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Abstract
Background: Rwanda has markedly increased the nation’s contraceptive use in a short period of time,
tripling contraceptive prevalence in just �ve years between 2005 and 2010. An integral aspect of family
planning programs is the interactions between family planning providers and clients.

Methods: This study aims to understand the client-provider relationship in the Rwandan family planning
program and to also examine barriers to those relationships. The data used for this study come from
eight focus group discussions with family planning providers and 32 in-depth interviews with family
planning users.

Results: Data analysis revealed that, despite workplace related challenges – including inadequate
sta�ng, training, and resources, relationships between providers and clients are strong – and that
providers work hard to understand, learn from, and support clients in their initiation and sustained use of
contraceptives.

Conclusion: Via continued and strengthened government support of family planning providers in health
facilities and communities, Rwanda will likely sustain many current users of contraception and engage
even more Rwandans in contraceptive services in the future.

Background
Analysis suggests that if all maternal and child health needs were met – the health and life impacts
would be signi�cant: maternal mortality would decline by 70%, newborn deaths would reduce by 40%,
there would be two thirds fewer unintended pregnancies, and unsafe abortions would drop by 73% (1).
Family planning, a crucial maternal health service, contributes to reductions in maternal, infant, and
childhood mortality via prevention of unwanted pregnancies and a reduction in births (2). The impact of
family planning is larger than the individual, as family planning use aids families, local communities, and
entire nations in achieving better health outcomes (3). While there is recognition that strong health
systems positively impact health, there is less consensus on how to strengthen them (4).

An integral aspect of a strong health system are the people who provide the services. Health providers
everywhere face challenges – but those in developing nations often face more substantial barriers to
health service provision than providers from developed nations. Health providers from developing nations
commonly note challenges with inadequate sta�ng, training, and supplies (5–8).

When faced with these challenges, it is di�cult for health providers to offer the health services they are
trained to deliver, such as the abusive treatment of clients by providers during childbirth (9,10). Against
this backdrop of lower quality care during childbirth, what about family planning care provision by health
workers? An important piece of family planning programs is the interactions between family planning
providers and family planning clients (11), as identi�ed by Bruce and Jain in their pivotal work on quality
in family planning programs (12,13), and later revised in the context of rights-based care (14). Within
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these frameworks, there are a number of elements related to quality, one of which is interpersonal
relationships. With interpersonal relationships, the emphasis is on treating the client as a partner in the
contraceptive use journey with dignity and respect.

Rwanda has markedly increased its contraceptive prevalence rate in a short period of time, tripling
contraceptive use among married women from 12% to 52% in just �ve years, between 2005 to 2010, with
use nominally rising �ve years later to 53% in 2015 (15). Rwanda is a stand-out in terms of family
planning program success (16,17). Amidst this backdrop of rapid increase in contraceptive use in
Rwanda, this study aims to understand the workplace challenges Rwandan family planning providers
contend with as well as provider efforts toward positive client-provider relationships.

Methods
This qualitative study was conducted from February to July of 2018. Qualitative data were collected via
focus group discussions (FGD) and in-depth interviews (IDI) in the Musanze and Nyamasheke districts of
Rwanda (the areas of the country with the highest and lowest rates of modern contraceptive prevalence
rates, respectively (15)). In total, eight FGDs with 88 family planning providers, four FGDs with family
planning nurses and four FGDs with community health workers, and 32 IDIs with experienced modern
contraceptive users were conducted, split evenly by district.

Family planning providers were recruited with the help of government and non-governmental Rwandan
staff who were knowledgeable about and knew the family planning providers in each district. The
experienced contraceptive users were recruited via family planning providers. All potential study subjects
were recruited face-to-face or from telephone calls. The study design initially called for eight study
participants in each district who were current modern contraceptive users for at least six months, and
another eight participants who had discontinued a modern contraceptive method in the last six months.
After recruitment and data collection had already begun, it became clear that there was a
misunderstanding between the researchers and the recruiters in terms of what constituted
discontinuation of modern contraception – as well as di�culty in �nding recent discontinuers. As a
result, the contraceptive users included in this study were all experienced modern contraceptive users, and
the vast majority were currently using modern contraception.

Six data collectors, two male and four female university educated students, received a week long
intensive training workshop that included review of research ethics, consenting study participants,
reviewing the consent forms, qualitative data collection techniques, review of the topic guide, and ample
practice using the topic guide in training scenarios.

