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ACPN  Association of Community Pharmacists of Nigeria

AGPMPN Association of General and Private Medical Practitioners of Nigeria 

AGPNP Association of General and Private Nursing Practitioners

CBS  Child Birth Spacing

CHEWS Community Health Extension Workers

FP  Family Planning

HCD  Human Centered Design

HMIS  Health Management Information System 

IPCC  Inter Personal Communication and Counselling 

LARC   Long-Acting Reversible Contraceptives

LSMOH Lagos State Ministry of Health 

MNCH  Maternal Newborn and Child Health 

MCH  Maternal and Child Health

NDHS  Nigeria Demographic and Health Survey

NURHI Nigerian Urban Reproductive Health Initiative

PPFP  Post Pregnancy Family Planning

PIP  Performance Improvement Plan

RH  Reproductive Health

SBCC  Social and Behavior Change Communication

WSO  Whole Site Orientation 
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The Post Pregnancy Family Planning (PPFP) project (2017-2021), funded by the Bill & Melinda 
Gates Foundation and MSD for Mothers, aimed to achieve an increase in the Contraceptive 
Prevalence Rate (CPR) in Lagos State by reducing ideational barriers linked to knowledge, 
misperceptions, spousal communication, self-efficacy, and risk perception for post-pregnancy 
women and families. The project worked in 236 private health facilities in Lagos State.

The post-pregnancy period is defined as the period from pregnancy to one year post-
delivery, irrespective of the outcome (live birth, stillbirth, or miscarriage).

Evidence has shown that improving the quality of family planning services is critical to 
increasing contraceptive uptake (WHO, 2020). Therefore, to address the gaps in providing 
quality service, the project tailored interventions: capacity building, provision of tools and job 
aids and creation of an enabling environment to meet the unique needs of the private sector. 
Whilst taking into cognizance, the profit-oriented nature of the private sector, the project 
focused on ensuring the provision of client-centered services. 

This document showcases the significance of improving quality FP services within the private 
sector to increase modern contraceptive uptake amongst post-pregnancy women, which will 
ultimately result in better health outcomes.

BACKGROUND
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A key barrier to increasing modern contraceptive use in Nigeria remains limited access to 
quality family planning services (NDHS, 2018). In Lagos state Nigeria, the private health sector 
caters for over 65 percent of the state’s population, thus, implementation of the project 
activities provided an opportunity to reach a vast majority of citizens with quality and 
comprehensive family planning services. 

According to the NDHS 2013, the private health facilities also present as the most preferred 
place by women for antenatal clinic visits and delivery.

Family planning service delivery and the private sector 

Table 1: Percentage distribution of place of delivery in Lagos State 

In Lagos, almost all pregnant women (94%) attend ante-natal care (ANC), 78% of women have 
a facility birth and the immunization rates are very high, with 90% at 6-weeks, and 75% at the 9-
12-month visit. However, despite the numerous visits during these crucial periods, evidence 
revealed clients were not being counselled on family planning options or provided services 
during these times (PPFP situation  analysis, 2017)

Home Public Private Others

15.6

27.4

48.3

8.7
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Formative research across selected private health facilities in 2018 revealed that only 42% of the 
providers received any form of in-service FP training, more than 80% did not have written 
guidelines on FP integration, whilst only about 30% had the necessary protocols in place for 
quality assurance processes (PPFP baseline survey, 2018)

Figure 1: Baseline ndings from the Projects’ Health Facility Survey (N = 182 health facilities) 
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The project reduced missed opportunities by promoting the integration of family planning 
services across the MNCH continuum of care and facilitating referrals and the provision of 
counselling at the various health service delivery units. Every facility visit, therefore, provided an 
opportunity for comprehensive family planning information and services. The Project also 
equipped health providers with the knowledge and skills required for these services.
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Antenatal Care 

Delivery 

Postnatal Care/
Immunization

This creates various opportunities to encourage the woman 
to talk to her partner about their family goals and when/if they 
want to have another child after delivery, to provide accurate 
knowledge about contraceptive methods and their safety 
and build intention to use family planning after delivery. 

This period provides the opportunity to provide pre-discharge 
balanced FP Counselling and provide a pre-selected post-
partum family planning option. It also allows for referral of FP 
clients and initiation of lactational amenorrhea method.  

This period offers the opportunity to ask women about their 
family planning decisions. If they are not using an FP method 
and do not wish to get pregnant immediately after delivery, 
they will be referred and adequately counselled and provided 
their method of choice. 

