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ABSTRACT

Reproductive lleaddth Rights (RIIRs) comprise I1wo broad human righis
namely. the nghts Lo reproduclive health and reproductive sell detennination
which are expecled 10 be made legally applicable in all counines, Nigena is a
signatory o conventions on RHRs. Ailhou.gh Household Heads (HHs) are
keys to the observance of RHRs al the home, there 5 no documenied
mformation on knowledge, opinion ad attilude of HHs on RHRs that ¢an
inform appropriate decisions on their lecol applicauon. The objective of Uus
study was to describe the knowledge, opinion and artitude of HHs on RHRs in
Ibadan South Wesli Local Govemment Area

The study design was descnpuve, explorauve and cross-secuonal A
multistage sampling lechnique was used in selecung 423 HHs in the 1welve
political wards in the LGA. Insiruments for dala colleciion were focus group
discussion (FGD) gwde and semu -siruciured questionnaire wluch were
prelested. In all, six FGDs were conducted while 423 copies of questionnaire
addressing respondenis’ knowledge, opinson aid ailiude on Iwelve RHRs and
reproductive heahth issues including son preference, cluld hawking and
violence against women were administered by wmned Rescarch Assistants

Survey respandents coinpnsed 75.2% males and 24.8% [emales,
whose ages canged from 20 and 82 years, (SD = 11.18). Of lhe twelve RHRs,
the r.ghts 1o health (58 4%) and deciding the number and spacing of children
(29.1%), were well known Majenly (81.8%) did not know of RHRs Jaws and
conventions and this was similar with the lindings in the FGDs RH issues
perceived as important for incluston 1n the dill on RHRs in Nigeria include
Cmplovment and proinpl payment (99.t%), Hecallh as a aght (98.3%),
Sexuality educalionin the school selting (97.6%), Bitth control (95.7%), Rape
(93.1%) and Baltc1y dunng pregnaacy (92.0%). Although. opinions were sphi
along gender hines on the inclusion of polyandty (S19% males. 44 8%
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femalcs), polygyny (34.0% males, 23.9% fenwles) and mamtal rope (47.5%
males, 42.9 % lemales), the differences were not signilicant (p> 0.05).
However, ssgnilicant gender differences (p< 0.05) were found on son
preferense (50% males, 62.9% females) and child hawkmg (74.5% males,
62 %% females) Majonity of respondents expressed favourable attitude towards
the adoption of the righls 1o health (98.1%), consent to mariiage (94.3%),
educalion and infosmalion on seproductuve health {94.19), minimum standard
of living adequate for health and well being (94.6%6), pievenuon fiom lonure
or other cruel, inhuman or degrading treatment (92.4%) and deciding the
number and spacing of childten (86.3%) as par: of RHRs in Nigena
Suggesied measures to ensure compliance 1o RHRs mclude responsible
govemance (41.8%) and public enlightenment (40.8%).

In conclusion, the level of knowledge of RHRs, its laws and
convenlions among rcspondents ase Jow. Opinion is less favourable towards
the inclusion of issues that border on de¢p cultural practices in a bill on RHRs
These is the need for awarencss mnd sensitization program towasrds the
adoplion and abservance of RIIRs w2 Nigena

KEY WORDS: Knowledge, Opinion, Attitude, Reproductive Health Rights,

Household Head
Word count: 472
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WRAPA:-Women Rights Advancement and Protection Altematye

OPLRATIONAL DEFINITION
Reproducuve nghts - “Reproductive rights cmbrace cotan human
righls thal are alrcady recognized in national laws. inicmational huma
nghts and other rclovant United Nattons Consensus documenis. Theso
nghts rest on the recognition of the basic nght of all couples and
ndividuals 1o decsde frecly and responsibly the number, spaciag and
uming of therr cluldren and 1o have the infom:ation and means 10 do so
and the nght 1o aflaun the highest standard of sexual and reproduclive
health. 1t also includes the nght of all 10 make decisions concenulig
reproduction [ree from disaimunation, coheston and violace as
expressed 1n human nghts document”™ (Prnnaple 7.3 of the ICPD)
Household — shall refer to o dwelling unit where individuals sharo
basic domestic acitvilies. 1t is also a consumplion wl for a vanety of
goods. (UN 1973, NPC.199))
Houschold head — shall sefec to the person who makes decision in the
houschold notwithsianding lusther mantal siaius
Domestucation - reicrs to making sometlung legally applicable.
Knowledge — refers 1o the awareness of respondents aboul Human
rights, repraductivo health rights and whal constitutes violation of
reproductive health nghis
Opinion — refers 1o the Judgement of respondents about issues of
R1iRs, extent of promotion and measures (o be put in place 10 ensure
enforcement of Rl {Rs
Atlnude ~ relers 1o the posiuon of respondenis on the adoption of

iwelve types of RHRs in Nigena
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CHAPTER ONE
INTRODUCTION

1.1 Ilackg round to the Study
Reprocluctive health rights (RI4Rs) are naw recognized as foaning part of the
spectrum of human rights, RHRS cxist in several intemational instruments on
human rights such as the Universal Declaration of Human Rights (UDHR) and
the International Convention on Economic, Social and Cultural Rights
(ICESCR). [t was not until 1968 when they became legitimized as on enlity at
the Tchran World Conference on human rights Only recently were they
brought to the forclront of debate, at the Intcmationnl Conference on
Population Development (ICPD) in Coiso in 1994, and subscquently at the 4
World Conference on women in Beijing sin 1995, The Center (or Reproductive
Rights (CRR) has calcgorized rcproductive righls as encompassing two broad
human rights principles, nnmely
(i)  The right 10 rcproductive heahh core, including the right w regular
access 10 safe, high quolity reproductive ond sexunl health care
scrvices; and
(i)  “The right to reproductive sclf-letermination which includes: the right
to plon one's family and moke decisions about one's reproductive
health: the right to physical integrity: nnd the right to ix: fice from afl
forms of violencc. discrimination ond cocrcion that affcct women's
sexual or reproductive life (CRR,2002)
Signatorics 1o the ICPD and sther Conventions as well as Treatics nre
urged 10 cnsurc that nformation and services for reproductive and scxual
health core arc avnilablc, accessibh: and affordable and thnt ony legnl or

infoninal barriers to such access are removed (CRR. 2002). Nigeria is a pary
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10 conventions and {reatics embodying human rights principles of reproductive
health rights and has pledged support for Hic domcstication of the samec.
Generally in Alrica, attitudes and cultural belicls, combined with other lactors.
infMuence the observance of RIIRs. Duc 1o cultural belicfs, women are often
cxpected to ask pennission for almost cyery activily they undertake and little
dillcrence exists between the way women were treated in feudal Europe and
the way they are being treoted 1oday (Trueman, 2002).

The social sciting in Africa plays a vital rolc in depriving women of
thc opportunily to exercise their RIIRs. In Nigeria, the predominant patriarchal
social sysicm is a faclor thot has accounted for the low status of women and

theirapparent poswcrlessness in controlling their fertility (Oyckanmi, 1998),

1.2 I'roblem stateiment,
Nigeria is the scventh most populous couniry' on carth bul has been ranked
among countrics \ith the poorest heallh care scevices by the World llcalih
Organization (Pathlindee, 2002). The gravity of the problems is reflceied in
the statemenl crediled 1o Professor Adctokunbo Lucas. a distinguished
Professor of Public llealth and an inicmational scholar as follows: * The
Nigerian health sysiem is sick and in urgent need of intensive care. [13s blind,
lacking in vision of its goals and strategics; it is deaf, {ailing 10 respond Lo the
crics of the sick and dying, and il is impolenl, seemingly incapable of doing
things thal ncighbouring stalcs have masiercd™ (Gureje, 2005). Life
cxpectancy at birth at 48 years for males and 50 years for fensales (NDIEIS.,
2003) compare poorly with the respective figures of $6 and $9 ycars for
Ghana, 54 and 57 for Sencgal, and 55 and $9 years for Gambia.

According to the 2003 NDEIS, survcy cstimales on infant monalily is
100 per 1,000 live births whilc the rural infant monality reic (121 per 1.000)

considcrably higher than the urban nmic (Bl per 1,000). Low malemal
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cducation. a low position on the houschold wealth mdex. and shoster birth
intervals ore reporicd os sirongly associated with inercased mortality risk. Of
1.000.0f cvery 1000 children bomn in Nigeria. about 201 of them will dic
before 1he age of Syeats (NDHS. 2003). The figure for Ghaua is aboul 110. for
Sencgal, 5t is about 13 and for Gambia. it is abouwt 125 (\WHO, 2005).

Onc-third of women age 25-49 rcporicd that they had had scxual
intcrcourse by age |5, By age 20, more than three-quarters of women, and by’
age 25, ninc m Icn women have had sexual intcreourse. Onc-quarterof fccnage
women has given birth or is pregnant. Early childbearing is more of a runl
phcnomenon. with 30 percent of rural women age 15-19 having degun
chijdbearing compared with |7 percent of urban women in the same age
group. Overall. median age o1 first birth is sncecasing (NDHS, 2003).This
miscs o queslion aboul the quality of our health care and govemment
sicwardship 1o thc peopie

Gennon 1Jincon Mucller {(1992) had obscived that withoul safe
abortion os a back up, thc usc of less clcclive contrmccplive methods will nol
mccl women's nceds for fertibny regulation. An atiempt swas lirst made in
1982 by the Nigerian Socicty for Gynaecology and Obsicliicians 10 liberalisc
abortion low in Nigcria’s through a bill entitled *“T'ermination of Pregnancy.”
The said bill was thsown out of the National Assembly as it was vchemently
opposcd by rcligious Icaders and by the Councit of Women Socicties, whose
conicniion was lhot the passage of such a bill would encournge sexual
promiscuity. ’rescntly, the position of the law is thal by virluc of sections 228,
229, 232 and 235 of the Criminal Code of Nigeria, abortion is prohibiicd. The
resull of this is thal ahonion & catried out clandestinely by quacks in
conditions that arc mosl unsafc. Looking for records in this regard is an

arduous task.
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Most Nigerians. irrespective of their number of living children, want
large familics. The ideal number of children is 6.7 for all women and 7.3 for
curfently marricd women. Nigerian men wanl cven more children than
women. The 1dcal number of childien for all men is 8.6 and for currently
marricd men is [0.6 (NDIHS, 2003). Clearly, one rcason forthe siow declinc in
Nigcrian feitility is the desice for large familics (NDHS, 2003).This ruises a
scrious concem for population increase.

Intcnvoven culturml ond religious factors cxist that militate against
womcen's dcvelopment of their full human potential {(Uchem, 2002). Also.
there ore customs which hove reproductive health implicetions and which
devaluc women and gicls. These cesult in various acts of violence against
women such as: son preference. polygyny. sex-sclective mbortion, baitcry
during pregnancy. incest, rape, sexuol abusc in the work place, forccd
prostitution, dating and couttship scxual violence, forced suicide of clderly
womcn, nflicking of women. (emale genital mutitation and sex with sugar
daddics in retumn for school fees. It has been repoited thot women who belicve
that o husband is justified in hitting or beating his wile for any reason at all
may also belicve themselves to be of low status both adbsolutely and relative to
men. Such perceptions by women could act as a barrier 10 accessing health
carc {or themselves and their children, could affect their atiitude toward
contraccptive use, and could impact their gencral wellbeing (NDIIS, 2003),

Among mairicd women. decision making on widc range of issues is
highly: dominated by husbands. According 1o the NDHS, 2003. for cach
specificed decision, the majority of women state that their husband has the final
say. At lcast wwo-thirds of women state that their husband alonc makes
decisions regarding the children’s health care and cducation, large houschold

purchascs, and cven the respondent’s own health care.
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Fcmale child abusc is @ scrious conceen. Female child hawkers are
exposed 10 unprolccicd sexual relationships between them and older men who
arc sexually experienced. Such men casily lake advantage of the environment
10 abusc the girl hawkers. Also, carly maitiage is a barrier (o female education
and deprives them of the opporiunity o aitain their full potcntial. It crodes
their reproductive rights and exposes them 10 premature death {WRAPA,
2001).

An cmerging rcproductive health concem is the isssc of marital rape
which bccame a crime in New Zcaland as far back as 1985. In 1993, it becarnc
a ceime in Cyprus and all the 50 states of the United States (Sasrabh and
Sarvesh. 2003). | lowever, m Nigeria, the Crimina) Code Acl in its Scction 357
only makes provision for rape. nol marital rape. (Saurnbh and Sarvesh, 2003)
weie of the view that the crime of marital rape has been least sepoited duc 1o
lack oflcgul suppor! for its criminality.,

According 10 the 2001 National Reproductive llealth Policy, on the
issucs of reproductive health nghts, the state of the Nigerian laws is not
impressive and generally inadequale to meel reproductive health concems of
people, For instance, scction 55 (10) of the Penal Code applicable in northem
Nigeria provides that: “Nothing is an oftence which does nol amount lo
infliction of gricvous hutt upon any person and which is done...by a husband
and wife being subject 10 any native law and custom in which such correction
13 rccognized as lawful.” In clfcet, this provision ellows infliction of huit on
women by their husbands provided the samc s not gricvous. Mostimportantly
it does also aflect the autonomy of women. [l has been argued that it is
unhclpful for the siatus of women where legal codes. based on strict
intcrpretations of customary lew, require that wives always obcey their

husbands. falbers. or sons {Colliver. 1992),
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1.3 Justilication

The position of head of the houschold is crucial to decisionmaking in an
Alrican sciting. Thercfore, there is the need to assess the knowledge. opinion
and attitude of houschold heads on reproductive health rights with the view of
genersting information for law and policy making.

The study will assisl in targeting issucs relating to the subordination of
women for which the state might be responsible.

Reproductive health rights arc emerging as a subset of human rights;
this study will assist in documenting the level of awareness of the population
and their desire to safcguard those rights. This is imperalive. considering the
fact that abuscof reproductive health rights has life-threalening conscquences.

The investigation of this phenomenon will be of assislance to other
research into reproduclive health because the knowledge. opinion and attitude
of househo!d hcads m relation to laws peculiar 1o reproductive health will be
explored. The result emanating from this will be of uscful guidance to future
research into reproductive health,

The study will assist in cvolving paramecters with which the
cnforcements. compliance or othenvisce of reproductive health rights (RHRS)
can be measused. This will have broad implications politically, socially and
cconomically os it alfects a wide interest of many people such as
administrators, politicians and the gencral public.

Lostly, the results of the study will point towards the inlervention
strategics required for the purpose of making these rights legally enforccable

in Nigeria. and by those advocaling their enforccability
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|4 Reoearch questions

. This rescaich s based on the following underlying guestions:
] |. What constitute reproductive health rights (R1IRs) in the knowledge of
| hoxrcbold heads?
2. What is the extent of the knowledjge of hausehold heads: (11lls) abow
RHRs laws 1n Nigenia?
3. To whar extent have the FGN, State and (.GS promoted RHRs
Nigeru?
4. |0 the opsnion of HHs, what issues need o be included in a bdill on
RHRs i Nigeria?
Whan Gawnrs influence the opinion of HEls on RHRs Issues?
¢ What maaaaes are (0 be put in place to ensure enforcement of RERs?
7. What i the atitude of household heads 10 the adopiion of REIRs

Negevia?

15 Geal

The goal of 1his study is (o assers Ihe knowledge. opinion and aRtitwde of
hometold bcads o Ibadan Souahwest Local Government Area Oyo Sume
Nigora, abost Reprodaxctise bealth rights

1% Objecine
The ssaxific udyecuves of B study sre o

| ook e calent of the Saow balje of houschok! o on (a3 what
RiIRs cossinuic and (b) RHRY' Lsws, comvemions sed reatey
document e ogisos of hanchold hembs on ks of RIR: i
Nigera
). determine the [actors inflecacing the opiason of Fitls on R1ERs
4 mcenain the cutont 10 which RIIR's e boing promcted in Nigarn

‘9
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5. identify mecasures to be put in place to ensure the enforcement of
RHR’s.
6. document the attitude of houschold hecads to the adoption of REHRs in

Nigceria.

1.7. typothesis
Based on thc variables to be measured. the following null hypotheses were
formulated:-
1. There is no association between respondents’ gender and opinion onson
prefcrence as an issuc 10 be addressed in a Bill on RIIRs.
2. There is no association between respondents’ location and opinion on
son prefcrence as an issuc 10 be addresscd in a Bill on RI{Rs
3. There is no association between respondents’ gender and opinion on
child hawking as an issuc 1o be addressed ina Bill on RI'{Rs
4. There 15 no association between respondents’ religion and optnion on
child hawking as an issue to be addresscd in a Bill on RHRs.
5. There is no assocruition between respondents’ gender and attitude to the
adoption of the right 10 decide the number and spacing of childeen as pant
of RIIRsin Nigeria

1.8  Limiiation of Study
This study focused mainly on houschold heads and not all members of the
population, The result ofthis design is that adolescents whose views about this

body of rights are cqually impontant were excluded from the study'.
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CHAPTER TWO
LITERATURE REVIEW

2.1  Overiew of Rights

Reproductive choice involves a choice about human rights {I'he Siate of the
World Population 1997). ldowcver. no singular human rights instrument
compleicly encompasses the spectrum of rcproductive rights. Reproductive
rights arc human rights which are inalienable and important o mankind. The
concept of reproductive rights was Icgitimized al the Tcheran confercnce on
human rights and more recently at the Intcemational Conference in Population
Development in Cairo in 1994 and 4® World Conlerence on women in Beijing
in 1995. In much more recent times, reproduclive rights arc emerging as a

distinct body of rights.

22 Historical backgroundt
Reproductive rights have a chequered history taceable to the adoption of 1he
Univers2l Declaration of Human Rights (UDHR) in 1948 by the Generml
Assembly Resolution 267 (111). Anicle 25{(1) of the said Declarstion
provides:
“[:veryonc has the right 10 a standard of living adequatc for the health
and well being of himsell and of his family including (ood. clothing
and mcdical care and necessary social services, and the right 10
secunty in the cvent of unemployment, sickness. disability,
widowhood, old age or other lack of livelihood in circumstances
beyond his control”,
Anticle 25(2) fusther provides:
“Mathcrtwod and childhood asc entitled 10 special care and assistance
All children arc enlitled (0 special care and assistaice, All children
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whether bom in or out of wedlock shall cnjoy the same social

protections™,

Other international instruments have popuhisized the concept of
Reproductive health rights. The [ntemational Convention on Economic Social
and Cuituml Rights of 1966 was the {irst trealy to require nations o rccognize
the right to hcalth and to take steps 1o achicve the rcalization of that right for
the bencfit of familics. This was followed by the Convention on the
Elimination of the Forms of Racial Discrimination (CERD) of 1969, This
Convcntion protects the right of each person 10 enjoy and excreisc in onc ‘onc
cqual footing' thc human nghts and fundamental frecdoms in the political,
economic, scxual and cultural or any ficld of public lifc (CRR, 2002).

‘The Convention of the Elimination of all forms of Discrimination
against Womcn (CEDAW) of 1981 addressed the rights of women to hcalth
and family planmug and other issues cructal to the realization of the samc.
Articles 3. 16 and 26 of the said convention are quite instructlve;

“Everyonc has the right to life, Jiberty and security of the person

(A.3)...State parties shall take all appropristc mcasures to climinate

discitmination against ssomen in all mailess relating to marriage and

family relations and ...the right frecly to choosc o spousc and to cnter
marriage only with the frec consent of the intending spouse (and the)
saine rights to decide frecly and responsibly on the number and
spacing of their children and to have access (o the information,
cducation and mcans (nceded) 10 cexcrcise these righis

(A.16)...Evcryonc has the right %o cducation''(A.26).

As at 2002, onc hundred and scventy countrics including Nigeria are
signatorics to this convention. CEDAW is the skongest Icgal suppor: for the
right 10 reproductive hcalth, according 1o the Legal Rescarch and Resounce
Development Centre (LRRD?, 1999).The Convention on the Rights of the
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Child (Children's Rights Convention) of 1990 was another milestonc in the
history of reproductive rights. Article 24 of the Convention rtiterates the nght
to matcmal health and identifics it as intimately and intrinsically rclated 10 the
right to hcabh of children.

(994 was a remarkable yeor in the history of rcproductive rights
worldwide. For the first time a1 the intcmationsl Conference on Population
and Dcvelopment (ICPD). it was noted that reproductive rights cmbrace
cerimn human rights already recognized in national laws and intcrnational
human rights documents. Paragraph 73 of the ICPD provides that:

"Reproductive rights cmbrace ccitoin human rights thot arc already

rccognized in national Jows. intemational human rights and other

rclevant United Nations Consensus documents. These rights rest on the
recognition of the basic right of all couples and individuals 10 decide
freely and responsibly the number, spacing and timing of their children
and 10 havce the information and mcans (o do so and the right to attain
the highest standard of sexual and seproductive heahh. It also includes
the right of all 1o make decisions conccrming reproduction free from
discrimination, cohcsion and violence as cxpreséed in human rights
documents... In the exercisc of this right, they should take into account
the nceds of their living and future children and 1heir responsibilitics
towords the community. The promotion of the responsible excreisc of
these rights for all people should be the fundomental basis for
govcmment and community supporicd by policics and progrommes in
arco of reproductive health including family planning”.

Principlc 8 funther stalcs:

“Evcryonc has right to the enjoymem of the highest attainable standaid

of physical and mental hcalth, Swtes should takc all appropriale

mcasurcs (0 cnsure on a basis of equality of men and women universal
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access Lo health care services, including those related 1o reproductive

health care which includes family planning and sexuval health.
Reproductive health care progiammes should provide the widest range
of services without any fom of cocrcion. All couples and individuals
have the basic right to decide frecly and responsibly the number and
spacing of thcir children and 1o have the information, education and the
mecans (o do so.
Most signilicanily, paragraph 7(2) delnes reproductive health  as:
"A statc of complete, physical, menial and social well being and not
merely the absence of discase or infimhty in all malters relating to the
rcproductive system and to its functions and processes. .. Reproductive
healih 1herefore implics thar people are able to have a satislying and
safc scx life and that they have the capability to reproduce and the
frecdom 0 decide if, when and how often to do so;: implicit in this lasl
condition arc the rights of men and women to be infonned and have
access to safe cfYective, affordable and acceptable methods of their
choice for regulation of fertility which arc not against the law and the
right of acecss 10 appropriate hcalth care scrvices that w:li enable
womcn 10 po safely through pregnancy and child birth and provide
couples with the best chance for having a healthy infant™
Al Beijing. several nations met 10 (ollow up on ICPD cxpericnce and
fonnulat: a plan of action in tenns of recognizing a woman's right to control
her sexuatity and sexual aelations on an cqual basis with man. Significantly, in
the same ycar. the International Planned Parenthood Federation (EPI’F) and its
associations providcd a chancr on Scxual and Reproduciive Rights bascd on

intcmational human rights instruments, The charter provides for the following

rights:
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The Right to life

The Right to liberty and security of person

The Right to cquality and to be free fram all forms of discrimination
The Right 1o privacy

The Right to frecdom of thought

The Right to infonnation and education

The Right 10 choose wheiher or not o marry and (ound and plan a

family

The Right to decide whether or when to have children

The Right to heaith care and health protection

The Right to fieedom of assembly and pelitical panicipation

The Right © be e (rom fuwre and all  degrading
ireatments{IPPI", 1995)

A five year review of the ICPD program of action was considered in

1999. The resulimg document reaflirms the 199.1 position and prescribes

crucial stratcgics for advocacy on reproductive and scxual rights (CRR,

2000).Anothcr review was held in 2000 alter the Beijing conference. when

delegates from mocc than 180 countrics gathered 1o revicw progtess in the

implcmentation of the 1995 plan of action. The rcview upheld reproductive

and sexuval nghts provisions formulated in Beijing and also included key gains

in the area of HIV/ALIDS., crimes of sexual and gender-based violence and

human nghts (CRR. 2000),

i p

What do Reproductive hicatth rights constitorc?

tlaving regaid to all the foregoing intemational instruments. it can be safely

stated that reproductive health rights include the following:

The right to life
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. The right 10 liberty and security of person

. The right 10 decide the number and spacing of ones children

. The right 10 privacy

o The right 10 consent Lo marriage and Lo cquality in marriage
e The right to be lrce from discrimination
c The right 10 enjoy scientific progress and 1o consent 10

cxperimentotion

. Tl right not 1o be subjected lo torture or other cruel. inhuman or

degrading trcatment or punishment

o The riglut 10 education and information on reproductive health

. The right to a standand of living adequate for health and well being
o ‘The right to liealth

. The right to frecdom of assembly and political participation

2.3.01  The right to lifec
The right to jife protects womcen whose lives are currently endangered by
pregnancy’ (IPPF, 1999). Fied (2000) on the nced 10 protect the lives of
women and their pregnancy noted that:
“No count:y scnds its soldiers to war 10 protect their count:y without
secing to it that they will rctum safely and yet mankind for centurics
has been sending women to battle 10 renew the human resource
without protecling them™.
In 2001, on cstimate devcloped by inlermational organizotions namely WHO,
UNICEF and UNEPA, indicatcd that a life time risk of death is associated

with pregnancy in all regions of the world {Tabic 1).
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Tablel

Lifc time risk of ¢lcath associatet) with pregnancy in all regions of the
world

Region Lifetime Risk of Death
Sub-Saharan Africa 1in13

South Asia l in 54

Middle Eas and Noith Affica | in §5

Latin America and the Caribbean tin 157 vl
East Asia/Pacific ' lin283 |
Cenunl East Europe/Commonwealih of | lin797

Independent Stalcs and Baltic States

Industrialized Countrics B < 1ind.088

Source: (Estimate developed by WI1O. UNICEF nnJ'UNEPA (Geneva, WHO

2001),

Tragically, Nigeria, with an estimated popufation of 140 million, has

an unacceptable matemal health service and conscquently. one in cvery 100

women died 3 a resull of pregnancy, delivesy or the aftcrmath {National
HIV/AIDS and Reproductive Health Survey (NARHS, 2003)).