Each focus group discussion and interview was conducted in Kinyarwanda. Each study participant
participated in the study at one time point only. The FGDs took place inside private rooms at public
institutions. The IDIs took place in outdoor areas selected by the interviewer and participant for their
privacy. Only data collectors (two for the FGDs, and one for the IDIs) and the study participants were
present during data collection. Data collectors and study participants did not know each other prior to
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data collection so basic introductions were made immediately prior to consent and data collection. The
impetus for the study was clear through the reading and discussion about the consent form. There were
no respondents who refused to participate in the study.

Audio recordings and �eld notes were transcribed into English. All transcription occurred in Rwanda.
Transcripts were not returned to participants for comment. The FGDs lasted on average two hours, and
the IDIs lasted 43 minutes.

The entire research team participated in coding the data. Every research coded the same transcript
individually. Then the research team met as a group to share coding results and agree on a master code
list and de�nitions. All codes were generated in-vivo, from the data. Then the researchers coded the
remaining transcripts. Data analysis was guided by the thematic content analysis approach (18) using
inductive thematic saturation (19) and executed using Atlas.ti 8 software (20) and group level matrices in
Microsoft Excel.

Approval from the Institutional Review Boards at Western Washington University in Bellingham,
Washington and the Rwandan Ministry of Education in Kigali occurred prior to data collection. Study
participants were compensated 10,000 Rwandan francs (~$10 USD) for their time and any transportation
costs.

Results
In Rwanda, family planning nurses and community health workers (CHWs) partner to provide family
planning services to members of their communities. Respondents revealed a number of challenges that
create barriers in their work to deliver services, while simultaneously outlining a pattern of success via
compassionate counseling of new and continuing family planning clients.

Provider Challenges

Providers noted that the work they do is not without challenge and sacri�ce, including both professional
and personal obstacles.

We face a lot of challenges. But because we give ourselves out to the community, and the courage that
we have, and the friendship we have in the village - we have to do it. CHW, 44 years, female, Musanze

This job of ours is to work, to sacri�ce, teach what’s possible, today you sit here…tomorrow there, until in
the end they will be able to understand.

CHW, 44 years, male, Musanze

Family planning providers were aware that the challenges in their jobs threatened their ability to have
successful relationships with clients. More providers contributed to themes regarding the challenges they
faced, although clients contributed to some of those themes as well. The challenges providers confronted
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fell into the following subthemes: human resource shortages, insu�cient supplies, and desire for more
training. There were two additional themes that only arose as challenges for CHWs - threats to personal
time and a desire for �nancial remuneration.

Human Resource Shortages

The most common challenge providers noted was a need for additional personnel. According to
respondents, adequate sta�ng would alleviate the majority of provider’s concerns.

M: In your everyday job are there challenges that you face?

R: The biggest challenge is that we have few employees.

Nurse, 42 years, female, Musanze

I: What is the worst problem you have faced in family planning?

R: The problem I experienced is that we don’t have su�cient family planning providers in the village, and
also we don't have more nurses or doctors in the domain of family planning program.

Implant user, 35 years, 4 children, Nyamasheke

Family planning providers noted how emergency services take precedence over preventative services in
terms of sta�ng, which then impacts waiting times for new and returning clients. The main concern
about the lack of adequate sta�ng was the delay in service delivery, due to competing priorities for
nurses at facilities, leading to long wait times for the family planning clients as well as the lack of
services available.

She may potentially come to the clinic and we know that she has an appointment; however, due to the
limited amount of nurses she may �nd that we will prioritize emergency situations before dealing with
her…When she grows impatient she will return home without assistance.

Nurse, 40 years, male, Musanze

Some people are accustomed to their CHW, so if they go to the health center it can take a long time for
them to be treated. It can take about three hours before she will get treated. So she thinks she is wasting
her time, but the problem is that there are many people waiting for the same service. She can feel like she
is being treated unfairly. The people in the community think that this is a challenge, and can think that
going to the health center is a waste of time.

CHW, 43 years, female, Musanze

… advice I can give is that there are times where you can go to the health center when you want to get
family planning services but face the problem that you �nd that the nurses that are in charge of family
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planning, they are doing other emergency services. So I can recommend that we can have one permanent
family planning services provider at the health center that works every day…

Injectable user, 43 years, 4 children, Nyamasheke

The shortage of needed staff also led to inadequate service provision-which negatively impacts the
women using contraception.

