sterilization. She continues to ask
Liloe questions, specifically about why she wants the IUD. Liloe does not understand any of the
information that the nurse is telling her and is overwhelmed with the information because the nurse is

13

speaking in a language Liloe barely understands. Discouraged and upset, Liloe runs out of the clinic,
without any information and without a method. Feeling defeated and distraught, she begins to walk in the
direction of her village.
After walking an hour, she is finally able to ride along with someone going toward her village.
Small Group Instructions
1. In your small group, discuss what factors supported or challenged Liloe’s contraceptive choice
and human rights in this case study. Write each individual factor on a sticky note or card and
determine the level in the health system at which it exists.
2. For each challenge identified, consider what should be done to promote respect, protection, and
fulfillment of human rights in the program described. Use one sticky note or card for each
suggested intervention or change.
3. Select someone at your table to post and explain your notes/cards during the report back.

Level

Supporting Factors

Challenging Factors

Policy

Service Delivery

Community

Individual
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Necessary Intervention or
Change

Case Study 2 (Quality)—“Gifty”
Andoria is a poor, post-conflict country with ambitious development goals. The government is
prioritizing family planning to contain population growth, the cost of social services, and the hindrance on
economic advancement. It has trained a large cadre of community health workers (CHWs) to provide oral
contraceptives and injectables, and supports a community education campaign to inform and motivate
women to accept family planning. The level of awareness and acceptability is high. The CHWs are
supervised by clinical officers, who are charged with executing the community-based program and
meeting performance targets by method. In addition, long-acting methods are available at district
hospitals; tubal ligation is only offered by referral at medical colleges—of which there are just six in the
country. These hospitals lack basic drugs and equipment. Their staff are poorly paid and supported. To
reach more women, the government has recently started an outreach program of long-acting and
permanent method camps, sending medical teams from the hospitals into rural areas every few months.
Gifty is a 37-year-old mother of three children who lives in a village. She has had three miscarriages and
four difficult deliveries—one ending in a stillbirth. She tried oral contraceptives but discontinued them
due to headaches. She is now using injectables but is unhappy with irregular bleeding. She never knows
whether she could be pregnant. She and her husband have agreed that they have enough children and do
not want her to go through another difficult pregnancy.
The CHW in her village told Gifty about an operation that will prevent her from ever getting pregnant
again. Gifty decides that is what she wants. She talks it over with her husband, who agrees. Gifty seeks
out the CHW to ask where and when she can get the operation. The CHW tells her she can go to the
hospital in the city five hours away or wait a month for the next camp, which will be held in a village one
hour away. Because the logistics are easier for her, Gifty decides to go to the camp. When the time
comes, she arranges to have her mother care for her children and takes a bus along with a number of other
women to the camp site. The crowds are large. The staff are hurried. A nurse asks Gifty about her health
and takes her blood pressure. She asks her to sign a consent form for the procedure. She then tells her to
take off her clothes, change into a hospital gown, and sit and wait with the other women congregated in
the shade of a tree. The operations are performed in a tent. Those waiting can hear the women inside
calling out in pain. They grow silent with fear.
Gifty is soon called into the tent, which contains four beds. She can see other women being sterilized and
suddenly feels faint. Her procedure is next. She is asked to lie down on one of the beds. The doctor gives
her a sedative and a pain killer, but the procedure starts before they take full effect. She is in a lot of pain.
He tells her to calm down. If she squirms it will only make the procedure more difficult. Gifty can feel
him cutting her flesh. She tries her best not to cry out. After what seems like an interminable time, she is
told the operation is over. Groggy and unsteady, she is asked to get up and to walk to the recovery area,
which consists of blankets laid out on the lawn. She lies down and rests for an hour, after which she is
told she can go home. She takes the bus back to her village. The next day she has a fever plus redness and
swelling at the site of the operation. She does not know what to do and regrets the choice she made.
Small Group Instructions
1. In your small group, discuss what factors, if any, supported or challenged Gifty’s
contraceptive choice and human rights in this case study. Write each individual factor on a sticky
note or card and determine the level in the health system at which it exists.
2. For each challenge identified, consider what should be done to promote respect, protection, and
fulfillment of human rights in the program described. Use one sticky note or card for each
suggested intervention or change.
3. Select someone at your table to post and explain your notes/cards during the report back.
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Level

Supporting Factors

Challenging Factors

Policy

Service Delivery

Community

Individual
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Necessary Intervention or
Change

Case Study 3 (Performance-based Financing)—“Dr. Joseph”
Andoria has a new Minister of Health who is very committed to family planning. Unlike his predecessor,
he has welcomed collaboration with international donors and is looking for ways to boost performance of
the public sector’s program. Prevalence of modern methods is 18 percent, with a method mix consisting
of 72 percent injectables, 12 percent oral contraceptives, 10 percent condoms, 3 percent implants, 2
percent female sterilization, and 1 percent intrauterine devices (IUDs). The new FP strategy has a focus
on extending service delivery from district to primary health centers and on revitalizing long-acting
reversible contraception, especially the IUD, since there is a big stock of Copper T 380A in the
procurement stores due to low demand and because there is keen donor interest in expanding the
contraceptive method mix.
A key feature of the strategy is performance-based financing to increase access to and use of services and
to increase quality of services offered. It is intended to finance and reward health facilities that can
increase the quality and quantity of services so that they have additional resources to motivate and retain
health center staff. Dr. Joseph is the director of the Kitavu Health Center, a busy facility that offers
primary care to the surrounding sub-district. He signed a contract with the central ministry that includes a
service plan to increase the numbers of clients counseled for family planning and the numbers of clients
that adopt an FP method. For each new user adopting injections and oral contraceptives, the facility team
receives 1,000 LC; 7 for each new user adopting an implant or IUD, the team receives 2,500 LC. The plan
does not pay for referrals for permanent methods, nor does it subsidize return clients. The health center
within the district that reported the highest increase in couple-years of protection over the previous year
would be getting an added bonus of 10,000 LC. Each facility had the freedom to determine the actions
needed to reach the goal. As a first step, Dr. Joseph welcomed a training team from the international
nongovernmental organization (NGO) working with the ministry and, with their assistance, upgraded the
facility and made improvements so that the health center could offer long-acting reversible contraceptives
in a high-quality manner.
Within a few months, the payments from the subsidies started to come in. Dr. Joseph used it to raise the
salaries of the FP team, motivating them to increase their efforts. The FP team decided to provide extra
counseling to women who were coming in for re-injections. They found that as the cleanliness and
appearance of the clinic improved, their clients were much more open to what they had to say. The staff
found that if they played up the benefits of the IUD and played down the side effects that more women
would adopt the IUD, giving them greater couple-years of protection than if they continued to use the
injection. Many clients who left with IUDs showed up weeks later asking for it to be removed, as they
were experiencing side effects that scared them since they were downplayed or not mentioned at all
during counseling. For several months, the FP team enjoyed having their salaries “topped up,” and when
Dr. Joseph wanted to allocate some of the funding for other improvements instead of salaries, his staff
became unhappy. Around the same time, the FP team was hearing more resistance from their clients when
they talked to them about the IUD. Word had gotten around the community that women who had IUDs
were getting them removed, and rumors started to circulate that the IUD was a bad method or dangerous
to a woman’s health.

7

LC = local currency.
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Small Group Instructions
1. In your small group, discuss what factors, if any, supported or challenged the contraceptive
choice and human rights of clients attending the Kitavu Health Clinic in this case study. Write
each individual factor on a sticky note or card and determine the level in the health system at
which it exists.
2. For each challenge identified, consider what should be done to promote respect, protection, and
fulfillment of human rights in the program described. Use one sticky note or card for each
suggested intervention or change.
3. Select someone at your table to post and explain your notes/cards during the report back.
Level

Supporting Factors

Challenging Factors

Policy

Service Delivery

Community

Individual
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Necessary Intervention or
Change

MODULE 2: PROGRAM NEEDS ASSESSMENT, DESIGN, AND
ACTION PLANNING
Although high-quality FP programs and efforts to protect and fulfill human rights in healthcare share
common principles and goals, human rights are not yet explicitly and systematically integrated into the
design, implementation, monitoring, and scale-up of many FP programs. The public health and human
rights communities frame challenges differently, using the terminology of their respective disciplines. The
VRBFP framework defines the common ground between these communities and translates language
associated with rights-defined entitlements and related principles into programmatic language to make it
actionable. Taking a rights-based approach to service delivery programs is not limited to client-provider
interactions that take place at the service delivery level where clients and the system intersect. Rather, it
applies to holistic programs and factors at all levels of the health system that affect an individual’s ability
to obtain desired FP information and services. Addressing programs through a rights-based lens expands
awareness of the many barriers to service access and to clients’ ability to make full, free, and informed FP
decisions, leading to more effective solutions. Taking a rights-based approach is also a natural platform
for strengthening the commitment to hold programs accountable to those they are meant to serve.
The VRBFP framework is structured as a logic model, organizing concepts in a logical pathway of cause
and effect to show what desired inputs and activities are expected to lead to desired public health and
rights outputs and outcomes. The framework is structured around the four levels at which health systems
and programs operate (i.e., policy, service delivery, community, and individual) to guide systematic
thinking about what should be done or in place at all levels necessary for a complete, high-quality FP
program. The framework makes accountability for protecting and fulfilling human rights explicit at all of
these levels to make this crucial element more robust in actual practice.
The framework is also useful for guiding the creation of strategic partnerships. Its vision of a holistic,
rights-based family program entails action at four levels in the health system, bringing multiple areas of
expertise and significant resources. No single institution or project can be expected to provide all
necessary inputs. The framework enables stakeholders to see where their area of expertise and action fits
into the big picture and to identify where they may need to partner with groups that either supplement or
complement their work and resources to cover all necessary program elements. They can then engage
potential partners and negotiate agreements to coordinate or collaborate, spelling out roles,
responsibilities and timelines. Joint activity planning is a recommended best practice for successful
partnerships. Furthermore, by merging public health (FP) principles and outcomes with human rights
principles and outcomes into a single construct, the framework creates a platform for bridging traditional
tensions between the public health and rights communities. It defines common ground and shared goals,
thus serving to unite the two communities and foster alliances to advocate for, design, implement, and
monitor rights-based FP programs and hold them accountable.

