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Kaduna State FP Landscaping Executive Summary 

Nigeria is a priority country for the Bill and Melinda Gates Foundation’s (BMGF) family 
planning strategy, which supports the attainment of the Government of Nigeria’s national 
family planning goal as well as the global FP 2020 goals. The Foundation intends to invest 

resources to significantly expand contraceptive access and use in Kaduna and Lagos 

states. Prior to pursuing any investment in these states, BMGF commissioned The Johns 

Hopkins Center for Communication Programs (CCP), Marie Stopes International 

Organization Nigeria (MSION), and DKT International Nigeria to conduct a family planning 

landscaping exercise on behalf of the Nigerian government. The purpose of the 

landscaping is to better understand state-specific family planning supply and demand 

barriers and identify key solution levers to accelerate contraceptive use. 

 

Modern Contraceptive Prevalence Rate (mCPR) in Nigeria at the National and 

State Levels, NDHS 2013 
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Fertility Trends at the National and State Levels, NDHS 2013

3 

While Kaduna’s mCPR is lower than that of Lagos, Kaduna State has experienced a 
steadily decreasing TFR since 2003 and an increasing mCPR since 2008. 

A. Landscaping Methodology 
 

Ten studies were conducted between December 2014 and May 2015 to better 

understand the family planning landscape in Lagos and Kaduna States.  The ten studies 

are: 

• Secondary analysis of the 2013 Nigeria Demographic and Health Survey 
• Questions placed on a population based omnibus survey to explore ideational 

factors associated with the use of contraceptives 
• Geospatial mapping of public and private sector family planning services 
• Qualitative focus group discussions and in-depth interviews with 

contraceptive users and non-users, their male partners, health workers, and 
leaders 

• Analysis of donor coordination and advocacy resources in each state 
• Analysis of the contraceptive supply chain in the public and private sector in 

Kaduna and private sector in Lagos 
• Analysis of regulations, policies, and laws affecting family planning programs 

in Kaduna and Lagos states 
• Analysis of private sector services and potential for expansion 
• Quantitative contraceptive methods marketing, pricing, and media survey 
• Qualitative contraceptive methods marketing research  

 

A team of technical experts reviewed the ten studies, identifying key insights and 

potential interventions for increasing family planning use in Lagos and Kaduna States.  

For each state, interventions were prioritized according to ease of implementation, 

potential impact on contraceptive use, and time to impact.  
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Findings and recommendations are presented in two separate reports—one for Lagos 

and the other for Kaduna state.  Reports from individual studies can be accessed at 

www.k4health.org/toolkits/landscaping. This Executive Summary presents key insights 

and priority interventions for Kaduna state. 

 

B. Key Insights and Proposed Solutions—Consumer Demand 
 

1. Demand-related barriers account for the vast majority of non-use in 
Kaduna State.  

 

 

 

Reasons Mentioned for Non-Use Among All Women Wanting to Delay the Next 

Birth 2 or More Years, Kaduna, PMA2014 

 

 

2.  Most women in Kaduna do not use contraception and have no intention to 
use contraception 
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Percent of all women of reproductive age by contraceptive use status, Kaduna, 2013 

NDHS 

 

 

One key reason women do not intend to use contraception is because very few want to 

delay or stop childbearing.  According to the 2013 NDHS, only 29.7% wanted to wait at 

least 2 years, and 8.7% desired no more children. 

3. Five ideational factors significantly predict contraceptive use. 
 

 perceived self‐efficacy for contraceptive use:  self-efficacy is the belief than 

one is capable of taking an action such as using contraceptives. Women with a 

medium level of self‐efficacy were four times as likely, and those with high levels 

of self‐efficacy were more than five times more likely than those who had low 

self-efficacy to use contraceptives.  

 rejection of myths and rumors: women who rejected most myths and rumors 

about contraceptives were 50% more likely to use modern contraceptives than 

those who believed myths and rumors. 

 discussion of family planning with spouse: women who discussed family 

planning with their spouses were almost two times more likely than those who did 

not to use modern contraceptives.   

 discussion about family size with spouse: women who discussed family size 

with their spouse were significantly more likely to use modern contraceptives.     

 knowledge about modern contraceptive methods: women who knew of many 

contraceptive methods were significantly more likely to use than women who 

knew of fewer methods (4).  

4. Proposed solutions:   
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a. multi-channel, targeted demand creation 
Multi-channel demand creation communication can shape ideational factors associated 

with contraceptive use; and entice non-users to appreciate the benefits of using 

contraceptives to more optimally space and time their pregnancies.  These efforts 

should prioritize LGAs and urban communities where contraceptive use is lowest yet 

services are available. Mobilization efforts should be linked to outreach services as well 

as static services.  Demand creation communication should target four key audience 

segments with tailored objectives, messages, and approaches: 1)  Intenders: non-users 

who intend to use a modern contraceptive; 2) Young women: unmarried or newly 

married non-users; 3)  Non-users: non-users with no intention to use; and 4) male 

partners: husbands and partners of women of reproductive age.  

b. Build capacity of religious and traditional leaders to advocate for family 

planning 

Engaging religious and traditional leaders as well as service providers and popular 

entertainers to encourage optimal timing and spacing of births, endorse the use of 

contraceptives, and encourage couples to discuss family planning will help shape 

more supportive gender and social norms surrounding child spacing and family 

planning. Religious and traditional leaders can be powerful advocates, particularly 

among rural, more traditional and Muslim couples who are non-users with no 

intention to use contraception.  

 

c.  Family planning information, counseling, and referral integration 

with other health services 

The family planning program could reach many non-users with family planning 

information, counsel them concerning contraceptive methods, and refer them for 

family planning services through MNCH, immunization, HIV, and post-abortion care 

services.  According to the NDHS 2013, 40% of women in Kaduna state visited a 

health facility in the previous 12 months; 55% of pregnant women attended antenatal 

care, 32% delivered their babies in health facilities, and 71% brought their children 

for immunization at least one time. Among the women who visited a health facility, 

only 6% discussed family planning with a health worker (2).  This represents a large 

missed opportunity for family planning counseling and sensitization. 

 

C. Key Insights and Proposed Solutions—Contraceptive Marketing 
 

1. Women who use modern contraceptives are likely to be from the wealthiest 
tertile and live in urban areas. 
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2.  Health facilities in rural areas are less likely than those in urban areas to 
offer a full range of contraceptive methods. 
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PHCs, which are most prevalent in rural areas, are the least likely facilities to provide 

implants and IUDs.   General hospitals which are mostly located in urban areas are the 

most likely to provide implants and IUDs. 

 

3.  Proposed solutions:   
a. Clinical outreaches   

Clinical outreach that offers IUDs and implants as well as other methods can provide 

services to populations in rural areas and the urban poor who are currently underserved 

through static services. 

 
b. Community based family planning services 

Community based family planning services, delivered by trusted community members, 

can reduce opportunity costs and access constraints for clients in rural and hard-to-

reach populations. 
 

D. Key Insights and Proposed Solutions:  Method Mix 
 
1. Injectables are the most widely used contraceptive method 
 

 

Current Modern Method Mix among Married Contraceptive Users, Kaduna 
NDHS 2013 
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2. Most users of pills, condoms, IUDs and implants are from the wealthiest 
tertile and from urban areas; injectable users are equally likely to be urban 
or rural. 
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3.  Proposed solutions: 

a. Operationalize CHEW policy for administration of injectables, IUDs, 

and implants 

The availability of CHEWs at PHC level and the Kaduna government policy to place one 

PHC in each of the 255 wards means CHEWs have a presence in many rural areas of 

Kaduna, and could vastly expand access to injectables, IUDs, and implants. 

 

b. Clinical outreaches 
Clinical outreach services can complement this strategy by bringing long-acting 

reversible contraceptives (LARCs) to rural and underserved urban communities while 

building competency among CHEWs at PHC sites to provide IUDs and implants. 