AR o2

Right to Liberty and Security uf the Person

The right o liberty and sccurity of the |xrson guarantees that women should

be protected, for exampic where they arc currently at risk of genital mulilation,

or subject 10 forced pregnancy. stcrilization or abortion (IPPF. 1999).
Demographic and Health Survey (DHS) data collected between 1989 and 1996
showed that 97% women in Egypt, 95% in Eritrea, 94% in Mali, 89% in

Northem Sudan and 43% in Coic d*jvoire, have undergone some form of

female genitib mutilation (Olenick, 1996). In Nigerin, particufarly in Oyo
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stale, it has been reported that there exists 60 10 70% prevalence of type |
female Genital Mutilation i.c. excision ofthe clitoris.

Abortion raises a question of choice which may nol be exercisable
where the right 10 hibetty and security of person is nol guaraniced. There is a
considerable literature on the issuc of abortion pasticularly in Nigeria: In 1996,
the results of a study on health professionals’ knowledge on aboriion shows
that 66% and 34 % of respondents in the public and privale sectors had
experienced abor!ion cases cxpericnee (Makimva-Adcbusoye, et.al., 1997).

Though abortion is prohibited in Nigcria, the women obiained
thousands of safc and unsafc pregnancy terminations cach year. In a study
conducted in Nigeria with a samplc including physicians {tom 672 private and
public medical facilities and tcaching hospitals, 252 [facilities perfonmed
abortions and 427 provided treatment of abortion-refalcd complications, |k
was found that 73% of aboriions were performed by non- specialist
practitioners (lenshaw ¢t. af, 1998). Unwanicd pregnancics and abortions are

common among womcn in Nigeria (Mahicr, 1999).

2.3.3 Right to decide the number and spacing of one's children

Onc of thc most obvious dificrences between the world of men and women s
the woman's child-bearing role and their near total responsibility for family
carc and houschold management (Socicty for [ntemational Development,
1995). The nght 1o decide the number and spacing of one’s children is
thesefore not only imperative. it is 0 non-negotiable repioductive prelerence.
Among other things, the right is required to protect the right of al! persons 10
reproductive health care services which ofler the widest possible range of safc,
cflective and acceplable methods of fertility regulation (c.g. contraceplive usc)

and which are accessible, affordable, acceptable and convenient to all users,
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Bankole and Singh (1998). in a cross<ultural study involving the
reproductive prefercnees and behaviour of married men and their wives in 18
(cightcen) developing countrics, showed that husbands® Desired Family Size
(DFS) was higher in westemn compared to castesn Africa and was higher than
women's (DFS). In Nigeria, panticularly in the South \Vest, a national survey
has shown that 77.4% of female suppont family planning whitc 71.8% of male
support it (NARFII, 2003). This may well bc dueto the {act that Nigerian men
want more children than women (NDHS, 2003)

2.3..1 The right to conscnt o marriage and to cqunlity ina marringe
The right to consent to marriage is a fundamental issue of reproductive health.
Its abscnce is olicn the basis for the abuse of reproductive rights. The right
among othcr things discourages child marriage and guaranices proiection of
pcrsons against any masriage entercd without the full, tree and informed
consent of both partners. Four types of child marriage arce identifiable:
. Promissory marriage. which is arranged before a child is born
2. A form of marriage in which a female child is placed in the custody
of in-lews from the age of 10, growing up until she is matured and
rcady to be formally married.
3. Another form involves a {emale child between 10 and 14 years otd;
she starts (o bear children immediately after formal marriage.
4. The fourth is marriage in late adolescence, which takes place when
a female child is aged between 15 and 19.

The first, thirt and fourth types arc the most widely practiced in
Nigeria, according to the Women's Rights Adsancement and Protection
Ahcmative (WRAPA, 2001), The median age at [irst marriage in ycars for
fenmales is reporicd as 18 for the North Central region, 15 for the North Easy,
14 for the Nornth West and 19 for the South West (NARFHS, 2003).
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2.3.S The right to privacy

The right 1o privacy safcguards the right of all clients to scxual and
reproductive heahh care, infortmation, cducation and service to a degree of

privacy and conlidentiality with regard to personal information given (o

service providers,

2.3.6 The right ta be free from cliscrimination
The right 1o be ree from discrimination protects all pcople, regardiess of race,
colour. sex. scxual oricntation, material stotus. family position, age. languagc,
rcligion, political or othcr opinion, national or social origin, property, birth or
other status to cqual access Lo information, cducation and services related to
dcvelopment and scxuality in reproductive health.

Incquity in health stemming from gender-related determinants arising
ftom the difference in the socictal view of males and females is a real
phcnomenon (Timothy. et. al, 2001). Discrimination poses a mujor challenge
10 reproductive hcalth rights. It reflects socictal disregard for human rights
which creates, ainplilies and sustains vulnerability to preventable discase,
disability and premature death (Mann, 1995). Also. discrimination has
implications for ¢ducation. In Nigeria, it has becn shown that the pumber of
girls carollcd compared (o the number of boys is different. The ratio is 0.82,
i.c. forcvery 100 boys in school there arc 82 girls (Esan, 1996).

Lqually important arc the issues of scx-selective abortion and the
cultural preference for a son which have led 10 a disproportionate number of
males rclative to females, a phenomenon that Amartya Sen has labeled as
“missing women'' (Timothy, ¢t.al, 2001). In another study, it was found that

couples with sons would be less likely 1o have another child; girls would be
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breast fed for a shorter period than boys. and that birth intervals were more
likely to be shorter if the fiest child was a girl (Graham and Larsen, 1998).

In Nigeria, particularly in the South \West, the pescentoge of the
marricd populalion preferring male children is 33.5% of the study somple
(NARILS, 2003). Scmenitari (1997) has fur:her argued that thie social division
of labour between males and females makes the access of women to resources
- social and matcrial - unequal o that of men.

The issucs of polygyny and polyandry also raisc an inicresting
argumcnl about discrimination. Culture and customs allow the marriage of a
man 1o morc than onc wife. it has been observed that women in most
polygamous homes in Nigcria are often saddled with the sole responsibility of
catcring for their chitdren {Semcnitari, 1997). A latal consequence is Lhat a
child is denicd and deprived of the carc nceded for responsible growth, thus

making him or her vulacrable to crime. apgression and greed. (Esan, 1997).

2.3.7 The Right 10 Enjoy Sciemtilic P'ropress and to Conscent 1o
Expcriment
This protects the right of all persons 10 access the availablc reproductive hcalth
care icchnology which indcpendcent studies have shown to have an acceplable
risk/benefit profilc and where 1o withhold such 1echnology would have
harmful eflects on health and well being (IPPF, 1999). Consent to cxperiment
is an important jssuc to rescarch in reproductive health. Intemational Codes,
pasticularly the Nurembcerg code of 1947, the Hclsinki declasation of 1964, the
Belmont reponn of 1974 and the CIOMS (Council for Inicmational
Orgonizations of Medical Science) 1993 have highlighted principles that
should govern rescarch cthics:
i. Respecl for persons

ii. Benelicence
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1ii. Non-malfcasance (do no harm)

1v. Justice

Drawing on the basic philosophies underlying major Codes,

Declarations and other documents relcvant to research with human subjects, it

has been suggesied that there are seven (7) principles governing science and

cxperimentation. These are:

-

-

Valuc: enhancement of health or kiuowledge deriving from the
rcscarch;

Scientific validity: rescarch must be methodological and rigorous;
[Faimcss: subjcctselection must not be biased;

A fovourablc riskbenelit ratio: polential benclits to ke individual
and the knowlcdge gained by socicty must oulweigh the risks;
Independent review,;

Inforined conscnl: individuals should bc informed about the
research and provide 1heir voluntary consent:

Respect: for enrolled subjects.

It is debatable whether these requircments arc followed at all times by

scicnlists in the conducl of thesr research on reproductive health. An incident

sill fresh in Nigeria is the suit by 30 Nigerian lamilies against a

pharmaccutical ginnt Plizer, Inc. alleging that the company unethically tested

an anlibiotic on their children during the 1996 meningilis oulbreak (Malakoff,

2001). v is instructive to obscrve thatl due 10 an inadequate legal code and

system, the suil could only be filed abroad.
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2.3.8 The right not 1o be subjccted to terturc or other cruck, inhuman or
degrading treatment or punishment

The right safcguards childien.: women and men from all forms of suxual

violence, exploitation and abusc {(IPPF, 1999). Violence against womcen has

been shown o occur theoughout the life cycle (Sce Table 2)

Table 2
Violcnce against women throughout life cycele,
| Phase | Type of vlolence - T T ON)
Tre-binh | Sex-selective abortion, battering during prcgnancfon birth
| oulcome
? Infoncy Female inlanticide. physical, sexual and psychological abuse
"Girlhood Child marriage, female genital mutilation, physical, scxual

and psychological obuse, incest, child prostitution and
pormography

| Adolcscence D-aii'ng and courtship violcnce {e.g. acid throwing and date

and adulthood | rapc}, cconomically cocrecd sex (e.g. school girls having sex
in return for school fces); incest: sexuul abuse in the

workplace; rape: sexual harussment; forced prostitution and

| pommography; trafficking in women; partner violence; mentat
| rape.

Elderly [Forccd “suicide" or homicide of widows for cconomic

n:asons; sexual; physical and psychological abuse.
B - ——

Source: WHO. 1997

In Nigeria, availablc national data shows that in the Southwest, 11.4
percent of respondents are of the belicl tBat the husband is justified in beating

his wifc for refusing sexual intercourse, 29.4% belicve that the husband is
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justificd in bealing his wifc il she fccls unfaithful, while 16.9% believe thal
husband is justificd in beating his wife for arguing with him (NARHS, 2003).
Women who belicve that a husband is justiticd in hitting or beating his wile
for any rcason al all may also believe themselves 10 be of low status both
absolutely and rclative to men. Such perceptions by women could acl as a
barricr to accessing heaith care for themselves and their children, could afTect
their attitude toward contraceptive use, and could impact their general
wellbeing (NBE(S. 2003 ).

With respect (o marita) rape. it has becn arpucd that marital rape
violates the right of a woman 1o the dignity ol her person (Saumbh & Sarvesh
2003). Thomhilt & Thombhill (1989) had carlicr staled that the physical eflects
of marilal rpe include injurics {0 privalc orpans, lacemtions, bruising, lom
muscles, fatigue ond vomiting. [lcnce. Saurabh & Sarvesh (2003) viewed that
the right not 10 be subjected to torture or other crucl, inhuman or degrading
treaunent or punishment will provide a supportive mechanism for women 10
exercise bodily integrity and sexual aulonomy.

On child labour, over 250 million children today arc at work
worldwide. Africon children constitute 32 percent of this number. A reeent
international labour report cstimated that 43 percent of Aftican children
between the apes of § ond 14 years are labourers. The percenlage of child
labourers in Nigerio ranges betwcen 20 and 30 percent of the population of
children (Oloko, 1998). Intcrestingly cnough, as far back as 1989, the
Convention on the Rights of the Child had addressed issues such as educalion,
health, nutrition, social sccurily and the responsibilitics of parcnts as they
affect children. The said convenlion states that in all aclions conceming
children, their best interests should be taken fully inlo account. Article 33 of

the said Convention recognizes a child's right 1o be protected (rom work that
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threateits their health, cducation or development. [t enjoins slale parties to set a
miniznum age for employment and to regulate working conditions.

tlowever. despite this, children work in the most visible places
possible. They can be found evetywhere on the sirects of developing cities and
towns hawking in markets and darting in and out of traffic jams, plying their
tradc at bus stops and train slations. and in front of hotels (\WHIO, 1997) .
Nigeria i s signatoty to the Convention on the Righits of the Child and the 1679
OAU Charter on the rights of the African child. The charter states:

“Evcry child has an inherent right 10 a life and this life shall be

protccted by law. A child has the right to be protected, the right to an

identity, the right to a name. a parent and a home™.

2.3.9 ‘Uhe right to information and educition on reproilnctive health
This guarantces access to full information on the bencfits, risks and
cffectiveness of all methods of fertility regulations in order that any decision
they takc on such matters are made with full, free and informed consent (IPPF,
£999).The rght 1o information and cducation on rcproductive health
cncompasses information on contraceplion and family planning, scxual
¢ducation. abortion and sexually transmitted infection (ST1) including
HIV/AIDS (CRR, 2002).

In Nigerin, particularly in the Southwest, though awareness of jamily
planning mcthods is high, 91.5% for fcmalcs and 92.4% for males, (NARHS,
2003), the legality or othenvise of information on abortion appears unseitled
and confusing. Scction 230 of Criminal Code Act stipulaics that such
information is forbidden. The said section provides that;

“Any person who unlawfully supplies to or procures for any person

anything whatever knowing that it is intended to be unlaw(fully used to
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procure the miscarriage of a woman whcther she is or not with a child

is guilty of a felony and is liable to imprisonment for 3 years™

On the issuc of sexunl vducstion, it has been canvassed that, in Nigeria,
the *family life' curriculum in schools needs to enshrine moral values in youth
ond tcach them to detay sex. This is helpful for adolescent reproductive healih
(NARIIS. 2003). Cducation's role as a dcterminant of health cannot be
overcmphasized; survival chances are greatest in the highest educational
classes (Mascgawa, 2001). NARRS shows that while 88% of adults have heard
of NIV/AIDS. and 71% have knowledge of conditions indicative of ST, the

younger sector of the population was reporied to be more ignorant.

2.3.10 The right 10 standard of living adequsite fur health and well being
Though not ncntioned in the IMP Charcr. the right 1 a standard of living
adequate for hcalth and well being guarantces the availability of foad, the
provision of cmployment and security. In Africa, it has been found that there
cxists both maderate ond high prevalence of undenscight people which is due
(o cither transitory or long term food insccurity. s\t the end of 1995, 39.4% of
pre-school children in the sub-Saharan African werc stunted in their
development (W11O. 1995). Nigeria is listed among countries where the
number of undcr-5s in this category is abave 40% (UNICEF, 2001). This is
pitiable when it is considered that over a lifetime, there are cumulative adverse
health c¢ffects that resull from living in persisicnt poverty (Kuh and Ben-
Shlomo, 1997).

The link betwcen employment and health lies in whether individunls
can generate an income suilicient (o sustain well-being. In Russia, it has been
found that the uncmployed have the highest mortality rates in the adult

population while in Dangladcsh; there is evidence of health bencfits in the
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provision of cmployment. Good cmployment is likely to ensurc lasting food
sccurily (‘Tsmothy ¢r. «il., 2001).

2.3.11  The right to hcalth

The right to health is not part of PP’ but was considered by the ICPD and the
Convention on the Rights of Child. This right can be invoked 1o
safcpuard/protect the Environment and provision of hcahh services.
Safcguarding the environment cntails the provision of safc drinking swater,
sanitotion, and the prevention of pollution while provision of hecalth services
cnconipasscs Lthe availability of drugs and the provision of wholcsome care.

Lnvitonmental law and human rights have traditionally been ireated
scparnicly. Environmental rights are not explicit in most intermational human
rights instruments (Kiss and Shelion, §991) The Universal Declarotion of
Human Righis of 1948 did not take environmental impacts into consideration.
The same applics 1o the UN Covenant on Civil and Political Rights of 1996
which absiractly slates in its Anticles 6. that “cvery human being has an
inhereni tight to life™.

The Convention on Child Rights 1989 only mandatces the states 1o take
appropriate measures to combat discase and malnutrition laking inlo account
the dangers and risks of environmental pollution (Art. 24, para. 2¢). The
Africon Charter on [Human and Pcople's Rights of 1981 cxpressly provides
that “AN pcoples havc the right 1@ a general satisfaclory cnvironment
favourable 10 their development” (Art. 24). However. this may only be
cniorced as a collective right rather than an individual one (Rest, [998).

The link between human rights and cnvironmental protection is clcarly
established by principle t of the Stockholm Declaration on the |Human
Environment of 1972 which states that “man has the fundanicntal right 1o

frecdoin, equalily and adequate conditions of life. in an cnvironment of a
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quatity that pcrmits 8 life of dignity and well being”. The Rio Declaration on
Environment and Devclopment of 1992 also did not formulate a concrete,
opcrative and cnforceable individual sight to a decent environment.

Evidently the link between the envisonment and man is strong and has
a bearing on reproductive rights. The rights 10 reproducc and develop can only
be rcalized in a healthy environment and under a legal system which
guarantces heahh, especially environmental hcalth as a right. This is more 5o
when it is considered that quitc a number of discases can be controlled or
climinated, given a healthy environment. It has been revealed by study thst all
over the world, 1.1 billion peopic still lack access to safc drinking watcr. In
Nigceria. it is reporied that in the 1990, 53% of the population had access to
safc drinking watcr while 62% had access in the Year 2000 (\WI]O, 2001).

Accessibility 10 hcalth facilities and scevices is cdqually of great
concemn, paiticularly in Nigeria. A good test of this is the undcer tive mortality
rate wherc mote than halfof all the under fives monality arc cxpected to occur
in the sub-Saharan Africa before 2010.This situation is aggravated by the
increasing number of under-five dcaths duc to HIV/AIDS and low levels of

immunization as a result of wcak health care systems (W10, 2008).

2.3.12. The right fo freedom of association and political partictpation,
The right 10 frecdom of association and political participation guaroniccs

formation of associations, groups and movements with e vicwv of promoting

issues relating to reproductive health.

2.1 The observance of RIIRs in Nigerin.
2.41  Government Oblipations towards RLIRs
A diagnostic analysis of the performance, or lack thercof, of a given national

system must consider, if not stast with, how well the government is perforining
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its stcwardship role (W10, 2002). Stcsvardship has been defined as the carcful
and responsive management of the well being of the population ond thus the
verty cssence of pood pgovemance in hcalth (WHO, 2002). National
govcruncnts have obligations towards seting standards and guideiines for
[REIRs. These include climinating unnecessary medical barriers. incentives.
and cisincentives; and cnsusc that peopic have access to the mcthods they
prefer (Population Repost, 2001). National govemments can help cnsure the
right 10 R1IRs by putting principle into law. For cxainple Article 4 of ihc
Mexico’s Constitution states that every individual has the right to decide in a
free. responsible, and informed manner the number and spacing of his her
children, In several other countrics. including Malaysia, Peru and Zambia,
flaws cxplicitly protects infonned choice on reproductive health, a crucial
concept in RIIRs. A city low in Bucnos Aises, Argentina passed in 2000
rccognises “sexual and icproductive nghts frec of violence ond coercion os
bascc human rights” and pguaraniccs women's and men’s access 10
contraceplive infonnntion. mcthods and secvices (Zamberlin, 2000). The
inplication of this is 1hat when povermments incosporaic informed choice
stzindards into their laws, the cour:s can enforce them (Coliver, 1995).

The expericnce of Nigeria with segard to the forcgoing is discussed in

the paragraphs below:

2.4.1.2.  Inadequacicsin the 1999 Nigerian Constitution,
In Nigeria, absence of legal and constitutional bscking for ccrtain rights has
becn a major impediment to their realisation. The Constitution s the organic
instrument of governance of cvesy nation. In post indejendence Nigerin,
severdl attempts have been made in the pasi to improve the quality of the
nation’s Constitution. Thesc ¢iTorts have produced the 1963, 1979, 1989 and

presently the 1999 Constilution. The most instructive chapter in the
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conslitution on citizen's rights is the chapter 1V which provides for basic

human rights which are enforecablc by individual against individual and

govermment in Nigeria. These rights arc namely:

Thenight to life (Section 33)

The right to dignity of the human person (Scction 34)

The right to personal liberty (Section 38)

The right to fair hearing (Scction 36)

The right to private and {amily life {Section 37)

The right to freedom of 1thought conscience and religion (Section
18)

Theright 1o frcedom of expression and the press (Scction 39)
The right to pcaceful assembly and association (Section 40)
The right to freedom of movement (Section 4 1)

The right 1o freedom from discrimination (Section 42)

The right to acguirc and own immovable property anywhere in
Nigcria (Scction 43)

A coreful review of these rights in terms of applicability for RHRs

show that unlike Lhe case with the Constitution of ivcxico and Argentina and

the law in Zambid, which makes specific provisions on sexual and
reproductive rights, the 1999 Constitution of Nigeria does not puaranicc Lhe

realisation of certain reproductive health rights in the insiruments to which

Nigeria is signatory. These rights ore narnely:

e The right to decide the nunber and spacingof children

« The right 10 a stondard of living adcguate for health and well
being

e The right to cmjoy scicentific progress and to consent W

cxpcrimentation,
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Equally t00. ceriain rights in the Constitution are abstract and (0o narrow to
avail the protection as reproductive rights. Thesc arc as follows;

¢ The right 1o be frec from discrimination: this imposcs criteria

which is rather oncrous (o esiablish.

o The right to dignity of thc human person: This apparently docs
not cnvisage the broader issues of child labour. femalc genital
mutilation or the concept of *marila) rape’.

o The rightto privacy: This docs not safcguard the right to decide
in a [rce, responsible, and informed manner the number and
spacing of his herchildren

A major regional instrument on human rights swhich complements the
application of national Constitutions in Africa is the African Charier, The
Charier becamc applicabie in Nigeria by virtue of the African Charier and
Peoplcs Rights Act (Ratification and Enforcement) of 1983. Significant in the
provisions of the Charter for reproductive health are the following: Article 17
of the Act which guarantees the individual right 10 cducation; Asticle 18(1)
provides that the family shall be protected by the state which shall take carce of
its physical health and morals; Articlel 8 (2) states that the Statc shall have the
duty to assist the family which is the cusiodian of morals and traditional
valucs recognized by the community and Arlicie 18(3) provides that the Staie
shall ensure (he climination of discrimination against women and also cnsures
the protection of the rights of the woman and the child as stipulated in
Intemational Declarations and Conventions.

However, a major weakness of the Charter is that its provisions are
only cnforceable in so fiur as they are nol inconsistent with the provisions of
the Nigeria Constitution. Thus, lack of appropriate recognition of the larger
part of these rights by the Constitution is a major constraimt making

impossiblc for people to demand enforcement.
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Another national instrument with significonl  provisions for
reproductive health rights is the Children®s Riglits Act passed by the National
Asscmbly in the year 2003. Section 13 of the said Act guamntees a child's
right (o heahh and heahh services and provides thal “every child is entitled to
cnjoy the best attainable state of physical, menial and spiritual heahh. Section
13(2) provides that “every Government, parent, guardian, institution scrvice,
agency, organization or body responsible for the carc of a child shall endeavor
10 provide for the child best attainable state of heahh.” According to section 13
(3) *every govemment in Nigeria shall; (a) endeavor to reduce infant and child
inortality rates: (b) ensure the provision of nccessaty medical assistonce and
the development of primary health carc; (¢) ensure the provision of adequate
nutrition and safe drinking water; (d) combat discase and malnutrition witbin
the framcwork of primary health care through ihe application of technology;
(c) ensurc approprialc heahh care for expectant and nursing mothers; and (f)
suppori through tcchnical snd I nancial means the mobilizotion of national and
local community resources in the development of primary heahh care for
children”

Agoin. the main piyall in the foregoing provisions is their
cnforccability .The Act docs not make provision for the cnforcement of

Section 13 of the Child’s Acl which esscntinlly relaies 10 child health,

2.4.1.3 Commiiment of Government to Policies en RIIRs.

Govermment policies for social and cconomic development can impeose
peopic’s nbility to tcalize their reproductive rights where there is commitment.
Policies that improve women's status help them to make dexisions for
themsclves. no mailcr whal their age. class, rsce, or cducational status (Dixon-
Muctler, 1993). According to the 2003 NDIS. Almost three-quaciers of

women who receive cash camings repont that they alone decide how their
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carnings arc used, Also. policies goveming women's autonomy can foster
their status and abitity to make decision for them including decisions about
family planning. In 1995, rescarch in Bongladesh found that participants in o
micro credit prograom for women were more likely 10 communicatc with their
husbands and 10 havc more autonomy and more decision making authority
than other women (Amin. Becker and Bayers, 1998).