Using the Framework to Assess Program Needs, Design Programs,
and Plan Interventions
The framework can guide the following seven-step process to assess program strengths and needs
from a rights perspective:
1. Assess the country context to understand the program environment and identify opportunities for
multisectoral collaboration
2. Assess the status of rights-related elements in the existing FP program to identify weaknesses and
gaps
19

3. Set priorities for action over a three-year period for progressive realization of rights-based family
planning
4. Identify root causes of priority weaknesses or gaps to target where to focus efforts
5. Recommend actions to address the root causes identified
6. Create strategic partnerships with defined roles and responsibilities to ensure a holistic program
that engages different organizations and projects and sectors, as well as communities, youth, and
rights activists
7. Create a one-year action plan to strengthen a rights-based approach
Simple worksheets are provided to assist policymakers, program planners, managers, and other
stakeholders in designing a new program or incorporating rights more systematically into an existing
program to ensure that human rights are respected, protected, and fulfilled. They can be used in a
stakeholders’ workshop, either in conjunction with an orientation (see Module 1) or alone, though users
should be familiar with the framework. It is important to ensure that participants collectively have
knowledge of all four levels of the health system. The worksheets can also be used within an institution or
project or by an assessment team who collects information through interviews, document reviews, site
visits, and observations at the different levels.
Step 1: Country Context Assessment
Every FP program exists in a unique political, social, cultural, and economic context that has bearing on
the health system; the level of political, resource, and cultural support for family planning; and the status
of human rights. It is important to understand that context as the backdrop for planning to improve both
family planning and human rights outcomes in FP programs. The value of such an analysis is to identify
factors that are beyond a program’s ability to effect change, factors that may be amenable to change, and
opportunities for collaboration across disciplines and sectors to promote voluntary FP programs that
respect, protect, and fulfill human rights (Hardee et al., 2014).
Conduct a desk review of key policy, strategy, and program documents and budgets and costed
implementation plans. With the results from the desk review, interviews of key informants, and
discussion among diverse stakeholders, establish the status of the following factors and note any
recommendations for action (see Worksheet 1). Use findings and outputs to inform the rest of the
assessment and planning process.
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Worksheet 1. Factors Affecting an FP Program’s Ability to Take a Human Rights Approach
Factor

Status

Overall country governance,

including the World Bank’s six
dimensions of overall governance,
accountability, and voice;
political stability and support; rule
of law/regulatory quality;
government effectiveness; power
relationships and dynamics; and
control of corruption 8

Health governance, including
government stewardship for
health (e.g., health systems
strengthening through the
establishment of health systems
building blocks) and family
planning/reproductive health

Financing/resources, including
the availability of funding at
national and local levels for
health, reproductive health, and
family planning

Health policy environment,

including those policies related to
FP (e.g., safe motherhood policy,
youth policy) and health status
(e.g., maternal morbidity and
mortality, infant mortality, child
health status)

Sociocultural context and
gender norms, including those

affecting marginalized
populations

8

See http://info.worldbank.org/governance/wgi/index.aspx#faq.
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Recommendations

Factor

Status

Diverse stakeholder
participation, including the

engagement of civil society,
communities, and public and
private sector actors

Adherence to global human
rights agreements, including in
national laws and policies

Global accountability of
donors and other global
actors, including to country-level

work

National accountability
mechanisms in place, including

the means of redress for violations
of rights for government as dutybearer to respect, protect, and
fulfill human rights (e.g., treaty
monitoring bodies, human rights
tribunals, national courts); and
including accountability for
private actors and international
assistance
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Recommendations

Step 2: Program Assessment
This worksheet provides guidance to systematically review the status of rights-related elements in an
existing FP program based on the VRBFP framework. The assessment can be conducted for large,
national efforts or for those focusing more narrowly in a district or community; and for public, NGO, and
private sector FP programs. It is intended to identify program strengths upon which to capitalize and
weaknesses or gaps that should be addressed to improve the ability of the FP program to respect, protect,
and fulfill rights. The assessment worksheet is structured holistically and covers the same four levels of
the framework (policy, service, community, and individual). Even if an FP program does not operate at all
four levels, it is important to complete the entire worksheet to have a full understanding how each level
impacts the FP program’s ability to implement a rights-based approach.
Using worksheets 2–5, participants or team members should divide into four groups, representing the four
levels of action in the health system, depending on their responsibilities and knowledge. Working
simultaneously, participants will review the list of desired states or conditions for the level assigned and
consider whether each condition exists in their FP program, thereby representing a program strength;
whether it is a weakness in the program; or whether it is a gap, meaning totally lacking. Check whichever
applies (strength, weakness, or gap) and note the specific elements in the program related to each desired
state in the appropriate column.
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Worksheet 2. Strengths, Weaknesses, and Gaps—Policy Level
Exists/Program Strength
Desired Program Inputs or Elements

(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be
built into your program)

A. Develop/revise/implement policies to respect/protect/fulfill rights and eliminate policies that create unjustifiable medical barriers to access
Laws and policies ensure that FP services are
sufficiently available; physically and
economically accessible to all people
without discrimination; acceptable/
respectful of culture and confidentiality; and
of the highest possible quality
Women’s reproductive health and human
rights are protected

Gender equity and women’s autonomy in
realizing their reproductive rights is promoted

Prevention of harmful practices (e.g., child
marriage, gender-based violence, female
genital cutting) and knowledge of the rights
violations and harms caused by such
practices are supported
Equitable access to services for all groups
(e.g, without discrimination in respect of
ethnicity, age, income level) is ensured
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Exists/Program Strength
Desired Program Inputs or Elements

(Note specific elements of your
program that are strong in this
area)

The highest standard of reproductive health is
ensured, and contributors to poor sexual and
reproductive health (SRH) are addressed

There are no unjustifiable access barriers
(e.g., client eligibility criteria) or policies that
contain method-specific performance-based
targets or incentives that have the effect of
being coercive in practice
Service standards and policies exist that
enable task shifting and task sharing to
facilitate access to a wide range of safe and
effective contraceptive methods

Privacy in service delivery settings is
protected

The provision of comprehensive sex
education and access to FP (within SRH)
information is promoted
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Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be
built into your program)

Exists/Program Strength
Desired Program Inputs or Elements

(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be
built into your program)

Efforts exist to increase access to information
on reproductive rights to provide choices and
a sense of entitlement to high-quality services

B. Develop/ revise/implement policies to ensure contraceptive security, including access to a range of methods and service modalities, including public,
private, and NGO
Implementation of the World Health
Organization’s (WHO) List of Essential
Medicines is being followed through
A steady supply of a variety of
contraceptives, supplies, and equipment is
ensured
Relevant ministries and donors collaborate in
budgeting for RH supplies

Capacity exists for procurement and data
collection systems to track health and supply
needs
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Exists/Program Strength
Desired Program Inputs or Elements

(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be
built into your program)

An effective supply chain and procurement
system exists, including a monitoring system
that enables all partners to monitor stockouts
and improve the distribution system
Collaborative links to global organizations
and countries to develop new prevention
technologies
C. Create processes and an environment that supports participation of diverse stakeholders (e.g., policymakers, advocacy groups, community members)
Diverse stakeholders contribute to setting
priorities and standards for FP policies/
programs
Diverse stakeholders are involved in
advocacy for family planning in reform
processes
Diverse stakeholders participate in monitoring
policies and programs

The program responds to the voices and
demands of poor/vulnerable groups
The program assesses and addresses
environmental factors that create barriers to
FP use
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Exists/Program Strength
Desired Program Inputs or Elements

(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be
built into your program)

D. Support and actively participate in monitoring and accountability processes, including commitments to international treaties
Adequate monitoring and evaluation systems
and data collection (e.g., disaggregated by
age, sex) exist to facilitate a timely monitoring
and accountability process

Action and follow-up on commitments and
concluding observations from international
human rights treaties (e.g., Convention on
Eliminating All Forms of Discrimination Against
Women, or CEDAW) are monitored
Monitoring of government policies and
performance on FP issues, including quality of
care, by civil society organizations and others
(e.g., women’s groups and key populations)
is supported
The government monitors the quality of
service delivery and FP uptake

Effective accountability mechanisms/human
rights mechanisms to address violations of
rights (including discrimination or coercion)
exist; a means to redress violations exists;
rights-monitoring tools (equity audits) are
applied
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Exists/Program Strength
Desired Program Inputs or Elements

(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to
be strengthened)

Budgetary appropriations are monitored to
ensure that RH care is covered

E. Guarantee financing options to maximize access, equity, nondiscrimination, and quality in all settings
National and donor resources and financing
mechanisms to implement policies to expand
coverage of FP services and ensure access to
a wide range of methods and services by all
(including poor/vulnerable groups) is ensured
Financing plans do not pose barriers to
access to FP services, commodities, and
supplies

A budget line item exists for FP commodities,
equipment, supplies and services
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Program Gap
(This desired state or condition is
totally absent and needs to be
built into your program)

Worksheet 3. Strengths, Weaknesses, and Gaps—Service Level
Exists/Program Strength
Desired Program Inputs or Elements

(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be built
into your program)

A. Inform and counsel all clients in high-quality interactions that ensure accurate, unbiased, and comprehensible information and protect clients’ dignity,
confidentiality, and privacy and refer to other SRH services
All clients are routinely counseled and
respected and their right to make
autonomous decisions about whether to use
family planning and what method to use is
protected
Clients’ privacy and confidentiality is
protected

Gender-based violence is addressed and
links exist with broader gender-based
violence programming

B. Ensure high-quality care through effective training and supervision and performance improvement and recognize providers for respecting clients and their
rights
Providers are given adequate training,
supervision, and resources (including
technical knowledge and skills, plus rights
awareness) to ensure technical competence
and reduce bias, stigma, and discrimination
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Exists/Program Strength
Desired Program Inputs or Elements

(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be built
into your program)

C. Ensure equitable service access for all, including disadvantaged and marginalized, discriminated against, and hard-to-reach populations, through various
service models (including integrated, mobile and/or youth-friendly services) and effective referral to other SRH services
Access is ensured, including for women and
girls living with HIV, women and girls living in
conflict and humanitarian crises, and the
poor rural dwellers
Services are provided at the facility and
community levels

Family planning is integrated with HIV and
maternal, neonatal, and child health services,
as appropriate
D. Routinely provide a wide choice of methods and ensure proper removal services for implants and IUDs, supported by sufficient supply, necessary equipment,
and infrastructure
A wide choice of methods is routinely offered
to all clients, without discrimination, to meet
the full range of client preference and
reproductive intentions
Reliable, sufficient inventories of supplies,
instruments, and working equipment are
ensured, as well as the infrastructure
necessary to maintain the uninterrupted
delivery of high-quality services

31

Exists/Program Strength
Desired Program Inputs or Elements

(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be built
into your program)

Supply chain management training is in
place at the central, district, and local levels

E. Establish and maintain effective monitoring and accountability systems, with community input; and strengthen health management information system (HMIS)
and Quality Assurance (QA)/Quality Improvement (QI) processes
Respecting and protecting rights is built into
performance monitoring and accountability
indicators, procedures, and practices

Communities are engaged in program
monitoring; a client feedback mechanism
exists

Mechanisms exist to investigate rights
vulnerabilities and to redress violations
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Worksheet 4. Strengths, Weaknesses, and Gaps—Community Level
Desired Program Inputs or Elements

Exists/Program Strength
(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be
built into your program)