 

c.  Capacity building for providers to administer LARCs 
A solution to the uneven availability of contraceptive methods is to train more nurses 

and midwives to administer IUDs and implants; CHOs to administer injectables, IUDs 

and implants; and medical officers to provide tubal ligation and vasectomy as well as 

IUDs and implants. It includes post-training mentorship and supportive supervision, 

ensuring access to commodities, and vigorous demand generation activities to ensure 

adequate client loads. 

E.  Key Insights and Proposed Solutions:  Supplies and Services 
 

1. Private clinical and non-clinical services deliver the majority of pills, 
condoms and injectables, but government facilities provide the majority 
of long-acting reversible contraceptives (LARCs). 

 

 

 

Contraceptive 

Method 

Facility Type 

PPMV and 

Pharmacies 

Government 

Facilities 

Private Hospitals 

and Clinics 

Condoms and Pills 77.1% 17.3% 5.7% 

IUDs and Implants 0% 54.3% 45.7% 

Injectables 1.9% 38.5% 53.4% 

 

Percent Distribution of Users by Sources of Contraceptives 
and Contraceptive Methods, Kaduna 
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2. Despite a relatively large number of private clinical facilities in Kaduna 
State, low client volumes influence stock levels; access to a mix of 
methods; and quality of services 

 

 

3. Proposed solutions: 
 

a. Strengthen coordination and health systems across private sector, 

LGAs, SMOH, and donors 

Private sector family planning services could benefit from inclusion in state and LGA 

supportive supervision, commodities supply chain, quality assurance, and coordination 

structures. Health systems strengthening includes measures to address last mile 

distribution of commodities, price regulation, and cost reductions in the private sector. 

b. Promote greater participation of PPMVs in Kaduna state family 

planning programme 

There are approximately 2,500 PPMVs operating in Kaduna state, almost all of them 

sell pills and condoms and a substantial proportion also stock injectables. Yet only 

10.8% of women receive their contraceptive methods from these sites (25) (22). 

PPMV’s participation in the family planning program is limited. Yet they have the 

potential to greatly expand access to contraceptives and provide information about 

longer term methods in areas where there are few, if any, health facilities. This 
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intervention involves advocacy with government officials at State and Federal levels to 

review licensing requirements, and to offer accreditation to selected PPMVs to serve an 

expanded role in family planning. 

F. Prioritized Solution Levers 
Following is a list of solution levers proposed for Lagos state in order of priority, based 

on estimated time to impact, impact on contraceptive use, and ease of implementation: 

1. Multi-channel targeted demand creation  

2. Clinical outreaches 

3. Community based services 

4. Family planning information, counseling, and referral integration with other health 

services 

5. Operationalizing CHEW policy for administration of injectables, IUDs, and 

implants 

6. Capacity building for providers to administer LARC 

7. Strengthen coordination and health systems across private sector, LGAs, SMOH, 

and donors 

8. Build capacity of religious and traditional leaders to advocate for family planning 

9. Promote greater participation of PPMVs in Kaduna state family planning program
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I. Introduction   
Nigeria is the 7th largest country in the world, with a total estimated population of 177 

million in 2013. If its population continues to grow at 2.54% per year as it has since 

1969, Nigeria will become the third largest population in the world by 2050, with 450 

million people, according to World Bank projections (1).   

Kaduna State is the third most populous state in 

Nigeria.  According to the 2006 national census, 

the population of Kaduna State was 6,113,503. 

Using the 3% growth rate reported by the 

National Population Commission, the 2015-

projected population for Kaduna State is 

8,068,761 (10).  

Kaduna has distinct differences in religion, 

ethnicity, traditions, and social norms between 

the predominantly Hausa/Moslem population in 

the northern part of the state and Christians of a 

variety of ethnic groups in the southern part. 

Kaduna town, the state capital, was the administrative and military capital of the defunct 

Northern Region and remains the unofficial political capital of northern Nigeria. Hausa 

language is widely spoken across the state, and traditional leaders have significant 

influence on the government and people of Kaduna. The state has 32 autonomous 

traditional institutions in the form of Emirate councils mostly in the northern part and 

chiefdoms in the southern part of the state. 

The population of Kaduna State is fairly evenly split between urban (45.8%) and rural 

(54.2%) areas. Almost all the industries in Kaduna State are located in Zaria and Kaduna, 

and nearly two million people live in the two cities (2). Map 1 shows the LGAs that are 

above and below the median population per state, which serve as proxies for rural and 

urban (16). 
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Map 1:  Distribution of Rural and Urban LGAs, Kaduna State 2015 

As can be seen in 

Figure 1, 34.7% of the 

Kaduna population are 

in the lowest two 

wealth quintiles; and 

23.3% are in the 

wealthiest quintile (2).  

According to the 2013 

Nigerian Demographic 

and Health Survey 

(NDHS 2013), the 

state is more or less 

equally split between 

Muslims (50.4%) and 

Christians (49.7%). 

 

Figure 1:  Percent of Kaduna Population by Wealth Quintiles, 2013 NDHS 
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Kaduna state has experienced a steadily decreasing total fertility rate (TFR) between 

2003 and 2013, with a TFR of 4.1 well below the national TFR of 5.5 in 2013. As shown 

in Figure 2, prevalence rates for modern contraceptives have also increased 

substantially between 2008 and 2013.  At 18.5%, contraceptive prevalence for modern 

methods among married women is also higher than the national rate of 9.8% (17). 

 

 

Comparisons of contraceptive method use across the 2008 and 2013 NDHS is difficult 

due to differing definitions of modern methods. However, some of the increase can be 

attributed to an increase in use of injectables and the introduction of implants, which were 

not available in 2008 (2). 

The Federal Government of Nigeria (FGoN) has set the ambitious goal of reaching an all 

method CPR of 36% by 2018, up from 15% in 2013 (2)1.  This translates to more than 

11.6 million women using contraceptives, an increase of approximately 7.9 million new 

users over and above the 3.65 million users existing in 2008.   Nigeria would need to 

increase modern contraceptive prevalence by approximately four percentage points per 

year between 2013 and 2018 to reach this target. 

Nigeria is a priority country for BMGF’s family planning strategy, which supports the 

attainment of the Government of Nigeria’s national family planning goal as well as the 
global FP 2020 goals. The Foundation intends to invest resources to significantly expand 

contraceptive access and use in Kaduna and Lagos states. Prior to pursuing any 

investment in these states, BMGF commissioned The Johns Hopkins Center for 

Communication Programs (CCP), Marie Stopes International Organization Nigeria 

(MSION) and DKT Nigeria to conduct a family planning landscaping exercise on behalf 

                                                           
1 It is unclear whether the goal of 36% refers to married women or all women.  The 16% CPR is for married women 

and all methods. 
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of the Nigerian government. The purpose of the landscaping is to better understand state-

specific family planning supply and demand barriers and identify key solution levers to 

accelerate contraceptive use.   

II. Objectives & Methodology 

Under the leadership of CCP, the landscaping partners reviewed existing research and 

conducted 10 studies in Kaduna and Lagos states between December 2014 and May 

2015, designed to answer specific questions in each of six content areas: consumer 

demand for family planning, contraceptive method mix, contraceptive method pricing, 

contraceptive product marketing, service channels and supply, and regulation, policy and 

donor coordination. Research conducted for this landscaping exercise included: 

 Secondary analysis of the 2013 Nigeria Demographic and Health Survey (3) 

 Questions placed on a population based omnibus survey to explore ideational 

factors associated with the use of contraceptives (4) 

 Geospatial mapping of public and private sector family planning services (5) (6) 

 Qualitative focus group discussions and in-depth interviews with contraceptive 

users and non-users, their male partners, health workers, and leaders (7) 

 Analysis of donor coordination and advocacy resources in each state (8) 

 Analysis of the contraceptive supply chain in the public and private sector in 

Kaduna and the private sector in Lagos (9) 

 Analysis of regulations, policies, and laws affecting family planning programs in 

Kaduna and Lagos states (10) 

 Analysis of private sector services and potential for expansion (11) 

 Quantitative contraceptive methods marketing, pricing and media survey (12) (13) 

 Qualitative contraceptive methods marketing research (14) (15) 

On May 26 – 28, 2015, representatives from the three partners met in Lagos to review 

and analyze findings, discuss the meaning of the data, identify key barriers to 

contraceptive use in Lagos and Kaduna states and make recommendations for priority 

interventions that have the most likelihood of increasing contraceptive use over the next 

three to five years.  Following this analysis, the team presented its findings and 

recommendations to Kaduna State Ministry of Health and its stakeholders.   Inputs from 

that discussion have also been incorporated in this document. 