In other to achicve the national goal of health for all Migerians,
aftempts have been made 10 largel specific disease burden through appropriate
health intervention guided by required policy. This is in line with Sections 13
to 24 of the 1999 Constitution which provides for the (undamental obligations
of the state which include cconomic, social. educational, and environmcntol
objectives of the State. llence. the Govemment has made several policics
tncluding the lollowing:

- Notional health policy (1996)
- National \WWomen Policy (2001)
- National Rep:oductive l{calth Policy (2002)
-~ National HIV/AIDS Policy (2002)
National Health Promotion Policy (2006)
- Naotional Policy on the Elimination of Femole Genital
Mutilation
- Nationa! Policy on Adolescent Health
National Policy on Drug
\Vithout doubt, the forcgoing policics have grcat prospects for the status of
women ond their reproductive health. tlowever. a policy does not alone on
nsell evidence strong conimitment. Commitment is measurcd by practicol
steps put 1n place by government 1o realise its policy as well how possible it is
for the citizenry to hold govemment accountable for non-performance. A

major short coming of policies is thot, having been made wnder the stale
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directive principles, they do not catzy the force of law and as such they are not
actionablc or justiciable in Courl. Also. an absence of constitutiona! backing
for this 1najor policy thrusts and the misicading assumption that health is on

the concurrent list in the constitution has been identified as a major problem to
the Nigerian health sysicm (FMLH, 20085).

2. 0.4, Inadcquate Legald frame work.
According 1o the 2001 National Reproductive iiealth Policy, although various
statulory, customary and religious laws which are in force in Nigeria address
different areas of reproductive hcalth, many of these laws do not reflect
reproductive health concept and so are inadequate to mect the nceds of
actualising reproductive rights. Certain provisions in the Criminal Code Act of
Nigerio conlwm the foregoing repont. In this regard. sections 228, 229 and 230
of the Criminal Code stand oul. Section 228 provides:
“Any person who with intent 10 procurc miscatriage of 3 woman
whcther she is or not with child, unlawfully administers 0 her or
causcs her to take ony poison or other noxious thing or uses any force
of any kind. or uscs any mcans whatever, is guilty of a felony and
lable 10 imprisotuncnt for fousteen years'.
Section 229 provides:
“Any woman who, with intent to procure her own miscaniage whether
she is or she is not with child unlawfully' administers to hersell any
poison or other noXious thing or uses any force of any Kind. or uses
any. othcr means whaevcr or permils ony such thing or means to be
adminisiercd or used to her is guilty of a felony and is liable to

imprisonment for scven years™,
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Section 230 provides:

“Any person who unlawfully supplies 10 or procures for any person

anything whalever knowing that it is intended to be unlawfully used 1o

procure the miscarriage of a woman whether she is or not with child is

guilty ofa felony andis liablc 10 imprisonment for three years”,

The concomitani effect of the aforesaid sections is that impediments
arc placed on ccrain rights sclating 10 reproductive health as puarantced by
ccrlain provisions in some Conventions to which Nigcria is signatoty. Such
provisions ace as follows:

- The right to decide the number and spacing of oncs children.

- The right 10 cducation and information on reproductisve health.

- The right to health
Of importance too arc scclions 353 and 360 of the Criminal Code Act which
prescribe diflerential and discrimipatoty punishment for mdccent assauh for
males and fcimales. Seclion 383 provides:

*Any person who unlaw(fully and indccently assaults any male person

is guilty of afclony and is liable to imprisonment for 3 ycass™,
while Scclion 360 provides:

“Any person who unlawfully and indecently assaults a woman or girl

is guilty of a misdemeanor, and is liable to imprisonment for 2 years™
Scction 357 of the same Act does not in its definition of the offence of rape
cnvisage the occurrence of sexual violence 61 home (marital rape). (1 states:

“Any person who has unlawful camal knowlcdge of a swoman or a girl

withoul her consent, or with her consent, if the consent is obtaincd by,

force or by means of threals or intimidation of any kind, or by (ear of
harm. or by mecans of falsc and fraudulent representation as to the
nature of the act or in the case of a marricd woman by peisonating her

husband is guilty of an offence which is called rape”,
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in 1991, the House of Lords in England confirncd the conclusion of
the Court of Appcal that "a rapist rcmains a rapist subject to criminal law,
irrespective of his relationship with his victiin®. Also in Sepicmber 2005, a
scxual violence civil bill was passed in India which allows women to seek
redress on a wide range of forms of sexual violence including marital rape.
‘Section 22] of the said Act also constitutes an impediment o
Reproductive health righis. 1t provides:
1) Any petson who has or attempts to have camal knowlcdge of a girl
being of or above 13 yecaes and under sixtcen years ofage; or
2) Knowing a woman or o girl to be an idiot or imbecile has or aticmpts
to have unlaw(ful camal knowledpe of her;

is guilty of n misdemcanor and is liable to imprisonment for 2 years

with or without cnning. A person can not be conviclcd of nny of the

offences defined in this scction upon the uncomoborated testimony of
onc wilness”.

The requirement for corroboration by a witness is oncrous Rape may
or may not occur in the presence of a witness. Also in its definilion of
prostitution, Scetion | of the said Act provides:

“Proslitulion {with its grammatical varialions and cognatc expicssions)

includes the offering by a female of her body commonly for acts of

lcwdness for payment although theee is no act or ofler of an act or

ordinaty scxual connection”,
Lvidently the above statutory definition of prostitution does not include
criminal liability for a man who paricipates in the offence of prostitution. The
result of this is that the provision is discriminator) against a \Wwoman as man
can not be charped with prostitution.

[Tiese inadequacics arc pointers 1o loopholes deserving lcpisiative

inteevention. It has been said that law has a foundational role in frsming public
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health (Mensah ef of., 2004). It can be used to make available a structure thot
will allovv for monitoring of legal interventions for appropriateness and
clTectivencss. Law helps in assisting its mokers (o ensure that whatever rules,
ordeis and regulations specified within it are implemented and cnforced
(Mcnsah er al.. 2004).Also. law can bolster other public health sirategics when
they arc prudently used by public health practitioners who have a clear
understanding of how it shapes public health infrastructure and can promote
progratn poals, complement not supplement other principles of public heaith
(Centre for Wiscase Control and Prevention, 2003).

Many countrics have adopied the progiain of action drafied at the 1994
Inicrnational Conference ol Poputation and Desvclopment (ICPD) held in
Cairo. The prograin of action emphasizes the need for law and policy changes
in order 10 address the challenges of population and development. Intervicws
conducted in 1997 with stakcholders revealed that countries like Bangladesh,
India. Nepal. Jordan, Ghana, Scnegal. Iamaica and Peru have began to reform
policices in bid to reflect a new focus (Hardee ef af.. 1999)

Nigeria is also presentty taking sieps 10 cnact an Act which would
among other things; sct out the duties and rights ol Health care providers ,
health workers and hcalth estnblishment users; and prolect, respect, promote
and fulhill the rights of thc people of Nigeria to the progressive realisation of
occess 10 health care scrvices (FME[,2005), The Bill is yct 10 be passed and
conscqguently. its signilicancc can not yet be fulty assessed. The hope howcver

is for the Bill not 10 become spent with the expiration of the term of the

Obasanjo’s administration,

2.4.1.5. Policies on Incentives and Disincentives for fitinily planning.
It has becn argued that offering of incentives and creating of disincentives o

influence people may affcct their exercise of choice on reproductive health
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{Isaac, 1995) and thercby violale their right to decide freely the number and
spacing of children. Betwvecen the 1975 and 1977, extreme population policy
was introlduced in India when the government suspended the Bill of rights
{Srinivasan. 1999). Mass Sterilisstion progiam was introduced and forced by
government wilh the offer of incentives such as jobs for men (Warwick,
£990). These policics led to public criticism and a national fcar for family
planning. They also contributed to clecloral defcat fos the parly in powes
(Srinivasan, 1999). In Bangladesh, government policy supporis the provision
of clcan garments. subsidized foed al the hospital. However whether this
influences planning decision i s unknown (Kabir. 2001).

Disincentives may include loss of matemily leave. restrictions on
access to public housing, limits on schooling choiccs and increased laxes
(Shor1 and Zhai, 1998). Isan’s national assembly approved a law that went into
cffect in 1994 banning public benefits such as paid matemity leave and social
welfare subsidics lo low income women for the birth of any chitd after a third
(Aghajanian and Mcrhyas, 1999).Recenily the Supreme Court of India upheld
the decision to disqualify a member of a village council in the notth —westem
India statc of Haryana for violating the region’s 1wo child norm, even though
the nonn is not lcgally binding. The apex court held that *“it is in the national
intcrest 10 check the alarming growth of India’s population through lcgislative

disincentives.” The Nigerian law is silent on population control through
disincenlives.

2.4.2 Social - Cultural practices.
Social - cultural noses influence people choice of reproductive right (Bosveld,
1998), ‘o a large cxlent, community norms detemine individual child bearing

prefeiences and sexval and reproductive behaviour. Community culture affects
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a person’s attitudes towards fomily planning, desired sex of children,
prcference about famity size, family pressure to have children (Vickers, 1974).

* Gender

Women experience subordination on the grounds ol sex and gender. Scx is the
cxpression of biological dilference; gender is the social accommodotion of
biological difference {Lerner, 1986).In the trzditional legal cnvironments of
many sociclics. women lacked legal capacity and reccived cntilements
according 1o disposition of men (Cook, 1994). Patinarchy was considered the
natural order of socicly and women were perceived 1o be acling unnaturally if
thcy piesumed to cngage in the allsirs of men (Cook, 1994). Feminist scholars
have identificd this history of patriarchy and recorded its oppressive impact on
worinen (Cook, 1994).No doubt. the protection of sexual and reproductive
hcalth right of women and men are both important, However, women
reproductive hcaith requires legal protection and promotion is impcrative,
considering the fact that they bear the burden of gestation (Progress. 1999)

In Nigeria. culturnl biases and cntrenched patriarchy arc major
challenges to the implementation of reproductive health rights. \Yomen are
seldom recipicnts of the benefits meant for them. These benclits nre usually
taken over by men because of a number of socio-cultural traditional ond
cconomic reasans which presecnt men as the head of the family umt and
therefore the first in line of authority (Akintundc, 2002).

This is (urther conlirmed by the Nationat Policy on Women (2001). In
paragraph 8.4.1 of the policy, it is noted thot patriarchy and its related
practices conslitute major impecdiments to the full intcgration of women into
the Nigerian cconomy. It is furthcr swated that as practiced in Nigeria,
patriarchy gives asccndancy in inhcritance; authority and dccision-making in
and outside the home 10 the malc. Cestainly, decision making in and outside

the home will involve decisions that alfect the general heahh particularly the
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reproductive health of the woman.  Adamchack and Adcbayo (1987) had
carlicr given the opinion that a culturc of male supcriority together with o
man’s authority over his wile's reproductive rights has implications for
women’s total wellbcing. Adcwuyi (1999) had obscrved that Nigeria is a
patriarchal traditional sctting which racognizes the husband as a factor cven
when he is not the primary breadwinner in the houschold. He also observed
that husbands arc the key 10 improving reproductive health. There is growing
understanding in the intcmational public health community about the role of
gender in reproductive health and the need for professionals to develop
crcative strotegics to address this role (Wegner ¢s al, 1998).

The culwral habit of son preference also influences reproductive heaith
choice. It has been found that couples who preter sons tend to have their child
soon alter the birth of o daughtcr. For instance a study in China showed that
among women who had given birth to a girl, most had their child within 37
months .Converscly, among women who had a boy, most had their next child
within 46 months (Graham. Larsen and Xu. 2002). Also there is sirong
cvidence that in many countrics inciuding Nigeria, women are more likely' to
have a next child within three ycars after the binh of a daughter than after the
birnth of a son (Poputations Reports, 2002). Reasons adduced for the forcgoing
trend include the Iact that sons continuc the tamily tincage, perform praycrs o
ancestors and can support parents in their old age (Larsen, Chung and Das
Gupta. 1998). [n India. sons tend to have higher economic, social and religious
valuc to their parents (Amold, Choe and Roy. 1998) while girls may be
considered as cconomic liability ( Kishor, 1995)

Culiure is also ascal (actor in the issuc of Female Genital Mutitation- It
continucs 10 pose threat lo women autonomy in Nigeria. According to the
2003 NDIIS. continuation of femalc circumcision finds grealer support among

southcrmners than northemers and among those who are circumeised than those
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uncircumcised. Generally, Pamgraph 8.1.52 of the National Policy itemizes
the reproducuive  heahh concems of women as including: high matemal
morlalily rates associated with pregnancy, child birth and unsafe abortion,
reproductive tract infection (R'1l), sexually wransmitted diseases, [11V/ALDS.
cervical and breast cancer, female genital mutilation. traditional practices that
are inimica! lo good hcahh, tcenage pregnancy, Vasico Vaginal Fistula (VVT),
insufTicient information on body structure and functions, poor access to heahh
l[acilities. poor distribution of traincd medical personnel and low level of
socio-cconomic devclopment. The policy concludes that all the
aforcmentioned issuces conltribute to the poor health sistus of womcn in Nigeria
(National Policy on Women, 200 1). ti has been said that when women gain
aulonomy, they are betier able 1o claim their rights, including the right to act to
protect their own reproductive health (Heise, Ellsberg and Gottemoclicr,
1999).

Also social economic factor has been considered of relevance to the
issuc of child hawking. A debate in this regard is whether child hawking is a
forin of child labour or not. While Commenling on the relationship between
socia) background and the issue of child hawking, Okokon and Charles (2004)
concluded in their study that Child hawking only becomes cxplostative when it
allracts stringent ncgalive sanctions: otherwisc it is like any other “child
scrvice” to o fomily that is in need of such assisiancc.

In all, scholars have obscrved that one way lo bring out women’s
voices is to ask women quesiions. Asking questions (rom women facilitates
undcrstanding of the noture of their subordination. In their view, the
experiences of women's oppression and liberntion within their 0wn sociclies
must inform the cnforcement of human rights (Armstrong, 1993, Bunling.
1993. tLazreg, 1990). This is because what appears to an ‘outsider’ as

oppression may be found to be tolerablc or cven advantageous 10 women
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involved; conversely, what they find discriminatoiy and subordinating moy

not be apparent to the *outsider’ (Abu-QOdch, 1992).

2.4 Influcnee of Social Netwurks anid Houscholil.

Every body belongs to informal socsal networks that influence their behaviour
1o some degree (Volenie, 1995). Social networks include the extended {amily,
friends. ncighbours. political groups. church groups, youth groups and other
formal and informal associations. hlost pcople seck approval of others and
modify their own behaviour to plcase others or 10 mect others expectation
(Valente. Wolkins, Jato, Van Der Steaten and Tsitsol, 1997).

llouschold and community influences can be so powerful that they can
obscurc the line between individual desire and community norms. For inslance
in soinc cuhurcs. many people reject contraceplion because bearing and
raising children is the path to respeet and dignity in the society (f.adyali, 1991).
Also. o person’s narital status. the stability of the marriage , communication
with the person’s partner and status within the family influence teprovuctive
choice (Kazi ond Sathor, 1986).For insiance somec women say that
contraceptive use is not an individual decision but one made by the couple or
family(Dixon-Mucller. 1993). in the Philippines 88% of women surveyed in
1994-1995 said that femily planning s often a fomily deccision (Adair,
Polyhamus, Gultiano and Avila, 1997). Young pcople often decide not to seck
family planning becausc they do not want their pasents or other adults 10 know
that they ore scxually: active (Jejecbhoy, 1999).

In Nigeria, according to the 2003 ND{IS. information on currently
marricd women who know a contraceptive mcthod by the number of times
they. discussed fomily planning with their husbands showed that almost twg-
thirds of women reported that they never discussed family planning with their

husbands. Lack of discussion, as reported, may reflect a lack of personal

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



41

interest, hostility to the subject, or customary reticence in talking about sex-
related matters (NDIIS. 2003).

Also omong morried womcn in Nigerio, it has been reporied that
decision making is highly dominated by husbands. For cach specified decision
10 respondcnts during the NDHS survey, the majority of women stated that
their husband has the final say. At least 1wo-thirds of women stated that their
husband alone mokes decisions tegarding the children®s health core ond

cducation. large houschold purchases, and even the respondent’s own health
care (NDIIS, 2003).

2.4 Individual Values and P’ersonal Characteristics.

Pcople ditfer in their reproductive intentions, owarcness of reproductive rights,
percecived risk of becoming pregnant, att:tudes about contiaception and ability
10 make decisions on reproductive health (Rutenberg, Biddlecom and Koono,
2000).For instance, on contraceptive usc, the nature of a person's sexual
relotionship whcther in a long term monogomous marriage or occasional

scxual contacts infiuence the choice of contraception (George Towm
University, 2000)

2.4.5. Level of education.

Education is an_important variable which tends to influence ncarly every
aspect of behaviour. Educntion is 8 mojor socio-cconomic variable (NPC,
2001} Studies have shown that formal education has impact on feitility levels.
Educationol status allecis reproductive health swatus in several ways. The more
educaicd a person is the more likely sheshe is to manty late (Mamdani, Gomer,
Horpham and Campbell. 1993), 1o know about reproductive health services
ond their location (Lee, 1992), to wam fewer children (Mamdani, Gomer,

Ilarphom and Campixil, 1993}, 10 use contraccption and thus to have low
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fertility (Robey. Ruistein. Motris ond Blackbum), to jusiify wifc beating
(NARLIS, 2003). When girls receive education, policics and progiams impart
new attitudes and skills that enhance their reproductive health. Also women
with more cducation typically have more autonomy and are better to make
decisions for themsclves (Moulton, 2001). Also peopte who can read lave
more access (o prinied matcrrols about reproductive health concept including
family planning and contraccptives (Seats Project. 1999). The ability to read is

an important personal asset allowing women and men incecascd opportunities
in life (NDI4S, 2003)

2.4.6 L.ocation

Astde from cducation and other social cultural faciors. place of residence
influences reproductive choice (Cohen, 1998, Curtis and Ncitzel, 1996). For
instance. according 0 a study carried out in Bangladesh, urban 1esidents
usually have morc intcrest in family planning. more access to modem
contraception and better educotion. Children in utban arcas arc less of an
cconomic asset (0 the (amily, living costs arce higher. and social norms What
favour large familics ate weaker than in the country side (Cleland and
Mauldin, 1991). Also women who live in rural arcas arc more likely than

women in urban aicas (0 have birth intervals shorter than 3 ycars (DIIS, 2002)

2.5. {teproiluctive health rights practices in Ibadan South West Local

Government.

The mvestigator observed during his ficld work exercise that alf the PHC (with
the exception of the onc at Awodife) do not have enough space for female
reproductine  health seivices, panicularly family planning: The PHC at

Dolumole. Molcic and Akere compound are more or less shops which hatdly
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contain the service provider aud histher 1able let alone the paticnticlient
Attendance for rcproductive health counseling. which the s1atl of the clinies
are expected 1o render, 1s low. Also, the centers are nol gencrally equipped 1o
olfer sausfaction to thosc who may wish to patronize them for reproductive
health concems. In one of the clinics, when asked if there was ever a
complaint about the statc of affairs, the mvestigator was informed that no one
has cver made such complaint but the source agreed that awiendance could
mcrease if the quality of the service improves, On the issue of abortion,
another source obscrved that with the rate of piomiscuity and decadence
around, abonion is mmpant but admitted that no case of unsuccessful abonion
has been biought to the clinic and that in any event such cases will be
unmediately referred 1o the University College Hospital which is beter
eguipped to handle such matiers.

With regord to the extent of reports of gomestic violence in the local
Govemment, base line sources at the police stations visited. including that of
Iyaganku, did not at first understiand what domeslic violence s unisl il was
explained, The general idea of these mformants was that domestic violence
inctudes beating of women by their husband or gricvous punishment of
children by their parents and leachers. However. the unanimous view' was that
cxcept when it relates 10 very senous crime, domestic violence is seldom
reported. When asked if any concemed individual has cver come to 1cpert an
incidence of domeslic violence. the responsc of informants was that it happens
but most of such cases oficn eaded up abandoned due 10 lack of follow-up on
the pan of the concemed infonnant. It was also generally vicwed by the
infosmants that those who are victims of this violence at liome are ofien
reluctant 1o repait at the swalion because 1t is seen 3s usual and noting
criminal except when it involves Erievous bodily haim. An infortnont

wondered who would tepon to the station in the case of a father malucaling
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his child or wife. The opinion was thal the victims would rather sul¥er in
silence than have to repor 10 the police. However. according 10 him, on some
instances where ncighbors have reported such incidents at the station, such
cases arc oftcn settled without going o court, provided there is no scrious
harm involved. \Vhere the police consider court 1o be incvitable, such cases
arc often frustrated when the complainant refuses 1o tum up in court 10 prove
his/her casc against the accused person.

The same sources also revealed that though rape is at times tepor cd,
most tiincs the investigation i's inconclusive. They distinguished beiween rape
and the crime of delilement of an undcer age girl, According to the soutces,
pcople arc more willing 1o prosccute defilement than rape but aiso admit that
on most occasions cven the crime of delilcment can be seitled out of court.
With rcspect 10 crime of rape. on rare occasions when the masicr is taken 10
the cour:. it is oficn difTicult to prove. Onthe issuc of abortion, anothcr source
al the police station observed thal at times, guack doctors who engage in such
practices have been reporicd and whesc an allegation appears genuine it would
be proscculed. Sources could not, however. give how many of such cases have
been prosccuted.

Most lcgal practitioners with offices in the area are not familiar with
the concept of repioduciive health rights. It was gencrally viewed that health
issucs arc of public interest but with little or no monctaly gain for professional
lawyers. Howcver, some could necall that on rarc oceasions, they have had
causc 1o render lepal aids 1o victims of scxual crimes such as rape and
delilement, They noted that such matiers are ofien frusirated due to the stigma
associoled with the crimes. Relating how such cases are conducted in the
couns situaied in the area, some of the litigation lawyers hinted that they are
conducted In the samc manncr cverywhere. Cxpatiating further, sources

revcaled that cases o (rape and other offences relating 10 minors are often tricd

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



43

mt camera, where the public is kept out of the trial. On legal reporting of the
case, mention is not made of the ratic of victims. However, it was observed
that the essence of trying the cose sccretly is ofien defeated by the fact that
criminal trials arc not specedy. Therefore it can not b¢ guarantecd at all times
that such matter will not get to the knowtedge of the public thereby defeating
the purpose of trial in camera.

The investigator also observed during the field work exercise that in
the major markets ol the IBS\VLG, notably Alesinloye and Oja oba. and the
major commcreial motor parks, child hawkers are visible. Female engagemcnt
in this is predominant. A source confirmed that poverty is the root cause. It
was also noted that mobile courts do routinely arrest such hawkers and upon
proof of guilt impose a line on them. This, however, hardly stops the habit, as
most locations (requented by these hawkers are not accessible to the mobile
van of the mobile courts. Also. some parents in IBS\VLG associale marriage
of under age girls in the arca with tecnage pregnancy, which they also believe
leads to dropping out [rom school. The foregoing highlights the reasons for

sclecting [BSWLG as the study site

2.6 Conceptual Fraumcwork

2.6.1 I'rcamblc

The ecological model is a comprehensive health promotion madel that is
multifaceted, concemed with environmentol change, behaviour and policy that
helps individuals make healthy choices in their daily livcs (Patry ef al., 1996).
Many of the predominant theories and madels of behaviour focus on one
dimension of health promotion, such as knowfcdge, attitutles or skills (Green
et al, 1996). However. the ecological model nddresses mwltiple layers of

inlluence on behavior which provides n comprehensive appioach for health
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promotion. Also. the ecological model offers promising rcsults in preventing
many public health problcms (Breslow, 1996)

The defining feature of the ccological inoded is that it takes into
account the physical environment and its iclationship to pcople at individual,
interpersonal. organizalional, community and policy levels (McLeroy, ef af.,
1988). The ecological model operaics on the premise that health choices do
not exist in vacuum. The assumption of the ccological model a1 the
inthapcrsonal level are that characteristics of the individual such as knowledge,
attitudes. skills, self esicem, behaviour and developmental history may affect
healib choices (Mcl.eroy, ef af,, 1988). Implicit at the interpeisonal level are
the assumptions that formal and informal social networks and social support
systcms, including family, work group and friendship networks affect health
choices.