She may come once for injection, and you complete her �le, you discuss with her the main points, but you
give the brief explanation because you don’t have time to go deeply…

Nurse, 45 years, female, Musanze

In order to handle the shortage of human resources at some facilities – family planning services are
restricted to a few days a week; however, the schedule of these services may not be known to all who
want to access the services.

We want family planning service to be allowed to work every day by the health center just like the other
services they provide not just for Tuesday and Friday. For example, due to only two days of services a
woman can risk becoming pregnant if she had wanted to see someone sooner. I believe it should be open
weekly to be easier for women to come in whenever.

CHW, 39 years, female, Nyamasheke

…add more staff, but also to have an employee who is solely in charge of family planning. So that in the
case that a woman comes in for family planning or contraceptives they will know for sure that they will
�nd a doctor who is in charge of that service and there all the time.

Nurse, female, Musanze

Primary concerns and critiques included a need for additional CHWs in the villages. While some
respondents said the amount of CHWs was su�cient, in both Musanze and Nyamasheke more identi�ed
a need for additional access to more staff.

…to add more community health workers in the village because you see that we have too many villagers
but they only have three community health workers; so that they can help a woman to be comfortable
because if the community health workers are few they can’t reach all the women, but if they can increase
the number of community health workers to �ve or to six they can reach more women…

Condom user, 41 years, 5 children, Musanze

Insu�cient Supplies

Nurses provided suggestions regarding supplies – to have all of the necessary equipment on hand to
serve the clients, transportation for those who are coming to the clinic – or to follow up with those that
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did come to the clinic, and better methods of communication between the providers and the clients.

CHWs discussed additional ways that the Rwandan government could support them with resources –
also through adequate contraceptive supplies. Presumably this includes contraceptive methods
themselves, as well as the supplies required for administering and keeping track of the supplies. Storage
of supplies was also noted as a common request. Resource comments were noted six times more often
by Nyamasheke CHWs as compared to Musanze CHWs.

It would also be bene�cial if they gave CHWs enough material because it is hard when the client comes
looking for a contraceptive method for the �rst time and the materials needed are not available.

CHW, 45 years, female, Nyamasheke

The majority of responses from providers regarding a lack of resources shared a concern for the impact it
would have on current and future family planning clients. Providers recognized that negative family
planning experiences for clients could have repercussions for other women in the community and their
desire to seek out family planning services.

Desire for More Training

A common need for more training of providers also emerged from the data analysis – both in general
family planning services and for more speci�c technical needs, i.e., providers trained in the provision of
long term and permanent methods.

The other thing they can help with… you see not all the staff are trained about family planning. For
example, a person can come to the hospital and need to use the IUD method and has a problem, because
there is only one person who is trained about IUDs. And that person who is trained about IUDs is not
always at the health center. So if there is a person who needs that method, they have to wait. This is a
problem.

Nurse, 35 years, female, Nyamasheke

The topic of training CHWs also arose in nearly all FGDs and a quarter of the IDIs.

…they have to have a lot of information about contraceptives because they cannot give what they don’t
have.

Pill user, 45 years, 2 children, Nyamasheke

There was a recognition of the need for ongoing training of CHWs – as well as the impact of training
CHWs on a broader audience of the entire community.

I think that they should continue to give more training because we will bene�t from them.

Injectable user, 41 years, 5 children, Musanze
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Threats to Personal Time

CHWs in every focus group brought up issues related to the time it takes to serve their neighbors as a
CHW.

Another problem we face is that to do well in your work, you need to have a lot of time to put into it.

CHW, 46 years, male, Musanze

CHWs worked hard to follow-up with neighbors.

…some of the mothers might have appointments to come see us at our house but they won’t show up and
as a CHW you are worried because they did not show and then you feel like you must go out and visit
them or �nd them. That problem keeps following you, you get to her house and �nd she is not there and
that means you have to go back. A CHW faces a lot of challenges and sometimes you have to go and
look for people more than three times. You feel you have to make the sacri�ce and not stop until you �nd
them.

CHW, 56 years, male, Musanze

CHWs noted how the time it takes to serve clients takes away from their own needs to take care of their
families either through caretaking or for �nancial gain.