The analysis was organized into three domains: demand, method mix, and services and 

supplies. For each domain, the analysis team identified state-specific barriers and key 

interventions to address them, and answered specific questions from each of the six 

landscaping content areas. 
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The team used a prioritization matrix to rank interventions in each domain based on three 

criteria which they weighted according to relative importance: ease of implementation, 

potential impact on contraceptive use, and time to impact. Time to impact was given the 

most weight (.64), followed by potential impact (.33) and ease of implementation (.10) 

(see Appendix A for the prioritization matrix and methodology for establishing weights). 

Cost was not considered as there was inadequate data to accurately compare the costs 

of interventions. Interventions across all three domains were combined and prioritized to 

come up with state-specific recommendations. 

Following state-specific analyses, the team compared findings and recommendations 

across both states to identify cross-cutting and federal-level recommendations. 

This report presents the analysis and recommendations for Kaduna state, followed by 

overall programmatic recommendations that cut across both states. Lagos state analysis 

and recommendations are presented in a separate report. 

III. Kaduna State Findings and Solution Levers 

Following is a list, followed by details with supporting rationale, of the solution levers 

proposed for Kaduna state in order of priority, based on estimated time to impact, 

impact on contraceptive use, and ease of implementation. 

10. Multi-channel targeted demand creation  

11. Clinical outreaches 

12. Community based services 

13. Family planning information, counseling, and referral integration with other health 

services 

14. Operationalizing CHEW policy for administration of injectables, IUDs, and 

implants 

15. Capacity building for providers to administer LARC 

16. Strengthen coordination and health systems across private sector, LGAs, SMOH, 

and donors 

17. Build capacity of religious and traditional leaders to advocate for family planning 

18. Promote greater participation of PPMVs in Kaduna state family planning program 

A. Multi-channel demand creation communication  

Demand for family planning is low in Kaduna State, where only 29.7% wanted to wait at 

least 2 years, and 8.7% desired no more children. Women in the poorer wealth tertile 

were the most likely to want no more children (39%); and women in the wealthier tertile 

were most likely to want to delay childbirth for at least two years. Women who live in urban 

areas are less likely than rural women to want a child in the next two years; urban women 
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are also more likely to want no more children (see Figure 4).  Women who want a child 

within the next two years are generally younger than 35 years, married, uneducated, 

Muslim, and likely to be rural residents (3).   

 

 
 

Low demand is also evident in Kaduna State’s extremely low unmet need, which measure 

the proportion of non-users who would like to delay or stop childbearing but are not using 

a contraceptive method.  According to the 2013 NDHS, unmet need in Kaduna State is 

only 6.1%--4.5% for spacing and 1.6% for limiting. Unmet need is lowest among rural 

women, Christian women, and women in the poorest wealth tertile.    

 

1. Intention to use contraception 

As can be seen in Figure 5, most women in Kaduna State are not using a modern 

contraceptive and have no intention to use one in future. Approximately one quarter 

(25.5%) of non-users intend to use a modern method in future (3).  
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Figure 5:  Percent of all women of reproductive age by contraceptive use status, 

Kaduna, 2013 NDHS 

 

As can be seen in Figure 6, non-users who intend to use contraception in future are 

more likely to live in urban areas, are younger, more educated, wealthier and more 
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According to DKT’s marketing survey in Kaduna State, non-users who intend to use 

contraceptives in future are most likely to consider using injectables, implants, condoms 

or pills (13).   

2. Key demand barriers 

According to PMA2014, the most common reasons for not using modern contraceptives 

cited by women who want to delay their next birth for two or more years is lack of 

access or knowledge about modern contraceptives, the belief that they are not at risk of 

pregnancy, opposition to use, or concerns about health issues and method safety (18). 

 
Figure 7:  Reasons Mentioned for Non-Use Among All Women Wanting to Delay 

the Next Birth 2 or More Years, Kaduna, PMA2014 
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and the wives often compete amongst one another to have the most children. Some 
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Muslims also believe that Islam encourages large families, and many rural men and 

women see children as a form of wealth.  Essentially, having large families is a cultural 

tradition that many want to maintain (7) (15). 

This desire for large families prevents many women from using contraception. Many 

women and men in Kaduna believe family planning is meant to stop childbearing all 

together, not as a means to space childbirth (7) (15).  For this reason, they are opposed 

to the use of contraception, and feel no need for it. 

On the other hand, as in Lagos, there is a growing recognition that investing in children’s 
education is important, especially among urban residents of the state. And with this 

recognition, more couples are seeing the necessity of having fewer children (7). 

Health concerns.  As in Lagos, many women and men have heard that modern 

contraceptives have serious side effects that endanger a woman’s health. The most 
widely feared side effects are excessive bleeding, menstrual irregularities, and weight 

gain or loss. In addition, many men and women believe that modern contraceptives can 

make a woman infertile or greatly delay the time it takes to become pregnant after 

discontinuing a method. Some women and men have also heard that the modern 

methods are not effective (15) (7).Concerns about the safety of IUDs, implants, and 

Box 1:  Safety Concerns Associated with IUDs, Implants, and Injectables among Kaduna Men 

and Women 

IUDs: much better known among urban than rural men and women, many thought that it could 

move around in the body, injuring the uterus and causing unplanned pregnancies. Many had 

heard that IUDs causes excessive bleeding and irregular menses, infections and pain. Both 

women and men believed that the IUD can prick a man during sex, causing him pain. In general, 

many women were not comfortable with having a foreign object lodged in their uterus (15) (7). 

Implants: while this method is a popular new method in Kaduna because it requires infrequent 

visits to the health facility, and can be used without the male partner’s knowledge, many men 
and women are concerned about side effects. The most common complaint is excessive 

bleeding and irregular menses (7) (15). 

Injectables: widely known and used, injectables are seen as effective. However, for many 

women, the short duration of protection is a deterrent to effective use, as many women worry 

that they will forget when to return for another injection. Injectables are also seen as a method 

that can be used without the male partner’s knowledge. However, many women were 
concerned about side effects, the most common of which were excessive bleeding, irregular 

menses, weight gain, and headaches or backaches (7) (15). 



FP Landscaping Report for Kaduna State 

11 

 

injectables are common among many men and women in Kaduna, and act as a key 

barrier to their use, particularly among rural men and women. Box 1 summarizes some 

of the specific health concerns associated with the three methods, drawn from qualitative 

research conducted by both CCP and DKT (7) (15). 

Inadequate knowledge of these methods undoubtedly contributes to men’s and 
women’s concerns. While most women have heard of injectables (86%), they were less 

likely to have heard of IUDs (30%) or implants (44%) (3). Rural women, women from the 

lower wealth tertile, and unmarried 15 – 19 year old women were aware of fewer 

methods (3). 

Lack of discussion about family planning with partners/spouses.  Discussing family 

planning presents a substantial barrier to couples in Kaduna State, largely stemming from 

traditional gender norms and cultural barriers to open communication. Men often make 

decisions about the family with little input from their wives. Couples with less information 

about family planning have a more difficult time discussing it. Because it is such a difficult 

topic to discuss, many women use family planning without their husband’s or other’s 
knowledge. In addition, there are still many people in Kaduna who believe that family 

planning is contrary to God’s will. This belief is held by both Christians and Muslims. 
According to the NURHI endline evaluation in Kaduna city, 18% of women said they did 

not practice family planning because they opposed it, and 8.7% said their partners 

opposed it (20). 