A. Engage diverse groups in participatory program development and implementation processes
Civil society participation, including women’s
groups and human rights groups at the
national and community levels, is
encouraged and supported; poor,
vulnerable, and marginalized people, youth,
and other key populations, and community
and religious leaders are involved in the
design, implementation, and monitoring of
policies and service programs
A representative approach is taken to
identify under-represented groups and
address factors that impede their
participation in the program development
process

B. Build/strengthen community capacity in monitoring and accountability and ensure robust means of redress for violations of rights
Efforts exist to increase community literacy in
human rights, monitoring, and accountability

An active process of engagement exists
between the community and the health
system involving negotiations to improve
outcomes and to ensure that rights are
respected, protected, and fulfilled
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Desired Program Inputs or Elements

Exists/Program Strength
(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be
built into your program)

Efforts exist to educate the community on
mechanisms to ensure a high quality of care
and voluntary, informed decision making

Improved health outcomes are ensured
through monitoring of provider performance,
the quality of services and facilities, and the
availability of commodities and services
C. Empower and mobilize the community to advocate for reproductive health funding and an improved country context and enabling environment for family
planning access and use
Efforts exist to build/strengthen communities’
capacity to advocate for available,
accessible, acceptable, and high-quality
healthcare
Community and civil society participation is
promoted with respect to the mobilization of
and decision making around local funding
and budgets for health services
Advocacy efforts exist and are supported to
address social barriers to access, including
barriers to RH education

Efforts exist to increase overall awareness and
support for reproductive rights, gender equity,
and information and access for your people
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Desired Program Inputs or Elements

Exists/Program Strength
(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be
built into your program)

Efforts exist to build awareness and support
for the reproductive rights of vulnerable
groups

D. Transform gender norms and power imbalances and reduce community-, family- and partner-level barriers that affect the realization of reproductive rights
Community and other environmental factors
that create barriers to FP use are addressed
by changing relevant norms, attitudes, and
behaviors and promoting self-determination
in FP use at the community level
Gate-keepers of the community, traditional,
religious, or cultural leaders/individuals are
engaged in support of family planning

Men are constructively engaged in family
planning and sexual and reproductive health

E. Support health transitions from adolescence to adulthood
Programs work with community leaders,
parents, and adults who play significant roles
in the lives of youth to build support for young
people’s reproductive health and rights and
access to high-quality FP services
Girls and boys are prepared for adulthood by
teaching them hygiene, self-esteem, rights,
life skills, etc.
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Desired Program Inputs or Elements

Exists/Program Strength
(Note specific elements of your
program that are strong in this
area)

Age-appropriate education on reproductive
health and rights is provided to young people
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Program Weakness
(Note key element(s) that need to
be strengthened)

Program Gap
(This desired state or condition is
totally absent and needs to be
built into your program)

Worksheet 5. Strengths, Weaknesses, and Gaps—Individual Level
Exists/Program Strength
Desired Program Inputs or Elements

(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to be
strengthened)

Program Gap
(This desired state or condition
is totally absent and needs to
be built into your program)

A. Increase access to information on reproductive rights, contraceptive choices
Self-help groups and other networking and
information-sharing vehicles are supported to
spread information and provide support for
attitude and behavior changes
Efforts exist to increase individuals’ knowledge
about human rights, reproductive rights, and
respectful, high-quality treatment within
health facilities on the basis of equality and
nondiscrimination
Efforts exist to educate the community about
the changing contraceptive needs of
women as they progress through their
reproductive life cycle
Efforts exist to fill knowledge gaps and correct
myths about family planning

B. Empower, through education and training about reproductive health, self-esteem, rights, life-skills, and interpersonal communication
Efforts exist to strengthen partner
communication and negotiation skills
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Exists/Program Strength
Desired Program Inputs or Elements

(Note specific elements of your
program that are strong in this
area)

Program Weakness
(Note key element(s) that need to be
strengthened)

Program Gap
(This desired state or condition
is totally absent and needs to
be built into your program)

Gender equitable attitudes and behaviors
are promoted

Efforts exist to improve health literacy and
communication skills

Support of family members and other
influential people for use of family planning is
supported

C. Foster demand for high-quality services and supplies through information, education, and communication (IEC)/behavior change communication (BCC)
and empower individuals to demand their rights be respected, protected, and fulfilled
Efforts exist to educate vulnerable individuals
about the programs that have been
designed to serve them, such as voucher
schemes or community-based service
provision
Men are engaged as partners in reproductive
decision making without compromising
women’s autonomy to make decisions
related to their sexual and reproductive
health
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Steps 3, 4, 5: Set Priorities, Identify Root Causes to Address, Recommend Actions
Once worksheets 2–5 are completed, transfer all of the identified program weaknesses and gaps into Worksheet 6. Prioritize the list of items,
ranking them from 1 to 3 (1 indicating top priority needs or challenges that you will begin to address now, 2 indicating the next order of priority to
be addressed later, and 3 indicating the lowest priority). Priorities will depend on the local program and context (needs, resources, competing
priorities, etc.) For those weaknesses or gaps rated as priority 1, identify root causes for each by asking why the condition exists. Ask at least 3
times until you get to the underlying cause or causes that you can address by an intervention. Then recommend what action(s) should be taken to
address the root causes you have identified.
Worksheet 6. Priorities, Root Causes, and Recommended Actions
Program Weakness or Gap
(i.e., needs) (Copy these from the
worksheet above and add more rows,
as needed)

Ranking
(Rank the
needs to
strengthen
the program
from 1 to 3)

Root Causes of Priority Weakness or Gap
(Ask “Why?” at least 3 times)

Policy Level
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Recommended Actions
(To address identified root causes
for top priority needs)

Program Weakness or Gap
(i.e., needs) (Copy these from the
worksheet above and add more rows,
as needed)

Ranking
(Rank the
needs to
strengthen
the program
from 1 to 3)

Root Causes of Priority Weakness or Gap
(Ask “Why?” at least 3 times)

Service Level
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Recommended Actions
(To address identified root causes
for top priority needs)

Program Weakness or Gap
(i.e., needs) (Copy these from the
worksheet above and add more rows,
as needed)

Ranking
(Rank the
needs to
strengthen
the program
from 1 to 3)

Root Causes of Priority Weakness or Gap
(Ask “Why?” at least 3 times)
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Recommended Actions
(To address identified root causes
for top priority needs)

Program Weakness or Gap
(i.e., needs) (Copy these from the
worksheet above and add more rows,
as needed)

Ranking
(Rank the
needs to
strengthen
the program
from 1 to 3)

Root Causes of Priority Weakness or Gap
(Ask “Why?” at least 3 times)

Community Level
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Recommended Actions
(To address identified root causes
for top priority needs)

Program Weakness or Gap
(i.e., needs) (Copy these from the
worksheet above and add more rows,
as needed)

Ranking
(Rank the
needs to
strengthen
the program
from 1 to 3)

Root Causes of Priority Weakness or Gap
(Ask “Why?” at least 3 times)

Individual Level
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Recommended Actions
(To address identified root causes
for top priority needs)

Program Weakness or Gap
(i.e., needs) (Copy these from the
worksheet above and add more rows,
as needed)

Ranking
(Rank the
needs to
strengthen
the program
from 1 to 3)

Root Causes of Priority Weakness or Gap
(Ask “Why?” at least 3 times)
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Recommended Actions
(To address identified root causes
for top priority needs)

Step 6: Create Strategic Partnerships
“Achieving the goal of reaching millions of women and men worldwide with voluntary family planning
services that respect and protect human rights will take concerted and coordinated efforts among diverse
stakeholders over the next decade and beyond. It will also take a new programmatic approach that has
the support of both the public health and human rights communities.” (Hardee et al., 2014, p. 1)
Once recommendations for action have been formulated, stakeholders can identify which ones their own
institution or project can carry out and where they will need to engage with partners. Assessing the
partnering landscape can be done either through a desk review or as an activity in a stakeholders meeting.
Either way, potential partners should include key actors from the public, NGO, and private sectors and
civil society that either implement or support activities in the areas of family planning, sexual and
reproductive health, and/or human rights or could be engaged to do so as potential new partners. The
partners should reflect expertise in a variety of technical areas required for a holistic, high-quality, rightsbased FP program (e.g., advocacy, policy formulation and reform, leadership and management,
organizational development and system strengthening, human rights, gender, youth services, service
provision, contraceptive security, medical education and training, community education, BCC,
community engagement, research, monitoring and evaluation, etc.). Salient criteria for consideration are
primary areas of competence, current focus areas (e.g., level of the health system, content areas,
geographic concentration, population groups), and current or potential interest in and commitment to
human rights. Readiness to make a long-term commitment and resource availability are essential selection
criteria.
Step 6a: Scan the Landscape for Potential Partners
Worksheet 7. Policy-Level Actors
Organization or Actor

Primary
Competencies

Focus Areas
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What is known of their current or
potential interest/engagement
in/ commitment to advancing
human rights?

Worksheet 8. Service-Level Actors
Organization or Actor

Primary
Competencies

Focus Areas

What is known of their current or
potential interest/engagement
in/ commitment to advancing
human rights?

Focus Areas

What is known of their current or
potential interest/engagement
in/ commitment to advancing
human rights?

Worksheet 9. Community-Level Actors
Organization or Actor

Primary
Competencies
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Worksheet 10. Individual-Level Actors
Organization or Actor

Primary
Competencies

Focus Areas

What is known of their current or
potential interest/engagement
in/ commitment to advancing
human rights?

Step 6b: Select Partners to Fill Gaps; Negotiate Agreements
Once potential partners have been identified, engage in dialogue to decide what groups to coordinate or
collaborate with in either formal or informal partnerships to complement and supplement your
institutional capacity. To maximize chances of a successful partnership, all parties should agree on the
following points: (EngenderHealth, unpublished)
•
•
•
•
•
•
•
•
•

Shared purpose and vision
Values that will govern the partnership
Explicit, shared expectations
Clear roles and responsibilities (including relative allocation of resource costs, time, etc.)
Perceived benefit to all parties
Mechanisms for decision making, problem solving, and conflict resolution
Agreement on credit sharing and ownership of products and results
Commitments:
o To the partnership—its goals, operating procedures, strategies, and timeline
o To follow-through
Effective partnering practices:
o Joint planning
o Ongoing communication, coordination, adjustments, and problem resolution as needed
o Setting of realistic expectations and timeframes
o Openness in resolving problems and seeking win/win solutions

References/Resources for Step 6
Alliance for Nevada Nonprofits. (n.d.). Building and Sustaining Effective Collaborations: Research Brief.
Prepared by Social Entrepreneurs Inc. Available at: http://alliancefornevadanonprofits.com/wpcontent/uploads/2011/09/Research-Brief-Building-and-Sustaining-Collaborations.pdf.
EngenderHealth. (unpublished). Sustaining Long-Term Partnerships in a Short-Term World. Expert Panel
at the Global Health Council Auxiliary Session, May 27, 2007.
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Step 7: Create a One-Year Action Plan
The final step in the process is to create a one-year action plan for carrying out the recommended actions
to address priority needs. To complete Worksheet 11 below, transfer the recommended action steps
formulated in Step 5 into the first column. Once partners have been identified and roles and
responsibilities have been agreed on (Step 6), assign responsibility for specific action steps. Fill in who
will carry out each action and develop target dates for each activity, generating the basis for an overall
plan timeline.
Worksheet 11. Actions, Actors, and Timeline
Action

By Whom?
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By When?