Al the institutional or organizational level, it is considered that
institutional factors, formal or informal nsles and rcgutations for opcration
afliect a health choice or behaviour. The model also takes into account certain
{actors relereed to as community factors which entail the relationship among
organizations. institutions and informal networks within defined boundaries-
Finally, it is assumed by the ecological model that policy level factois

including laws at local, regional and national levcls alfect health choices-

2.6.2 Application

Applying the forcgoing 10 this study, a person is likely to dcmand the
realization of his reproductive health rights (RHRs) if he has knowtedge of the
rights. Also, attstude to REIRs might be informed by gender, location, values
and personal preferences. ‘These are referred 10 8s intrapersonal factors which

affect health choice (lable 3). Apart from these factors, formal or informal
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social networks such as family, pecrs and friends (interpersonal factors) that a
person cnjoys may influcnce his / hicr reproductive health right choices. The
institutional factors that may alfect the reproductive heahh rigit choice of a
person include: poor accessibility 10 information on REIRs. the availability of
legal aid. the policc and reproductive health ctinics. Another sct of factors
(community faclors) which may aftect RIIRs choicc arc namcly double
standatd norms for males and females while at the public policy level the
inadequacy or othcrwisce as well as type of sanctions of policics and laws may
offcct RJIRs’ choices as scen in Table 3.

These factors were studied by means of focus group inlervicws and a
survey ol the targel populations. In casrying out this study, FGD was used to
gain insight into the opinfon and attitude of respondenis on RIIRs and related

issucs. This was followed by a survey using a scmi-structured qucstionnaire.
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Application of Ecological modcl: Reproductive Health Right choice.

Intrapersonal Level

Willingness to demand actualization
of Reproductive health rights (RHRs)
v knowledge . ottiude to RHRs
informed by  gender dilference,
location. values and personal

preferences.

[ntcrpersonal Level

Institutional l.evel

Family pcers and (riends that a person
has may influcnce his / her

reproductive health right choices.

| I'oor accessibility io information on

RIIks, fepal 0id, the police and

reproductive healih clinics.

Community Level

Public policy Level

Double standard nonns for males and

| females.

The inadcquacy of sanctions. policies

and laws which may' affect RIRs,

Source: Change Process, A social Behavioural foundation for Health

Education (Uinpublished)
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I;‘F;?Qu_re-l:litohgicalMm]cl'r S, :
| Public Policy Level
: :
Community Level N -
institutional Level = ™S
Interpersonal Level N I '

Inirapersonal Level |

Source: Change Process, A social Bchavioural foundation for [lealth
Educalion (Unpublished)
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CHAPTER THREE
METHODOLOGY

3.1  Study design

This is a descriptive and explorative study using a cross scctional design. The
study determined the Kknowledge of tlouschold heads (l414s) about
Reproductive health rights (RHRs), [aws, conventions and trcaties. b also
detennined the opinion of HHs on the extent of promotion of RIiRs in
Nigeria, issuts of RHRs, mcasures 1o be put in placc to ensurc enforcement

and the attitude of HHs 1c the adoption of Ri IRs in Nigeria.

3.2  Study Location

The site of the study is lbadan Southwest Local Government (IBSWLG), Oyo
state, Nigeria. Ibadan South West Local Government was carved out of the
defunct 1badan Municipal Govemment (IMG) on the 27 August, [99[ by the
regime of foniner militmy President, General Ibrahim Babangida (r1d.). It has a
hind mass of obout 244.55km, which makes it one of the lasgest local
government in Oyo State. IBSWLG is approximately [50km from Lagos by
the mosi direct rouicand 659km from Abusa, Federal Capital Territosy (FCT),
The local Government is bounded in the north by Ibadan North and Ibadan
North Cast Local Governments; in the cast by Ibadan South East and Oluyole
Local Government. in the scuth by ldo Local Government and the west by
Ibadan Noith West Local Government, The adminisirative headquarters of the
local Govemment is at Oluyole Estate wilthin the office complex of formes

ibadan Metropolitan Planning Authority along Bashorun M-K.O Abiola Way
(Former Ring Road) Ibadan.
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lbadon South \Vest Local Govermment is largely urban: the
communities in the LGA posscss typical characleristics of urban areas which
according 1o Brieger (2002) include aflluence, slums and shanty towns. The
1991 National Population ccnsus put the population tigure of the local
govemment as 277.047. Using a growth ralc of 2.83 per cent per annum
(NDHS, 2003). the population a1 2005 is 386.8t3. A greater percentage of the
inhabitants of thc LGA arc Yorubas, ahhough there are pockets of Igbos,
Hausas and forcign nationals, cspecially the Lebanesc who also ceside within
the local government. Most inhabitanis are traders, artisans who are cither

sclf-<ecmploycd or working in manulacluring industries, or civil servants. There
“

are few' inhabilants of the 1BSWI1.G who cngage in {arming aclivities.

3.2.1 Political Siructuse

Politically. based on the information cotlecied from its Community
Development Dcpariment. the 1badan South West local government has
twelve potilical wards, namecly: \Vard | consisting of Orita Merin, Bere,
Onisiniyan. Ojc-Oba, Alckuso and Akcre compound arcas: \Vanl 2 consisting
of Isale Osi, Borm Photo, Gege. Aladorin, Clesin Mcta. Apampa compound
areas; Ward 3 consisting Isalc ijcbu, Idi-Arcre, ltaragba omo, lyana Asuni
areas; Ward « consisiing of Bode, Popoyemoja, Gbodu strect, and Asuni
compound, Ward 5 consisting of Akuro, Alascku, ltamays and Apana areas;
Ward 6 consisting of Foko, Foko Agba, and Olesuku compound, Ward 7
consisting of Agbokojo, Mclhadist, Agbeni and lyana Foko oreas; Ward 8
consisting of Okcbolo, NTC Road, lyaganku arcas: Ward 9 consisling of
Ososami. Imolelalatia, lidi-Ape. Anlani, College Ciescent and Moicie arcas:
Ward 10 consisting of Oke-Ado and Liberty arcas; Ward 11 consisting of
Challcnge, ldi-oro, Challenge, Elewwn, Agbaje, Orita Challenge, Alade
Layout, Olusonys street. Adcoyo stale hospital and Fodasls: and Ward 12
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consisting ol Ringroad, Quarters, Apata, Odo-Ona, Oke-Ayo, Jericho and
Alcsinloye arcas. About seven wards under Jocal Government, namely wards
1.2,3.4.5.6.7. possess characlcristics of the inncr core. Threc of the Local
Govermment wards, namely 8, 9 and 10, display the features of transitory

scitlement, while wards 11 and 12 exhibit characteristics of peripheral

scitlement.

3.2.2 Notablc establishments

IBSWLG has notabte cstablishments such as the Divisional Police force
headquarieis ond the Press Centre of Nigerian Union of Journalist (NUJ) Oyo
Stale Council located &t lyaganku. DifTerent levels of courts in the locel
government includc the Juvenile Court at NTC 10ad, the Magistrate Courts at
lyaganku, the State High Courts at ring road and the Court of Appeal also at
lyaganku. The important markets of the local povemment include the markets
3t Alesinloyc, the Oja Oba. Oke Ado Owode and the Ring rosd multi puspose
marketl. Notablc hotels in the local government include the D-Rovans Hotel at
M.K.O. Abiota way, Kankanfo Inn at Joyce B road, Liberty Motel at Ring
road,K.S. Motel at Molctc and Lafia Hotel at Apata. Ibadan South West also
has notable Spoit Centics which include Liberty stadium ot [ibeity road,
Olubadan Stadium and Ibadan Tennis Club both at lyaganku. [n IBS\WVLG,
there are 12 Primary tleath Care Centre at Ring road, Akere, Oja Oba, Molete,
Bolumole, Awodife, Elewura, Alesinloye. Apata, Foko and Oluyole.

3.5 Study population

The population under study includes the houschold heads who live in the area
controlled by lbadan South West Local Government. By the NPC [99]
Census result, out of a population figere of 277,047 i this area. the population
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sizc ol houschold heads was put at [ty cight thousand. onc hundred and sixty
four(58.164). The break down of this population sizc is: Fcmale-£3,020 and
male- 45,144. Using a growth rate ol 2.83 per cent per annum (NDHS, 2003),
the population of the houschold head at 2005 is 81.208, female household
head populationis 18.§78 whilc it is 63,030 for tive malc houschold head.

37  Samplc Size Delermin:ition

Al 2.83% annual population growth 2005 poputation of houschold heads ol
IBSWLG was expected to be 81.208. A sample size of approximalely 400 was
calculated using the statistical formulac; n=z * pq /d * for the 81,208
population of Houschold heads in 1BS\VLG.

Where: n= The desired sample size {(population > 10,000}

Z= The Standard noimal deviate. setat 1.96 a1 95% Conlidense level

* The proportion in the targel population cstimated to hove o particular
characleristic at 50 % or 0.50 eslimate

q=1.0-p

d=degree of accuracy desired, i.€.0.050

n= (2)2{0.50) (0.50) (0.50)* =400 sample sizc

(Source: Araoyc. 2003)

In all. considering attrition, 123 questionnaires were adminisicred on
respondents.

3.7.1  Sampling procedure

A multistage samgpling technique was used. Fiesily, IRSWIL.G was divided
into pofitical wards across the strala of inncr core, transitory and peripheral
Proportional and simple random techniques was used to Sclect three wards

\ [rom the inncr core, iwo wonls [fom the transitory and two wards from the
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peripheral areas. At the end of this stage 7 wards were sclected. The dewils of

the Balloting result atc as shown below:

lnncr Core
Wards

4

b

1

Transitery Aren

Wards
8
10

’eripherl
Wards
Il

i2

Areas

Bode. Popoyemoja, Gbodu. Asuni Compound
IFoko, Foko Agba, Otesuku Compound
Agbokojo, Methodist Agbeni, [yona Foko.

Areas
Okcbola. NTC Raad. (yaganku
Oke Ado. Libenty

Areas
Challenge, [di-odo. Elcwura, Agbaje Orita
Challenge Alade Layout, Olusanya Street, Ade
Oyo State ltospital, Fodasts.

Ringroad, Quarters Apata, Odo Ona, Oke Ayo,
Jericho. Alesinloye.

A1 the second stage, the arcas in cach of the selected wards were divided into

Iwo halves, Loader joimt was cited in the sireets or compounds which

constituted each of the halves and using a balloting techntque, an order for

administration of questionnaires was determined

A1 the [inal stage, an estimate of the number of houses In the steet or

compound was imade_Using a sysiematic sampling technique. an intervul was
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gencrated which informed evesy choice of house in which the questionnaires
were administercd. In all. a total of four hundred and twenty theee

questionnaires were administered.

3.8 Eligibility Criteria.
The questionnaires were administcied on household heads. By the operational
definition of the project, houschold head sefers 10 the person who makes

decision in the house hold notwithstanding histher marital status.

3.9  Instruments for data collection
A combination of qualitative and quantitative methods were developed and

used for data collection.

J.9.1 Qualitative Mcthod.
Focus Group Discussion (FGD) was uscd as a diagnostic tool to gain insight
into the knowicdge. opinions and attitude of Houschold heads to RHRs in the
IBSWLG. For this puipose, an [FGD guide was developed with inpul from my
supesvisor and the guide consisted of ten questions. The questions were meant
10 gain insight to the knowledge of the community about the following
namely:
(1) Generat health problems of the area
(2)Human rights and what constitutes their violation;
(3) The experience of the Community in respeet of human rights violation;
(4) What arc Reproductive health rights and what constitutes ther
violation;
(5) Which of the RHRs should be made into laws 1 Nigeria and the
reasons for this;

(6) Lows. Convcntions and Treaties on human rights and RIIRs.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



30

(7) The opinions of participants on the commonness of issues such as Son
preference, Child hawkcrs, Abortion. Employment, Polyandty,
Polygyny, Health setvices, Family planning contraccplive use, The
beating of womcn, Sexuat violence, Health as a right, Early marriage.
Decision making on birth control, Sexual cducation a1 home and
school. A healthy environmeni, The right 10 fox. Atlcohol
consumption, [.adies dressand Thc right lo good watet;

(8) Which of the said issues shoutd be addressed in a bill on RIRs;

(9) What can be done 1o ensure that these rights are adhered (o alter they
have been recognized by law; and

(10) How should RMRs be arranged after they have been codified.

39.2 Quantitative Method

The quantitative method used in this study was a semi-struclured
questionnaire. [Tie information generted from the FGD informed the design
of the semi-situctured questionnaire. The questionnaire was corrected and pre-
lestcd before being administered. The questionnaire consisls of 1wWo major
sections. A and B. Section A consists of eleven main questions, Questions | 10
5 of section A dcalt with the knowledge and understanding of respondents
about human rights, Reproductive health rights, their laws, conventions and
ticaties and w hat constitules violation of RFIRs.

QQuestions 6 10 || dealt with respondents® opinion on the exient (0
which R1IRs are being promolted in Nigeria by the three levels of govemmeny
opinton on issues of RItRs in Nigerio, opinion on measures 10 be put in place
10 ensure the enforcement of RHRs in Nigeria, how issues constiing RHRS
should be aranpged, with reasons, and the oititude of respondents (0 the

adoption.of RHRs in Nigeria,
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Section B consists of nine questions which covered demographic
informiation of the respondents including sex. age. religion, denomination,

marital status, 1ocal government. location, education, occupation and ethnic

group.

3J.10 Ethical Considerations

The study was conducted on houschold heads who voluntanily indicated
willingness 1o participate in the study sfler being duly informed of the purpose
of study and thcir right 10 consent. Respondents were alse informed in their
biest language where necessary and the English language about the
confidentiality of the exercise and their option o rcfrain from answering any
question thcy were uncomfortable with, The confidentiality of information
obtained {rom the study was saleguarded by not requesting respondents 10
give their name. Apant from being duly informed. the questionnaires convey
the details about these considerations, which any of the respondents could rcad
on tcquest. The integrity of the siudy was also maintained throughout the
process of data collection, coding. entry’ and amalysis. This was done by
ensuring that cxperienced assistants were recruited for the exercise. Finally.

intcrpictation and analysis was done without compromising the ethical aims of

faimess. justice and benevolence.

3.11  Validity und Reliablllty of Instrument.

In order 10 ensure the validity and reliability of the qualitative and the sem-
siruciured lools, the set of tools was pie-tested 1n the area under the control of
Ibadan North Local Govemment. The Ibadan North Local Government arca
POssesses similar fealures to the Ibsdan South West Local Govemnment arca
and is equally stratifiable in terms of an inner core. and transstory and

peripheral arcas. Where open questions were asked, such as in questions 1 to

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



58

5. respondents weie requesied to give examplcs within their knowiedge. Also
where closed questions werc asked, such as in questions 6 o 8. respondents
were requested Lo give reasons in support of their view. This was designed into
the questionnaires in order 10 prevent gucsswork and to guarantee quality
responses especially 1o closed questions.

The qualitative insirument pre-lest was caried out at Agodi
communily. Two focus group discussions (one male group and onc female
group) were conducled in the tocal govemment. During the pre-test, atiention
was paid 1o the rcaction of parfticipants 10 question, undersianding of the
question and the time duration, Afcr the pretest, the result was used 1o
dcvelop the guide for the main study.

A pre-lest was a)so carried oul for the semi-structured lool which was
administered at Agodi. The semi-structured questionnaire was adminisicred on
40 respondents. When administering the questionnaires. allcntion was paid (0
responses given by respondents. in order 1o note wheiher the questions were
properly understood, how long i1 100k cach questionnaire 0 be administercd
and the geneeal view of respondenis about the questions. During the pretesy, it
was observed that respondents were only able to answer seven ilems of the
quesionnaize namely; Questions 6 h (i), (iii), {iii), p and 7(i) afer long
cxplanation was given on cach. When requested for their views, respondents
suggesied that the questions are lime consuming .[1 was also suggesied that
questions 6p and 7(i) should be split into two.

The suggestions of the respondents were subscquently built into the
tootset, The issuc of time was discussed withmy supervisor who advised that
the questionnaire should be re-siructured and re-lesied on cighteen of the
respondents that participatcd in the lirst pre-test. Result on the relisbility co-

cfficient test carried out on the seven items of the guestionnaire ldicaled a
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high alpha valuc of 0.7082 i.c. 70.82% meaning thal there is no significan

diference between the pretest and retest results.

3.11.1 Translation

Both the FGD ool and semi structurcd questionnaire were translated fiom
English to Yoruba and back to English with the help of {anguage expeits with

expericnee and o background in public health premotion.

3.12  Data Collection

3.12.1 Troining of intervicwers

The six intervicwers wito administered the questionnaires were trained (o
adminisier them. The onc-day training programme ook piace at the
Department of Health Promotion and Education, UCH [bhadan, In aticndanee
were the investigator and live rescarch assistants with input from research
assistants to lthe [cad of Decpartment. During the training, the recrvited
intervicwers were intimaicd with the objectives of the study, the proccduse of
the study. the rescareh design and how to conduct interviows clfectively, They
were informed on the critcria for cligibility for interview and the ethical
considerations to be borme in mind at al! times, namely, thet the questions
were only meant - for the houschold heads in the commumty. whose
porticipalion must be voluntary. The need for intervicwers 10 probe questions
was cmphasized; altention was parlicularfy drown to questions 5, 7, 1@ and 11
in the questionnairc. Opporiunitics were given to them to ask questions aboul
the tool which the investigalor clarified Lo their satisfaction- The Yoruba and

English questionnaires were then reviewed and demonstrated at the training,
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3.12.2 Focus group discussion,

Focus group discussions with the aid of a guide were conducted in Ward 2 in
the inner core; Ward 3 in the transitoty atez and Ward || in the peripheral
area (vhich were chosen by balloting) of the IBS\WLG. Participants from each
ol these wards \were represcentational and were houschold heads: each of the
arcas in the ward sent a rcprescntative for the FGD. In all, six FGDs were
conducted in the local govemment arca. Two focus group discussions were
conducted in cach of thc sirala, namcly thc inner core, the transitoty and
peripheral arcas in thc ratio of | female group 10 | male group. Each
discussion session had between six to eight panticipants and lasted for 45 to 1
hour. The investigator served as 8 modcrator in all the FGDs. Two other
trained assistants served as obscrver and keeper of time.

The participants contributed freely but were interrupted once ina while
on such occasions when it was observed by the moderator that the discussion
was becoming loose. Tape recorder was also used during the scssion 1o

support recording of responscs.

J.123 Scmi- Structiured Questiounaires.

AfRter the rcdest of the semi-structurcd questionnaire, a total of 423
questionnaires were adminisicred in IBSWLG. Trained intcrvicwers went with
both English and Yoruba versions of the questionnaires which they
admmisicred afler they had introduced thcmselves 1o the respondents,
exphiincd the objcctive of the study and obtained the requisitc consent for
intcrvicw. Infonination given by the respondents was clearly written down by
the research assistants who were also requested 10 submit their work cvery doy
with 8 contact person at the Departiment. Each flled qucstionnaire was

revicwed 1o ensure that it was properly filled. The administration of cach of
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the questionnaires lasted betwecn 55 minutes and | hour 30 minutes while a

period of three weeks was used to collect the data.

3.13  Data Analysis

The tapc recorded responses during the FGD were tanscribed and wrilt¢n
down in narrative fonn. Afller final administiation of the interviewer-
administercd questionnaire, manual editing was camried out o ascenain
completeness of questionnaires and 10 check foe consisicncy, accuracy and
uniformity. A coding guide was developed which the rescarcher used o
organize responscs into categorics. The guide helped at managing the open-
ended questions. A numerical figure was attached 1o cach of the responses in
order to aid their tabulation and analysis. The data were subsequently fed into
the computer. The data were entercd and analyzed using the SPSS shatistical
software. Frequency was generated by the analyst from which findings of the
study were explored and on which the subsequent discussions of findings were
bascd.

The statistical chi (x* test was used 1o clicit the probabilities and

chances of oceurrence of dilferences in the variables. The statistical 1est was
carricd out on a 95% Conlidence level.
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CHAPTER FOUR
RESULTS

4. Dcmographic cliaracteristics of respondents.

4.1  Respondents’ nge, sex and marital status.

The majority of the respondents, 143, (33.8%) were belween 30-39 yrs,
followed by 129 (30.5%) respondents in the 20-29 yrs bracket {Toble 4) .The
mcan age was 37.12 ycars while standard deviation was |1.18. More than two
third of the respondents. 318, (75.2%) were malc houschold heads and 105
(25.8%) were female. The majority of the respondents 296 (70.0%) were

currently masried while 109 (25.8%) respondents swere single {Table 4),

4.2  Respondcnis’ religion, denemination nnd cthnic group.

The majority of the respondents, 285, (67.4%) were Christians, followed by
138 (32.6%) rcspondents who were Muslims. The predominant Christian
dcnomination was Pentecostal. 117, (41.1%), followed by oithodox. 102,
(24.1%) respondents and African 20 (7.0%), while the majority of the Muslim
respondents, 104, (75.4%) said they worship in any' denomination, foltowed by
20(14.5%) respondcents who were of Ansardeen denomination (Table 4)

4.3 Respondeats’ location, level of cducntlon and occupation

About one third of the respondents, 158, (37.4%) were from the inner-core
ared, followed by 140, (33.1%) from the periphcrat, while 125 (29.6%) were
from the iransitory area (Table 4), The majority of the respondents, 409,
(96.7%) have attended school. while 14 (3.3%) have not attended any form of
school, The predominant level of education was secondary education, 216,

(51 1%), followed by primary cducation, 71, (16.8%) and HND/University
cducalion, 58 (13.7%), (Table 4)
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4.2 Knowletlge of HHs on (a) what RIIRs constitute and (b) RIIRs’ laws,
convcntions and Lrecalics.

4.2.1 Respondents® understanding of human rights.

Mos! respondents, 308(43.4%) as seen in Table 5, gave cxamples of whzil they
belicve 1o constitulc human rights which fell outside those specificd in the
Nigcrin 1999 Constitution. 188 respondents (26.5%) mentioned examples of
human rights that fell within the contcxt of the 1999 Nigerian Constitution,
while 109 (15.3%) understood human rights to be benefits from govemment
r.e. what the government must do for its citizens, what you should cnjoy as a
citizen of a country, your rights as an individual.

These vicws corroborated with FGD [ ndings from pasticipants in the
three communilics. Some male pariicipants at Akerc Community defined
human rights as “entitlements of people front govemment’ whilc a participant
in the Fonale FGD al Awodife Bolumole Community refered 10 it as

“bencfits which the law should provide for its citizens.™
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Table 5
Knowtedge of house hold heads oo human rights in 1BSWLGA.
N=7(9
Examples of Human Rights Evamples  Within/
Outside 1999
n % | Constitution
Right to lile 22 (3.1%) | Within
Right to dignity of human person 4 (0.5%) | Within
Right 10 personal liberty 28 (3.9%) | Within
Right 10 lair hearing | (0.1%) | Within
Right to private and family kife S (0.79%) | Within
Right 10 frcedom of Expression and the Press 6l (86%) | Within
Right 10 peacefisl assembly and association 34 (5.0%) | Within
Right 1o freedom of inovement 26 (3.6 %) | Within
Rightto freedom from disceiminotion —égl} (2.0%) | Within
Right 10 ocquire and own property anywhere in | | (01%) | Within
Nigerin
Right to health 47 (6.6%) | Ouside
Right to social amcnities. water, shelter, clectricity. Ouside
good road ¢ic 95 (13.1%) |
"Right 10 cnjoy good standard of living 96 (13.5%) | Outside
-;ﬁﬁhl to free education 69 (10.0%) | Outside
Denefts fram Govemment 109 {(153%) -
Righis [rom parenis 1o ¢hildren 54 (7.6%)
Rights from God 17 (3.3%)
Right 10 Culture B 33) |} e
Don't know any humon right 26 LA
“Tom] —— 709 (100 0ON)

Muluple responses
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4.2.2 Respondents knowledge of Reproduetive health rights {RIIRs)

When respondents were asked to mention all the RHRs they knew. the right

10 health was the mosi Cited, 247(58.4%) followed by 123(29.1%) who

mentioned the right 10 decide the number and spacing of children, and 33

(7.8%)respondents who mentioned the right to a standard of living adequate

for l:caith and well being (Table 6). Iowever, when prompted. an increasc in

the 1espondenis’ knowledge (range 20-40%) was recorded in almos all the
rights with a substania) knowledge increase on the right to freedom of
association, 329, (77.7%) followed by the right 10 consent 1o Mmarriage
(62.0%). Details in (Table 6).