3. Ideational Factors Associated with Contraceptive Use 

Ideation is the concept that people’s actions are influenced strongly by their beliefs, 
ideas, and feelings (‘‘ideational factors’’) and that changing them can change behavior, 

including contraceptive behavior. Some ideational factors are personal, such as what a 

person knows about family planning and how they think it will affect them. Others reflect 

social norms, such as what people believe other people will think of them if they use 

family planning. The more positive ideational factors a person holds, the greater the 

likelihood that the person will adopt the desired behavior (19). 

 

CCP conducted a multivariate logistic regression analysis of data derived from a 

household survey conducted in December 2014 among 996 randomly sampled women 

in Kaduna State. The analysis evaluated the association of ideational factors with 

modern contraceptive use (4).   

 

After controlling for socio‐demographic characteristics, six ideational variables were 

identified that play a significant role in explaining differences in contraceptive use. The 
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following variables were the most significant correlates of contraceptive use in Kaduna 

state: 

 perceived self‐efficacy for contraceptive use:  self-efficacy is the belief than 

one is capable of taking an action such as using contraceptives. Women with a 

medium level of self‐efficacy were four times as likely, and those with high levels 

of self‐efficacy were more than five times more likely than those who had low 

self-efficacy to use contraceptives.  

 rejection of myths and rumors: women who rejected most myths and rumors 

about contraceptives were 50% more likely to use modern contraceptives than 

those who believed myths and rumors. 

 discussion of family planning with spouse: women who discussed family 

planning with their spouses were almost two times more likely than those who did 

not to use modern contraceptives.   

 discussion about family size with spouse: women who discussed family size 

with their spouse were significantly more likely to use modern contraceptives.     

 knowledge about modern contraceptive methods: women who knew of many 

contraceptive methods were significantly more likely to use than women who 

knew of fewer methods (4).  

Women who required their husband’s permission to use contraceptives were also 

significantly less likely to use contraception than women who did not require their 

husband’s permission (4). 

4. Consumer Segments 

Four key audience segments offer the best opportunity for increasing contraceptive use 

in Kaduna state: 1) Intenders: non-users who intend to use a modern contraceptive; 2)  

Young women: sexually experienced, unmarried or newly married women; 3)  Non-

users: non-users with no intention to use; and 4) male partners: husbands and partners 

of women of reproductive age. See Box 2 for profiles, objectives, and estimated size of 

each segment. 
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5. Media access 

According to DKT’s survey of 723 women 15 – 49 years old in Kaduna State, almost all 

women regularly use mobile phones to make calls, send and receive text messages 

(91%) and watch television (87%). Television use is more common among the upper 

and middle classes; using mobile phones cuts across social classes. Radio listenership 

(58%) and Internet usage (24%) are much less common (13). 

Box 2:  Profiles of Key Consumer Segments 

Intenders (estimated size: 418,806): 25 - 34 years old, married with 2 – 3 children, most likely 

Christian, primary or higher education, believes some myths and rumors about modern methods, 

fairly knowledgeable about contraceptives, has discussed family size but not family planning with 

husband, would like to delay childbearing, does not use a contraceptive now but intends to in 

future, needs husband’s approval to use contraceptives. This segment should be further broken 
down into rural and urban intenders. Objectives:  discuss family planning with husband and start 

using modern contraceptives. 

Young women (estimated size: 468,054): 15 – 24 years old, unmarried or recently married, not 

knowledgeable about the full range of methods, believes in rumors about modern contraceptives, 

most live in a rural area, has primary education, does not feel capable of asking for family planning 

information or services, does not think her peers use contraception. Objective:  visit a health 

provider for family planning information and services. 

Non-users (estimated size:  873,744): 25 - 49 years old, rural resident, middle or poorer wealth 

tertile, primary education or less, most likely Muslim, knows little about the contraceptive 

methods, but believes negative rumors, has not spoken with husband about family size or family 

planning, wants to have more children, has no intention of using modern contraceptives. Most 

have never discussed family planning with a health worker. Objective: discuss family planning with 

partner and start using modern contraceptives. 

Male partners: 20 – 49 years old, married with 4 – 6 children, may have more than one wife, not 

very knowledgeable about family planning methods, believes in male dominance, wants many 

children, associates family planning with promiscuity, believes negative rumors about the modern 

methods, has never discussed family planning with his wife because he sees no need for it.  

Objective: to see a need for family planning and discuss with his wife. 
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6. Proposed solution:  multi-channel, targeted demand 

creation 

In Kaduna, targeted demand creation campaigns should focus on increasing perceived 

need for and acceptability of family planning among men as well as women, reducing 

fears surrounding the modern methods, encouraging discussions about family planning 

among husbands and wives, and getting those women who intend to use to begin using 

modern methods. These efforts should prioritize LGAs and urban communities where 

contraceptive use is lowest yet services are available. Mobilization efforts should be 

linked to outreach services as well as static services. Family planning should be 

promoted as a means to time and space births, rather than end childbearing.  

Demand creation campaigns should target the four key audience segments with tailored 

objectives, messages, and approaches: 1)  Intenders: non-users who intend to use a 

modern contraceptive; 2) Young women: unmarried or newly married non-users; 3)  

Non-users: non-users with no intention to use; and 4) male partners: husbands and 

partners of women of reproductive age.   

For maximum effect, campaigns should combine the use of mass media with 

community mobilization efforts, as women and men from the lower socio-economic 

classes and rural areas are not so likely to view television or listen to radio regularly 
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(12). Offering counseling and information through mobile phones, utilizing both voice 

and text messaging, should be considered given the wide access to mobile phones.  

Community resource persons, TBAs, religious and traditional leaders, satisfied users, 

popular entertainers, and service providers should be enlisted and trained to promote 

the use of modern contraceptives to time and space childbirth, and to create demand for 

both static and outreach services. Based on the MLE evaluation of NURHI 

communication effects, demand creation campaigns targeting these four segments that 

combine mass media messaging, community and facility based promotion linked to 

family planning services, can result in an estimated increase of 9.74% in contraceptive 

users in Kaduna state if 100% of women of reproductive age are reached. Assuming 

that 50% of women are reached by this intervention, contraceptive prevalence will 

increase by 4.87% (from 18.5% to 24.37%) over a five year period (21). 

B. Clinical outreaches 

As of 2015, using National Population Census (NPC) census figures, Kaduna state has 

an estimated population of 1,845,367 women of reproductive age (15 – 49 years), 89% 

of whom are sexually experienced (3). As seen in Figure 8, the vast majority of women 

(78.7%) in Kaduna are not using any form of contraception. This translates to 1,452,304 

sexually experienced women who are not using a modern method. In contrast to Lagos 

state, very few women in Kaduna State use traditional contraceptive methods.  

 

Figure 8:  Percent Distribution of Users and Non-Users of Contraceptives, Kaduna 
2013 
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1. Characteristics of contraceptive users 

As can be seen in Figures 9 and 10, women who use modern contraceptives are much 
more likely to be from the wealthiest tertile and live in urban areas. They are also more 
likely to be Christian than Muslim (3). 
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According to the 2013 NDHS, 29% of sexually active 15 – 19 year old women in 

Kaduna use modern contraceptive methods (2). Many 15 – 19 year olds are sexually 

experienced; the median age of first sex among girls in Kaduna is 16.8 years (2). The 

median age of first marriage is 17.8 years; and 28.2%  of 15 – 19 year old women in 

Kaduna State are married (3) (17). According to PMA 2014, rural women marry and 

begin having sex younger than urban women. Rural women are also more likely than 

urban women to give birth to a child before they reach the age of 18 (18). Whether rural 

or urban, most do not begin using contraceptives until they have given birth to 2.6 

children (18). 