Developing a plan is an important first step but means little unless it is implemented. Effective
implementation first requires buy-in from key stakeholders, which can be fostered by holding a launch
event. Also required are processes for routine check-ins, monitoring, evaluation, reporting, problem
solving, documenting, and communicating about implementation, as well as accountability mechanisms
that involve community members (see Module 3b). Every year, stakeholders should repeat these
assessment and planning steps and update their action plan to address remaining program weaknesses and
gaps. Achieving a truly voluntary, rights-based FP program requires sustained vision, commitment, and
time.
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MODULE 3.A: USING THE VRBFP FRAMEWORK IN MONITORING
AND EVALUATION
The VRBFP framework was designed as a logic model to emphasize the linkages among rights-based
family planning inputs and activities and human rights, public health, and demographic outcomes. The
logic model facilitates understanding how FP activities correspond to rights-based outputs and outcomes.
The rights-based outputs promote outcomes that move beyond traditional measures, such as the
contraceptive prevalence rate, to measure factors that indicate the availability, accessibility, and
acceptability of family planning and that emphasize accountability for quality and equity in programming.
The framework lends itself to adaptation for monitoring and evaluation purposes and promotes
accountability in FP programs.
This module describes how the framework can be used
What could make M&E rights-focused?
for these purposes and provides guidance on how to
integrate human rights into an M&E plan. It helps
•
Participation as both a means and a goal.
organizations identify and select indicators that can
•
Both outcomes and processes are monitored
contribute to monitoring whether programs use human
and evaluated.
rights-based approaches (HRBAs) that respect, protect,
•
Analysis includes all stakeholders.
and fulfill human rights. It is intended for use in
•
Indicators include data on marginalized,
disadvantaged, and excluded groups.
conjunction with the other modules in this resource
•
Indicators chosen are based on a situation
package; however, it can be used to complement other
analysis that identify immediate, underlying and
FP program assessment and planning efforts. The tables
basic causes of barriers to desired outcomes.
and worksheets provided can help develop a conceptual
•
Measurable goals and targets are developed,
framework for a program/project and identify indicators
informed by the recommendations of
that can be recommended for a comprehensive M&E
international human rights bodies and
workplan. However, this module does not provide
mechanisms.
•
Strategic partnerships are developed and
guidance on methodologies for evaluation design, M&E
sustained.
implementation plans, or dissemination. There are many
•
M&E support accountability to all stakeholders
resources to help design FP and RH monitoring and
evaluation workplans (see Resources). Although most
Adapted from Frequently Asked Questions on a
resources are not explicitly focused on human rights,
Human Rights-Based Approach to Development
this module can be used in conjunction with other
Cooperation. OHCHR, 2006.
general M&E tools to integrate human rights principles
into the M&E workplan. To create a complete rightsbased M&E plan, a group of M&E specialists, FP professionals, human rights experts, and community
members should be convened to assist with the plan’s design and implementation.

Integrating Key Rights Concepts in the M&E Plan
Integrating human rights into FP programs entails both designing inputs and activities to have a human
rights perspective and prioritizing family planning outcomes grounded in human rights principles.
Likewise, when developing a rights-based M&E plan, these activities and outcomes must be monitored
and evaluated in a way that acknowledges the human rights focus. As discussed in Module 3b, M&E can
also promote accountability for human rights in programs because “what gets measured gets done.”
In the initial stages of developing an M&E plan, the project’s outcomes, activities, outputs, and indicators
are chosen, along with questions for evaluation. The VRBFP framework can help during this process
because it incorporates human rights into activities, outputs, and outcomes. It focuses on three main
human rights constructs:
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1. Human rights-based programming principles
2. The right to the highest attainable standard of health (accessibility, availability, acceptability, and
quality or AAAQ)
3. Three reproductive rights categories described by Erdman and Cook (2004)—the rights to
reproductive self-determination, to sexual and reproductive health information, services, and
education, and to equality and nondiscrimination
These three constructs relate to program activities, outputs, and outcomes, respectively (see Table 1). This
table illustrates the connection between the elements of the framework, human rights principles and
constructs, and indicators. The extent to which these constructs are integrated into FP programs can be
measured using different indicators and can also inform rights-based indicator selection. When teams who
conduct M&E planning incorporate these principles and constructs into M&E development, they can
capture the essence of a human rights-based approach to FP programs and services.
If a program or project is new, human rights can be incorporated from the initial planning stages; if
already underway, the activities, outputs, and outcomes will have already been defined. These may need
to be adjusted and/or adapted to include a human rights focus. Table 2 shows how the processes for
incorporating human rights into M&E plans may be slightly different between new or existing projects.
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Table 1. Linking the Framework to Human Rights Concepts and Indicators
Framework Element

Human Rights Principles and Constructs to Apply in M&E

Indicator Type

Activities
The framework includes an
extensive list of activities that FP
programs implement.

To be considered rights-based, program activities should include applications of the
human rights principles of participation, accountability, nondiscrimination, and
empowerment.

Structural indicators to reflect
activities that change policy
environment through the adoption
of legal instruments and institutional
mechanisms deemed necessary for
facilitating realization of human
rights.

Participation: a process by which individuals and groups can participate in decisionmaking processes that affect their well-being or development; participation is an
integral component of any policy, program, or strategy developed.
Accountability: a process to ensure that duty-bearers are respecting, protecting,
and fulfilling human rights, including clarity about commitments and redress
mechanisms in the event that rights are violated.
Nondiscrimination: an active commitment to focus on marginalized, disadvantaged,
and excluded groups and to reduce disparity.
Empowerment: the process of increasing the capacity of individuals or groups to
make choices and to transform those choices into desired actions and outcomes.

Outputs
The measurable results of activities
are outputs. The framework includes
AAAQ, along with other human
rights-related outputs.

To fulfill the right to health, activities should contribute to services being
Available: facilities, goods, and services, as well as programs are available in
sufficient quantity within the country.
Accessible: facilities, goods, and services and information are nondiscriminatory,
physically accessible, and economically accessible.
Acceptable: all health facilities, goods, and services are respectful of medical ethics
and culturally appropriate (i.e., respectful of the culture of individuals, minorities,
peoples, and communities; sensitive to gender and life-cycle requirements; and
designed to respect confidentiality and improve the health status of those
concerned).

Process indicators to monitor how
programs are being implemented to
support human rights principles and
development milestones that
support the realization of human
rights.
Output indicators to track what the
program is accomplishing in terms
of making services more AAA and
improving Q; output indicators can
also be used to track who the
program is reaching.

Quality: health facilities, services, and commodities are scientifically and medically
appropriate and of the highest possible quality.
Additional, specific outputs for program and project activities should also be defined
Outcomes and Impact
The framework includes the desired
human rights-related goals and
outcomes of the program and
population-level impact.

Measures and indicators should gauge progress toward achieving project-,
program-, and country-level health and demographic goals but also recognize and
reinforce program obligations to respect, protect, and fulfill human rights throughout
FP programming. The framework uses fulfillment of three reproductive rights
categories as the focus:
Right to reproductive self-determination
Right to sexual and reproductive health information, services, and education
Right to equality and nondiscrimination
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Outcome indicators to capture
attainments, individual and
collective, that reflect the status of
fulfillment of the human rights in a
given context.

Table 2. Actions Needed to Integrate Human Rights into New or Existing M&E Plans
New Program or Project

Existing Program or Project

•

Assess the country context, including the
status of human rights and legal and
accountability mechanisms, as well as the
FP program needs (refer to Module 2).

•

Assess the project to learn the extent to
which human rights programming
principles and outcomes are explicitly—or
implicitly—included (refer to Module 2).

•

Develop the M&E plan using participatory
processes by inviting stakeholders to
participate in the planning and
implementation phases.

•

•

Identify and incorporate appropriate FP
outcomes that are grounded in human
rights principles as project outcomes (e.g.,
outcomes that support the rights of
reproductive self-determination). Include
evaluation questions related to human
rights outcomes within the M&E plan to
learn whether these outcomes were
achieved.

If not already doing so, prepare the
revised M&E plan using participatory
processes by inviting stakeholders to
participate in the planning and
implementation phases.

•

Assess outcomes—are the project
outcomes grounded in human rights
principles? Are human rights outcomes
part of program outcomes? Are
mechanisms in place to ensure that data
are collected and used to inform
programming? Include evaluation
questions related to human rights
outcomes within the M&E plan to learn
whether these outcomes were achieved.

•

Assess activities—are they performed in a
way that aligns with an HRBA? Do they
contribute to human rights outcomes,
including AAAQ? Are they reaching hardto-reach and marginalized groups?

•

Link revised M&E plan with accountability
mechanisms developed for the program
or project (see Module 3b).

•

•

Building on Module 2, identify measures
for the priority activities and interventions
that will overcome obstacles and help
achieve desired outcomes. Ensure that
measures capture how programs are
delivered and whether the program is
using an HRBA (e.g., data are
disaggregated to identify whether
underserved and marginalized groups are
served by the project) and contributes to
AAAQ.
Link the M&E plan with accountability
mechanisms developed for the program
or project (see Module 3b).