For the mosi pait. these views agreed with the FGD findings in the
lhree commwnitics. At Akcre Cominunity mosi participants in the male group
mentioned adequate and well-cquipped maiemity hospitals, the provision of
Jobs, immunization and the provision of drugs as examples of reproductive
health rights while the female group mentioned access 10 contraceptive use,
birth control, harmony at home and in the communily as cxamples. In
Awodife Boluinolc Community. nearly all the participants in the two groups
agreed that reproductive health rights consist of access to health lacilitics, the
avaitability of drugs and family planning and the procecation of children. A
female participant in a female FGD group in that comnunity said

“reproductive hcalth rights arc rights associated witli reproduction™
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4.2.3 Rcespondents knowledge of RIIRs' laws, treatics nnd conventions.
When asked about their awarcness of laws, conventions and treaties on human rights and
RIIRs. most respondents, 346(85.0%) stated that they did not know of any; only 34
(8.3%) respondcents had some knowledge (Table 7). FGD findings in all the FGD groups
in the communitics corroborated these findings which revealed that the level of
awarencss is low. In Awodife Bolumole Community, a malc participant in that

comimunity cited the law against abortion and said “there aic no such laws and

conventions in Nigeria: itis only in the advanced counttics™.

¢

Table 7

Rnowledge of respondents about liws, conventions and treaties on RIIRs and
content (N=407)

Examples of laws, Conventions and Treatics n %

—_— S

I Laws T = |2 |60

Law prohibiting haw king o I goods by children, China policy of one child to
onc spouse, law agamst abonion, United Nations Chaners on Husnian
Righls, African Chaner on Il luman Rights, Law against rape. Indion policy
on one child 10 one family, B3rtain policy on one child 10 one ﬁum'y.
United States policy of onc child toone fsmily, tiie law that pregiant

woman should go for antenatsl case

2 Convenlions 3] 8.3

Convention on mothers and Child health which emphasizes giving binhto
B number of childten You can cater for, Consention on HIIV/AIOS,

Universe] Basic education, Convention of blood tes! belore mastiage.

—— e

, : 3 107
3. Tecnlies
Teealy on environmental and sanitation. trcatics on wates ond social

amenities 1(0.2%3), treaty on frec education

L 146 350
8. 1 don't Know

: : | 407 100 00
Total i :

—_— —

Muliiple responses
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424 Respondents' knowledge of swhut constitutes violation of RHRRs

Resulis revealed diverse knowledge by respondents of what constitutes violation of
R]IRs. One hundred and three (24.0%) respondents mentioned health-related ciimes such
as the stealing of drugs, bribe-taking by health officials, 1ape. abortion, vandalisation of
hcalth cquipmcent, and the giving of foke drugs. Ninety respondents (21.0%) stated
inscnsitivity 10 hcalth issucs as violation of RHRs, citing cxamples such as insensitive
leadership, the non-availability of hospitals, lack of access 10 health care facilitics.
inadcquatc stalling of hospitals, lack of census. uncmployment, no known stipulated law
on reproductive health rights. unavailability of drugs in the hospitals. Fifty twe
1espondents ( 12.0%) stated that poor health service delivery and management constituted
violation of R1IRs with cxamples such as mismanagement of hospital funds by healih
managcrs, lack of supervision, improper uttcndance to pregnant women, the nonchalant

shiilude of health workers, and improper management of hospitals. Delails arc presentcd

in (Table 8).Thcse views coroborited with the FGB [indings

in the
three communitics
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Table 8: Knowledpe of what constitutes violation of IRITRs (N=431)

~ Examples of violation of RI{Rs 3 “ %
Icalth related cnimes: - 103 |24.0
ﬁinling of drugs. bribe taking by hcalth officials. rape, abortion,
vandalisation of hcalth cquipment, giving of fake drugs
[‘.ii-. Leadership inscnsitivity to Health issues: 90 (210
' I,lm:cnsiu'm: Icadership. non availability of hospitals, lack of access (o
-Ihcallh care facilitics, in adequate staffing of hospitals, lack of census.
unemployment , no known stipulated law, unavailability of drugs in
the hospitals
Liii. Poor hcahh service delivery and management: 52 120
Mismanagement of hospital funds by hcalth managers. lack of
| supervision. improper atiendance (o pregnant women, non challant
| aiutude of health workers, improper management of hospitals
| iv. Tgnorance: YRR
fack of awareness on discases, ignotance of basic hygienc, ignorance
about the usc of family planning, drug abuse
V. Poveity' =N 20 4.6
vi. Ireesponsibility of parents: N 14 32
No sexual education at home, child labour, undisciplined parents
vil. Cultura) beliefs; 8 20
Polygyny, belief in having too many childien, cthnicity |
Wiii. Diseases and sickness: - 6 |13
| HIVZAIDS and STI
|ix. Unbeliefjn God teachings on scx Abstincnce, faithfulness to ones 6 =
| X.Don’t kpow +_91 %21.1
» o Ao

Multiple responscs
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4.3.1 espondents opinion on the promotion of repreductive health rights

in Nigeria

Only two reproductive health rights are reportedly being promoted in Nigena. Thesc arc
the nghts 1o health and frcedom of association and polilical participation. Most

respondents viewed that all other RHRs are not being promoied at all. Scc Table 9

for details.
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‘i’lilld"

Opinion an ecient of promolion of RIIKS In Nlurh (*-I:Jl |
s Eml © which RHR3 sre banp pmmoml as all & cfs of (ao\'mmcm

1_

Stale gorvemment

“Federal govemment

- | Toa To [ Notm To a|To some “Not st all )
large extent SOMC all lasge entent enlent extenl |
exient e\ lem | K-
The Right 1o life. 24(5.7%) THIZTH) | 320¢75.7%) | 20(4.7%) | 83(19.6%} | J20(75.7%) 17(4,0%) “E 1S.6%) | J40(80.4
103(24.6%) | 103(72 1%] | 12(28%) | 98(2) R %) | 31 1(7).3%) | 12(2.3%) 17.I%) ]36(7M%f

The Right lo Libesty and Securtty of persen 14(13%)

[ Tiic RigM 10 Oeclde the numbes wxd sacen § of ones chikiren, 47011, M) 19607.2%) | 240056 7%) | 39(92%) | 13201.2%) | 25259.6%) [35(83%) | 10625, 1%) | 282(65. %)

e RIS L0 Privacy 11(2.6%) TN182%) | 135(79.2%) | 1042.4%) | 74(17.5%) | 3INT9.7%) | 92.1%) 61(11.4%) | I31(8) 0“:)

I"The Rigni 0 Conseat o mastinge 24(3.™) 13301 9%) | 2666295 | 21{8,0%) | 122(28.8%) | 280(66 2%) | 22(5.2%) | 10%25.8%) | 292(69.0%)
The Rigla to cquality In mariage 3 26¢6 1% 33(200%) | JOR754%) | 18(41%) | 86{20.)9) | JOR7S.4%) | 18(43%) 73(17.7%) PJO(‘M.O%T
The Right 10 be free ltom discriminstion 411, %) 112(265%) | 263162 4%) | D 1(7.3%) | 114(27 0%) | 277(63.5%) | 2HA.9%) 10625 1%) | 287(67.8%)
The Right 10 cn)qy sclentiic fwogress snd conscnt to I511). %) 85(20 19%) | 28)(66.9%) | 22(5.2%) | 93{23 2%) | JOI(71.2%) | 18(43%) 83(19.9%) | JIN75.4%)
eaMrimentation

L == L ——
The right ot bo audjected 10 101ture or ather crucl, tnhuman or | 43 104%) 103(24.39%) | 276(65 2%) | J0(7.1%) | 98(23 296¢) | 29)(69J)%) | 2U(6 4N) 88(20.83%) ﬁ 106(72.1%)

degrading ticattnent or punlshmenl
The Right 1o o Siandard af hiving adequate [or healih and welle | 4311 3%) 120(286%) | 254(60 0%) | 40(9.5%) | 107(25.3%) | 275(63.0%) | I£(9.0%) 91t222%) | 290(68 $%)

being
The Right loeducallon and infosmanun on Reproductive beallth. | 72(17 0%) 130(30.7%) | 221(522%) | S)(123) | 136(2.2%) | 232(34 8%) | $2(12.3%) | 112(265%) | 257(60.8%) |
The Right in health, 14203).6%) | 147034 8%0) | 138(30.7%) | 117(27.7 | 161(38.1%) | 143()).8%) | 115(27.2%) | 141(3)3%) ll 1639(39,0%) l\

The Right ta freedlam of Associatian and polittcal patticipation, | 135(11.9%) | 139(32.9%) | 169035.2%) | 11527.2 | 1S0XI35%) | 158(07.4%) | 113(26.7%) FI400.79%) | 1IS4014%)
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Table 9 ,' 4 R |
Optinlon on extent ¢f promoitlon of RIIRs In Nigerla H“kﬂ = —

— Exent 10 whvch RTIRs are hemg promoted stall levels af Qovemment

3 'pc._t o_f-Iicllroduclis'c health nBhis Fedcral government P ‘“".;'-“—m' S0y I}“‘Tﬁ_ . ﬂi __;
— o [Toa To | Notmt Te a| To some | Notatell | To & large .-'. : Wﬁ. Il g ~
lacge extent | some oll. lasge iy L e S LY -
euent evtent 1[_% | | - .
TheRgnotie WO TR [ THIETR) | 320(75.7%) | 2003 1) | DII9.6%) | 32075 7%) [ 17(4.0%) | 66015.6%) | HO804%)
[1228%) | 9823 25%) | DN(I5%) | 1228%) | 13(173%) | 3I&79.4%)

1% Right o Libeny and Secunity of person 1140.3%) 104(24,6%) | 305(72.1%)

T320312%) | 252(59.6%) | I3(83%) | 106(25 1%) | 282(65.7%)

The Right 1 decide Uic numbes and smcmg of oncs chikben. 111, %) 136(322%) | 240(S6.T%) | 39(92%)

The Right 10 Privecy 1 T12.8%) T8 | 335(79.2%) | TH2A%) | TAI75%) | 33%79.7%) | HZ1%) | 6I(14.1%) 351(8).0%)
iﬂ\t Right 10 Consent 10 marriage 21(3. ™) 133031 .4%) | 266162 9%) | 21(3.0%) | 122(28.846) | 28(K66.29¢) | 22(5.2%) 109%(25.8%) 292(69;(”:5
The Right to cqualily in mamiage. 1606.1%) TE203%) | J0ATS0) | 18 I%) | 86(203%) [I0HTS4%) [ 18(43%) | 75017.7%) _ 310(7_8.0%{
| The Right to b free from discaimination AL [ 112263%)  261624%) [ 31(3%) | 11427.0%) [ 277(65.3%) | 2%6.9%) | 106(23.1%) | 28%67.8%)
| The Right 1o enjoy scientific progress and consent 1o 3301) %) 35(20.1%) | 28)(66.9%) | 22(3.2%) | 98(23.2%%) | 301(71.2%) | 18(1.3%) | 84(19.9%) [ JIK7S.4%)

capetimeniation
: |
The right nat be subjectcd 10 tosture of other cruel inhuman or | 44 10 3%) 103(249 1%) | 276(63 2%) | YO(7.1%%) | 98(23 2%) 29)(693%)]l 27(6 4%) 86(20.8%) | JON72.)%)

degrading eaimenl or punishment I[
= : — | _—
The Right 10 8 Standard of living cdequate for Dealth snd wekle | §8(11 3%) 121(28 6%) | 254{60 0%) | 40{9.5%) | 107(25.3%) | 275(65.0%) | )8(9.0%) 94(22.2%) | 290(68 6%)

being
Mhe Right 10 education and infursnation on Kepaxluciive health | 72(17.0%) 130(J0 7%) | 221(52.2%) | $)(123) | 13&32.2%) I 232(54 8%) | 52(12I3%) lﬁﬁ.&%) 257{60.8%) *
The Right to healih 142(1).6%) 1 147034 8%) | 13431.7%) | 117277 161(38.1%) | 143(3) 8%) | 135(272%) | 141(3)3%) % 16519 0%) |

L'nociughuofmdomorl\ssocmsonmdpoiitimlpanmpcuon 135¢31.9%) 13KI29%) | 149(33.2%) | 115(27.2 ]ISOUS.S%] 158(37.4%) | 113(26.7%) | 13301 1.7%%) | 175(41 4%)
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A4 Respondents® opinion on issues of RIIRs 1o be made legully cnforccable
in Niperia.

Respondents perceived ceriain Issucs to be vety common/common, for cxample
provocative dressing by ladies, 388(91.8%). child hawking, 382(90.3%:), scx with sugor
daddies in rcturn for school [ces, 281(8:1.1%), family planning contiaccplive use,
325(76.9%), son prefercnce, 289(68.3%), polygyny, 282(66.7%) and trajlicking of
women, 274(64.7%). Sec details in Table 10. Also, birth control 405(95,7%), trafficking
of women, 391(92.4%), provocative dressing by ladies. 383(90.5%), sex with sugar
daddics in retumn for school fecs, 299 (70.7%) and family planning contraceptive use,
374(88.4%) were some of the issucs vicwed as imponant for inclusion in a bill on RHRs.
Sce details in Table 11. Hlowcver, the opinion of respondcnts was split along gender lincs
on the inclusion of issucs of polyandry, 212(50.1%). son preference. 225(53.2%) and
mantal ape, 196 (46.3%) but this was sigmlicant only for child hawking and polygyny
(Table 12). Most respondents, 284(67.1%) cspecially those living 1n e inner core areas,
117 (74.1%) did not suppon polygyny for inclusion 1n the bill on RHRs. Sce Table 13.
Also. people living in traditionol scttings, 103(65.2%) did not suppon the inclusion of
marilal rape in a bill on R!IRs. (Table 13).

In giving supporting reasons for the inclusion of provocative dressing 1n a bill on
RHRs, 188(44.4%) respondents belicved that provocalisc diessing by ladies is indecent
a8d 122 (28 9%) viewed thai its inclusion will reduce incidence of sexual abuse. Two
hundred and thiny, cight (56.3%) viewcd that sex with sugar daddies in retum for school

fees  should be included because it s exploitative. See details n
Table 14
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Table 10
Opinion of respoadenly on the lesel of commonness of R1IRs' sues (N=J23)
“RIIRs Joucs Opinion of respanias
| Very coovmon Cornveon | Not comman
5 n % n 4% ;l a %
gﬁl&d«ﬁm: — 200 (lfhi)- 89(21.0%) +'| 124131 6%)
~| Child baw king 1 3298w S2e0 | a9
T bortion 160037 8%) 103(25.5%) 1536 6%)
¢ Employment and prompt payment payment 26 6%) |19 % 171685 %)
| Pebygymy 130(42 &%) 102 (24 1%) B ED)
T | rohanony 10424 6%%) 48(11.3%) 77W————#
:|| T smily planning conroecPlive use 180¢42.6%) 14534 3%%) 98(23 2%)
1. San seleetir ¢ adDovlon S(12%! &1.4%) 412(97 4%
™ [l Banery dunng pregrancy 307 5%) 296 9%%) J6KES 3°%)
T | v locess | 1024 1603 5%) 19%9) )
v, Rope T S8(13.7%) 65(15.4%) 000
o Scawal s 10 the work place 150(35 §%) T11(26.2%) 162(38. %)
s Forced prosulalion 106(15 t%) 6%16 )%) | 24B(33 6%)
Mt Daling and counshily seaual violence 34(8.0%%) $2(12.39¢) [ 3 UM ™)
viu. Forced swicide of the clierly women SY13 T2e) A1) 1584(846%)
it Manal jape 18(4 3%) IHT %) | JT2E F)
\ Traffickicg of women 0% | 2001% 14905, 2%)
| 21 Female genital muniation 507 7%) NPT KO
8 Sev with suger daddees sn reluen for school 201(66-4%) 15(12.7%) 1 6X1s %)
fees
il Early manvlage 137(32.4%) 11427 O%) 172040 6%)
i Heakth a3 a right 16034 S%) SH1) ) 21 B(S] $%)
) | Onh camro 3IH5) ol TA%15.2%) %1165 )
L Gy it sevices 368 5% 8196 UL
b |Sevaleducaiion ot home TN 1422.9%) m”"”fl
S [Sow educaiion ot schoo! 0122 2%) 185¢43 T%a) 14304 0-.‘11
ST JABTY 296 ) ::‘('::::1
2| Awobol consumprion 29)(69%) 1600‘3"') 16 4%}
B (e — 160 (39 2%1 103424 1*¥) 154 .
= | £5(20 1%) 20548 8%
| Usiog of Barg drugy 133221%)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



_-=u_nm* s for B0 -
tclaswon supmting @the in
L n A 1 n % N
m prefercexce 25532 T y3)
|| CWW harmAing 0)(T16) 110269 n
L 16536 3) “SK13 ) #z) a
[ Employmen: mui prompt peyvheni pay men) axM 11 W I r
i,— hpn 139%029) 24187.1) Q)
|
L -;, Polymndry 2150 ) 14991 42
¢ | Fanhy plomng cortaarin ¢ e A T 3]
& | 1 Sen seketiane sboneon I D 1228 41 ¥
-
| 1w Donery durmg eegnancy 38%920| (2 0) Q)
| |u!ocm 29707) 12429)) lul
| Rage TTORE 2969) jm
v Sewa) abuse on the woul Place JTl7 5) 5302 %) 2
= vt Farced prosttubon 194 100) 126(30 0) 3]
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'hbchZ:' Resnan.lents level of fupflorton itsuesto he addressed én

RIR'< bilt by geader.(N=4231

i

| .: B § S ‘M*ﬂi

s

Opinlon  of respongents

| RSPOdots  supporting | Respondants not sepraniing inchasion
inclusion.
Male Female Ovaall Maic Femate Ovenl
i Totl | Total
n % n % n % n % a % n %
J|Ror o< 15%5001 | 66(629) 225(532) | 1s%500 | 3907 1) | 198 428)
[P0 baw king DANI) [6K629) (016 | mi@ss) [ pin [ 130083)
S 278(873) | 27829 365(363) | aXI26) | 1miin) | S&23 )
_I Exployment and promipl payment poyment 314(98.7) | 108(100) %90 | 413) X0) X0
_'[{ D 108040) | 311239 19028) | 210660) | 14(05) | 280673)
1 i 163(519) [ 470334 8) 2150.1) | 4S)ABT | 3&$82y | 211{499)
: Faztily planning contraceplis ¢ use 21%877) | 95%05) JTHA8A) | IN123) [ 109.5) 1921 6)
i eader Oaved Violence issues,
P[!S selesise abortion 2UT4) [ 74(705) IOLY [ 91206y [ 31398) | 122289
L | ¥8sn) during pregruncy 2991 2) | 9%94.) 39019 | 2888) [ &57) 380
] e 298 | TNI) | | 29%I06) | %6002) | 288T) | 12638A4)
T' Rape 299(910) | 95909 WA 1) [ 1%60) |19 9) 2%6 9)
o) e i the work place 298874) | 92(876) XAT) [ 40(126) | 1X1Z4) | SN2z 6)
{3 AiFaral gromcuion 22(703) | 7%692) 29469.5) | 9%6300) | BOLD | 12905)
] 1380y 1] coursbi sevual vighence 196(61.6) | 68(6+ ) W20 | 12X084) | 31082) | 15937.6)
. ;:: Suicide of the cldcrly women 205(676) | 66629 BIG63) [ 100324 | 3907F) | 1aAI3 6)
T it e 151475) | 351429) 196463) | 167525 | 60570y | 2153 M)
A "*m of women 290915 |1009521 | 3911983) [2185) | S48 3206
Pl gz mogrianion 02(605) | 16724) 21865.7) | 116365 | 2%276) | 1450343)
| Ir' = M0h suga daddics in rerum for school | 224(704) | I5(71.9) WN06) | 94298 [dN286) | 12429 9)
BNy mama, 17%563) | 65(61 9) M (376) | DN T | 008N | 179420
4 figh N40T) [ 103071 | J169R3) | 1) 29 N
iy 30)(953) |10X970) | 405(957) |1SKd7)  [32® 1843
0 dalth senice N4(987) | 10K988) 418988y |401J) 110 X12)
“846lixcaiion 3] home 10N972) | 9%94) 108(96.4) | H28) 5 7) 1436)
“_"_‘_‘;ﬂm al school JAO8T) | 994%4I) 13976 | 1Y) &S.7) 10(24)
"—?‘1‘03 bY 1adicy 283(890) | 1095 2) 183(90.5) | Lo |34 20{9.%)
> ‘“®mption 016 | 8l618) | W69 | NNasd) )05 | 182N
__:""ﬂo 29793 4) | 98(%¢5) 192192.6) 27.9) %6 5) Ji(4)
LT S| A 393(929) [20(66) | X84) 300
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.bu.ll’ Respondenty kevel of suFfon on ESucy 1o dc addsessed 1 RHR's bill by stk panesn (No=d2))

Opinion of RPN b) selicowal parern

REpouians supnoring sicliaian Rogxziow nol SEPORME nchston
Inaer coee | Traminon | Penpdon) | Overdll | Inag core | Tramm®n | Penpberal
Tow
n % n % n X n % n % n % n % " Wi
0% 0) | 61(488) | 581393 | 225(531) [45G50) [eash2y [ 066D | 19%469)
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pder Rased Vodrme £ 19w == ——
¢ aboruan 109{69.0) ?ﬁzm ) | 100073 4) | 300071 1} | 4N 0) | 3)Q268) | 008 | £24289)
) dripf pre £y 14%943) 115(920) | 125(89) | 18%919) | NS 7) 80 | 15te7) | IME D
128 01 0) TNGI | INOS T [ 29%T06) | 30(190) [ 463601 | 4N 3) | 12419 4)
154097 5) 15,0007 | 1309290 | 194(933) | 4(29) 150120) | 1000y | 2X69)
! _i-e-mmm 148(9) 1) §03(824) | 1INES0) | 370 16663) R0 | 21(150) | SX128I
: (874)
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. .,’ bl 112(T709) S0400) | 25149 | 445761 | WD I | 6515200 |6s(a86) |tTRQd]
ot ) 156198 1) 13X984) | 1970979) | 416003) | A1 3 2L 6) 20 RIS
sy T A s G T S ST e et
= b s e TBGe0y | eean [Aeen |1@sT [aw  jeew (XD
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. Reawas (s 19ppess of Ibe intlotion of geader based iolence o ia ANAY il (N~42)

fensom for (pPoruag incimem tm a RI{Rs” Bull

(11 Botlr e.xm wre el 106 (25 193 1) Bath sencs sdonld Be Veamed eqmity &7 120 731 10) Poe i0TVG male 1 ek ¢b'1d 1 o
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4.4.2 Opinion on how issucs on RI1Rs should be arranged.

The dominant view on how' RI{Rs issues should be arranged is that the issucs on RI[Rs

should bx arranged 1n onc document 214(51.3%).The reasons given by respondents being

that it will make it handy for enlightenment and facilitate case of refererce .See detmls in

Table [5.The view's of participants in the three communities where FGD were conducted

agreed With this result; the opinions of participants were divided when asked how the

issues should be arranged. Some paticipants were of the view that it should be erranged

in onc document: however, the viewpoint of others was that it should be arranged in a

scparate documenl.

Table 15

Opininn un how issucs of RIIRs should be urranged (N=417)

-Suucslcd | n “% Reasons in suppod of suggested arrsngemeni

avangement for

RHRs' issues

Onedocument [ 214 (51.3) Itaving the {ssues armanged In one document will make at
handy for cnlightenment, it will (acilitate case of
reference, the issues are inlerwoven,

Seporale docwnent 126 (302) They are different sssves, having & separately will make il
to be moce circulaled, it will enhance monilosing, 1t is
because of prize

Nol at all 16 (1.0) It shouid only be brosdcast through sthe media because
everybody: is not {iterate, govemmeni should just niahe
life comionable, whether put in one document or nat, st
will not be enforceable

Anyort  ghal s | 24 (5.7) Reproductive health righs ore personsl, governmenl

suilable should just improve the standard of living.