2. Method mix 

Injectables are the most widely used contraceptive method in Kaduna State, used by 

almost half (48.9%) of modern contraceptive users. Implants are used by 14%, and pills 

are used by 12%. All other methods are used by less than 10% of married women of 

reproductive age who use modern contraceptive methods. The contraceptive method mix 

among married women of reproductive age is represented in Figure 11. 

Figure 11:  Current Modern Method Mix among Married Contraceptive Users, 
Kaduna NDHS 2013 
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Users of the modern methods differ in a number of ways (see Figures 12 – 14): 

 

Pill and condom users: The women who use pills or condoms are generally younger, 

unmarried, urban residents. Compared to users of injectables, these women are from 

higher wealth quintiles and more likely to have higher education. 

 

Injectable users: Women who use injectables are generally older and married. Compared 

to the users of other methods, these women were less likely to be from the higher wealth 

quintiles or have higher education. In addition, injectables are the most widely used 

method among rural women. 

 

Users of IUDs and implants: These women were generally older, married, urban residents 

from the higher wealth quintiles. They are also more likely to have higher education than 

injectable users. 
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3. Family planning services 

To ascertain what facilities provide family planning services and what contraceptive 

methods they provide, CCP conducted a mapping study of public and large private 

facilities in Kaduna State. A total of 1,369 hospitals and PHCs participated in the survey. 

Of the participating health facilities, 74% offer some FP service. As can be seen in Map 

2, the percent of facilities offering FP services ranged across LGAs from 51% to 96%. In 

the map, the larger the circle, the larger the number of facilities in a LGA. The proportion 

of facilities offering family planning services is denoted in green while the proportion 

without family planning services are indicated in red. The distribution of women of 

reproductive age (WRA) among LGAs is indicated by the purple shading.  The darker 

the purple, the larger the number of WRA. From the map, it can be seen that the 

number of facilities per LGA is not necessarily proportional to the number of WRA 

residing in each LGA.  

Map 2:  Population of Women of Reproductive Age and Percent of  

Facilities offering FP/RH services, Kaduna 2015 
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As can be seen from the map, there is little difference in the availability of family 

planning services in more densely populated and less densely populated LGAs.  

However, the full range of contraceptives are not as available in rural areas as they are 

in urban areas.   In Figure 15, it can be seen that general hospitals are most likely to 

provide a full range of short acting and long acting reversible contraceptives.  PHCs are 

most likely and private hospitals the least likely to provide pills, condoms and 

injectables.  Both private hospitals and PHCs are much less likely than general 

hospitals to provide implants (5). 

 

Gaps in coverage for specific contraceptive methods and services are more prominent in 

Kaduna than in Lagos state. Rural based health facilities are less likely to offer implants 

or IUDs than urban facilities. 

 

4. Proposed solution:  clinical outreaches 

Clinical outreach that offers IUDs and implants as well as other methods can provide 

services to populations in rural areas and the urban poor who are currently underserved 

through static services. Organization of FP outreach camps offers opportunity for 

improving the uptake of LARC, and providing support to other facility-based and 

community-oriented approaches. Various models of outreach can be explored including 

the training, mentoring, and supportive supervision (TMSS) model which would enable 
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the provision of LARC where this is currently not adequately catered for and to high 

volume low income urban areas. LARC focused outreaches may also be integrated into 

outreach “camps” organized during MNCH weeks by the Kaduna State government, and 

during outreach health services organized by faith-based organizations and other groups. 

Clinical outreach has been prioritized because it can be implemented quickly and easily, 

and can rapidly increase contraceptive use when coupled with vigorous community 

demand creation efforts.  

C. Community based services 

Community based services offers another mechanism for expanding the availability of 

contraceptives to communities underserved by contraceptive services.  Community 

based family planning services, delivered by trusted community members, can reduce 

opportunity costs and access constraints for clients in rural and hard-to-reach 

populations.  Suitable persons who are trusted community members can be trained and 

equipped to promote family planning, distribute condoms and, in some cases pills and 

injectables, and refer clients to services. With 67.5% of deliveries at home in Kaduna 

State (10), TBAs have great potential as community based family planning promoters. 

Other community-owned resource persons (CORPs) have also been engaged in Nigeria 

to provide basic public health services, including integrated management of childhood 

illnesses, malaria prevention and treatment, and mobilizing pregnant women to use 

health facilities for antenatal care and delivery. These CORPS could also serve as FP 

champions, distributing condoms and mobilizing their communities for outreach 

services. Community health volunteers trained with the support of DfID supported 

PATHS2 Project in Kaduna currently promote antenatal care and safe delivery, and 

could be trained to discuss family planning and refer postnatal clients for services.  

Community-based distributors (CBDs), drawn from retired midwives, nurses, and 

CHEWs, could also be introduced and supported to provide pills, condoms, and 

injectables, and promote LARC. This approach requires more time to impact than 

clinical outreach but has the potential to deliver substantial impact over time.  

 

D. Family planning information, counseling, and referral integration 

with other health services 

The family planning program could reach many non-users with family planning 

information, counsel them concerning contraceptive methods, and refer them for family 

planning services through MNCH, immunization, HIV, and post-abortion care services.  

According to the NDHS 2013, 40% of women in Kaduna state visited a health facility in 

the previous 12 months; 55% of pregnant women attended antenatal care, 32% delivered 
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their babies in health facilities, and 71% brought their children for immunization at least 

one time. Among the women who visited a health facility, only 6% discussed family 

planning with a health worker (2). Yet, according to both quantitative and qualitative 

research conducted for the landscaping, health workers are the most trusted sources of 

information about family planning (13) (7). By integrating family planning information, 

counseling and referral with other health services, an anticipated 656,951 sexually active 

women of childbearing age could be reached with family planning information and 

referred for services.  Assuming that 10% began using modern contraceptives as a result 

of this intervention, this intervention would result in 65,695 new users, increasing 

contraceptive prevalence by approximately 4%. 

E. Operationalizing CHEW policy for administration of injectables, 

IUDs, and implants 

Injectables are available at almost all public and large private facilities in Kaduna state.   

Implants and IUDs are far less available, though.  As shown in Maps 3 and 4, taken 

from the services mapping study conducted by CCP: 

 Injectables are available at 96% (ranging from 61% in Kauru to 100% in several 

LGAs) 

 IUDs are available at 22% (ranging from 3% in Kuaru to 82% in Kaduna North) 

 Implants are available at 31% (ranging from 3% in Bimin Gwari to 77% in 

Kaduna North) (16). 

Maps 3 and 4 present the percentage of public and large private facilities in each LGA 

providing these methods overlaying population density of women of reproductive age.   

The LGAs that are darker purple have a large proportion of WRA and can be 

considered predominantly urban LGAs. LGAs that are lighter purple are more rural.  

From the maps, it can be seen that the proportion of facilities offering injectables, 

implants, and IUDs is not proportional to population density. 

CCP also mapped non-clinical services (PPMVs and pharmacies) in two LGAs in 

Kaduna State—Giwa and Kaduna South. According to the “deep dive” mapping, 
injectables are also available at many PPMV shops and pharmacies, despite Federal 

regulations that do not allow PPMVs and pharmacists to provide injections. According to 

the “deep dive” mapping conducted by CCP, injectables are available at 78% of PPMV 
shops and no pharmacies in Giwa, and 49% of PPMV shops and 73% of pharmacies in 

Kaduna South. Some 17% of pharmacies in Kaduna South also provide implants. It is 

unclear whether the pharmacists and PPMVs actually administer injectables or implants 

or merely sell them (22). 
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Map 3:  Percent of public and large private facilities in Kaduna State offering 

injectables, 2015 
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Map 4:  Percent of Public and Large Private Facilities in Kaduna State Offering 
IUDs and Implants, 2015 

 
 

The SMOH has shown considerable interest in operationalizing the task shifting and 

task sharing policy for CHEWs. To date, this has focused on the provision of injectables. 