PPFP integration along the MNCH continuum of Care

Antenatal care Delivery Postnatal care/ 
Immunization 

The 6-month visit post-delivery is particularly important as women who are 
using Lactational Amenorrhea Method, will no longer meet the criteria for using 
exclusive breastfeeding as a family planning method, and need to be followed 
up to transit to another modern FP method
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Performance improvement assessment 
to assess the FP needs of each facility

Environment                     Training                     Tools

Improving quality family planning services delivery within the private sector 

To ensure the delivery of quality family planning services in the supported private health 
facilities, the project adopted the service delivery strategy of the NURHI2 Project to suit the 
peculiarities of the private sector whilst continually using data to modify intervention. 
 
The service delivery strategy commences with a performance improvement assessment of 
the health facilities and is focused on improving the quality of family planning services by 
holistically addressing three key areas:

Figure 2: The Service delivery strategy for quality improvement 
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Availability Designated 
FP space (%)

Private 
Consulting 
room (%)

Private 
Examination
room (%)

IUD Removal 
& Insertion 
Kit (%)

Not Availability
Non-functional 
Functional 
Total 

81.3
3.9

14.8
182

20.3 
1.1 

78.5 
182

12.1 
1.7 

86.3
182

19.2 
0.6 

80.2 
182

A Performance Improvement Plan (PIP) is developed for each health facility based on findings 
from a Performance Improvement Assessment (PIA) conducted to determine gaps in family 
planning service provision. It provides details of the available human resources, equipment, 
and infrastructure for the provision of FP services, services rendered by the facility and the 
required interventions based on gaps identified. The PIP is facility-specific and provides a 
framework for a systemic and collaboratively planned approach to improving health service 
delivery and organizational performance in three key areas namely environment, training, and 
tools.

1.  Environment

The service delivery environment can be described as the situation clients find when they seek 
services. They are tangible factors (e.g., infrastructures, equipment, and supplies) and the 
intangibles e.g., treatment received from staff, educational messages received). The baseline 
research showed that most of these facilities did not have designated family planning spaces 
or lacked a conducive environment for service provision.   

Development of a performance improvement plan 

Table 4: Availability of infrastructure/equipment for family planning

Source: PPFP Baseline health facility survey, 2018
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Pacic Hospital FP room Before and after Makeover

To complement the upgrade of the physical environment, the Project also positively 
influenced the non-tangible environment by conducting a whole site orientation (WSO). The 
orientation involved the participation of clinical and non-clinical staff from various units and 
included facility managers, security personnel, cleaners, record officers, nursing assistants, and 
other cadres, who were reached with FP information. The WSO provided an avenue to 
introduce the essentials and benefits of family planning to all facility staff. It was crucial in 
ensuring that the health workers were knowledgeable about family planning and addressed 
myths and misconceptions, encouraged intra-facility referral, and generate demand for FP.  
This helped to ensure that clients got accurate FP information irrespective of who they 
encounter within the facility. For continuous staff update and sustainability, the WSO which is 
facilitated by a trained provider has been incorporated in the facility’s routine staff meeting.

To address this, the Project modified the proven-to-work 72-hour clinic makeover approach of 
NURHI2 to work in the private sector, with the collaboration and contribution of the facility 
owners in the planning, financing, and implementation. This approach upgrades the physical 
environment of the health facility to improve privacy, provider-client interaction, client 
experience and satisfaction. The process involved the basic renovation of the family planning 
space and provision of basic equipment in line with the performance standards for family 
planning service provision in Nigerian hospitals, within three days, based on the clinic 
schedule. The makeover contributed to the availability and delivery of quality and 
comprehensive family planning services across all supported facilities. 



10

L-R.  WSO at Promise Hospital and Oak Hospitals

It has been a great achievement for us.

Quality FP services: a win-win for private hospitals

“Some of the trainings that we received from PPFP 
project, they told us to use every opportunity to 
counsel our clients about Family Planning. 
Because of that, we have incorporated Family 
Planning in every of our clinic. We have them in 
our Theatre Clinic, Post-natal Clinic, we have them 
in our Infant and Child Welfare Clinic. We have 
them when we have post-abortal patients; people 
who had incomplete or septic abortion, after we 
have given them the normal treatment. We also 
use that opportunity to counsel them about 
Family Planning methods and quite a number of 
them have taken up one method or the other. It 
has been a great achievement for us as it has 
projected us in a place where you can get reliable 
and quality Family Planning services.”
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2. Training

Family planning providers are at the core of the health systems response to suboptimal quality 
or unavailability of FP services in many settings (WHO, 2018). The availability of trained 
providers remains a key determinant and one of the key elements used in assessing the 
quality of family planning services in any health system (Bruce, 1990; Jain, 1992; Measure, 2001; 
Agha, 2009). 