Using the Framework to Integrate Human Rights into Program
Monitoring and Evaluation
This module focuses on the development of the M&E conceptual framework in which outcomes,
activities, outputs, and indicators are defined for the project, which can then be integrated into a complete
M&E plan. Two tools are provided to assist with this process:
1. A worksheet for identifying outcomes, activities, outputs, and indicators for M&E
2. A discussion guide to explore the feasibility of data collection and use
Developing the Program/Project’s M&E Conceptual Framework
The tools were designed to help develop the program/project’s M&E framework and generate a list of
rights-based indicators that is holistic and incorporates human rights principles and outputs. Worksheet 12
was adapted from Yinger et al.’s 2002 Framework for Identifying Gender Indicators for Reproductive
Health and Nutrition Programming and WHO’s preliminary process for integrating rights into FP
indicators. Additional resources for developing evaluation research questions M&E workplans, as well as
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a link to the MEASURE Evaluation Indicators Database, are included at the end of this module. The
M&E framework should build on and complement the priorities identified in the assessment exercise
completed in Module 2. A completed VRBFP Indicator Identification Worksheet is provided as an
example (see Table 3).
There is a seven-step process for developing the M&E conceptual framework:
1. Identify the project/program outcomes, goals, and objectives
2. Identify rights-related program gaps/needs that are obstacles to achieving desired outcomes
(information may be pulled from the assessment done in Module 2)
3. Identify activities to address the program gaps/needs that will be measured (information may be
pulled from the assessment done in Module 2)
4. Identify indicators to measure progress toward and achievement of goals and objectives that
result from implementation of the activities, including the human rights concept that the indicator
measures
5. Identify data sources
6. Review the how the data can be collected and used
7. Summarize and make recommendations for the M&E workplan
Steps 1 and 7 are done in plenary, while steps 2–6 are completed in small groups.
Step 1. Identify the project/program outcomes, goals, and objectives (see Worksheet 12,
Column 1). Prepare for this step by creating a table with flipchart paper in the front of the room. The

table should have four columns: outcomes, rights, indicators and sources, and notes. The process for
generating outcomes and indicators should include the participation of a range of experts and community
members/civil society representatives.
In plenary, participants identify (or review, if the program is ongoing) the desired program outcomes. List
the program outcomes on flipchart paper and identify any associated human rights supported by that
outcome (reproductive self-determination, the right to health, right to privacy, etc.). Then identify
indicators that could be used to track progress toward the outcome and name sources for the outcome
indicators. Determine whether the data source provides disaggregated data that can be used to measure
equality in outcomes. Record responses on the flipchart paper.
Steps 2–6. Complete the VRBFP Indicator Identification and Data Collection and Use worksheets.

Divide participants into small groups and assign each group a program outcome. If the program includes
many outcomes, each group may be assigned more than one outcome. Each group will need a handout of
small group instructions and one conceptual framework and data collection and use worksheet per
outcome assigned. Each group should identify a recorder, who will fill out the worksheets based on the
group’s discussion.
Step 7. Summarize and make recommendations for the M&E workplan. After the discussions, each

group should summarize their discussion and report back on their recommended set of activities, outputs,
and indicators for each outcome. Record the recommendations and submit them to the M&E design team.
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VRBFP Indicator Identification Worksheet
Small Group Instructions
• Choose a timekeeper/facilitator who will keep the discussion productive and moving forward so
all steps can be completed in the time allotted.
• Choose a recorder who will fill out the worksheet based on the group discussion.
• Choose a rapporteur who will share the group’s recommendations in plenary.
1. Identify rights-related program gaps/needs that are obstacles to achieving desired outcomes. (This
information may be pulled from the assessment done in Module 2.)
•
•

For your group’s assigned outcome, identify obstacles to achieving the outcome. Make note of
specific human rights-related obstacles (lack of autonomy, information, privacy, quality of
services, etc.)
There may be factors that contribute to the obstacle at each program level, including the country
context. Note those factors under each obstacle. Consider each program level (policy, service,
community, and individual) to develop a holistic view of the obstacles to the outcome being
achieved (e.g., see Table 3).

2. Identify activities to address the program gaps/needs that will be measured. (This information may be
pulled from the assessment done in Module 2.)
•

Activities may be needed at each level of the framework (e.g., see Table 3).

3. Identify indicators to measure progress toward and achievement of goals and objectives that result

from implementation of the activities.
•
•

For each activity, identify potential indicators that will measure the outputs of the activity or
whether the activity accomplished the desired (short-term) change. Label each indicator as a
process or structural indicator.
Specify which human rights concepts (right to health: availability, accessibility, acceptability, and
quality) or rights-based approach (participation, accountability, nondiscrimination,
empowerment) or combination of concepts the indicators contribute to measuring.

4. Identify data sources.

•

List potential sources for output data (where it would be generated or from where it would be
collected).

5. Report back.
•

The small groups should prepare a completed VRBFP Indicator Identification Worksheet that
captures their recommended activities, outputs, and indicators for each outcome assigned. The
rapporteur will give a summary of the discussion and recommendations to the larger group in
plenary.
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Table 3. Example: VRBFP Indicator Identification
Desired outcome, outcome indicators, and indicator data sources
Outcome:

Indicator:

Sources:

Notes:

Decrease in
unintended
pregnancies

Percentage of pregnancies that
were unwanted

DHS

To apply human rights principles, the data
should be analyzed by socioeconomic
factors to determine whether inequality or
discrimination are influencing outcomes

Percentage of pregnancies that were mistimed

Other periodic populationbased surveys

Obstacle to achieving desired outcome: Individuals lack of knowledge about SRH and contraceptive options

Factors contributing
to obstacle

Policy

Service

Community

Individual

Activities to address
obstacle

Indicators
(human rights concept measured)

Data sources

Sexual education in
schools is limited by
policies

Advocacy to change
policy and implement
policy change regarding
sexual education

• Policies allow sexual education in
schools (availability, empowerment)

Full and accurate
information is not
available; insufficient
time for counseling

Staff training on
communication and
education, or increased
staffing to allow more time
for patient interaction, or
group counseling

• Number of staff trained (availability)

Norms make it
inappropriate to discuss
sex and contraceptive
use

Work with civic and religious
leaders on communication
about SRH; classes/training
for parents; peer education
opportunities

• Improved attitudes of community
leaders toward discussion of SRH
(acceptability; participation)

Attitudinal surveys

Unable to access
sources of information
because of low literacy
level or geographical
isolation

Mobile health applications
that provide information
about SRH via text
messages to cell phones 56

• Number of messages sent/received
via mobile health (mHealth) tool
(accessibility)

Mobile application data

• Community members are involved in
policy development and
implementation (participation)

• Number of providers observed as
providing high-quality counseling
sessions (quality)

• Data on who uses mHealth
application (nondiscrimination)

Policy documents Policy
development meeting
agendas Documented
procedures Attendance
sheets

Pre-post test results
Supervisor observations
Client exit interviews

Client profiles

Worksheet 12. VRBFP Indicator Identification
Desired outcome, outcome indicators, and indicator data sources
Outcome:

Indicator:

Sources:

Notes:

Obstacle to achieving desired outcome:

Factors contributing
to obstacle

Indicators
(human rights concept measured)

Activities to address
obstacle

Policy

Service

Community

Individual
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Data sources

Data Collection and Use Discussion Guide
The data collection and use discussion guide is provided to help the small groups develop strong, feasible
recommendations for data collection and use in the M&E plan (see Worksheet 13). The discussion
questions can be considered as the group reviews the list of activities, outputs, and indicators it developed
for the assigned outcome. The indicators recommended should be useful for decision making, validated,
and feasible for the project to collect.
Program monitoring is useful to the extent that reliable data can be collected, analyzed, and used to
inform learning, promote strategic decision making, and share results. Using the framework promotes
holistic thinking about the measurement of activities, yet it may generate a large number of potential
activities and indicators to consider. Strategic choices will need to be made about the final indicators to be
included in the M&E plan.
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Worksheet 13. Data Collection and Use
Discussion Questions

Notes

Accountability for data collection and use
•
•
•
•

What mechanisms will guarantee that data are
collected, analyzed, and used?
Who will be responsible for this data collection? Who will
be responsible for analysis?
Who will use this data? How will it inform learning?
Who is accountable for the monitoring process?

Scope and feasibility of data collection
•
•
•

At what levels (policy, service, community, individual) is
the program or project working?
For outputs at each level, what data will be needed
and can this data be collected routinely?
Are any indicators already being collected that can be
used to measure human rights activities, processes, or
outcomes?

Timing and methods
•

Is there a plan to ensure that data to measure all
monitoring indicators related to human rights can be
collected in a timely manner to inform program or
project progress?
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Additional Tools and Resources
Developing a rights-based M&E plan based on sound methodologies will require the combined efforts of
M&E, family planning, and human rights experts. The following resources are provided to assist in the
other steps necessary for a strong, useful M&E plan that can generate results that are credible and of
interest to the wider global health, human rights, and family planning communities.
K4Health: K4Health hosts a collection of tools and resources for family planning programs, including for

FP program monitoring and evaluation.
Program Design, Monitoring and Evaluation:
https://www.k4health.org/sites/default/files/Facilitators_Guide_FINAL.pdf
MEASURE Evaluation: The MEASURE Evaluation website provides trainings, tools, and other resources

to assist people working in family planning with developing M&E plans. They also have an indicator
database to identify validated indicators for projects. The indicators included do not necessarily measure
human rights constructs or outcomes, but some may be amenable for such use.
Tools for developing M&E plans: http://www.cpc.unc.edu/measure/tools/family-planning
FP and RH Indicators Database: http://www.cpc.unc.edu/measure/prh/rh_indicators
Tool for monitoring repositioning FP: http://www.cpc.unc.edu/measure/publications/sr-12-63
Tool for monitoring quality in FP: http://www.cpc.unc.edu/measure/publications/ms-01-02
EngenderHealth/Futures Group: In a review of tools for rights based family planning, Kumar et al.

found 39 tools that were designed for assessment or monitoring and/or evaluation purposes. These tools
are resource that enables users to conduct programmatic assessments or to develop and use indicators or
methodologies to track elements, progress, or results of programs. These tools have been compiled and
summarized in Voluntary, Rights-based Family Planning that Respect, Protect and Fulfill Human Rights:
A Review of Tools.
FHI360 Institute for HIV/AIDS: FHI360 has prepared a facilitator’s guide for developing monitoring and

evaluation plans for HIV/AIDS that includes general monitoring and evaluation planning processes that
can easily be adapted for FP programs.
http://www.fhi360.org/sites/default/files/media/documents/Monitoring%20HIVAIDS%20Programs%20(Facilitator)%20-%20Module%203.pdf
WHO: WHO released guidelines on rights-based contraceptive access in 2014. As a companion to the

guideline, WHO is preparing another publication that lays out a methodology for identifying indicators
and conducting a rights analysis of contraceptive programs using existing quantitative indicators. The
document also highlights gaps in available, validated indicators and calls for more attention to rights
based quantitative and qualitative indicators (forthcoming, 2014).
FP2020: The FP2020 Performance, Monitoring and Accountability and Rights and Empowerment

working groups are developing indicators for rights-based family planning. These efforts are
complemented by recent investments by the Bill & Melinda Gates Foundation and the United Kingdom’s
Department for International Development to increase monitoring and accountability efforts for family
planning. Information on FP2020 and the Bill & Melinda Gates Foundation monitoring grantees can be
found at:
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http://www.track20.org/
http://www.pma2020.org/
http://www.familyplanning2020.org/working-groups/rights-and-empowerment
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MODULE 3.B: USING RIGHTS-BASED M&E TO PROMOTE
ACCOUNTABILITY
Accountability, in a human rights context, refers to duty-bearers’ (e.g., governments’) obligations to
respect, protect, and fulfill human rights and “comply with the legal norms and standards enshrined in
human rights instruments” (OHCHR, 2006). When human rights are violated, rights holders must have
mechanisms with which to seek redress. A family planning M&E plan, designed from a rights
perspective, can help facilitate accountability by providing data on measurement of outputs, outcomes,
and impacts related to rights through rights-based indicators, such as the right to the highest attainable
standard of health. Monitoring is an important component of accountability mechanisms; however,
monitoring has more frequently been used to track program outputs than to hold programs responsible for
how services are delivered.