_'dm.l knoW 35 (38) “There is no faith in Nigeria law, 11 is the povorvrent that
G decide that
417 (100.00)

MultpTe esponses
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4,5, Opinion on nicasures to cnsurc the enforcement of the reproductive health

rights in Nigcerin.

4.5.1 Steps to ninke RIIRs legally enforccable in Nigeria.

Opinion of respondcnts on desirable sieps (o be put in pince 1o enswure that RHRs are
made lcgally enforceable in Nigena are diverse .The most dominant suggestion was
responsible govermance 177(27.0%) with examples such as cnacting rights as law,
inser:ing them into the constitution, monitoring their compliance, cradicating corruption
inthe hospital, the provision of free medical care, getting ideas from other countries. This
was followed by respondents who mentioned enlightenmento £ the populace, (73 (35.8%)

throngh means such as television, radio and posters. Sce Table 16.
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Table 16
A .;S'|cps suppested by respondents to make RERs legally enforceable in Nigeria

(N=482)

Suggested steps for enforeeability of RHRs fi %

1. Responsible governance 177 |37.0
{ cnoct rights os low , insert them inio the constitution, monitoring
its compliance. cmdicate corruption in the hospital, equip

hospitals properly, give people incentives, forn a Committee on

it, provide frce medical care, get ideas from other countties.) li

ii. Enlightenmem 173 |358
(Television, Radio ,posters, symposium, counseling)

| il .Pcople nust first be made conifortoble before talking abow |81 | 16.8
nghts u
Iv. Nagerians should tum to God first, q 08 E
V. Thete should be cooperation between citizen and government | 02

an health mavters.

el

V1.1t should be taught at home and school ] 0.2

Vil There should be frecedom o0 do whatever you like ) 0.2

\iii, The rights can not be enforced 8 1.6 |
IX. I don’t know 36 74

t Total 482 1100.00

Multiple responses.

152 Opinion gn how t cnsure adherence to RHRs.
A third of the respondents, 143(36.3%) viewed that those who violate the RHRs should

2 diled, followed by 119 (28. 1%) respondents who suggested the imposition of hno_s‘
g 9%15.0%) who said 1hat the standard of living should first be unp ed?

s
S
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/

The FGD flindings in the three communttics corroborated with these views Participants

agreed that sanctions of a fine and jail wi] SEIVe as deterrence. At Awodife Bolumol
| . ole

female group is of the position that sanctions ond fines should be

imposed depending on the gravity of the offence. The male group stated 1hat sanctions

cannot ork Without enlightenment; enlightenment is believed to be

Community. the

the best option. A
irst know the right thing before

At the Oluyole Community; o male participant in the male
FGD said “without encouragement or sort of reward who will observe the tights”

male participant in that community said “people myust |

talking about punishment”

Tabie 17

Opinion of reshondents on how (a ensure adherence to RIRs (N=394)

Suggested measures (o ensure adhe rence n %
Jail terms, imprisonment 143 36.3
Sanctions of finc 119 30.2
Sndard of living should be improved: make people | 59 15.0
comfonable
Enlightenment (Cnlightenment at the g13ass root level, | 57 14.4
counseling, ;4vocacy 10 people to fight for their
rights),
Govemment should perform its [unctions ie. | 14 3.6
(Bovemment should f ight corTuption among scrvice
providers,  povernment  should practicc  Sharia,
gov¥emment should monitor the rights, they should
'ilild‘css it a bilf).
__{':_0"')’ God can help us 2 iR
Tota) 394 100.00

Maltiple responses
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§.6. Attitude of respondents (o the adoption of REIRs in Nigeria.

Generally, a substantial number of respondents expressed a favourable atlitude towards
the adoption of each of the rights as pait of RIiRs in Nigeria, The right (o health 418
(98.1%) was the most favoured, followed by rights 10 the minimum standard of living
adequalc for health and well being, 400(94.6%), conscnt 1o mairiage, 399(94.3%) and
education and information on reproduclive health 398 (94.1%). .Dctails in Table 18,
When adducing reasons to support adoption of 1he night to health. the most cited season
was that adopuing it will guarantee good health scrvices 300(70.9%). On the right to a
mimimum standard of living adequate for hecalth and well being. 175(41.4%) respondents
viewad thar the right is important for good health of people while 117(27.7%) viewed it

as govermment responstbility to ensure a minimum standard of living. See Table 19-
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Table 18

Attitude of respondents to the adoption of RIRsin Nigeria (N=423)

;

=

T —

[ Ty of RHRs Respondents Respondents  not [ Don't Know
supporng | supporiing adoption
4 adoption.
|
l n % n % n %
| 1 nghl 10 llf& 359(8449) |8(4.3) 46“09)
Eﬂxgln to liberty and Sccurtty of pcsson 348(82.3) 15(3.5) 60(14.1)
| -nghl lo decide the number and spacing 365(86.3) 50(11.8) 8(1.9)
[children
*v_ R!ghl 10 privacy 324(76.6) 16(3.8) 83(19.6)
‘L-nglll to Consent mnitiage 399(94.3) 17(4.0) ! (1.6)
! Right ta equality in mamriage 255(603) [ 162(38.3) 6(1.4)
| MiRightto be fice from discrimination 387(91.5) 23(5.4) 133.1)
Enac fghl to enjoy scienlific progress | 354(83.7) | 12(2.8) S7(134)
(0.consent to experimentation
-The right not to be subjected 1o torture or | 391(92.4) 4(0.9) 28(6.6)
“éreniel, intuman or degrading treaiment
% punishyent
' 1B|l! 0 slandard of living adequate for | 400(94.6) | 9(2.1) 143.3)
and well being.
|' ;}’9 Right ta education and information | 398(94.1) 19(4.5) 6(14)
o RIj
¢ DgNt 10 heglth 318(98.1) 2(12) 30.7)
' Egh' to fieedom of Association 388(92.7) 140.3) 130
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2 a5

essons cited by respondenis for theadaoplian of IR} Rs in Nigreria (N=423)

'T'*[..*'—-._of RHRs

ighr fo life

Rcasons in sunnort of adoption. —=

(1)Life comes from God 254(60.0%). (ii) Right to l¢fe s imporaant for repraduction 46(§0.9%), (1it) Life will be

| W.Right © libeity and Security of herson

morc apnarecmied ie. (il (s for the nrotec tion of life. its becausc life is imponant, 1115 2ood) S0{12.0%).

(D) t witl improve quality of living 182 (52.2%8). (#) Liberty is a sfght to choice 91(26.1%) (iii) Every cltizen has o
right 1o be protecied by gosernment 23 (6.6%%).

iii.Right 10 decide the number and
| enacing of children

(i) It is needful for prcvention overpopulation 259 (61 .2%), (i) Spacing children make quality life possible 30
(2.1%%), (il st enables quality life Jor children 26 (6, F%)

“rv_Right 10 privacy

(1) Contidenniatity Is important in reprroductive healih 156(36.9%), (if) Rightto privacy should be 3 reproduciive

v Right to Consent marnagc

health rncht in Nigesia 109¢25.8%), (iii) It is alicady our human richt S(1.2%), (iv) iLis tor peace of mind S (1.2%5).

(?) Marringe is a choice 256 (60.5%). (ii) Conscnt 1o marriage is good for both parties 60 (14.2%%), (iii) it reduces

| sexunl i mmoralay 44{1 1.0%). (iv) It reduces divorce 316(8.6%)

vi.Right to equality in marriage

(i) Adopting 1t will encourage pecace in the hoeme 62 (38.3%6). (i) Women are the same with men 91(21.5%), (iii)lt
is biblical 13(3.0%), (v) [1 will sllow women 10 express themselves fieely 1 (0.2%)

vi.Right 1o be free from discrimination

|

(1) Evesybedy is the samc 184(43.4%), (i) &t #s bad to be discriminated against 102 (24.1%), (ini) 11 is atready in Ihe
constitution 50 (11.8%), {iv) It will promote pcace and love 37 (8.7%).

-and 10 Comeant © cxpenimentalion

wiid. Livc fight lo enioy scientif ¢ progress | (i) Scientitic progress is necessary for development i.c. (human developmeni, economic development. information

developmeni) [41{313.394). (is) It ss good for quality living and comtort 112(26.5%5) (iti) Protection in research is
nccessary 1or life 79(18.7%).

1x_The right oot L0 be subjected 10 tarture
or other aucl. inhuman or degrading
tUeRment of ounishment

(i) 11 will guaranice a life of dignity and reduce cruelty 216(51.1%), (1)1t is a fuidamental human cight 79(£8.7%)
(iit) 11 isnot available in Nigeria 30(7.1%3) (iv) It i3 neceswary for the prevention of cheating 22(5.29%).

xRight to a standyrd of living mdequaie
for beaith and well being.

1) 10 is aecessary for good healih, [75(41.496) (ii) Right to e standard of living adequate for healih and well being s

the responsibility of government | | 7(2?.73%),(iii) It is availablc in other countries 12 (2.8%) .(iv) It will reduce
crime rate | (0.2%) N

xi.The Right 10 edvauon and
informsailonaa RII

(i) It is good for cnlightenment on reproductive health issucs |91(45.2%), (ii) tnformation on healih is very
impanant 165(39.0%). (iil) Information on health isa right to everybady 6(1.4%%)

xii . The nght (0 health

() 1 will guarniee good hralth services 300(70.9%) (ir) People can not olTord the cost of health services 60
(14.2%), (iii} heahh is important 40(9.5%). (iv) To gusmntecthe safety of mother and children 37 (8.7%) v) It will

aid good heshh education 11 (2.626) . (vii) It is necessary for moniloring of ihe 8coess to heahh 6 {1, 4%4) , (viii)
will help the elderly who nre retired 1¢0.2%%)

' Hxl‘ll;_'l he Right (o [reedom of Association
I

.

(i) To express oursclves on repraduciive heahh issues 1 58(37.3%%), (ii) It is our righl as citizens 143¢33 8%).(i1i)

Our opintons on issues JilTer 40(9.5%), (iv) For pcace 1o eeign inthe counliy 29(6.9%6) .(v) To get yousrright rom
governmeni 13 93.196).(vi) For reedom ofassociation 11 (2.6%%)
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Result of 11yvpotheses Testing
The [irst hypothesis stated that there would be no association in respondents’

gender and son preference as anissue to be addressed in a Biil or RHRs.

Tablc 20 shows that while 62.9% of females support the inclusion of
son preference in a Bill that will address RHRS in Nigeria, 50% ol male
respondents supported it. Statistical test gave a significant difference (p=0.02)
indicating an association between the respondents® gender, particularly female

and support for son preference as an issue to be addiessed in a Bill on RHRs.

Table 20: Respundents’ gender and opinion on the issuc of son preference

Son prelerence |
to be included ¢n Male Female ‘: Tota)
a Bill on RHRs |
Yes 159 (50.0%) | 66{629%) 225
No (59 (500%) | 39(37.1%) 198
| Tolol 318(75.2%) L @24.‘3%) B
Chi Square= 5.24

Degree of Freedome|
[*.value=0.02206306
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Itypothesis two stated that there would be no association between the
respondents’ location and opinion on son preference as an issuc fo be
addressed in a Bill on RI4Rs.

Fromy Table 21, the respondents who were from the inner core arca,
69.0% followed by 48.8% of the respondents in the transitory and 39.3% of
respondents in the peripheral were in support of the inclusion of son
preference as an issuc to be addeessed in a Bill on RHRs. The statistical st
shows a highly signilicant difTerence (p= 0.00) suggesting that there is an
association between location, especially from the inner core sclting and

respondents suppor! for son preference as an issuc (o be addressed in a Bilf on

RHRSs.

Talte 2(;: Respondents’ location and opinion on tbe issuc of son

preference

Son | I

Preference to | knner Core Transilory Peripheral ITnlal
be addressed

inaBill

Yes 109(69.0%) | 61(488%) | 55(39.3%) | 225
No | 49031.0%) | S4(51.2%) | 85(60.7%) [198
Total [ 158(37.94%) [ 125(29.6%) | 140(33.1%) 423

s b

Chi squarc = 27,67
Degrees of freedom = 2

P value =0,00000098
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Itypothesis three siated that there would be no association in
respondents’ gender and chitd hawking as an issuc to be addressed in a Bill on
RHRs.

Of the 318 male respondeats in Tabie 22 below 74.5% were of the
view that child hawking should be included as an issuc in a Bill on RIIRs
while out of the 105 females, 62.9% vicwed that it should be included. The
outcome ol stntistical (est gave a p-value of 0.02 indicating an association
between respondents’ gender, especially male and support for child hawking
as an issuc to be addressed in a Bill on RiIRs.

Table 22: Respoadents® gender and opinion on the issue of child hawking

Child  Hawking |
1o be included in | Male ‘cmale Total
a Bifl on RHRs
Yes 237 (74.5%) | 66(629%) | 303
No TTRI@55%) | 3907.1%) | 120
Total 318(75.2%) | 105(24.8%) 423

Chi Squarc= §.29
Ocprec of Freedom= |
P-value=0.02143244

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




g 39

[ypothesis four stated that ihere would be no association in
respondents’ religion and child hawking as an issue 1o be addressed in a Bil|
on RHRs.

Table 23 shows that of the 285 Christien respondents, 76.5% indicated
suppori for the inclusion of child hawking in a Bilt on RHRs while of the 138
Muslims, 61.6% suppoitcd. There is stotistical signilicance{ p= 0.01)
demonstrating a relationship between the respondents rcligion, especially
Christionity and suppor for child hawking as an issue to be addiessed in g Bill
on RIRs.

Talle 23: Respondents’ religion nnd opinion on the issuc of child hawking

Child  Hawking
10 be included in Christianity [slam Total
a Bil! on RHRs
Yes 218 (76.5%) | 85(61.9%) 303
No 67(25.5%) | S3(37.1%) | 120
i Total | s (674%) | 138(32.6%) 423

Chi Square= 10.t5
Degree of Freedont =1
P-valuc=0.00143984
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The fifth hypothesis stated that there would be no nssocialion between
respondents’ gender and attitude tg the adoption of the right 1o decide the
number and spacing o fchildren as pan of RHRs in Nigeria.

According 10 Table 24. 85.8% malc respondents and 87.6% female
respondents were in support of the adoption of the right to decide the number
and spacing of children as part of RHRs in Nigeria. Statistical test shows a
dilference of (p=0.5) suggesting that respondents’ pender do not affect their
support [or the adoption of 1he right to decide the number and spacing of

children as pant of REIRs sn Nigeria.

Table 24: Respondents® gender and attitude (o the adaption of the right to
decide number and spacing of children as part of R1IRs

The rght 10| Male Female Total

decide  number |

and spacing of
children as pan

of RHRs .

Yes 1273(85.8%) % (87.6%) 365
No 40(12.6%) 10(9.5%) 30
Don*t Know 5(1.6%) 3(2.9%) 8
Total 318(75.2%) 105(24.8%) 423
LS N [ | 1

Chi square = 1.34
Degrees of freedom = 2
p valuc=0.5114982]
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CHAPTER FIVE
DISCUSSION

5.1  Dcmographic characteristics and Issues of RHRs

The sex of the respondents has a significant relationship to their opinion on
son preference as an issue 10 be addressed in a bill thot will protect the
repsoductive health rights of the people of Nigeria. The statistical difference
gave a p-valuc of 0.02. Reasons adduced in support for the inclusion in a
RIRs Bill validates the view of Akmiunde, (2002) thot benefits arc usually
takcn over by men because of & number of socio-cultural traditional and
cconomi¢ reasons which present men as the head of the family unit and
therefore 1he {isst in line of authority. Earlicr positions of scholats such as
Adamchack and Adcbayo {1987), and Adcwuyi {1999) arc also in aprcement
with the finding that a culiurc of male supcriority 1ogcther with a man's
authortty over his wife’s reproductive rights has implications for women's
tota) wellbeing. Cook (1994) had also observed that in the traditiona! lcgal
cnvironments of many socictics, women lacked legal capacity and roccivcd
entitiemenis according to disposition of men.

The fact that more percentage of women supported the inclusion of son
pseference also shows how important the issuc is cstcemed by women. This
conlimas the views thot one way 10 bring out women's voices on reproductive
healih issues is to ask women questions Asking questions (rom women
facilitates ynderstanding of the naturc of their subordination (Armstiong.
1993, Bunting. 1993, Lazeeg. 1990).

Gender of the respondents was also significantly related to suppoit for
the inclusion o f child hawking as an issue to be addsessed in a Billon REiRs
The statisticat diffcrence gave a p-value of 0.02, Quite intcresting, more males

than females supporicd its inclusion, A possible reason for this may well be
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that most child hawkers are oflen encouraged b) wolien who used the gains 1o
suguent the financial resources ofthe home, The {act thal less women were in
support of s inclusion appeacs W suppost the suggestion thal what others find
discrim;nnloo' on women May be tolerabie 0n women or cven advantageous 10
womcen {Abu-Odch, 1992). For instance, Okokon and Charles (2004) had
found 1n their siudies that child hawking unless it is accompanicd by negative
sanclions is nothing other than “child service™ 10 & family thal s in nced of
such assistance:.

Un oll, the foregoing has confl rmed that gender has a sole lo play (n
reproductive hcalth and that there 15 need for professionals to develop creative
siralcgics 10 address this role (Wegner er al., 1998),

Also, location is an imporntant factor which influenced respondents
suppont for the inclusion of son preference in a Bill of RiRs. The p value =
0.00000098 shows an extreme signillcance. This commoboraltes the position of
wrilers that place of residence influences reproductive choice (Cohen, 1998,
Curlis and Neitzel, 1996) A possible reason for this is Lhai cultural beliefs in
support of son preference may have varied acconding 1o level of sccess to
infonation, enlightenment and type of social nctworks, Accoiding lo Valente
(1995). every body belongs 1o informal socinl netwoiks that influence their
behaviour 1o some degree. Also, most people seck approval of others close to
them and modify their own behaviour to please others or o meet others
expecuation (Valente, Wotkins. Jalo, Van Der Straten nnd Tsitsol, 1997)

Rellgion was also found to have relattonship with support for inclusion
of child hawking in o Bill on RURs. This is rethcr surprising since the
Jominant view. on child howking has for long been that child hawking is
largely influenced by soclo-economic background of children (Obokon and

Charles, 2001). ‘[his sgoin suggests that there the neced for public healthy

———
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practitionets to pay altention (0 religion in designing strategies thot will

address the social challenge of child hawking.

5.2 Knowledgecof Respondents on what constitutcs RiTRs.

Generally, respondents mentioned the right 10 health and the right to decide the
number and spacing of childrcn as constituting RHRs. The understanding of
respondents about RERs include the rights to social amenities i.c.( the right to
watcr. the right to shelter, the right to clectricity, the right to a good road). the
right 10 cnjoymcent of good standard of living and the right (o health i.c. the right
to a hospital. the right to healih care scrvices for pregnant women, the right 1o (ree
drugs, the right to a heahhy environmenL These rights form the plank of social
and cconomic rights which are non-justiciable rights under the constitution. The
non-justiciable status accorded these rights under the 1999 Constitution is
worrisomc considering the fact that conventions on human rights to which
Nigcriais signalosy provide for their protcction. The forcgoing thus confirms the
inadcquacy of the £999 Nigerian Constitution which cssentiafly did not redress
thesc concems which are important to the people reproductive health,

Also of the twejve variables on RI4Rs, noae of the tespondents mentioned
the rights to be free from discrimination. enjoyment of scientitic progress and
consent to cxpcrimentaiion, prevention from toriure or other crucl, inhuman or
degrmding treatment or punishment as examples of rights constituting RHRs.
while less then 10% of responses were recorded on cach of the remaining six
types of RHRs. This indicates an unimpressive comment on the state of
reproductive heaith in Nigcria as a people with low understanding of rights are far
fess likcly 1o take advantage of it or conscious of its violations. No doub.
reproductive right is o right 1o make o choice. The ability to make decisions or

choices will largely depend on level of individual awareness (Rutenberg,
Biddlecom and Kaona, 2009).
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Knowledge of Respondents on  Reproductive heatth rights laws,
canvcentions and trealies.

The owatcness of respondents reparding laws, conventions and treatics on human
rights ond Ri{Rs is low. About four fifih ofthe respondents (85.0%) did not know
of ony laws, convention or treatics on human rights and reproductive health righis
in Nigeria. This agrees with the observation that various statutory lows which are
in force in Nigeria do not refect reproductive healik concept ond so arc
inodcquatc 10 mect the nceds of octwalising reproductive rights (National
Reproductive ticalh Policy. 2001).

The forcgoing is pathetic considering that in other African countrics,
including Maloysio. Pess ond Zambia, the lows ot least esplicitly protects
informcd choice on repraductive health, a crucial concept in RIIRs. In Mcxico.
for cxnmplc Article 4 of the Constitution slales that every individual has the right
to decide in o frec. responsible. and infonned manner the number and spacing of
his her children. Also, o city law in Huenos Aires, Argentina passed in 2000
rccognises “sexuol and reproductive righis free of violence and coercion as basic
human rights" and puaraniecs women's and men's access o contraceplive
infonnation, methods and scrvices (Zamberlin, 2000),

I is also particularly worrisome in view ofthe foct Nigeria is signatory to
thc various conventions which the forcgoing counirics have taken sieps to make
applicable in their respective legol systems,  The implication of this is that non
cxisient laws con no1 be cnforced by the courts nor the povemment made
accounigbic 1o their obscrvance. Coliver {1995) has obscrved that iwhen
poveenments incotporate informed choice standards into their laws, the courts can
enforce them. Law olso liclps in cnsuring thot whatever nules, orders and

regulations specificd within it arc implemcnted ond enforced (Mensah ¢ af-

2004).
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5.4  Eatent of promotion of RIIRs ia Nigeria.
Resulls at all levels of govemment indicated that except for the rights to healih

and freedom of association and political panticipation, cach of the rights is not
being promoted o1 all in Nigeria. This raises a serious issuc about the stewardship
of the govemment. a crucial faclor in analyzing the perfonnance of any program,
policy or law. According to (\YIO. 2002), a given national system must consider,
if not stact with, how well the government is pecforming its siewardship role. Low
extent of promotion of RIIRs is a sad comment on the nation health system. A
possible rcason for this may well be the unscitled slate of Nigerian Law on
1icproeductive hcalth rights which conscquently do not avail an cifective legal
frame work through which the government can be held accountable for the

upholding of these rights.

5.5  Meavures to ensurc thic enforcement of the R14Rs in Nigeria.

The result of the study showed that the most dominant step suggesicd by
respondents (41.8%) was responsible governance i.c. cnact rights as law, insert
them into the conshiution. monitor compliance, eradicale corruplion in hospitals,
provide free medical care, get ideas from other countries. This opinion supports
the suggestions that R11Rs are first and foremost the responsibility of the statc and
that it is the ultimate responsibility of the state to create an enabling cnvisonment
with a supportive legal frame work to cnable RHRs 1o 1ake cffect. This view
agrees with the positioa in countrics like Bangladesh, India. Nepal. Jordan,
Ghana, Sencgal, Jamaica and Peru where govermmenis have begun to reform

policies in bid to reflect a new focus. (Hasdee 1 af, 1999),
5.6. Atsitude of respondcents to the adoptlon of RIIRs in Nigeria.

Generally, there were substantiol results showing a {ovournble attitude towaids

the adoption of RHRs in Nigeria. This attitude scems justificd in the light of
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scrious violations which are likely to persist if not adopted. Also, adopting these
rights will add Nigcria to the list of Committee of Nations that has already been
adopted notably India and Mexico which have Scxual Rights Act.

Gender was found not to be associated with the adoption of the right to
decide the number and spacing of children as part of REIRs in Nigeria. This
significs that the night is as important to male as it is to females. |1 also suggests
an unwillingness 10 have bisth controlled by legislation. It is unlikely that @ nation
where the right to decidc the aumber and spacing of children is recognized will
formulate and apply lcgislative disinecatives, [t has been argued that offcring of
incentives and creating of disincentives to influcnce people may ailcct their
exercise of choice on reproductivc health (Isaac, 1995} and thereby violate their
right to decide freely the number and spacing of children, Before Icpislative
disincentives wcre introduced in India betwcen the 1975 and 1977, Bill of Rights
were suspended (Srinivasan, 1999).