The availability of CHEWs at PHC level and the Kaduna government policy to place one 

PHC in each of the 255 wards means CHEWs have a presence in many rural areas of 

Kaduna, and could vastly expand access to injectables, IUDs, and implants. Clinical 

outreach services can complement this strategy by building competency among 

CHEWs at PHC sites. The approach requires more time to impact than clinical outreach 

and community-based approaches as significant investment in capacity building is 

required but has the potential to deliver substantial impact over time. Based on 

landscaping modeling, training all 2,233 CHEWs in Kaduna state could lead to 4,220 

new users of injectables per month, increasing contraceptive prevalence by 3% per 

year.   
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F. Capacity building for providers to administer LARC 

Kaduna State operates a total of 4,180 service delivery points comprised of formal and 

informal, private-for-profit (commercial), not-for-profit (NGO and FBO), and public sector 

sites, not all of which offer family planning services. Table 1 presents a list of health 

facilities in the state, regardless of whether or not they provide family planning services.   

The vast majority are private, and mostly for profit. 

Table 1:  Service Delivery Points in Kaduna State 

Service Delivery Point Number Source 

Public hospital (Federal) 16 CCP mapping 

Public general hospital 
(state) 

39 CCP mapping 

PHC 885 CCP mapping 

Private specialist hospitals 92 CCP mapping 

FBO/NGO 22 CCP mapping 

Private hospital/medical 
center 

151 SHOPS Census2 

Private clinics 259 SHOPS Census 

Private nursing homes 104 SHOPS Census 

Community pharmacies 204 SHOPS Census 

PPMVs (registration not 
specified) 

2,500 SHOPS Census 

 

  

                                                           
2 Ravenholt, B., Stene, A., Sulzbach, S., Banke, K. and K. Finnegan. November 2009. Assessing the Commercial 

Viability of Long-acting and Permanent Contraceptive Methods. Bethesda, MD: Private Sector Partnerships-One 

project, Abt Associates Inc. 
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As can be seen in Table 2, taken from the Landscaping Services Mapping study, most 

public and large private facilities offer injectables and pills, and many offer LAM 

counseling and male condoms. Implants and IUDs are available at far fewer facilities 

(16). 

Table 2: Average percent of Public and Large Private Facilities Offering 
Contraceptive Methods, Kaduna State (n = 1,158)  

Contraceptive method Average Percent Offering 
the Method 

Male condom 69% 

Female condom 46% 

Other barrier <5% 

Natural FP counseling 31% 

LAM counseling 77% 

Pills 88% 

Injectables 96% 

IUD 22% 

Implants 31% 

Vasectomy 3% 

Bilateral tubal ligation 6% 

 

According to the “deep dive” mapping of Giwa and Kaduna South, almost all facilities, 

regardless of type, provide male condoms (range of 93% - 100%) and pills (range of 90% 

- 100%).  Injectables are available at all private and public clinical facilities and at 63% of 

PPMVs and pharmacies.  IUDs and implants are available at almost all public hospitals 

and private clinical facilities; and at 68% of PHCs.  Female and male sterilization are 

available at most public hospitals and private clinical facilities (22). 

Nevertheless, access to a full range of contraceptives is limited, particularly among 

private sector clinical facilities and in rural areas of the state.  Supply issues exist which 

influence coverage of specific methods and services. This is a function of state 

geographic size and topography coupled with poor road networks, weak health 

infrastructure, as well as poor availability and distribution of health workers. “Last mile” 
supply chain issues also exist, affecting the availability of FP commodities, particularly 

implants, in the public sector. These issues are particularly acute in PHCs where it is 

estimated only 25% have three or more modern methods on offer (24). There is also 
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currently limited integration of FP in MNCH services creating missed opportunities for 

promoting FP to women and men of reproductive age.  

 

A solution to the uneven availability of contraceptive methods is to train more nurses 

and midwives to administer IUDs and implants; CHOs to administer injectables, IUDs 

and implants; and medical officers to provide tubal ligation and vasectomy as well as 

IUDs and implants. It includes post-training mentorship and supportive supervision, 

ensuring access to commodities, and vigorous demand generation activities to ensure 

adequate client loads. This intervention is time consuming and difficult to implement, 

requiring substantial human and financial resources. However, it would greatly expand 

the service delivery sites able to provide a full range of contraceptive methods. 

According to the mapping in Kaduna, 27% of public and large private facilities (313 

facilities) do not offer family planning services. If this effort succeeded in expanding 

family planning services to all of them, it could generate 6,660 new contraceptive users 

each month, or 79,921 new users per year. This is roughly equivalent to a 4.9% 

increase in CPR per year.  

A. Strengthen coordination and health systems across private sector, 

LGAs, SMOH, and donors 

Kaduna state’s family planning program has been largely donor supported. The state has 

no specific budget line for family planning and does not fund family planning programs.  

Instead, family planning funding is integrated within the state’s free maternal, neonatal, 
and child health services. All LGAs have a budget line for family planning, which has 

increased from Naira 500,000 in 2012 to Naira 2,000,000 in 2015. However, most of these 

funds have not been released or used (8).   

 

Between 2010 and 2015, the UK government’s Department for International Development 

(DfID), the United States Agency for International Development (USAID), and BMGF were 

the largest funders of family planning projects in Kaduna state. DFID supported the 

PATHS 2 Project, which has a strong focus on health systems strengthening, and 

Enhancing Nigeria’s Response to HIV (ENR) with a focus on HIV programming. USAID 
supported the SHOPs project, which strengthens FP service delivery in the private sector 

facilities; MSION’s Family Health Plus (FH+) Project that trains public sector providers to 

provide long-acting family planning methods; and Society for Family Health (SFH) which 

socially markets contraceptives. BMGF has funded the Nigerian Urban Reproductive 

Health Initiative (NURHI) to strengthen family planning services and demand in Zaria and 

Kaduna cities as well as the Performance, Monitoring, and Accountability (PMA) 2020 

Survey carried out in Kaduna in 2014 to track key family planning indicators (8). 
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Currently, USAID, UNFPA, DfID and BMGF have committed funding support through 

2020 through several implementing partners (8). From the limited information available 

concerning donor investments in Kaduna state, it appears that most donor funding has 

and will continue to focus on contraceptive procurement and distribution, policy advocacy, 

demand creation, social marketing of contraceptives, service provision through 

community based distributors and patent proprietary medicine vendors (PPMV), clinical 

training for service provision, and private sector engagement (8).   

1. Contraceptive supplies 

Public sector While there are reportedly no stock outs of contraceptive commodities at 

state level3, distribution of commodities to public facilities from LGA level has been very 

problematic as funds are not provided by the state government or LGAs for that purpose. 

As a consequence, health facilities share costs for distribution of commodities to a cluster 

of facilities. This cluster distribution system results in unreliable supply of contraceptives. 

The majority of the reliability4 issues (61%) affect Implanon and Jadelle, which, combined, 

accounted for 50% of CYPs (based on analysis of six months site consumption data). 

Among last mile delivery options, cluster distribution is one of the most expensive when 

analyzed at the cost per dollar worth of product delivered to site (9).   

Other public sector supply chain issues include lack of consumables required for 

contraceptive service delivery and poor quality storage of contraceptives. In public 

facilities, the cost of consumables is not borne by the government. Consequently, health 

workers end up passing associated costs to the client, and these constitute part of the 

hidden costs of the government’s otherwise free FP services at public sector facilities. 

Public sector storage locations are also not suitable for the storage of pharmaceuticals. 

Key storage issues include poor sanitation and housekeeping, dilapidated infrastructure, 

leaking roofs and damp floors (even in the dry season) (9).  