I use most of my time as a CHW instead of caring for my family.

CHW, 46 years, female, Nyamasheke

Because I have a lot of clients at my house, my kids eat late or have to sleep without food. To be a CHW
means sacri�ce.

CHW, 44 years, female, Musanze

Even if I am in the middle of my own job, when the client comes I must help her without taking care of my
own tasks that could bring in pro�t. 

CHW, 51 years, female, Nyamasheke

Desire for Financial Remuneration

The topic of compensation for hard work arose in every FGD with CHWs and even among the IDIs with
experienced contraceptive users. CHWs felt that “motivation” in terms of �nancial payment would help
them accommodate their own needs to provide for their families while maintaining their ability to serve
their neighbors. CHWs also noted how their work would feel more valued and appreciated with �nancial
compensation. This topic arose three times more often among Nyamasheke CHWs as compared to
CHWs in Musanze.
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A di�culty we encounter is we use all of our time as CHWs and do not work for our families. We do all of
this without �nancial compensation.

CHW, 51 years, female, Nyamasheke

According to the time we spend doing this, we deserve to be compensated, even if it is not a big sum. We
need to get that support. This will help me. For example, suppose that I am a farmer, if the government
gives me some money, I can send someone else in my place to cultivate my �eld while I am doing this
work as a CHW.

CHW, 46 years, male, Musanze

...our community health workers also need to work for their families and sometimes they cannot manage
to both provide for their families and also to work for us when we are seeking their services. Because
sometimes we go to look for community health workers and �nd that they are not available due to maybe
their personal plans. And based on this, I think that the government of Rwanda may look for ways to give
community health workers motivation and money also so that they can work as if it is their job. So that
any time, hour to hour, we can access them.

Injectable user, 32 years, 3 children, Musanze

Rewarding Provider-Client Relationships

Despite the numerous challenges that family planning providers face in contraceptive service provision in
Rwanda, there was more emphasis on the positive in their loving and compassionate interactions with
their communities. The nurses and CHWs describe their interactions with family planning clients with
strong senses of empathy, respect, and the importance of utilizing listening skills. Providers came across
as patient, kind, and loving with their clients.

It’s inside you to give every client the services she wants.

Nurse, 44 years, female, Nyamasheke

…welcome people well, because the way we welcome them is how we will lead them to love family
planning.

Nurse, 38 years, female, Nyamasheke

In terms of provider and client relationships, many positives were reported, primarily by providers, but also
clients. The positive subthemes include: reliable access to providers and methods, providing
comprehensive information, respecting client privacy, compassionate counseling, and counseling
dissatis�ed users with care.

Reliable Access to Providers and Methods



Page 11/19

Many study participants noted that they did not �nd any barriers in accessing family planning providers
and contraceptive methods. Of those who mentioned a lack of barriers, more lived in Musanze than in
Nyamasheke.

The other thing I can say the country helped us in is that at the health center every nurse is capable to
give family planning methods. This means that they trained us about family planning. Every hospital
staff knows how to give family planning methods.

Nurse, 35 years, female, Nyamasheke

Nothing is di�cult to us in getting services because anytime you go to the health center or to the
community health workers they try to help us every day so it is also easier for us to get medicine.

Implant user, 36 years, 3 children, Nyamasheke

They are already ready to help us. Even if you come on Sunday they help you.

Condom user, 38 years, 2 children, Nyamasheke

I: Is there a time you wanted to get the injectable, but it was not available?

R: No, every time I want it I can get it.

Injectable user, 41 years, 6 children, Musanze

Despite the ease of access with community health workers, a few women in Nyamasheke voiced their
preference for nurses at the health center due to their superior knowledge. Regardless of the fact that
accessing nurses is often more challenging in terms of scheduling and travel distance. Nurses are viewed
as more knowledgeable about family planning and broader health concerns as well.

For me, I don’t like to get the method from the community health workers. When I want the method I go to
the health center and I go to look for nurses, because the community health workers know many things
but there are things they don’t know. There are things you can ask them and they won’t have more
information about. That’s why I choose to go to the health center.

Pill user, 45 years, 2 children, Nyamasheke

Providing Comprehensive Information

Providers shared the all-inclusive information they would provide to the clients – it was clear they wanted
the clients to fully understand their options, so they could make informed decisions. When clients did
decide on a method, providers wanted to help them strategize how to make the experience successful
and sustainable.