5.3.  huplications for health cducation and promotion

Major chalteages 10 the implcmentation of RIIRs are the low level of knowledge.
cntrenched cultuenl practices and an inadequme legal frame work. Health
cducation and promotion stratcgies con be used (o promote the undersionding of
RI$Rs. to prevcnt their violation, to improve the extent of their promotion and to
encourage positive attitudinnl change on RHRs.

Problems relating to the understanding of RHRs, the laws, conventions
and trealics can be addressed through an awarencss rising and sensitization
propmamme. To achicve this, the mass mcdin can be used, namely television,
radio. btll boards and newspapers. [n using the mcdia, cmphasis should be placed
on shat constitutes this body of rights, the reicvant laws. conventions and ireatics,
Target groups would include cxisting goups to which the respondents may

belong, mamcly trade associations, refigious proups and sociol clubs which
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excrcisc sociol influence on the respondents. Other health education sirategics that
may be adopted include intespersonal and group communication which may entail
organizing scminars and discussions for respondcnts.

With respect 10 violence against women and RHRs, provisions within the
existing legal framework which address issues such as rape, baltcry during
pregnancy, forced prostitution, trafficking of women, incest and child hawking
are merely punitive but rot sc!f-supponting and clfective. Health cducation
strategics which may include mass media channels such as radio. telcvision. bill
boards should be used to educetc victims or complainants aboul the issucs as well
as the supportive {acilitics and resources in the society. These may include
counselling centers, rehabilitation homes and legal aid oftices.

The prevention of violation of RHRs, their wider promotion and the
adoption of RHRs are issues which require extensive legal and policy reform.
Health promotion intervention strategics may involve building alliances with as
many pcople as possible so as to create a movement for policy change. This may
be (acilitated through meetings and seminars with houscho!d heads by working
with groups 1o which they belong. With this. people can be mobilized and public
pressurc built so that many peoplc will contact decision-makers 1o sponsor
appropriate bills in this regord. It may also entail the holding of rallies and writing

of advocacy letters calling for policy change on reproductive health rights issues.

58 Concluslon
This study described the knowledge, opinion and atlitude of houschold heads

about reproductive health rights in tbadan South West Local Government of
Oyo State. Findings revealed that gender and location influence suppant of
respondents for its inclusion in a Dill on RHRs. Also, according to the findings
ol the study, gender and sctigion have an cflect on the respondents’ view on

son preference as an issuc o e addressed in a Dilt on RIIRs. The knowlcdge

—ﬂ
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of RIRs, lews, conventions and treatics is veay fow. Opinion on the extent of

promotion RHRs subslantially indicated that four fifth of the rights are not

being promoted at all in atl the levels of govemment. Notable steps were

suggesied for adherence 1o RIIRs and there was a positive attitude expressed

towards the adoption of RHRs in Nigeria.

5.9

Recommendations

in the light of these findings. the following nrc recommended:

I

Rapid scnsitization on what RHRs constitute, their laws. conventions
ond treaties ond what conslilutes their violation is impcrative for
respondents and af! the levels of govemment affecting them. To
achieve this, Community Bascd Organizations, Non Goveenmcnial
Organizations and Research [nstitutions on population studies should
be encouraged to work with existing groups to which respondents
belong in the community.

Mobilization of prople and building of alliances that will encousage
the domestication of RHRs is imperative. Meetings and rallies may
involve encouraging respondents to gel in touch wilh thetr decision
makers with the view of taking steps 10 cvolve legistation that will
address REIRs and their concems.

Reproductive health rights shotld either be contained in one document
or_inscried in oppropriotc sections of the Constitulion whete easy
reflerence can be made to them. Wheee issues involved in the rights are
already covered by exisling law, appropfiate reference can be made to
such existing laws in such documents or the constitution as the case
may be.

Policy and the low on RIIRs should nol onty be punitive but aiso

cducative accommodating incentives and sanctions which will promole
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healthy repsoductive choice and discourage negative attitude towards
RIIRs.

. Policy and law should makc appropriatc allowances for ceriain
detenininants of henlthy reproductive choice such as poverly, gender.
location and cducation.

- Therc is the need for mose research to be encouraged by donors and
govemment about how socictal perception of gender can allect choice
ond acccss to reproductive heaith and the incentives and sanctions that
can be adopted in order 1o promote or cncourage healthy reproductive
choice.

. Reproductsve health rights should be effectively communicated to the
pcople it is mcant 10 benefit. To achicve this, it will be necessary 1o put
these rights in hand bills ond posters for distribution in all the
communitics. The bills should be made in dilferent local langusges in

order 10 atiract popular appeal. Also the rights should be discussed

with diffcrent languages on the mass medsa.
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APPENDIX |

KNOWLEDGE, OPININON AND ATTITUDE OF IHOUSEIOLD IIEADS
ABOUT REPRODUCTIVE HEALTIH RIGHTS IN IBADAN SOUTII WEST
LOCAL GOVERNNMENT, OYO STATE, NIGERIA

REPORT ON FOCUS GROUP DISCUSSION CONDUCTED IN:
I AKERE COMMUNITY., AKERE PALACE, OJA-BA, IBADAN

(inner core)

. OLUYOLE COMMUNITY. OLUYOLE ESTATE AND
{Peripheral)

. AWODIFE BAOLUMOLE COMMUNITY, CHALLENGE,

(1ransitory).

This is the report on the focus group discussion respectively conducted on the
[4th. 15th and 16th of August. 2004 at Akere Community, Akere-Oja oba.
Oluyole Community, Oluyolc Estaie and Awodile Boivmole Community,
{badan South.West Local Goverament Ibadan. Nigeria. The discussion was
conducted in order 10 invesiigatc the knowledge, opinion and atitude of
Household heads about Reproductive Ilcalth rights. A total number of six (§)

focus groups weie constituicd: namely one male and female group in cach of
the sites: each of the group comprises houschold heads made up of an avernge

number of six (§) perticipants who were engaged In discussion of about an

hour
The two groups o1 Akere Community agreed that the peculiar health

problems of their area are Malaria, Dianltea. The female group however added

measles and small pox into the lisi. The two groups in Oluyole Community
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agreed on Malaria as peculiar problem. A female participant at the Akere
Community said “Gbagbo eriyan {0 mo pe aisan gbigbo eyan ni iba”
meaning every body knows that malario is cvelybody's sickness, However
while the female group added Jaundice 10 the list of pceuliar diseases, thc male
group of that community added carly marviage, H1V / A1DS and Gonorrhea Lo
the list of peculiar diseases. The two groups at Awodite Bolumolec Community
also agrecd that malaria is the peculiar heath problem of the arca; the female
group in that community added typhoid to the list.

At Akerc Communily (inner core). when asked about what human
rights are, the 1\wo groups agreed that human rights are rights which people
should not be deprived of. The female group added that such sights are
guarantecd by law and they include right to work and be paid and right to
education, In describing whal human rights is. a male participant at Akere
noted that “Eio omoniyan wi Ohun ti o (o si yan {oif odo ijoba" mcaning
human rights arc berelits due to the citizens from govemment. The male
group added that those rights are operative between person to person and
govemment to person. Al Avwodife Bolumole Community (Transitory). the
two groups viewed human rights in thc bight of freedom that one is supposed
lo enjoy and cited right 1o freedom of expression as an cxmnple. While at
Oluyole Community (peripheral), the two grousps apreed that these arc nghts.
which are expected by citizens to be given by their government 1o them. The
female group added that human rigihts ore the ways we expect 10 be Ireated
without maltscaiment while the male group added the right to freedom of

cxpression as an example.
[1 oppears that there is .an agreement across siroia about the meaning of

humen rights: 1hough participants wese only abie 1o give few exampies of such

rights,
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agreed on Mlalaria as peculiar problem, A female participant at the Akerc
Communily said “Gbogbo cnisun lo mo pe aison gbigho eyan ni iba™
mcaning cvely body knows thal malaria is everybody’s sickness. However
while the female gioup-added Jaundice 10 the list of peculiar discases, the male
group of that community added carly mamaage, HIV / AIDS and Gonorrhea 1o
the list of peculiar discases, The Lwo groups al Awodilc Bofumole Community
also agreed that malaria is the peculiar heath problem of the arca; the female
group in thal communily added typhoid to the list.

Al Akere Community (inner core), when asked aboul whal human
rights arc. the two gioups ag:ced that human rights are rights which people
should nol be deprived of. The female group added that such rights are
puaraniced by low and they include right to work and be paid and right 1o
cducation. In describing whal human rights is. a male pacticipant a1 Akere
noled that “Eto omoniyan m Ohun ts o to st yan (ai odo fjoba" meaning
human rights are benelits due to the citizens [rom govermnmenl. The male
group added that those righls are operative between person Lo person and
govemment to person. At Awodife Bolumole Community (Transitory), the
two groups vicwed human rights in the light of frecdom that one is supposed
lo enjoy and cited right to freedom of expression as on cxample. While at
Oluyole Communily {peripheral}, the two groups agrecd thal these are rights,
which are expected by cilizens 10 be given by their government 10 them. The
female group sdded that human rights arc the ways we expect to be treated

without maitzcatment while the male group added the right 10 freedom of

cxpression as an ¢xample.
It appears that there is .an agrecment 861053 strata about the meaning o f

human rights; though Pas ticipants were only ablcto give few examples of such

rights.
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When asked about the experience of their community in respect of
human rights veolation, both groups m the Akere Community cited different
instances. Whilc the female group mentioned thal: education is not free, health
is not (ree, there 15 no job and inadequacy of drugs as instances of human
rights violalion, the male group mentioncd discrimination ond bad leadership
as instances ol human rights violation. In Awodile Bolumole Community, the
1wo groups agreed thot intermitient elcctricity supply and laek of good waler
supply as breaches of their humon rights. When the ssme question was asked
in Oluyole Community, the female group mentioncd: wrongful cjection of
tenants by landlord. inadequale supply of drugs, sclling of drugs by medical
personnel (or personal gains, establishment of private clinics by govemment
medical oflicers 8s conslituting human rights violation. The mate group
however mentioned violation of ftecdom of spcech as a breach of human
rights and right to vole.

It appears here that across stiats, access to hcalth facilitics snd conduct
of mcdical personal is seen os human rights violation. Akere Community
howect has more instances of human rights violation,

On the question, what are reproductive health rights. the 1wo groups in
Ihe Akere Communities mentioned diverse issues oas consliluting reproductive
health rights. The male group mcntioned: ndcquate and well equipped
matemily hospitals, provision of job, immunization end provision of drugs as
constituting reproductive heaith rights. The male group menlioned: access to
fomily, planning coniraceplive use, birth control. harmony at home and
community 8s constiluting reproductive health rights. In Awodile Bolumole
Communily, the two groups ogreed that the right 1o reproduce salely
constitutes Reproductive health rights. The female group added access to

health facilities. avsilability of drugs and family planning as associaled with
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reproductive rights whilc the male group posited that Reproductive rights are
given by God to man and that mamage ond reproduction of childien are
related to il. A female in that community indicated that “ Thiere can be no life
withowt reproductive health rights because reproducine health rights are
rights associated with reproduction. At Oluyole Community, it is agreed by
the hv O groups thot fomily plannmg. contraceptive use, birth control, matcmal
care, access (0 health scrvece constitute Reprovluctive health rights, The male
group howcver madc harmony in the fomily and improvement of status of
fomily as useful additions while thc female added the issue of baby cloning to
it

Across the stiatas, it is discernible that matemal hcalth care and access
to health services, drug supply, contraccplive use and birth control, carly
morriage, employment. hannony in the [amily are regarded as associated with
Reproductive Health rights. The definition of repsoductive health rights by the
fcmale group in Oluyole community is usefitl and its examples are brosder
than what is obtainable a1 Akere Communily and Awodifc Community.

Regarding which of the repioductive henlth rights should be backed by
law in Nigeria and which should not with reasons, the two groups in Akere
Communiyy have diflerent responses. The female group mentioned that supply

of drugs as o1 when due, provision of employment and payment of salasy as at
when due should be backed by law as same will make life easicr for women
and childien and home peaccful. The mole group in thot community
mentioned: 1hc use of fantily plonning contraceptive use. religious irining.
prohibition of smoking of fndian’ hemp and alcoholism as issues to be backed
by’ law becausc they will help the family a1 the home. A porticipant took the
that ““/gbo aif otl antipsara ko j'mvon okinein rdye fun'le ati aya won*

view
mecanmg that men do nol have time to toke carc of their wives and home
owing to smoking of hemp and excessive alcohol. In Awodilc Bolumole
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Community, the two groups agreed that decision-making on binh control,
family planning, coniraceptivc usc and heaith facilities are rights which should
have the backing of the law. The Male group added that their community is
ripe enough for the provision of a stale hospital, In the Oluyote Community,
when the sune question was asked, the female group and the male group
agieed that early marriage, family planaing and birth control are reproductive
health rights, which should be backed by law. The male proup added
prohibition of polygamy. Profiering rcasons in justification. the two groups
agreed that early marriage can lead to premalure death ard thal binth contsol is
necessary (o regulale number of children and prevent ovezpopulation. The
male group added thai polygamy affects the welfare of the family.

Across the strata, the dominant views were that the welfare of
tamily/home is a determinant of which Reproductive health rights should be
backed by law, tiie Akere Community emphasicd religious (training.
prohibition of smoking of Indian hemp and alcoholism as major problems to
be addressed by rcproductive health rights while the Awodife Bolumole
Community's groups position agrecd in details with some of the responses by

the groups in Oluyolc Community. In all, Oluyole Community has a more

dclailed response.
When asked about what consiitutes violation of Reproductive health

rights, the female group in the Akere Communily posited that lack of drugs:
tnadequate clinics, unhcalihy environment are violative of reproductive health
rights The male group viewcd thal alcoholism, its sale and smoking of Indian
hemp as violalive of seproductive heslth rights. 1n Awodife Bolumole

having 100 many children, non-avaliability of family planning coniracep
and expensive drugs constitute violation, The male group mer tionc
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agreed that too many wives, too, many children are violative of repreductive
heath rights. The female gioup added that procuring and spreading of HIV {
AIDS and tuberculosis infringe on reproductive health rights while the male
group added uncleanliness of the environment as a violation.

It appears that cach of the sirala. there is a dilferent view of what
constitutes violation of Reproductive hcath rights. The spread of FITV / AIDS
and tuberculosis {deliberate) mentioned st Oluyole™ Community as violative
of reproductive health rights is a useful addition.

When asked about the laws, conventions and trcaties on humasn 11ghts
and reproductive health rights that the community members arc aware of, the
two groups in Akere Community generally posited that they are not aware of
any law, convention or treaties on human rights and reproductive health rights
which the community members are aware of, except one person in the male
group who said he is sure of criminal law on rope. In Awodile Bolumole
Community. only the female group made mention of the criminal law on rape,
trespass and armed robbeiy as the {aws that community members are aware of.
The male group of that community was of .the position that such laws and
conventions on Reproductive heahh rights are not in Nigeria; it is only in the
advanced country e.g. the law on abortion. Answesing the same question, the
female group in Oluyole Community seid that they arc not aware of any law,
convention or treaties; what community membders know is based on physical
observation. The male gioup however said that there is the Babangida
Directive of 1992 which directs that people should not have more than 1
chtldren but porticipants did not know whether it was gazetied or nol. Also
participants mentioned Beijing Conference held in China o$ a conference thal
addressed issues of Repioductive health and women rights.

Across sirata, the female groups' scsponsc on knowledge/awareness in

respect of 1w, convention and trestise scems 10 be nil in Akere and Oluyole
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Communitics, whereas there is a measure of response in respect of knowledge,

though scanty, by participanis of the female group in Awodifc Bofumolc aboul
law, convention and treatises on human rights and reproductive health rights.
A warencss seems 10 be high Judging Irom the responsc among the male group
of Oluyole Community. In all. responses in respect of awarcness of
reproductive heaith rights and human rights coavention, law and treatises
appear generally [ow.

Concerning the opinion of members of the community on son
preference, the two groups at Akcre Community agreed that it is a common
practice and the reason lor it is 1hat tadies do nol remain in the family. The
female group added that “Okunrin !'olori ile. b 'olorim se fo ni™ meaning that
sons are the heads of the house, il 5 divine. At Awodife Bolumole
Community, the two groups were of the same position with Akere Community
and atiributed the cause to culture: the female group however was of the beliel
that it is a wrong praclicc siemming from ignorance. The two groups in
Oluyole Community mentioned culturc and ecligion as community members’
rcasons for son prcference in their community.

On the opinion of members of the Community’ on female genital
mutilation, the 1wo groups agreed that it is considered not common again as it
used 10 happen; campaign against it by Govemnmient was thought 10 have been
responsible, There is a minority view by the male group of Akere Community
that viewed il circumeision is not done for females, there may be serous
repercussion. At Awodife Bolumole Community, the 1wo graups agieed that il
is vicwed as only common in the olden days and thot it has been discouraged
by various compaigns by govermment. At Oluyole Community., tlic two groups
are of dilTerent view on 1his practice; whereas the female group believes that i

is viewed as no longer common due to campaigns by Govemment. the male
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group is of the view that it js stili considered common and that cultuje and
religion are olten accounted os responsible for the trend,

About the opinion of members of the community on child hawkers, the
o groups in Akere Community shared the same view that it is considered
common in that community and that poverly is viewed as the true cause of il.
At Awodife Bolumole Community, members are of the view that it is
considered not common in that community because the ssid community is an
enlightened and cducated community. The male group added that it is viewed
as child abusc and that children that sel} in their community are not from ihat
community but from cisewhere. At Oluyole Community, members agreed that
community people see child hawkers as common and that poverty and hunger
are the causes of it.

On the opinion of members of the Community on Abortion, the twa
groups in Akere Community agreed that it is common as far s community
members are concermed. On what can be responsible for it, the two groups
agreed that in view of members, waywardness/greed of ladies con cause it and
so arc poverly and peer pressure. At Awodife Bolumole Community, the
femalc group said that it is common and stated that it is viewed that poveny is
responsible for it while the male group was of the view that they: may not be
able to say for cerlain what is considered as responsible: but the group was
categontcal in stating that unwanted pregnancy is viewed as the cause ofit. Al
Oluyole Community, llc two groups agreed that it is viewed as common and
mentioned unwanted pregnancy: as the factors considercd responsible for it
The female group added that it Is viewed by members to have been reduced
duc to lamily planning contriceptive use while the male group contributed that
too many childien is viewed as encournging abortion.

Regarding the opinion of members of the community on employment,

the two groups in Akere Community agreed that unemployment is secn as a
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common phenomenon and the two groups agreed that it is viewed that
government is to be blamed for uncmployment. At Awadife Bolumole
Community, the two groups also agrecd that uaemployment is considered
common in the community by community membxrs, they also stated that lack
of planning by government is considered as the cause of it. This is also the
vicw of the two groups in Otuyolc Community.

On the opinion of members of the community on polyandiy, the two
groups in Akere Community agreed that it is considered as common in that
community and the female group stated that greed. failing of husbands in their
iesponsibilities are seen as factors responsible for it. A femaic participant
noted that polyandry is against the Yoruba's cultuse but said Ko si k'obinrin
t'oko o m’'oju 1o o ma yon ale” meaning that polyandry con not be ruled out
for a wife who is not welf cored for by her husband. The male gioup apreed
that it s considered in their community' that duc to poverty, there is
responsibility shift, which has foisted on the female the need 10 look outside
their matrimonial home lor the meeting of their needs. The groups at Awodife
Bolumole Community agreed that it is considered not common in their
community as members sec themselves as enlightened and educated,
Answering the question in Oluyole Community, the participants in the female
group was divided in their responsc on the issuc: some viewed that it is
eonsidcred as common and that poverty is seen as the cause while others said
it is not common. The male gioup howezer observed that it is scen as common
in that community-.

Regarding the opinion of members of the community on polygyny, 1he
iwo groups ol Akere Community agreed that it is seen as common in the
community and that religion and cusioms are vicwed as the cause of it The
male group addedl that it Is considered thst women at times can be blamed

since their behaviours st times makes that option unaveidable to their
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husbands. At Awodife Bolumolc Community, the two groups agieed that it is
not considered as common in their community as community members see
themselves as enlightened and cducated. In Oluyole Community, the two
groups agreed that it i s viewed as common amnong adherents of certain religion
c.g. Istam. The male group added that culiuce is perceived as a major factor
responsible for tha.

In commenting on the opinion of members of the community on health
service, the two groups in Akere Communily agieed that clinics and hospitals
arc vicwed as not well equipped and 1hat drugs are still cxpensive when
available. At Awadife Bolumole Community, the groups agreed that
communily members viewad hcalih services as inadequate and that pcople
patronize their family doctors. Al Oluyole Community, the some view was
conlimicd about health services by the 1wo groups; govemment was also
stated as being viewed 10 be responsible due 10 its inclfectiveness.

As rcgards the opinion of members of the community on jamily
planning contiaccptive use, the nwo groups in Akere Community agreed that
people are using it and stated that campaigns by govemment is considered os
responsible. However, in the male group there is the dissenting view that
members sce it a western idea which should not be encouraged since it ollends
against divine injunction to procreale. At Awodife Bolumole Community. the
female group sinted that communily members usc it and that there is a family:
planning centre in the.community while there is a minor ity view m that group
that its usage is not coasideied by community as rampant The male group
stated that they would be umible 10 state the extent of patronage of farily
planning contraceptive use by community members since they don't poke their
noses into the alTairs of others. At Oluyole Community, the two groups are of
the view that there is a wide usage of family planning contraccpuve as a

means of birth contiol by: community members; government campaigns are
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given by members 1o have made Uic same papular and so ose the ctiorts of
non-govemment orgonisations such as ARFH. There is however o minorily
view in the group that the usc is considered not widespread: *“people stilk Jive il
for naturc to dcicrinine.”

Conceming the opinion of membess of the community on bealing of
women, the lwo groups in Akere Community agreed that it happens a lot and
thot drunkenness is considered to be o major causc of it. The mole group added
thot “Agidi vbinrin ko i fc won o ma jfyo™" mcaning that women would noi be
spare {srom beating duc 1o their fool hordiness. At Awodife Bolumole
Community, the opinion of the female group is divided on il: some
participants wcrc of the vicw that it is not considered common by community
mcmbers while the others were of the view that it is considered common
among the {ew members of the community who are not cnlightencd. Tlie male
group of that community is however of the position that it is viewed by
communily members 3s not common. Al Oluyolc Community. the 1wo groups
staled that it is viewed by members as somelimes occurring duc to
misundcrstanding in morrioge and lack of oftection is Jockmg and when
masTiage is forced.

On the opinion of the members of the community on sexual viotence,
the two groups in the Akerc community were of the view 1hat it is considcred
common in that community. The female group was of the position that
way wardness of woman is scen by members as cesponsibie for this while the
male group wos of the paosition that bad dressing and civilisation arc
considcred responsible, When probed whether sexual violence can occur
beiwoen marricd couples, twe groups viewed thal in the opinion of coammunity
members marital rape occuss when women are not willing to coeperole with
their husbands. A femakc participant referred 1o ¥ s “ iso inu eku, amu mara

n " signifying that marita) rape should not be o subject matier of complaint to
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marricd couples. Al the Awodife Bolumole Community, the two groups
ogreed that it is not considered common and that moturity and enlightenment
ore viewed as responsible for this, \When probed whether sexual violence
occurs bets een married couples. the two gioups agreed: female group stated
that it is considered by community members as possible in situation where the
wife is not cooperating; while the male group stoted that it is viewed by
members that it is possible for a man to rape his wife. At Oluyole Community,
the two groups agreed that it is considered not common in the community and
olso shared the same view with other communities that in thesr community it IS
considered a possibility thot a mazried man can force sex on a wife without her
consent.

On the opinion of the members of the community on health as o righ,
the o groups in Akere Community were of the position that heahh is viewed
as a right by thc community end that it is being denied by goremment
According to the mole group, community members consider that government
foils to provide hospital with drugs snd medical personnel as well as healthy
cnvironmenl. At Awaodife Bolumole Community, healih is also vicwed as nght
by thc community members as swicd by the groups and that govermmenlt is
hindering the same by their loilure 10 ensure peod lacilitics and programme
that wi)l make the same 10 be enjoyed as a right. The 1wo groups of the
Oluyole Community also agiced and stated that health is viewed 8s a night in
the community and the reasons ottributable for that aie similar with the other
communitcs.