Contraceptive Review and Resupply Meetings, which are held every two months and are 

the platform for distributing FP commodities to LGA focal persons, have been fully funded 

by UNFPA over the last two years. UNFPA has announced that it may not be able to 

support these meetings in future, and no other funder has come forward.  Contraceptive 

security will likely worsen in the immediate future if another donor does not step forward.  

Private sector  In the private sector, there is not a clearly defined sub-wholesaler or 

distributor network in place. There are several intermediaries and no price control to 

ensure that FP products remain affordable. Private sector procurement is consolidated to 

                                                           
3 Stock outs refer to a situation when the demand or requirement for an item cannot be fulfilled from the current 

inventory 
4 Reliability refers to the ability to perform tasks as expected. Reliability focuses on the predictability of the 

outcomes of a process. The absence of stock outs and high order fill rates are desirable measures of this attribute. 
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optimize transportation costs, resulting in occasional stock outs. Wholesalers do not 

benefit from asset efficiencies that are normal practices for other pharmaceutical 

products. In order for private sector wholesalers to provide credit, they need to be able to 

commit cash that exceeds the value of the purchased goods. This is not the industry 

norm. Lack of credit reduces purchasing power and business expansion among the 

private sector providers. Access to trade finance is a challenge5. Family planning products 

contribute very little to total sales in pharmacies and PPMVs. Wholesaler profit margins 

are below the recommended margins while average retailer margins exceed 

recommended percentages. Consequently, the price at which the products reach the final 

consumer is higher than recommended which affects affordability and utilization (9).  

A high proportion of private sector facilities in Kaduna State – 81% of the facilities 

excluding community pharmacies – offer family planning services, but the median monthly 

client load is low (25). While almost all private facilities provide injectable contraceptives 

(95%), only 63% offer combined oral pills, 23% offer hormonal implants while tubal 

ligation is offered by 22% and vasectomy by 6% (25). Low demand is a major deterrent 

to the provision of FP services in the private sector. Low demand for FP, particularly 

LARC, suppresses supply and influences pricing strategies which are currently per unit 

and not volume-based. Low demand also suppresses competency in the provision of 

clinical methods as well as the quality of counselling which may serve to fuel client 

concerns about side effects; this is an issue for both the public and private sectors.  

2. Policies and regulations 

Like Lagos state, federal regulations and policies affect Kaduna’s family planning 
program. Federal regulations prohibit the advertisement of branded FP commodities on 

the media, and restrict the provision of family planning methods to providing condoms 

and restocking pills among pharmacists and PPMVs.  

Kaduna state has initiated a number of pro-poor policies that could improve family 

planning service delivery. These include free maternal neonatal and child health (MNCH) 

services (fee for service at point of service delivery is the dominant method of financing 

health care services in the state). Currently, a total of 115 public PHCs and 28 secondary 

health facilities provide some components of MNCH care and services free of charge. 

This represents approximately 15% of PHC and secondary health facilities in the state. 

In addition, through the Sustainable Drug Supply Program, drug revolving funds have 

been revamped in 55 facilities in an effort to ensure availability of drugs in public health 

                                                           
5 Studies have revealed that access to credit does not have a significant impact in reducing stock outs in the private 

sector facilities. 
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facilities6. Furthermore, two Kaduna state draft bills presently under consideration – the 

Free MCH Bill and the PHC Under one Roof Bill –have the potential to ensure services 

are provided free of charge, and reducing costs and wastage through a streamlined  

management system.   

3. Advocacy 

Considerable FP advocacy efforts are taking place in Kaduna State with international 

development partners as well as civil society organisations playing major roles.  However, 

there is still considerable work to do given the poor funding support of the government to 

FP, and weak acceptance of the FP agenda by many stakeholders, including some 

religious leaders (10).  

4. Pricing 

Pricing in the private sector further suppresses demand. This has the effect of 

suppressing supply as providers consulted indicate that they are unwilling to stock 

methods that they are unlikely to sell/administer (11). Almost all private providers who 

were visited during the Landscaping offer some methods of FP but these tend to be short 

term (11). Given the low margins on FP methods, providers have an incentive to promote 

what is available, what has the highest margin, and/or promote methods that require 

resupply. In the public sector, LARC contains “hidden” costs associated with 
consumables used in their administration. As in Lagos state, retail prices are higher than 

recommended prices and price control for subsidized products remains a challenge.  

Optimal price points are lower than the average prices of contraceptives and products 

available through the private sector in Kaduna State. Although cost was not given as a 

reason for non-use, it undoubtedly influences a woman’s decision to use contraception 

and which method to use. 

 

Table 3 shows the average costs of various family planning services obtained from 
CCP’s mapping study of public and large private facilities statewide, and private non-
clinical services in Giwa and Kaduna South LGAs (22) (16). Where cells in the table are 
blank, there was no data available. 
 

  

                                                           
6 Kaduna State Ministry of Health. 2011. Kaduna State Strategic Health Development Plan. 2010-2015. Available at: 

http://www.mamaye.org.ng/sites/default/files/evidence/Kaduna%20Revised%2005.01.11..pdf. Accessed 11th 

March 2015. 
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Table 3: Average costs of services at non-clinical outlets by method and type of 
facility, Kaduna 2015 

Type 

Male 
Condom 
(N) 

Female 
Condom 
(N) 

Pills 

(N) 
Injectable 

(N) 
IUD 

(N) 
Implants 

(N) 

Pharmacies 52 158 72 203 - - 
PPMV/PMS 38 105 64 202 138 538 

Private 

Commercial 

Clinical Services 132.11 9.62 4.20 1,107.72 132 - 

NGO/FBO 

Service 50.00 1.25 1.25 -- 50 -- 

 

According to DKT’s quantitative marketing study, the optimal prices for these methods 
are shown in Table 4 (13). The optimal price point is the price that consumers say is 
neither too expensive nor too inexpensive for that contraceptive method.  As can be 
seen, average costs of contraceptive methods sold in pharmacies and PPMV shops 
almost always fall below the optimal price point. Private clinical services, however, sold 
all methods except female condoms above the optimal price point.   
 

Table 4:   Optimal Price Points for Contraceptive Methods, Lagos, 2015 

 

Male 

Condom 

(N) 

Female 

Condom 

(N) 

Pills 

(N) 

Injectable 

(N) IUD 

(N) 

Im-

plants 

(N) 
Depo 

Provera 

Sayana 

Press 

Nory-

sterat 

Optimal 
price point 70 90 110 350 480 350 1,750 1,750 

 

According to focus group discussions with users and non-users of contraceptives in 

Kaduna States, contraceptives are provided free of charge at government facilities.   

Free contraceptive services which have become more available in urban Kaduna 

through the NURHI Project might have contributed to the increasing contraceptive 

prevalence. According to qualitative research conducted by CCP, providers said that 

there has been a notable increase in the demand for family planning services in Kaduna 

since contraceptives became free (7).  

 

As discussed earlier, both public and private sector facilities experience stock outs of 

contraceptives. In the public sector, this is most common at PHCs which rely on a cluster 

distribution system to get commodities from LGA to the facility. In the private sector, stock 

outs more commonly occur because of low volume of clients for particular methods. In 
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both the public and private sectors, provider bias is influenced by the commodities on 

hand. In the private sector, profit margins also influence providers’ recommendations to 
clients. 

 

To ensure good quality and reliable family planning services, there is need for improved 

donor coordination and integration of the private sector with State and LGA family 

planning services. Private sector family planning services could benefit from inclusion in 

state and LGA supportive supervision, commodities supply chain, quality assurance, 

and coordination structures. Health systems strengthening includes measures to 

address last mile distribution of commodities to PHCs, price regulation, and cost 

reductions in the private sector. It is not possible to calculate the impact of this 

intervention on contraceptive prevalence; however, it was prioritized because it is 

essential to ensuring reliable, affordable and good quality services. 