Promoting Accountability through Monitoring FP Programs at All
Levels
In addition to clear indicators and warning signs for routine monitoring, an effective framework for
voluntary family planning also needs methodologies and tools to periodically track clients’ rights and full,
free, and informed choice—not only at the aggregate level of a program or a population, but also closer to
the ground at the level of site performance and the community to assess the experience of individual men,
women, and youth (EngenderHealth/RESPOND Project, 2013). The VRBFP framework emphasizes
accountability for policymakers, service providers, and community members at each level.
Examples of existing tools for use at the policy level include WHO’s “Sexual and Reproductive Health
and Human Rights: A Tool for Examining Laws, Regulations and Policies” (Cottingham et al., 2010),
which applies a human rights framework to examine a country’s legal, policy, and regulatory
environment; identify barriers and gaps; and make recommendations to support an enabling environment
that supports rights and sexual and reproductive health. This tool comprises an instrument for undertaking
such an analysis as well as a process for engaging key stakeholders in the analysis and subsequent review
of their national situation. Another tool is the Center for Reproductive Rights’ (2010) “Reproductive
Rights: A Tool for Monitoring States Obligations,” which provides background information on key
accountability and monitoring issues and guidance on how to monitor states obligations for 12
reproductive rights.
One example of a proven tool for monitoring access to services at the service level is IPPF’s use of
social audits to increase the empowerment and participation of youth to improve youth-friendly SRH/FP
services (Malajovich, 2013). Member Associations in Latin America are working to address the challenge
of youth being denied access to comprehensive sexuality education and the right to make decisions about
their bodies, despite governments’ commitments to uphold the universal right to healthcare. They use
social audits in an innovative way to ensure access to SRH services for youth, strengthening the
implementation of existing commitments.
At the community level, community scorecards and community health committees have been used in
programs worldwide to strengthen communities’ awareness of their health entitlements and actively
engage them in monitoring to hold programs accountable (Das, 2013; CARE Malawi, 2013). Another
community-level tool that has been proven effective is the Site Walk-Through Approach, developed by
EngenderHealth (Tumusiime et al., 2013). This intervention focuses provider and community attention on
the extent to which contraceptive use is aligned with women’s reproductive intentions. The activity
consists of a Site Walk-Through—or tour—of the health facility for influential community members (e.g.,
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social/opinion leaders and officials) and a focused discussion about the site’s service statistics. The aim is
to involve communities in identifying and addressing barriers to contraceptive choice and access.
The emphasis on systematically including accountability in FP programs is new, and tools for developing
and implementing accountability mechanisms are in development, including through the Evidence Project
and by the FP2020 Rights and Empowerment Group.

Using M&E for Accountability Purposes
Family planning programs need to incorporate accountability more fully into their design,
implementation, and monitoring and to establish protocols to investigate voluntarism vulnerabilities and
alleged rights violations. Monitoring within family planning can both track program progress and
contribute to holding programs accountable for results and how individuals are treated. Monitoring for
accountability purposes should be done at both the macro- and micro- scales, considering the impact of
policies and service delivery practices on people’s well-being.
With regard to FP services, governments and programs are responsible, and should be held accountable,
for protecting and fulfilling the right to family planning of their citizens and community members. This
includes the responsibility to ensure the quality and voluntary nature of FP services. The FP2020
Partnership in Action Report for 2012–13 (FP2020, 2013) states that “Accountability is an aspect of
justice: It invokes the expectation that institutions will understand and respect the needs of all the people
who are affected by their actions, and will operate in a way that promotes equity and inclusion” (p. 28).
How can family planning programs integrate accountability into their M&E plans? What can be
monitored so that policymakers and program managers know when their program is at risk of
compromising people’s human rights and violating voluntarism in family planning? What factors should
trigger investigation and possibly follow-up action to make sure they fulfill their responsibility?
This module includes two tools to guide discussion on the issues of accountability and voluntarism:
1. Monitoring Plan Accountability Assessment Worksheet, adapted from Frequently Asked
Questions on a Human Rights-Based Approach to Development (OHCHR, 2006: 25-26), which
assists M&E planners in thinking through how general accountability principles can be integrated
into program/project monitoring plans.
2. Discussion guide that highlights programmatic indicators for identifying when voluntarism and
rights may be at risk.
These tools can be used together or separately and in any order; both aim to raise awareness of key
accountability issues that should be considered when monitoring FP programs. The tools are intended to
be used in a group setting with FP stakeholders who are designing a monitoring plan for a program. A
facilitator should work closely with the M&E development team so that the outcomes of the discussions
can inform the M&E plan development process.
Monitoring Plan Accountability Assessment Worksheet
The monitoring plan checklist was designed to assess how well an M&E plan considers principles of
accountability. The checklist can be used during the design of the M&E plan, or as a check to ensure that
accountability principles were integrated into the M&E plan. If gaps are identified, a task team should be
assembled to review the M&E plan in depth and make recommendations to better integrate
accountability.
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Copies of the checklist should be provided to all participants. The participants should be stakeholders
who are knowledgeable about the M&E plan. A facilitator should plan to take notes (or have a note taker
take notes), which can then be used to inform the task team’s work to improve the M&E plan.
Begin the exercise by reviewing the objectives:
•
•

Increase awareness about accountability issues in monitoring plans
Assess the program/projects monitoring plan for strengths and weaknesses related to
accountability

Each participant then completes the assessment checklist. Once completed, the facilitator can lead a
discussion about participant responses. For each principle, the facilitator can ask
•
•

How many of you marked this as a strength of the monitoring plan?
How many a weakness?

If there is disagreement, the facilitator can ask participants who responded differently why they responded
the way they did. If a principle is identified as a weakness in the monitoring plan, the facilitator should
ask for ideas to strengthen the inclusion of that principle in the monitoring plan.
The discussion’s outcomes can then be provided to the task team that will review the monitoring plan and
make recommendations for improving the accountability aspects of the plan.

64

Worksheet 14. Monitoring Plan Accountability Assessment
Accountability Principle

Monitoring Plan Strength

Qualitative data is used as a supplement to quantitative data to reveal
whether particular policies and activities are respecting, protecting and
fulfilling rights while helping to achieve the desired behavior change.
Monitoring takes place on an ongoing basis throughout the program
Monitoring is participatory, involving all stakeholders as far as feasible, and
allows them to assess both progress and any revisions required
A stand-alone human rights theme group helps ensure that human rights are
cross-cutting in activities
Accountability for monitoring is tied in to programs’/sites’ reporting processes
and staff performance systems
Additional monitoring systems are developed and supported as needed,
such as civil society organizations’ oversight bodies, advisory boards and
regular stakeholder meetings (Government, civil society organizations, donors
and the most disadvantaged groups) to assess progress and impact.
Programming processes are coordinated with those of other agencies and
donors
Priorities are aligned with national priorities
Social impact analysis, including gender analysis, is performed throughout the
course of the program.
Information is made available on stakeholders’ entitlements under the project
or program, including any grievance address mechanisms.
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Monitoring Plan Weakness/Gap

Accountability for Voluntarism and Rights Discussion Guide
Copies of Worksheet 15 should be provided to all discussion participants. Label the flipchart paper with
each of the eight factors listed and for any additional factors that the group identifies. Plan to have a note
taker capture the themes of the discussion on flipchart paper at the front of the room.
Open the discussion by explaining the importance of protecting voluntarism and rights in FP programs.
Review the objectives of the discussion, which are to
•
•
•

Increase awareness of factors that could indicate that voluntarism is at risk
Develop way to include these factors in program monitoring plans
Identify what voluntarism issues might look like and potential solutions that can be used if issues
arise

Then proceed to lead a discussion of the eight illustrative factors.
Alternative discussion ideas:
•

If only a few factors are of interest to the group, or are particularly relevant in the program
context, consider choosing a subset of the factors for discussion.

•

If the group is large, small groups can also discuss a few of the factors and report the key themes
of their discussion in plenary. In this case, small groups will need to be assigned factors to discuss
and provided notepaper to record their discussion. The groups can use the flipchart paper
prepared at the beginning of the session when they report back on their discussion.

The facilitator can then ask participants if there are other factors that should be considered when thinking
about voluntarism and human rights. For any additional factors named, the facilitator should lead a
discussion using the three discussion questions provided.

66

Worksheet 15. Factors that May Indicate that Voluntarism is at Risk

For each factor below and any other factors identified during the discussion, also address the following
questions:
•
•
•

How could a program monitor this factor?
What might indicate that there is an issue?
What could a program do if issues arise?

Discussion Questions

Notes

Method mix
•
Is it skewed toward one or more methods?
•
Are there policies or practices that promote
particular methods?
Availability of commodities and supplies
•
Are there stock outs?
•
Are there geographical or site variations in
availability?
Client characteristics
•
Who are you serving?
•
Who are you not serving?
•
Does service delivery data include client
profile information?
•
Does the client profile reflect the
community profile?
Removal services for long-acting reversible
contraceptives
•
Are removal services available?
•
Are there many requests for reversal/
removal?
Reports or rumors about instances of voluntarism
abuse
•
Has the media featured stories about
voluntarism abuses?
•
Are people in communities talking about
voluntarism issues?
Compliance with informed consent requirements
•
Do service sites comply with informed
consent requirements?
Provider attitudes
•
Are providers biased for/against particular
populations groups?
•
Are providers biased for/against particular
methods?
Provider behavior toward clients
•
Do client/provider interactions reflect
quality of care standards?
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ANNEX 1. POWERPOINT PRESENTATION: VOLUNTARY RIGHTSBASED FAMILY PLANNING: WHY, WHAT AND HOW?
A working file of this PowerPoint presentation can be downloaded at www.futuresgroup.com.
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ANNEX 2. VOLUNTARY FAMILY PLANNING PROGRAMS THAT
RESPECT, PROTECT, AND FULFILL HUMAN RIGHTS: A
CONCEPTUAL FRAMEWORK—SUMMARY BRIEF
This summary brief can also be downloaded at www.futuresgroup.com.
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ANNEX 3. CONCEPTUAL FRAMEWORK DETAIL
Framework Inputs and Activities
Country Context
The framework recognizes that family planning programs are affected by a country’s political, social,
cultural, and economic environments. It is important to assess this overall context and to both work within
it and seek to change aspects of it to promote and implement voluntary FP programs that respect and
protect rights. The value of such an analysis is that the process itself, as well as the analysis and
recommendations that it yields, can be helpful in securing an increased understanding of the need for
collaboration across disciplines and sectors in order to identify and reduce barriers to universal access to
sexual and reproductive health and rights, particularly for vulnerable groups.
The key actions at this level are to
•