The project, therefore, aimed to improve provider competencies by building the capacity of 
the different cadres of providers in clinical service provision, interpersonal communication and 
counselling and commodities logistics management system, with a focus on addressing 
provider bias and values.  

At inception, the Project reviewed the National Training Manual for physicians and 
nurses/midwives in the private sector and adopted it to include components of post-
pregnancy family planning. In line with the recently adapted task shifting policy by the Lagos 
state, the Project developed a training curriculum for CHEWs and other health workers.

Each facility differed in structure, process, staff quality and strength. 
Engagement with the sector also highlighted the challenges of high 
attrition rate, flexibilities around staff release for meetings outside the 
facility, and heavy workload on the healthcare professionals. This 
necessitated different modes of delivery of training and supervision 
packages based on the peculiarities of each facility.
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The categories of training are as follows: 

Training of Doctors and Registered Nurses/Midwives on long-acting reversible 
contraceptives.

The project conducted 5-day competency-based 
t ra i n i n g  o n  L o n g - A c t i n g  R e v e r s i b l e 
Contraceptives (LARC) and IPCC skills. The 
training included theoretical and practical 
sessions and was implemented at a training site 
or within the facility based on the availability of 
the health workers. It focused on the timing of 
the various methods during the post-pregnancy 
period, balanced counselling, values clarification 
sessions, addressing providerbiases, myths and 
misconceptions surrounding the uptake of FP 
and post-abortion care. The training also covered 
FP commodities logistics management systems.

Participants during a practical training session

Training of CHEWs on injectables

The project trained Community Health Extension 
Workers (CHEWs) on contraceptive injectables 
and interpersonal  communication and 
counselling (IPCC). The training included values 
clarification sessions, practical sessions, group 
discussions and role-play sessions. The training 
also covered record-keeping using the HMIS 
tools. Training session for CHEWS

Training of other health workers on interpersonal communication and counselling 
skills. 

Orientation on family planning and interpersonal communication and counselling was 
introduced for lower cadre health workers such as the nursing assistants. This included 
theoretical sessions, role plays, and video demonstrations. The health workers were also given 
orientation on inter and intra facility referrals, how to give health talks, and address myths and 
misconceptions. These sessions built their capacity and ensured the availability of correct 
accurate FP information across the facilities.
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Physical and virtual training of Nursing Assistants on IPCC and Referrals 

The project supported step-down training to 
address the high staff attrition rate in the 
facilities. These are conducted immediately 
after each training or when a new staff is 
employed to provide FP services or as a 
refresher during clinical meetings within the 
facilities. The trained providers utilize the 
developed how-to guides for conducting step-
down training, complemented by the job aids, 
training models and tools from the project. In 
addition to ensuring capacity retention, this 
training also increased family planning intra-
facility referrals from service delivery points 
within the facilities. 

Step down training of health workers.

Trained provider conducting step down 
training to the other health workers

Using human-centered design, other avenues for training health workers were identified by 
the providers such as during monthly or clinical meetings, orientation for newly employed 
staff, use of standard operational guidelines, visit to nearby primary health centres for clinical 
skills upgrade. 
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Supportive supervision promotes mentorship, joint 
problem-solving and communication between 
supervisors and supervisees. It was conducted 
across facilities for the newly trained providers 6 
weeks post-training and subsequently quarterly to 
ascertain the practical use of impacted knowledge 
and skills. The providers are supervised by  
consultants on FP methods provision, quality 
improvement and proper use of the data tools.

A sequel to the visit is the development of Quality 
Improvement Plans (QIP) which identified gaps, 
areas for improvement, and responsible persons. 

Post-training Supervision (Family Planning Supportive Supervision)

Post training Supportive supervision 

We have been empowered

“I only had FP knowledge from my school days, and I have 
always wanted to know more. Since we were trained by the 
PPFP project, I have been providing all the modern 
methods. 