B. Build capacity of religious and traditional leaders to advocate for 

family planning 

 

As discussed earlier, a large proportion of women are not using contraceptives because 

they oppose their use.  Often, this is for religious and cultural beliefs which favor large 

families.  Engaging religious and traditional leaders as well as service providers and 

popular entertainers to encourage optimal timing and spacing of births, endorse the use 

of contraceptives, and encourage couples to discuss family planning will help shape 

more supportive gender and social norms surrounding child spacing and family 

planning. Religious and traditional leaders can be powerful advocates, particularly 

among rural, more traditional and Muslim couples who are non-users with no intention 

to use contraception.  

 

C. Promote greater participation of PPMVs in Kaduna state family 

planning programme 

While staffing varies significantly depending on facility type and LGA, in general, human 

resources are less available across clinical cadres than in Lagos state. Table 5 shows 

the distribution of service providers among public and large private facilities in Kaduna 

State (16) 
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Table 5: Percent of Public and Large Private Facilities by Type with at least 1 Doctor, 

Nurse, Midwife, CHO or CHEW, Kaduna State (n=1,158) 

Type of Facility Doctor Nurse Midwife CHO CHEW 

FBO/NGO 36% 59% 55% 45% 82% 

Private Facilities 76% 74% 58% 41% 69% 

Public Hospital 82% 87% 79% 31% 49% 

Tertiary Hospital  94% 100% 94% 50% 75% 

PHC 15% 28% 33% 38% 89% 

Other/Unknown 63% 63% 63% 63% 75% 

 

According to the mapping of non-clinical providers conducted by CCP in Kaduna South 

and Giwa LGAs, pharmacies are most commonly staffed by sales representatives. Very 

few had pharmacists. Private medical shops were usually staffed by PPMVs, nurses, 

and/or PPMV trainees (22).  

According to the NDHS 2013, most users obtain pills and condoms from PPMVs and 

pharmacies. As seen in Table 6, women most commonly get IUDs and implants inserted 

and removed at government or private hospitals or clinics, and get injectables at private 

hospitals or clinics (3). 

 

Table 6:  Percent Distribution of Users by Sources of Contraceptive Methods (3)  

Contraceptive 

Method 

Facility Type 

PPMV and 

Pharmacies 

Government 

Facilities 

Private 

Hospitals and 

Clinics 

Condoms and Pills 77.1% 17.3% 5.7% 

IUDs and Implants 0% 54.3% 45.7% 

Injectables 1.9% 38.5% 53.4% 

 

As is the case elsewhere in Nigeria, PPMVs are licensed to resupply contraceptive pills 

and provide male condoms, but are not licensed to provide pills to first time users or 

women experiencing complications, nor are they licensed to provide other contraceptive 
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methods. Nonetheless, a substantial proportion of PPMVs supply injectables; this practice 

can set the PPMVs on collision course with the PCN, even though some PPMVs are 

qualified health workers (23). 

 

There are approximately 2,500 PPMVs operating in Kaduna state, almost all of them sell 

pills and condoms and a substantial proportion also stock injectables. Yet only 10.8% of 

women receive their contraceptive methods from these sites (25) (22). PPMV’s 
participation in the family planning program is limited. Yet they have the potential to 

greatly expand access to contraceptives and provide information about longer term 

methods in areas where there are few, if any, health facilities. This intervention involves 

advocacy with government officials at State and Federal levels to review licensing 

requirements, and to offer accreditation to selected PPMVs to serve an expanded role in 

family planning. This intervention will be difficult to implement and will take long to yield 

results; however, if successful, it has the potential to greatly increase contraceptive use. 

 

V. Recommended Federal level interventions  
The follow interventions at Federal level need to take place in order to successfully 

implement some key solution levers in Lagos and Kaduna. 

 Operationalize the CHEW policy for provision of injectables, IUDs, and implants.   

The Federal task shifting policy is in place. Currently, guidelines for provision of 

injectables is in place and some states have begun implementation; however, 

guidelines, strategy, and curricula to implement IUD and implant administration by 

CHEWs are not yet in place. This should be done at Federal level before it is 

implemented by Lagos and Kaduna states. 

 Address potential funding gaps in FP commodities. At the Federal level, there are 

gaps in donor commitments to fund FP commodities. This needs to be addressed 

in order to avert stock outs in Kaduna and Lagos states. 

 Reform policies to allow community pharmacists to initiate oral contraceptives and 

to provide injectables. Currently, community pharmacists are only licensed to sell 

and supply oral contraceptives and injectables that are prescribed by health 

workers. They cannot initiate pills nor can they administer injections. 

 Work with PCN and the Federal Ministry of Health to establish an accreditation 

system for nurses, midwives, CHEWs, and other qualified health workers who are 

also licensed PPMVs so they can initiate oral contraceptives and administer 

injectable contraceptives. 
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VI. Intervention proven elsewhere that can be translated or 
tested in Kaduna and Lagos 

 Community outreach FP services through outreach camps in rural Kaduna:  

drawing on the success of outreach FP camps in urban Kaduna implemented by 

the NURHI project and MSION’s rural outreach camps, translate the use of 

community outreach camps where a team of health workers bring both short term 

and long acting reversible contraceptive services to rural communities that are 

not served by health facilities. 

 Also in rural Kaduna, implement the UNFPA/FMOH community based distributor 

(CBD) Program training and supervising community members to counsel about 

the full range of contraceptive methods, and provide oral contraceptives and 

condoms through door to door services.   

 In both Lagos and Kaduna, field test CHEWs offering door to door injectables, 

pills, and condoms. 

 In rural Kaduna, train men’s clubs/groups to promote family planning. This 

intervention was presented during the 2nd Nigeria Family Planning Conference. 

 Using the NURHI urban model, establish family planning services in PHCs and 

private maternity clinics in rural areas, and organize periodic “in-reach” services 

for long-acting reversible methods. 

 Scale up the MSION social franchising model (BlueStar private provider network) 

in Lagos and Kaduna states. 

 Establish a voucher scheme to subsidize the costs of contraceptive services 

through private sector facilities in both Kaduna and Lagos. 

 Integrate family planning into community based health insurance schemes in 

Lagos and Kaduna. 
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VIII. Appendix:  Prioritization Matrix 

For prioritizing proposed interventions, the landscaping team used a prioritization 

matrix, drawing from the Minnesota Department of Health Quality Improvement Toolbox 

attached here.   The weighting of criteria is shown here, and was applied to each 

proposed intervention to arrive at the overall prioritization of interventions. 

 

 

 

 

  

Criteria Weightings

Ease Time Impact TOTAL

Relative 

Decimal Value

Ease of implementation 0 1 0.2 1.2 0.10

Time to impact 1 0 5 6 0.48

Impact 5 0.2 0 5.2 0.42

GRAND TOTAL 12.4

SUMMARY

Ease                          (Weight ) Time                 (Weight ) Impact             (Weight ) Row Total

Relative Decimal 

Value

Clinical/LARC outreaches 0.022737776 0.095195344 0.0693404 0.18727352 0.18727352 Clinical/LARC outreaches

Operational CHEW policy 0.007098623 0.052473531 0.058298935 0.117871089 0.117871089 Operational CHEW policy

Train in LARC public & private 0.017302893 0.061760882 0.0 0.116163097 0.116163097 Train in LARC public & private

Promote PPMV participation 0.000942786 0.003947124 0.0 0.019464644 0.019464644 Promote PPMV participation

Improve coordination 0.007542287 0.003947124 0.0 0.013476874 0.013476874 Improve coordination

Community based services 0.010093354 0.085907993 0.1 0.174174919 0.174174919 Community based services

Demand creation campaigns 0.017857473 0.065475822 0.090540013 0.173873307 0.173873307 Demand creation campaigns

Integration of FP counseling 0.011202514 0.084050523 0.035774346 0.131027384 0.131027384 Integration of FP counseling

Religious and Cultural Leaders 0.001996488 0.031112625 0.033566053 0.066675166 0.066675166 Religious and Traditional Leader engagement

GRAND TOTAL 1.00
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