Assess the overall country and global context—within which voluntary, human rights-based
family planning is situated—and use the findings to inform interventions at all levels, including
interventions related to marginalized and vulnerable populations:
o Overall country governance, including the World Bank’s six dimensions of overall
governance—accountability and voice, political stability and support, rule of law/regulatory
quality, government effectiveness, power relationships and dynamics, and control of
corruption 9
o Health governance, including government stewardship for health (e.g., health systems
strengthening through the establishment of health systems building blocks) and family
planning/reproductive health
o Financing/resources, including the availability of funding at national and local levels for
health, reproductive health, and family planning
o Health policy environment, including those policies related to family planning (e.g., safe
motherhood policy, youth policy) and health status (e.g., maternal morbidity and mortality,
infant mortality, child health status)
o Sociocultural context and gender norms, including those affecting marginalized
populations
o Diverse stakeholder participation, including the engagement of civil society, communities,
and public and private sector actors
o Adherence to global human rights agreements, including in national laws and policies
o Global accountability of donors and other global actors, including to country-level work
o National accountability mechanisms in place, including the means of redress for
violations of rights for government as duty-bearer to respect, protect, and fulfill human rights
(e.g., treaty monitoring bodies, human rights tribunals, national courts), including
accountability for private actors and for international assistance

9

Good governance is defined by high rankings in these dimensions (http://info.worldbank.org/governance/wgi/index.asp).
Governance includes the activities carried out by elected and appointed governmental bodies such as parliaments, ministries, and
regulatory agencies. Governance also goes beyond these to include private firms, civil society advocacy organizations,
community groups, and private individuals.
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Policy Level
Supportive policy has been identified as one of 10 elements of successful FP programming (Richie and
Salem, 2008). Policy making—while of course necessary but not sufficient to ensure voluntary, rightsbased family planning—is a complex process that involves a range of actors with differing demands and
priorities (Walt et al., 2008; Buse et al., 2010). National policies, laws, operational guidelines, strategic
plans, and other policy-related instruments—within not only the health sector but other sectors—establish
how countries address FP issues and whether they do so in ways that respect, protect, and fulfill rights.
For example, in Latin America and Africa, ministers of health and education signed and adopted
declarations that committed their governments to taking action on providing sexuality education—all
through a human rights frame (Cottingham et al., 2012).
The policy level includes those actions or factors that influence policies—and thus the enabling
environment—that affect equitable access and treatment; adequate resources; good governance; and
management and accountability to ensure the availability, accessibility, acceptability, and quality of FP
information and services:
Create an enabling environment for family planning programs
A. Develop/revise/implement policies to respect/protect/fulfill rights and eliminate
policies that create unnecessary barriers to access (All Rs)

•
•
•
•
•
•
•
•
•
•
•

Develop laws and policies that ensure that FP services are sufficiently available; physically
and economically accessible to all people without discrimination; acceptable—respectful of
culture and confidentiality; and of the highest possible quality
Protect women’s reproductive health and human rights
Support the promotion of gender equity and women’s autonomy in realizing their
reproductive rights
Support prevention of harmful practices (e.g., child marriage, gender-based violence, female
genital cutting) and knowledge of the rights violations and harms caused by such practices
Ensure equitable access to services for all groups (e.g., without discrimination in respect of
ethnicity, age, income level)
Ensure the highest standard of reproductive health and address the contributors to poor sexual
and reproductive health
Eliminate unjustifiable access barriers (e.g., client eligibility criteria) or policies that contain
method-specific or performance-based targets or incentives that have the effect of being
coercive in practice
Set service standards and enable task shifting and task sharing and facilitate access to a wide
range of safe and effective contraceptive methods
Protect privacy in service delivery settings
Promote the provision of comprehensive sex education and access to FP (within SRH)
information
Increase access to information on reproductive rights to provide choices and a sense of
entitlement to high-quality services (R2)
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B. Develop/revise/implement policies to ensure contraceptive security, including access
to a range of methods and service modalities, including public, private, and NGO (R2)

•
•
•
•
•
•

Follow through on implementation of the WHO List of Essential Medicines
Ensure a steady supply of a variety of contraceptives, supplies, and equipment
Ensure that relevant ministries and donors collaborate in budgeting for RH supplies
Build the capacity for procurement and data collection systems to track health and supply
needs
Establish an effective supply chain and procurement system, including through a monitoring
system that enables all partners to monitor stock outs and improve the distribution system
Collaborate with global organizations and countries to develop new prevention technologies

C. Create processes and an environment that supports participation of diverse
stakeholders (e.g., policymakers, advocacy groups, community members)—including
government/public sector actors at the national and decentralized levels; civil society
organizations, including women’s groups and human rights groups at the national and
community levels; poor, vulnerable, and marginalized people and other key populations;
community and religious leaders; private sector actors; and related sector actors—to (R2/R3)
•
•
•
•
•

Contribute to setting priorities and standards for FP policies/programs
Advocate for family planning in reform processes
Monitor policies and programs (see bullet D)
Respond to voices and demands of poor/vulnerable groups
Assess and address environmental factors that create barriers to FP use

D. Support and actively participate in monitoring and accountability processes, including
commitments to international treaties (All Rs)

•
•
•
•
•
•
E.

Ensure adequate monitoring and evaluation systems and data (e.g., disaggregated by age, sex)
to facilitate a timely monitoring and accountability process
Monitor action and follow up on commitments and concluding observations from
international human rights treaties (e.g., the Convention Eliminating All Forms of
Discrimination against Women or CEDAW)
Support civil society organizations and others (e.g., women’s group and key populations) to
monitor government policies and performance on FP issues, including quality of care
Ensure that the government monitors the quality of service delivery and FP uptake
Establish or strengthen accountability mechanisms/human rights mechanisms to address
violations of rights (including discrimination or coercion); create a means to redress
violations; and apply rights-monitoring tools (equity audits)
Monitor budgetary appropriations to ensure that reproductive healthcare is covered
Guarantee financing options to maximize access, equity, nondiscrimination, and
quality in all settings (R2/R3)

•
•
•

Ensure national and donor resources and financing mechanisms to implement policies to
expand coverage of FP services and ensure access to a wide range of methods and services by
all (including poor/vulnerable groups)
Identify and reform financing plans that can eliminate barriers to achieving access to FP
services, commodities, and supplies
Ensure a budget line item for FP commodities, equipment, supplies, and services
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Service Level
Providing clients with high-quality services that meet RH needs and respect, protect, and fulfill rights will
appropriately focus significant attention on service delivery. As noted in this paper, the conceptual
framework draws from, and links, key existing frameworks, most notably, the Fundamental Elements of
Quality of Care (Bruce, 1990), IPPF’s rights of clients and needs of providers (Huezo and Diaz, 1993),
and IPPF’s charter of reproductive rights (IPPF, 1996). Most evidence and tools identified in the
systematic review undertaken for this paper relate to the service delivery level.
The service level includes all modalities of service delivery, including public, private, and NGO; clinicand community-based; static and mobile, and social marketing, among others. At the service delivery
level, the framework considers those actions or factors that influence the capacity of the health system to
make voluntary FP services available, accessible, and acceptable and of high quality (that meet clients’
rights and providers’ needs) within both facilities and communities.
Provide equitable, high-quality family planning information, services, and supplies
A. Inform and counsel all clients in high-quality interactions that ensure accurate, unbiased,
and comprehensible information and protect clients’ dignity, confidentiality, and privacy
and refer to other SRH services (All Rs)

•
•
•

Routinely counsel all clients and respect and protect their right to make autonomous decisions
about whether to use family planning and what method to use
Protect clients’ privacy and confidentiality
Address gender-based violence and establish linkages with broader gender-based violence
programming

B. Ensure high-quality care through effective training and supervision and performance
improvement and recognize providers for respecting clients and their rights (All Rs)

•

Provide adequate training, supervision, and resources to providers (including technical
knowledge and skills and rights awareness) to ensure technical competence and reduce bias,
stigma, and discrimination

C. Ensure equitable service access for all, including disadvantaged and marginalized,
discriminated against, and hard-to-reach populations, through various service models
(including integrated, mobile, and/or youth–friendly services) and effective referral to
other SRH services (All Rs)

•
•
•

Ensure access, including for women and girls living with HIV, women and girls living in
conflict and humanitarian crises, the poor, rural dwellers
Provide services at the facility and community levels
Integrate FP with HIV and maternal, neonatal, and child health services as appropriate

D. Routinely provide a wide choice of methods, and services for their proper removal, by
ensuring a sufficient supply and the necessary equipment and infrastructure (R2)

•
•
•

Routinely offer a wide choice of methods to all clients, without discrimination, to meet the
full range of client preferences and reproductive intentions
Ensure reliable, sufficient inventories of supplies, instruments, and working equipment, plus
the infrastructure necessary to maintain the uninterrupted delivery of high-quality services
Ensure that supply chain management training is in place at the central, district, and local
levels
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E.

Establish and maintain effective monitoring and accountability systems, with community
input; and strengthen HMIS and QA/QI processes (All Rs)

•
•
•

Ensure that respecting and protecting rights is built into performance monitoring and
accountability indicators, procedures, and practices
Engage communities in program monitoring and establish a client feedback mechanism
Establish mechanisms to investigate rights vulnerabilities and to redress violations

Community Level
Community participation in health programs has been emphasized since the Alma Ata declaration in
1978, and it is a central tenant of human rights-based approaches to development programs, as articulated
in the UN Common Understanding, adopted in 2003 (HRBA Portal, n.d.). There are two primary reasons
behind community participatory approaches: (1) to use resources from the community to offset costs and
increase sustainability and (2) to empower communities to be more active in health and development
projects so that people have a greater degree of self-determination and are better able to manage their own
lives (Wallerstein, 1993). Zackus and Lysack (1998: 2) describe the latter approach to community
participation:
“Community participation in health … may be defined as the process by which members
of the community (a) develop the capability to assume greater responsibility for assessing
their health needs and problems; (b) plan and then act to implement their solutions; (c)
create and manage organizations in support of these efforts; and (d) evaluate the effects
and bring about necessary adjustments in goals and programmes on an ongoing basis.
Community participation is therefore a strategy that provides people with a sense that
they can solve their problems through careful reflection and collective action.”
Community participation—whether directed toward program development, monitoring, accountability, or
advocacy—may contribute most substantially to the acceptability of FP programs and the ability of
programs to gain traction in traditionally hard-to-reach populations (Rifkin, 2003). While a focus on the
service delivery level is essential, it is not sufficient to ensure that clients have a choice of methods that
meet their needs and have access to the methods they want. It also does not reach potential clients in
communities in which sociocultural barriers to FP use or to autonomous decision making prevent women
from exercising their right to contraceptive information and services.
At the community level, the framework considers those actions and factors that empower communities to
(1) participate in the development and implementation of the policies and programs designed to serve
them; (2) hold policymakers and service providers accountable; (3) adapt norms and customs; and (4)
enhance community knowledge of human rights and of family planning in order to facilitate the respect,
protection, and fulfillment of community members’ rights to high-quality, voluntary FP information and
services.
Ensure equitable participation/engagement in policy and program development,
implementation, and monitoring
A. Engage diverse groups in participatory program development and implementation
processes (R2/R3)