At Uwemedimo, everytime we see a woman, we sieze all the 
opportunity to talk to them about FP, and I can tell you that 
all the nurses here can also attend to the clients that show 
interest very well. 

I am confident that when I am not around, quality family 
planning services will still be available. “

The facilities were subsequently followed up, which sometimes involved advocacy visits to the 
facility owners. This process was modified into a self-assessment process due to the COVID-19 
pandemic and for sustainability.

Alozie Lilian 
Matron and FP provider 
Uwemedimo Hospital
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Tools

The health facilities were furnished with service protocols, service delivery job aids, and Social 
and Behavioral Change Communication (SBCC) materials for the provision of comprehensive 
family planning services;

n Job aids on the timing of modern family planning methods in the post-pregnancy 
period and the use of Exclusive Breastfeeding as a modern family planning method  

n How-to-guides as a sustainability approach for the provision of quality family planning 
services

 – Collection of family planning commodities from the State Government 
 – Conducting step down training in the facilities. 
 – Conducting outreaches at the community level 
n Quality improvement guides for the institutionalization of quality improvement 

measures
 –  Quality improvement guides for health workers 
 –  Infection prevention and use of personal protective equipment for family 

planning services during the COVID pandemic. 
n Entertainment education videos 
 – Family Planning Health Talk video 
n Use of Distance Learning Application tools for continuous capacity strengthening.
 – “My Family Planning Guide App” on Google Play store has a library of 

educational materials, videos, clinical demonstrations, and other essential 
materials for learning and addresses providers’ bias and values.

n Use of stamps for documentation of FP counselling during pregnancy and timely 
follow up after delivery.

n Guides that assess the daily performance of the provider and helps improve proficiency.
 – My Conscience guide.
 – Approaches for capacity building and providing quality FP services in the private 

sector.
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Use of tools during counselling by the FP Provider 

Other Job aids distributed to the health workers 

n WHO Medical Eligibility Criteria (MEC) wheel
n USAID Childbirth Spacing poster
n Balanced Counselling strategy (BCS) cards and algorithm
n How to be reasonably sure a client is not pregnant.
n Global Family Planning Providers handbook
n Waste segregation poster
n FP/CBS tabletop flip chart
n Performance standards for FP services in Nigeria
n Frequently Asked Questions booklets
n Family Planning/CBS leaflets
n Family Planning Method-specific leaflets
n How-to-guide for handwashing, disinfection, and decontamination posters

Appropriate use of the tools is monitored during facility visits, 
supportive supervision, and engagement of the facilities. 
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The PPFP methods timing poster How-to-guide for collection of free 
commodities from the Government

Quality improvement guide for health workers

Stamp for documentation of family 
planning services 
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Quality Improvement Measures

Quality Improvement remains critical to maintaining and sustaining the quality of family 
planning services. It is the combined effort of everyone including the health workers, clients 
and their families to make changes that lead to better system performance and better health 
outcomes for the clients. 

Lactational Amenorrhoea Method (LAM) Poster
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Bruce Jain Quality framework 

This is made up of the following elements: 

Bruce Jain framework for quality 
family planning services  

Description 

Choice of contraceptive methods  
    

Full and accurate information

Technical competence

    

Interpersonal communication skills

    
Continuity of care and follow up

The appropriate constellation of 
services 

n The Client receives her choice of method if 
medically eligible.

n The facility has all choices of methods with no 
stock-out      

n The provider gives adequate information on the 
method of choice (how to use, possible side-effects 
and what to do about the side effects)

    
n The provider follows infection prevention 

guidelines and provides family planning in line 
with the required standards

    
n The Provider has good counselling skills.
n The client is assured of confidentiality and privacy  
  
n The provider gives information on when to return.

n The facility ensures the clients receive all services 
required  

Using the Bruce Jain framework, the project supported the private facilities to institutionalize 
the quality of care in family planning service provision by examining their existing processes, 
identifying gaps, and developing activities to address them in line with the standard 
measures.
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Quality improvement Teams 

To drive the quality improvement process, aid sustainability and ensure ownership of project 
interventions, Quality Improvement Teams were constituted in the private health facilities. 
These were aimed at maintaining quality, seeking more areas of improvement in the facility 
processes and generally improve client satisfaction. The teams meet regularly to identify and 
address quality gaps in providing healthcare to the clients. 

The quality improvement Teams were provided support to use the 6-sigma (DMAIC) 
improvement approach to address gaps identified and effect continuous improvement in 
processes.