…I will show them the good and the bad of using family planning.
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Nurse, 49 years, female, Nyamasheke

Respecting Client Privacy

Providers noted how they would treat clients with respect – and honor their privacy.

…she will come to you according to how you present yourself. We emphasize a lot that we will keep their
secret if they come to us.

CHW, 45 years, female, Musanze

The CHW that understands her circumstances will help her to get an appointment with family planning
providers in order to keep the services she gets a secret. CHWs are going to protect this secret so that no
one can �nd out that she is using contraception.

CHW, 61 years, male, Nyamasheke

It was particularly clear that CHWs would maintain client con�dentiality – as a way to protect their clients
but also to avoid ruining current and future client relationships.

…a CHW has to be a closet of secrets…if you are not a closet of secrets your advice is already broken.

CHW, 56 years, male, Musanze

Compassionate Counseling

Nurses were con�dent in their ability to provide and treat clients with respect – and that the outcome of
their efforts would be positive.

If the discussion with her was successful, there is no other thing that can stop a woman from using a
contraceptive method.

Nurse, female, Musanze

Similarly, the vast majority of women reported positive experiences with providers and felt con�dent in
conversing with them regarding a variety of issues. Providers were reported to be knowledgeable, helpful,
and supportive of women’s decisions regarding family planning use. Musanze participants contributed to
this theme more so than Nyamasheke contraceptive users.

I: How did they receive you at the health center?

R: They received me well, with a smile and with much appreciation, and they give more advice about the
advantages of using family planning.

Injectable user, 31 years, 3 children, Musanze



Page 13/19

When contraceptive users were asked what family planning providers could do to improve most
responded that they could not give advice because they perceived providers as already doing all that they
could.

I have never had a problem with the services given by family planning providers so I don’t have any
advice for them because they do a great job and I am thankful to them.

Injectable user, 26 years, 1 child, Musanze

It is di�cult for me to give advice for family planning providers because for me now I see the way that
they provide services to us is good, they receive us well and they always take care of us…

Pill user, 34 years, 2 children, Musanze

Counseling Dissatis�ed Clients with Care

Providers also shared the compassionate way they receive and counsel current dissatis�ed family
planning users.

I need to have a deep conversation with her, because I need to know everything and after we can make a
decision based on our conversation.

Nurse, 29 years, female, Nyamasheke

…they will discuss why she stopped using the pill in those two months and if she wants to continue using
family planning. They will work together in order to �nd another method for her to use.

Nurse, 34 years, female, Musanze

A common theme that arose was providers counseling unsatis�ed users with the experience of side
effects. These conversations were handled with great sensitivity.

She might start the method of taking pills. And then a few days later, she will gain weight, she will be just
like my size. And she might not be able to handle it and she might come back saying she wants to stop.
At that moment we will have another discussion, but different from the �rst one…You have to remind her
of the �rst discussion you had about side-effects that she is going to have. And then you will ask her,
between getting fat or getting pregnant, what would be more of a burden?

Nurse, 50 years, female, Nyamasheke

The positive in�uence of providers likely plays a strong role in the continued use of contraception despite
experienced side effects.

Discussion
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Family planning providers and clients both noted workplace challenges health care workers face in their
desire to provide clients with quality family planning services. The most common concern that both
providers and clients noted was insu�cient human resources – at both the health center and community
levels. This theme has been noted in Rwanda (21,22) and other contexts as well (6,7,23). Interestingly,
nurses at the health facilities seemed sensitive to the fact that wait times at facilities were more highly
scrutinized since introduction of the CHW program and the ensuing client’s easier access to family
planning services in the community – likely due to an awareness of wait times on client satisfaction with
service delivery (23). The study participants provided potential solutions to the human resource
shortages, such as: offer family planning every day of the week at health facilities, hire health facility
staff dedicated to solely providing family planning services, and increase the numbers of CHWs per
village from three to �ve or six, recommendations echoed in other research on client satisfaction (23).

Providers also brought up concerns about inadequate supplies. While family planning nurse supply
concerns revolved around opportunities to enhance engagement with clients, particularly with follow-up,
which has been noted as an essential aspect of quality of care (11,14,24,25) – CHWs concerns mostly
centered on logistical needs, a concern also linked to impacts on quality of care (6,8,23). Notably, among
CHWS, these concerns were brought up much more often in Nyamasheke as compared to Musanze.