•

•

Encourage and support civil society participation, including women’s groups and human
rights groups at the national and community levels; poor, vulnerable, and marginalized
people, youth, and other key populations; and community and religious leaders in the design,
implementation, and monitoring of policies and service programs
Ensure a representative approach by identifying underrepresented groups and addressing
factors that impede their participation in the program development process
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B. Build/strengthen community capacity in monitoring and accountability and ensure
robust means of redress for violations of rights (R2/R3)

•
•
•
•

Increase community literacy in human rights, monitoring, and accountability
Establish an active process of engagement between the community and health system through
negotiations to improve outcomes and to ensure that rights are respected, protected, and
fulfilled
Educate the community on mechanisms to ensure a high quality of care and voluntary,
informed decision making
Ensure improved health outcomes through the monitoring of provider performance, the
quality of services and facilities, and the availability of commodities and services

C. Empower and mobilize the community to advocate for reproductive health funding and
an improved country context and enabling environment for family planning access and
use (All Rs)

•
•
•
•
•

Build/strengthen communities’ capacity to advocate for available, accessible, acceptable, and
high-quality healthcare
Promote community and civil society participation in the mobilization of and decision
making around local funding and budgets for health services
Foster advocacy to address social barriers to access, including barriers to RH education
Increase overall awareness and support for reproductive rights, gender equity, and
information and access for young people
Build awareness and support for the reproductive rights of vulnerable groups

D. Transform gender norms and power imbalances and reduce community-, family-, and
partner-level barriers that affect the realization of reproductive rights (R3)

•
•
•
E.

Address community and other environmental factors that create barriers to FP use by
changing relevant norms, attitudes, and behaviors and promoting self-determination in FP use
at the community level
Engage gate keepers of the community—traditional, religious, or cultural
leaders/individuals—in support of family planning
Engage men constructively in FP and SRH

Support healthy transitions from adolescence to adulthood (All Rs)

•
•
•

Work with community leaders, parents, and adults who play significant roles in the lives of
youth to build support for young people’s reproductive health and rights and access to highquality FP services
Prepare girls and boys for adulthood by teaching hygiene, self-esteem, rights, life skills, etc.
Provide age appropriate education on reproductive health and rights to young people

Individual Level
Taking to heart “the right of individuals and couples to decide freely and responsibly the number and
spacing of their children,” the individual is at the heart of a voluntary, human rights-based approach to
family planning. With the realization that individuals can face significant challenges to exercising their
reproductive rights, the individual level of the framework considers those actions and factors—including
family, educational, religious, gender, and social norms—that influence the ability of individuals in a
particular community to exercise their reproductive rights, including the right to voluntary FP information
and services.
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Enable individuals to exercise reproductive rights
A. Increase access to information on reproductive rights, contraceptive choices (All Rs)

•
•
•
•

Support self-help groups and other networking and information sharing vehicles to spread
information and provide support for attitude and behavior changes
Increase individuals’ knowledge about human rights, reproductive rights, and respectful,
high-quality treatment within health facilities on the basis of equality and nondiscrimination
Educate about changing contraceptive needs of women as they progress through their
reproductive life cycle
Fill knowledge gaps and correct myths about family planning

B. Empower, through education and training about reproductive health, self-esteem, rights,
life-skills, and interpersonal communication (R1/R2)

•
•
•
•

Improve partner communication and negotiation skills
Promote gender equitable attitudes and behaviors
Improve health literacy and communication skills
Foster support of family members and other influential people for use of family planning

C. Foster demand for high-quality services and supplies through IEC/BCC and empower
individuals to demand their rights be respected, protected, and fulfilled (R2)

•
•

Educate vulnerable individuals about the programs that have been designed to serve them,
such as voucher schemes or community-based service provision
Engage men as partners in reproductive decision making without compromising women’s
autonomy to make decisions related to their sexual and reproductive health

Outputs
The inputs and activities in the framework emphasize a rights-based approach to voluntary FP
programming. Using a logic model framework facilitates linking the proposed activities to corresponding
rights-based outputs and outcomes. It also lends itself to taking a systems view of family planning
programs. Meadows (1999) includes the “goals of the system” as one of most important leverage points
for transformational change of complex systems. This framework for voluntary, human rights-based
family planning operationalizes actions that will help achieve both family planning and human rights
goals, which need not be in opposition. Although the final FP outcomes to be measured for FP2020 have
yet to be named, the outputs of this framework lead to outcomes that move beyond traditional measures,
such as the contraceptive prevalence rate, to measure factors that indicate the availability, accessibility,
and acceptability of family planning and that emphasize accountability for quality and equity in
programming.
Using a human rights framework highlights the obligation of duty bearers to promote available,
accessible, acceptable, and high-quality family programs (AAAQ). AAAQ in family planning should be
activity outputs at the policy and service levels. Whereas these obligations fall on governments, the
framework indicates their relevance to service managers and providers to ensure that their services respect
and protect rights. General Comment 14 of the U.N. Committee on Economic, Social, and Cultural Rights
(UNCESCR, 2000) defines the terms:
•

Availability refers to functioning public health and healthcare facilities, goods, and services, as
well as programs available in sufficient quantity within the country.

•

Accessibility has four components: nondiscrimination, physical accessibility, economic

accessibility, and information accessibility.
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•

Acceptability implies that all health facilities, goods, and services must be respectful of medical
ethics and culturally appropriate (i.e., respectful of the culture of individuals, minorities, peoples,
and communities, sensitive to gender and life-cycle requirements, as well as being designed to
respect confidentiality and improve the health status of those concerned).

•

Quality emphasizes that health facilities, services, and commodities must also be scientifically

and medically appropriate and of good quality. This requires, inter alia, skilled medical personnel,
scientifically approved and unexpired drugs and hospital equipment, safe and potable water, and
adequate sanitation.
The AAAQ was created to clarify the content and meaning of the right to the highest attainable standard
of physical and mental health. The activity outputs related to increasing AAAQ in the context of family
planning can be made more specific when the framework is used for program and policy development;
only a few outputs are provided in the framework as examples.
The technical quality described in the General Comment can be further supported by the decades-long
history within family planning, emphasizing high quality of care (Bruce, 1990). The concept of quality of
care reinforces the rights to self-determination, information, and education by underscoring the
importance of informed choice and the quality of the interpersonal interaction between clients and
providers. In the context of family planning, the historical and ongoing emphasis on quality of care
constitutes the Q element of AAAQ; therefore, the elements of quality of care for family planning are
included in the outputs section of the framework to show their unique contribution to framing outputs and
related indicators. The components of family planning quality of care include
•
•
•
•
•
•
•
•

Women make full, free, and informed decisions about FP use
Women have access to a choice of methods
Information given to clients is accurate, unbiased, and comprehensive
Providers have the technical competence to provide or refer clients for a range of methods
Provider trainings reflect commitment to respecting, protecting, and fulfilling human rights, and
supervisors reinforce training by rewarding service provider performance that respects, protects,
and fulfills rights
Providers have sufficient time and communication skills for high-quality client-provider
interactions
Follow-up and continuity mechanisms are in place to support continuous contraceptive use and
method switching
An appropriate constellation of services is available to support ease of access and overall
reproductive health

Quality of care reinforces and expands on concepts such as availability and quality, but it does not
emphasize equity to the degree that a human rights approach to family planning requires. By including
both AAAQ and quality of care, the outputs of the framework are described in such a way that both issues
of equity and quality are adequately reflected.
AAAQ and quality of care provide a comprehensive base for outputs related to the supply side and
aspects of the country context for FP programs and the enabling environment for individuals to exercise
their reproductive rights. Additional outputs are expected from the community- and individual-level
activities. Priority outputs that are adapted to the needs, concerns, and context of the community need to
be determined at a local level. Overall, a program that incorporates community- and individual-level
activities will promote a stronger enabling environment for family planning by addressing communitylevel barriers to family planning and stimulating demand for high-quality services. Outputs that describe
community participation in developing and accessing programs, promoting accountability mechanisms,
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engaging in advocacy, and meeting the needs of adolescents and disseminating information can be
specified at the local level.
Ultimately, the desired outcome is that rights to (1) reproductive self-determination (right to bodily
integrity and security of person and the rights of couples and individuals to decide freely and responsibly
the number and spacing of their children); (2) rights to sexual and reproductive health services,
information, and education (including right to the highest attainable standard of health); and (3) rights to
equality and nondiscrimination (right to make decisions concerning reproduction free of discrimination,
coercion, and violence) are respected, protected, and fulfilled. These rights are respected, protected, and
fulfilled through working at the policy, service, community, and individual levels.
Determining what to measure to assess the impact of the framework’s activities is crucial to identifying
successful FP programs. Measures and indicators should gauge progress toward achieving the goal of
reaching 120 million new users but also recognize and reinforce program obligations to respect, protect,
and fulfill rights throughout FP programming by explicitly evaluating the extent to which they do that.
Linking voluntary, rights-based activities to measurable outputs, outcomes, and impact increases
accountability for programs to achieve results in a transformational way.

Outcomes and Impacts
Family planning programs contribute to a range of positive outcomes—both for individuals and societies.
Over time, these outcomes have been used as three rationales for investment in family planning:
individual empowerment, improved health and well-being of mothers and children, and a country’s ability
to plan and manage development. These rationales have also been described as human rights, health, and
demographic rationales (Seltzer, 2002).
This conceptual framework describes a vision of success for voluntary, human rights-based FP programs
that embrace both human rights and health outcomes. Leading up to the 2012 London Summit, the health
rationale was first emphasized and the human rights rationale was subsequently included. Yet, when
women choose and use FP services that respect and protect rights, there are additional benefits related to
overall improved health and the ability to achieve wider national sustainable development goals. The
outcomes will likely also provide benefits for countries to plan and manage development. Illustrative
outcomes in the framework include, for example, increased trust in FP programs, achievement of
universal access to FP, increased equity in service provision and use, sustainable availability of a broad
range of contraceptive methods, and increased fulfillment of the demand for family planning. Illustrative
impacts include a reduction in unintended pregnancies, decreases in maternal and infant deaths, a
decrease in unsafe abortion, and a decrease in adolescent fertility. In addition, impacts include an increase
in women’s agency to achieve their reproductive intentions throughout the life cycle and an increase in
the well-being of individuals, families, communities, and countries.
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