About the opinion of the members of the community on carly
mastiage, the two groups in Akere Communily agreed thot casly marriage is
considered as cxisting by members becouse of religious beliefs. Some

partecipants in the female group posited that it is due to “the waywardness of
girls” in the community, Al the Awadifc Bolumole Community, the two
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groups agreed that carly mariage is consideicd not common in their
community since children go to school and pet maturext before they pgel
married. The 1wo groups at Oluyole Communily stated that it is viewed as
common sometimes in the community especially due 1o leennge pregnancy
and certain religion that allows for thot.

On the subject matter o decision-making on birth control, the
dominant view among the female groups is that it is vicwed by the community
as something that should be jointly taken. Some participants in the female
group however staled 1hat females alone are eonsidered 10 1ake decision at
limes when they eealise that their husbands are promiscuous. The position in
the female group appears divided; some said that community members viewed
it as “neediess since other nutions arc more populuted thon us and they are
living well, " To othets. communily membeis vicwed thal it is the mon that
have the final say. At Awodifc Bolumole Community, the two proups aprecd
that members view decision making on binh control as somehow automatic;
the community needs not be 10ld, the economy ttsell does not encourage (oo
many children. At Oluyolc Community, participants in the two groups agieed
that it is viewed by the community that wives and husbands take joint decision
on it.

Pcrtaining 10 the opinion of members of the community: on sexual
educatson ol home and school, the female group in the Akere Community
posiled thot in the community, it is viewed that sexua] education takes place at
home while the male group posited that it is vicwed that it no Jonger 1nkes
place 81 home nowadays, At the Awodife Bolumole Community, the groups
agreed that it 1s viewed that it (akes place at home since people in the
Community arc enlightened ond educatcd. They do not however know the
opinion of the community on what happened in school. At Oluyole

Community. the two gioups sgrecd that it is viewed by members as common
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1 schools in the community since govermment has inlroduced it into the
school curriculum while it is not common o home becausc parents most times
don't have time; as somc think it is prohibitcd and fcave it for the peers to give
to children bye and bye.

Regarding the opinion of members of the community on healthy
cavironment, the 1wo groups in the Akere Community agreed thet in their
community, the environment is considered 10 be unhealthy: il is viewed that
lailure of govermment to provide focilities for disposa! ond enforce
environmental laws is responsible. Al the Awodife Bolumolc Community the
same view was sharcd by the two groups and they added erosion as a peculiar
environmental problem considered by the community members as existing. Al
Oluyole Community, the two groups agrecd that government is considered o
mojor hindrance to healthy environment by virtue ol its (ailure 10 supply
cnough [acilitics necded lorhealthy cavironmeni.

When asked for the opinion of membees of the community on right Lo
food. the two groups in Akcre Community ogreed that in their communily,
food is viewed as a right. This according 1o them however is being hindered
duc to poverty occasioned by bad ecoromy which has also made the cost of
livelihood 100 high for community mcmbers. At Awodife Bolumole
Community, the two groups ogreed that it is felt by members of the
commuaily thal govemment has a duty to ensure that food is affordoble and
available Tlic malc group however lamenied that “social security it not
present i Nigeria as a result of lack of foresight on the port of government ™,
At Oluyole Community, it was olso agrecd thal food is considered as a right
and thal it is being hindcred by govemment whose programs and policics have
made food expensive.

On the issue o olcohol consumption. it is vicwed by the two RrOUPS in
Akere Community. es considered lo be common; fcmale group obsenved that
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members are of the opinion that when people get drunk in the community,
they misbehave at home. Some panicipanis in the malc group viewed that
members of the community arc justified in this view because “government
promotes olcolohsm by licensing people 1o sell.” At Awodife Bolumolc
Community, the female group soid that it is considered nol common in the
communily since members arc enlightened and are Christians. The mole group
however stated that members view that alcohol is not bad when it is not
excessive. At Oluyole Communily, the two groups agreed that Alcohol
consumplion is considered common and that it is taken in order lo relax the
nceves. tn the male group, it was slated thal some members viewed that
alcohol consumption is common but not alcoholism.

On the opinion of thc members of the community on ladies dressing,
the two groups in Akere Community staled that members view that most
ladies still dress in an offcnsive way in the community. They attributed
civilisation and lack of fear of God and awitude of parcnts as factors
respansible for it. They however agreed that there are ladies that dress
modcrately. At Awodife Bolumole Community. t was agreed that in the
communily, bad dressing by’ children s a problem; they also blamed it on
civilisation. The twa groups ot Oluyole Community agrecd that most ladies,
especially unmarricd ones are considcred as slill weanng provocative dress.
they traccd it 10 the same factors of civilisation and added family background.
Some mcmbers in the mole group viewed Lhat ladies dressing in the
community is considercd by somc as not offensive compared with what
obtains in other community.

On the opinion of members of the community on nght to good walcr,
the 1wogroups at the Akere Community stated that good water is vicwed as a
right though it 1s oflen hindered by govemment, which is failing to ensure it
At the Anodife Bolumole Community, the two groups also agreed that 1l is the

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



127

view of community members Uiot good water is a right hindered by
goremment. According to participants, community members now make do
with well water since watcr is not being supplicd regularly. The 1wo groups in
Oluyole Community obscncd that duc 10 the failure on the pant of
govemment, good walcris considered by members as a hindered right.

Across the strata, it appears that all the communities have the same
view on son prelercnce. abortton, unemployment, health services, beating of
women. health as a right, decision making on birth control, healthy
environment, right 1o food. ladics dressing, right 10 good water with few
dissents from group members responses oa abortion (by some Awodife maie
group members), on family planning contraceptive use (by some Akere male
group members), on beating of women (by the male group of Awodife
Community). There appears to be some contrast between the position of maie
and female groups responses in both Akere and Oluyole Communitics while
the Avwoditc groups agreed that fcmale Benitai mutilation is a thing ofthe past.
The position of Akere groups on child hawkersis in contiast wih the position
in Awodife Community which is similar with the Oluyole pgroups'
obscrvation.

On polyandiy; while it is obscrved as common in Akere and Oluyole
Communities; Awodiic Bolumolc Community groups stated that it is not
common in their community, On the issuc of polygyny., the Akerc and Oluyole
groups agrecd that il is common particularly among people who share faith
that believe m it. Thls position is however in contrast with the paosition in
Awodife Bolumole Community. On the issue of sexuai violence, but for the
exception of the male group of Awodile Bolumole community, paiticipants in
the groups from all the strata ogreed thal sexual violence occurs between
marricd couples Whereas sexual violence is stated to be common in Akerc

and Oluyole Communities (except the divergent view of the (emale group in
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Oluyole community); the two gioups in Awadife Bolumole community stated
that it does not happen in their community. On the issue of carly marriage,
Akcte Commutity's position is in contrast with Awodife Community whilst at
Oluyole Community, it is vieswwed as common al limes. On sexual education al
home and school. there is a conlrast beiween the views of the groups in Akete
Community about sexual education al home. Awodife Bolumole Community
is of the position thal scxual education takes piace at home and not at schood,
which can be contiasted with the position in Oluyole Community which holds
that it takes place at school not al home. On aicohol consumplion, ali the
groups except the female group in Awodifc Bolumole agteed that alcohol
consumption is common.

When asked about which issues should be addressed by Reproduclive
health rights in Nigeria, the femaie group in Akere Communily swied that the
issues of son preference, female genilal mutilation, child hawkers, abortion,
cmployment, polyandiy. health services. family planning. contraceptive use.
beating of women, sexual violence (including marital rape). health os a right,
carly maniage, decision making on birth control, sexual cducation al home
and school. healthy environmenl, right ‘o food, alcohol consumption, ladies
dressing, right to good waler should adl from part of reproductive health rights.
According to them, son preference, female genital mutitation. child hawkets,
abortion, alcohol consemption, polyandry, beating of women, sexual violence
(excluding marilal rape) carly marviage and bad dressings should be
sanctioned under the rights because they are harmful 1o health. 1t is howeser
viewed by gioup members that nothing can be donc conceming polygyny and
marital cape since cultuial beliefs allow them

Commenting further on the foregoing, the male group agreed on all
ilems but dissgrecd on the issue of son prefetence on the ground that it cannol

be changed by law, carly matciage on the ground that enlightenment will be
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dlu)olc community); the lwo groups in Awodife Bolumolé community stated
that it does not happcen in their community. On the issue of early marriage,
Akere Community’s posilion is in contrast with Awodife Community whilst at
Oluyote Community, it is viewed as common al times. On sexual education at
home and school, therc is a contrast between the views of the groups in Akerc
Community about sexual cducation a1 home, Awodifc Bolumole Community
is of the position thot scxual cducation lakes place at home and not at school,
which can be contrasted with the position in Oluyole Community which holds
that it lakes place at school not at home. On alcohol consumption, ali the
groups except the female gioup In Awodifc Bolumole agreed thot aleohol
consumption is common.

When asked about which issues should be addressed by Reproductive
health rights in Nigeria, the female group in Akere Community stated that the
issues of son preference, female genital mutilation, child hawkers, abortion,
cmploymeat, polyandry. health services. family planning. contmceptive use.
beating of womcn. sexual viotence (including marital rape), health as a right.
carly marriage, decision making on birth contre), sexual education at home
and school, healthy environmenl, right to food, alcohol consumption, ladies
dressing. right to good waler should all fiom part of reproductive health rights
According to them, son preference, female genital mutilation, child hawkers,
abortion, alcohol consumgption, polyandiy, beating of women. sexual violence
(cxcluding marital rape) early marsisge and bad dressings should be
sanctioned undcr the rights becouse they are harmful to health. It is however
vicwed by group members thal nothing can be done conceming polygyny and
marital rape since cuhor) beliefs allow them

Commenting further on the foregoing. the male group agreed on all

items but disagreed on the issue of son preference on the ground that it cannot

be changed by law, early marriage on the ground that enlightennient will be
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more cflective, alcohol consumplion on the ground that government itscll
permiits it. The female group of Awodifc Bolumolc Community shared the
same position with the female of Akerc on ail issues bul disagreed on the issue
of 1narstal rape on the ground that it i hannful and hence. &t should be
sanetioned. The male group shared the same position with the female but

disagreed on certain issues namely; son prefcrence on the ground that it cannol

be sanctioned by law. provecative dressing on the ground that it can only be
corrected by enfightenment, marital rape on the ground that you can do

anything with your marriage by virlue of your mairiage with her, The temale

group of Oluyole Community is of the ssme position on the issues ihat should

conslitute reproductive henlth rights with the female in Awodife and s

position disagreed also with the female groups of Akere and Awodife’s

position on marital rape, polygamy and polygyny. The male group of Oluyole

Community shares the same position with the female on which issues should

constitule or be used as Reproductive heahh rights in Nigerea.

Across strala. it appears that but for marital eape, polygamy, polygyny,
alcoholism, son prefercnce, bad dressing and abortion in respect of which
there ace divergent views across sirala, the position of the groups on what
should constitute or v used as reproductive heahh rights in Nigeria is the
same.

When askcd aboul what can be done to ensure that the rights arc
adhered 10 after same have backed by law, the female group in Akere
Community sisled that government should sct good examples in every law
they make; the male gioup is of the posilion that people should make
contributions 10 il otherwise they witl not be followed. The group also
suggested penallies and sanclions, which they believe will scrve as detemrence,
At Awodife Bolemole Communisy, the femalc group is of the posilion that
sanctions and fines should be imposed depending on the gravity of the
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offence. The male pgroup stated that sanctions cannot work withoul
cnlightenment. At the Qluyole Community, while the female group is of the
position that the rights should be enforced and that they should be
accompanied by good cnlightcnment, the male group posited that apart from
entightenmest, sanctions of imprisonment. lines and inceniives can be given
by government to thosc complying with the said rights.

\When asked how' the issucs should be arranged. the female and the
male groups agreed that they should be put together in the same document i
order to facililale access to it. At Awodife Bolumole Communilty, the icmale
group position is divided on the issue; some participants viewed that it should
be arranged together while others viewed that st should be separately arranged.
The male group participants are aiso divided in thesr responses; some
participants were of the view that they should be placed separaicly because
vast issues ore involved while some said thot placing them together will
facilitate access to it. Those who were of the position that it should be separaic
would not mind onc document containing cverything provided it is well lad
oul as different items. At Qluyole Community, the two groups agiecd that it

should be separately arranged,

T

A\

5 'k%‘
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APPENDIX 2

QUESTIONNAIRE ON KNOWLEDGE ,OPINION AND ATTITUDE
OF HOUSEHOLD NEADS ABOUT REPRODUCTIVE HEALTH
RIGIETS IN IBADAN SOUTH WEST LOCAL GOVERNMENT AREA,
OYO STATE, NIGERIA.

Note. Only Household heads{female or malc) are ctifible to participate in the
inferviey .

Good day sit/Madam, My name is

/A .. from Depasiment of Health Promotion

und Educuuon, UCH lbadan ngcnu, | am a post graduale student cagzying

oul a rescarch on the knowledge, opinion and attitude of household heads 10

Reproductive ¢lealth Rights in tbadan South West Local Govemment. Ibadan,

Nigeria. ] wish 10 discuss wilh you a number of questions on liic said subject.
Your response will help in building this body: of rights.

| will ensuse that all the informatioo that is given is kepl conlidential
and should you fcel uncomfortable with any question, just ask me 1o move on
to the next question, Are You willingto participate or noi? Thank you

Section A Koowledge, Opinion and Attitudc about iteproductive health
rights

\ What do you undeestand by | luman righis?

¢ss0p°ccbo gt tsop e XYY PR E PR T RN ) Ceealocrecgecgsssdl-occrorptorgint 0000050 agoe

"4 What do you unacrslnnd by Repioductive Health Rights? (Give all
exomples thal you know)

——————————

Which of the mentioned Reproductive Health rights should be made
applicable and legally caforceable in Nigeria? Why? Which should not
and why?
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What in your view constitutc viotalion of Reproductive flealth rights?

0004000600 000010604°00P°0004+40090°0000000000P00440040000000000000009°0000b00000000

G 0LcRPt00006600 caq064004P0000000400006660090902)°4°999°92000942000000%09000%9910P000 "0
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PPPePbb 000000 s Pt et Prsestatecl e rIrEP I 0ettacettsetbtboedditasianlititsalDeogerrnts

@@ 0cdsosccntgeetossbdbobocccnccnpee

Which law. convenlion and treatics on buman rights and Reproductive
Healwh rights are you awarc 017 (Probe for conient and dates of
cnactnients)

4000000000 08000000000000000)0000LbcboedmcclPel)oo0(o0rerdeglidocn??iltl,0oerPtitdorsdtinrciooon
20 °00000° 0702200000000 00d0crd)pilenqtlitiPIle It +70001000% 90000000000 00000000a000
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@) e PogP0itoe00 100000 00%0000009000000000q0000 P00 0000000700000090000004800009000)0,0-1
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8. What steps should be laken 10 make applicable and legally enforceable
the rights listed in table (7) as reproductive health rights in Nigeria?

T T Y Y
o Ol.vuooiuq-sa.og...,.,.,.,....,.qn,. e 00000000000V 000000099000 iE00

9. \What can be done to ensure that R;:ptoducn'\c hca'lth rights arc adhered
to by the community and the government afier same have been made

applicable and Jegally enforceable in Nigeria?( Probe for penalty that
should be imposedon any ofthe rights that may atiract sanctions.)

‘l.‘...!I-'ll-rl“-c-l‘...-..‘dll‘l!dll...l.IQ..gl‘...oc‘.l..-Ql..‘ll'l’..l.

('] L] L dgesdodbifone ievsbolpiicaasne

10.  How do You think issues constituting Reproduclive llcalih rights
should be arranged? (Probe for whether they should be pui topcther in
one document or each of the issues should be containcd in scparate
document and reason.)

P i0EQEENCIICIr ot it 0010000000000 0¢00000+22994% 0007000000080 - es0000

Scction 8; Demogrubhilc Data

1. Sex 1. Male 2. Female

12,  Age (incompleled years) (yrs)
13. Religion (1) Christzanity  (2) Istam  (3) Traditional Religion (4)
Others (please specify)

14.  \Whal is the denomination of your religion? { Please specify)

IS.  Morital s1a1us? 1. Curreatly married (living with spouse) 2.Curenily
marricd (but not living with spouse) 3.Divorced 4.\Vidowed 5.Singlc

6. Local Governmenl. oS

17. f.ocalion

18, Have you ever auendcd any programme (i.c. confercace, seminar, and
workshop) or listcned to any programme (Velevision or Radio) on
reproductive healih rights. 1.Yes 2. No

19, If your response o question (18) is Yes, pleasc specify the source. the
programme and v hat the prograrame isall aboul. ~-

30, Have you ever ancndedschool? (fves  (2)No

21.  llighess levelof education: (1) Primary Education. (2)
Sccondaly Education (3INCE/OND ()1 RJD/Univc:sily
($)Pos1 praduale

32, \hot lype of work do you do PleteniN . i e

23, Cihnic group (i) Yoruba  (2) Houss (3) 1gbo  (4) Others

(Please specifif——
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APPENDIN ]
FOCUS GROUP DISCUSSION(FGD) GUIDE ON KNOWLEDGE
OPINION AND ATTITUDE OF IHOUSEIIOLD HEADS ABONT
REIFRODUCTIVE HEALTH RIGHTS IN IBADAN SOUTIH WEST
LOCAL GOVERNMENT, OYO STATE, NIGERIA.

i) Whot arc the gencral health problems of this arca?
(2} Whot do you understand by Human rights and shat constilules their
violation?
(3) What is the experience of the Community in respect of human righls
violation?
(d) What are Repioductive health rights ond whal constilules their
violation?
(5) Which of the RIIRs should be made inio laws in Nigeria {Probe for
rcasons)
(6) Which Laws, Convcntions and Treaties on humon rights ond Rl {Rs do
you know? (Probe for content)
(7} What is your opinian on the commonness of Lhe following issues?
Son prelercnce
Child havkers
Abortion

.

c O

Employment
Polyandsy

[.  Polygyny
lHealth scevices.

n

= @

Family plonning contraceplive use

- -
-

Thc beating of women.

j.  Sexual violence
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k. 1lealth as a right
|. Early marriage
m. Decision making on birth conurel

n. Sexual cducation at heme and school

o

A heahhy environment
p. The right (o food
§. Alcohol consumption
r. Ladies dress
s. The right to good waler
(8) Which of the said i1ssues should be sddressed in a bill on RHRS?
(9) What can be done 1o ensure that these RHRs are adhered 10 after they
have been recognized by law?

{(10) How should RIHRs be armnged after they have been codified?
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AI'PENDIN 4
IMO ERO ATE IIA AWON OLORI EB! NIPA ETO
ILERA (RIS
AKiyesi: Awon Olori ebi (Obinsin tabi Okunrin) nikan ni o Xoju Osuwon (un
iforo wani lenuwolori gbogbo ibecre.
:ku deede iwoyi
Oruko mi ni lati

olori ebi nipa cto lori iteraibiss ni ijoba ibile, gusu iwo orun lbadan,ipinie Oyo,

A asc iwads lori irto. ero ati iha awon

Naijiria. A o ma bi yin ni ibcere lori awon nkankan eyi Ui idahun ie yoo ran wo
lowo nipa kikojo awon clo 1i 0 ro mo ilera ibisi..\ o ri doju pe nkan i e ba so fun
Wa yio wa ni ipamo at asiri pelu. Bakana i a ba bi yin ni ibeere ti c ko fe lati
dahun, ¢ so fun wa pe ki akoja si ibere ti 0 tele.Nje ¢ k& lati ko pa ninu ise iwadi
yi bi? (Bi idahun ba je becko, dupe lowo oludabun. ki © si jami lori awon iberc
gbogbo. E se pupo.
Akori Kini: bino. cro ati ha nlpa clo ilera ibisi
[ Kini & np¢ ni Eto omoniyan?
2, Kini a npe nicto lori ilern ibisi (€ so fun wa gbogbo apeercii e
mo)
3. Ewo ninu awon etoyi ni o ye kamu lo tabi ki o Ii agbara ofin (i
Ichin lati mu se niile Noijiria. Kini idi? E wo ni ko ye, ki ni idi?
4. Kini awon ohun i E k so pc o jemo riru tabi sisesi clo lori ilerd
ibisi.
5 Avi0s ofin, apejo tabi iwe okoye lori eto omoniyan oti eto lori ibisi

ilera wo nie mo? (Wadi fun ohun ti 0 wa ninu won ati igba (i a se

tabi ko won).
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1.E jowo c dasuko eto ilera ibisi ti ¢ mo { ki olubere wo gbogbo awon eto ti oludahun ¢
mucnu kanni iberc keji ki osi faminsi abe eyi ti o ba ye ni ibiti a ko "faisi leti” si.(b)E
wo ninu awon cto won yin ni ¢ ko gbozl?( ki olubere ki ficti si awon idahun ki os i [i
aminti oto si abc “lchin ti a si mi leti".(c)E wo ninu awon eto wonyi m o y¢ 1abi ti ko ye

lati gba wolc gegebi elo fun ibisi ni ile Najjiria.Xani idi?

Sc ¢ gho 91 Sclhiaboo? id
Ladsi et e Lass | Tan | Bco [ N Yoba Apapo ok & 1pdic vode thie

ten | lona | Loma | Rana
o de

*z

bem | beeks | Ocem | deelo Lons
o
g

i 25
]

Elﬂl WI R B¢

Eto latl wa il omunira ain
b ewo

Eto el le so imew 1)¢ oo
W 2t a1 b s boomc fe by
won

£io4) e

B2 Loy gha lat) ¢
U131

== = - L

| E20 Lt wa v dogd
| ndoghu Win oho ai
nano

Exa kst B0 bwo (i) 1YatD
51 awn seve al
Lodwvn ’
Cac lati ghadun ¢1¢ @

| WAV 1ma wnie ot ik
{gba las fowo aow 1daneo
1) O X MO etd Mo innke |
[Erw lat) 0o neve Wearo
) TA0E Ju & Kia, AN Inal
|o tabuly oTE ennan Lds
) a3 je o . . !
Ewit b om g O G
8 Gwa An ilow &) Vrwen {
L1001 <ho ati pmon oro koxd [
wdini deva -

{110 b thera |
[£30 51 anc o) peiORO ) —
'me W el
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8.Awon igbese wo le ro pe o ye Inti gbe ki a lc so awon ohun i ako gegebi cto ni

akori keje di arnulo tabi ka i agbara ofin t Ichin lati mu se gegebi elo ilera ibisi ni
onleede Naijria.

9.Awo nkan wo ni a lese 1ati je kiawon eniyan ki o tele awon cto yi leyin ti aba so

won di mimulo ni orile ¢de Naijiria. (\adi fun ijiyati o ye funawon cniyan ti o ba

ruawonclo yi tiabatiso won di mimu lo a1 ori ede Naijiria). 10.Kini cro yin nipa bi

a se letoawon nkan i ati ko silc yii gegebi cto ilera ibisi ni orile ede Naijitia (wadi

fun boya ki a ko won possi oju kan naa ni tabi ki won ki 0 wa m otgoto ali idi).

Akori KCJI

L
§2

-

13,

14
15

16
18,

19
20.

2]

22

2}

Okunrin 3 Obinrin
Ojo ori (ni kikun ni gbati a sc ojo ibi kehin)
Esin
1, Omo leyin Kiasi 2. Musulumi
3.Ibile  4.Orniran (E jowo ¢ daruko)—-—--
Eya csin wo ni b yin (E jowo ¢ daruko)
[po 1 ¢ wa ninu elo igbeyawo

1.E wa ninu ¢to iyawo lowolowo(E hun gbe petu iyawo/oko 2.E wa oinu cto

iyawo lowolowo(E ko gbe peluiyawo/oko.3.Eli tu igbeyawo ka 4.E 11 di opo.
3.0midan

ljoba ibile——-eesseeeces 17, Apbegbe.... oy S

Njc E ti lo cto kankan {i.c. ipadc ajoto. ipade |l|mokunmo. |padc akosemosc) tabi

gho cto kan (lori mohunmaworan tabi cro asoromagbesi) lori cto ileru ibisi ri?
i. Bceeni 2. Becko

Ti idahun re si ibere keje jabe beeni. datuko orisun, eto nas ati nkan t cto waa jo
mo-

Nje ¢ bo si ile iwe ¢i?
1. Bceni 2. Becko

Bawo ni E sc ka iwe 107
| Iwe alakobere 2 iwe mewa 3.iwe olukonifiwe cko giga OND b, jic cko giga
EHIND 7 unifasiti S.ivve cko gign ogba (Postgradusie)

[ruise wo nie

E.}.‘.' .

2 Yoruba 2.1 lausa
3.1gbo 4.0miran (L jowo, e darko)
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