Quality Improvement Approach 

The 6-sigma (DMAIC) quality improvement approach

Follow-up activities to ensure 
sustainability and maintenance of 
quality e.g. appropriate use of tools, 
feedback to stakeholders from 
data outcomes 

Address the root cause to 
improve quality through 
strategies such as client 
centered approaches, SBCC 
interventions and 
conventional/unconventional 
capacity building interventions 
e.g. HCD, mentoring/coaching

Determine the root cause of the problems 
from ndings and develop PIPs to improve 
the quality of FP services

In-depth performance 
needs assessment with 
data analysis to quantify 
the magnitude of the 
challenges, and 
subsequently magnitude 
of change

Clients’ perceptions about FP; 
inadequate FP equipment and 
infrastructure; lack of 
professional capacity; high cost 
of quality services; lack of full 
range of methods

Control 
Dene 

Analyze 

Measure 
Improve
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Now we know better

“Since PPFP Project, there have been improvements, 
many people have been coming for Family Planning. 
Before, we did not have implants and we were not 
trained. We were doing only IUCD, oral pills or 
injectables. But when PPFP came up, we had a lot of 
trainings, and even people started coming than 
before. 

We did not know that immediately after delivery, 
someone can do Family Planning, but now, we know 
better, and people have trooping in for the methods.
As you know, this is a maternity home, so even with 
Covid 19, when you come here, you will see a lot of 
pregnant women and mothers and we have been 
talking to them about FP.” Folasade Akinlolu,

Matron, FP Provider at Modupeoluwa 
Maternity Home, Mushin

Expanded private sector access to affordable commodities.

An important component of increasing access to FP services is ensuring the availability of a full 
range of contraceptive methods in the health facilities to address specific FP needs and 
preferences. One key barrier within the private sector setting was the cost of the commodities. 
Many of the private providers did not have access to low-cost commodities and were unable to 
buy in bulk due to the low volume of family planning clients. 

The project addressed this by advocacy visits to the State Government to obtain approval for 
the collection of family planning commodities by the private sector providers and 
subsequently linked the facilities to the nearest Local Government Area. The facilities were also 
connected to social marketing organizations to ensure multiple sources of commodities to 
prevent stock out. With access to reasonably priced commodities, the private providers 
embraced family planning service as a sustainable business model. The Project also provided a 
guideline that detailed the eligibility criteria and step-by-step instructions for collection from 
the State government. These interventions have contributed to addressing commodity stock-
out across the supported facilities.
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Multiple Sources of Contraceptives

Prior to project commencement

42.5%

27%

27.5%

3.2%

Facilities not accessing
from any source

Facilities accessing 
from the

local government

Facilities procuring 
from Vendors e.g

Pharmacy & Chemist

Facilities procuring
from Social marketing 

franchise

55%

17%

28%

After project implementation

The 236 private health facilities now have regular access to contraceptives 
through linkages to various sources of family planning commodities

Facilities procuring
from Social marketing 

franchise

Facilities accessing 
from the

local government

Facilities procuring 
from Vendors e.g

Pharmacy & Chemist
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% commodity stockout across batch 1 facilities

Apr
-1

8

Aug
-1

8

D
ec

-1
8

Apr
-1

9

Aug
-1

9

D
ec

-1
9

Apr
-2

0

Aug
-2

0

D
ec

-2
0

Apr
-2

1

100

75

50

25

0

Reduced stock out across the supported facilities

Implementation was in phases; Batch 1 is composed of 40 facilities, 
Batch 2 is composed of 70 facilities, Batch 3 is composed of 73 facilities, 

Batch 4 is composed of 53 facilities
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n The availability of multiple sources for procuring FP commodities resulted in a significant 
reduction in stockouts across the  private health facilities. 

n Advocacy and orientation of facility owners ensured the smooth implementation of service 
delivery interventions and ownership of project activities. 

n Adaptation of interventions to suit each facility’s structures and processes were key to 
program success and sustainability.

n Immediate step-down by trained providers ensured the retention and transfer of 
knowledge and skills in the facilities. It also helped to address gaps resulting from high staff 
attrition within this sector.

n Routine provision of FP health talks and referrals during MCH clinics was critical for 
successful FP integration.

n Development and proper use of guidelines ensured quality family planning service 
provision.

n Facility scorecards and peer to peer learnings enhanced healthy competition amongst 
supported facilities and created facility-driven improvement.

Key learnings
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