Additionally, concerns about adequate training arose – a concern found in other contexts as well (5,6,8).
Family planning nurses desired more method speci�c training, particularly for long-acting and reversible
methods (6,8). CHWs and community members were particularly interested in CHWs having ongoing
training – as they recognized the reach of CHW education on entire communities. Research shows that
perceptions of provider competence impact client’s satisfaction with family planning services (23).

Challenges speci�c to CHWs included the sacri�ce of time to meet the needs of their community
members, often interfering with their ability to meet the needs of themselves and their families, and this
issue was correlated to concerns about the lack of �nancial remuneration. The Rwandan Government has
acknowledged these challenges for their CHW program in national documents (26), as well as in other
research (27). CHWs and family planning users were aware of the impact of clients on CHWs personal
lives – in terms of time and pro�t – and understood that if CHWs were �nancially compensated for their
efforts the impact would be felt by the entire community.

Despite the workplace related challenges, Rwandan family planning providers in this study describe their
interactions with community members and clients as one would who shares a deep concern and care for
those they serve. Building relationships with clients based around both empowerment and empathy,
providers share how they listen to and work collaboratively with them to �nd solutions to their problems,
an important aspect of quality of care (14). Research has shown that when providers treat clients
humanely, and develop a relationship with them, clients are more likely to seek out health providers in the
future (28), initiating and continuing contraceptive use (7,29–34), as well as selecting longer term
methods contraceptive use (24). Providers, and clients, both noted the importance of reliable access to
providers and methods. While this also arose as a challenge – more noted access as reliable than not.
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Reliable access to providers is key to client satisfaction (23). A few clients in Nyamasheke did voice a
preference for nurses over CHWs due to their superior knowledge and skills, a preference noted in other
contexts as well (23).

Family planning providers also noted the importance of presenting clients with all of the information –
about the best parts of contraception but also the potential negative consequences, especially in terms of
side effects, an important aspect of counseling best practices (23,30). Providers were also aware of the
importance of maintaining clients’ con�dentiality and the impact of their individual interactions with
clients on their future relationship with the broader community. Other research has found the importance
of privacy, con�dentiality, and information sharing on contraceptive uptake (14,23,35). It is important to
note that experienced contraceptive users were less likely to go into detail about interactions with
providers, perhaps due to feeling they did not have the role or authority to critique others who are experts
in an area they are not, but users indicated satisfaction with the interactions they have with providers.

In Rwanda, the internal motivation among family planning providers to foster positive provider-client
relationships is strong – likely due to the support for family planning success by the leadership of the
country (36), alongside structural support made available to providers in family planning service
provision (21,37). Challenges identi�ed interfere with the desire to foster and maintain these relationships
– particularly related to insu�cient human resources, training, time, and �nancial remuneration. Given the
positive relationships established, and the desire to continue to develop these types of relationship
through collaborative client-provider interactions, it is in the best interest of the Rwandan government to
continue to remove barriers to offering and maintaining these relationships in order to sustain existing
support and to build on the successes from the last decade.

This study has a number of strengths. The research included both experienced modern contraceptive
users as well as family planning providers – health facility nurses and CHWs, allowing for triangulation
of the data �ndings. The data were also collected in two different districts, purposively selected for
having the highest and lowest modern CPR in the nation. Despite the strengths, the study does also have
some limitations. Misunderstanding between the study participant recruiters and the researchers led to
the modern contraceptive user sample not including discontinued users. Transcription and translation
occurred in a single step, instead of two, reducing the accuracy of translation. Finally, family planning
providers recruited the experienced contraceptive users – so those recruited likely have a more positive
experience with the family planning program in Rwanda.

The use of family planning is vitally important to individuals and couples in order to prepare for and
execute the plan for the timing and number of births – as well as communities and nations to have stable
population growth for adequate resources and �nancial opportunities for all persons. Efforts by
individuals, providers, and governments to facilitate effective family planning programs are essential to
create this enabling environment. While Rwanda has made impressive strides in the family planning
program, work remains to increase access to and use of contraception by even more Rwandans, as well
as meeting the needs of current users. Attention to what is working well and continuing to support those
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successes – as well as removing barriers to continuing the good work of family planning providers, is
likely to have rami�cations beyond the individuals impacted, as these study participants sagely elucidate.
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