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CPR  Contraceptive Prevalence Rate
CHEWs  Community Health Extension Workers 
FP   Family Planning
HVS   High Volume Sites 
HIV/AIDS  Human Immunodeficiency Virus/ Acquired  Immunodeficiency Syndrome
IPCC   Interpersonal Communication and Counselling 
LARC   Long Acting Reversible Contraceptive
LGA   Local Government Area 
MNCH  Maternal, Newborn and Child Health
MNCAH+N Maternal, Newborn, Child and Adolescent Health + Nutrition
MCH/RH  Maternal and Child Health/Reproductive Health
MSION  Marie Stopes International of Nigeria
NURHI  Nigerian Urban Reproductive Health Initiative
NDHS   Nigeria Demographic and Health Survey
PHC   Primary Healthcare 
SBCC   Social Behavioural Change Communication 
SMC   Social Mobilisation Consultant
SOML   Saving One Million Lives
SSE   Sustainability Scale-up and Ensuring ownership
WHO   World Health Organization 
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In most countries, urbanization has become a common trend and has recorded significant economic gains due to better 
work opportunities and the search for greener pastures. Individuals and families tend to relocate to urban areas, 
however, the influx of people into these cities is not commensurate with basic infrastructure and amenities available 

(housing, job opportunities, education, healthcare services etc.) resulting to overcrowded cities, development of urban 
slums and significant disparities in the wealth quintile.

 These categories of migrants are referred to as 
'urban poor' and are usually marginalized, 
vulnerable and disadvantaged. Research shows 
that urban population worldwide has increased 
from 13% in 1900 to 29% in 1950, 49% in 2005 
and by 2030, approximately 60% of the 
population will live in the metropolises. With an 
urban growth rate of 1.8% every year, urban 
population will increase to 4.9 billion urban 
dwellers by 2030 globally which has increased 
over time from 220 million in 1900 to 732 million 

1in 1950 . Urban population growth in Africa and 
Asia will increase at an alarming rate, 64% and 
56% by 2050 respectively and that could be 
attributed to unplanned pregnancies with a 

2resultant population increase . 
Nigeria, with a population of over 180 million has 
a current growth rate of about 2.8%–3% per year, 

INTRODUCTION
BACKGROUND
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and its urban population would double in twenty years if deliberate actions are not taken to prevent population explosion. 
Nigeria falls into the category of poor performing countries regarding contraceptive use as it records a Contraceptive 
Prevalence Rate (CPR) of 14.7% with a high unmet need of 16% (NDHS, 2013). 
People in the low wealth quintile especially women are faced with both financial and geographical barriers in accessing 
quality family planning (FP) services especially Long Acting Reversible Contraceptive (LARC) methods despite the 
availability of these services.

Outreaches have been identified and documented as one of the fastest ways in ensuring increased access to quality 
contraceptive use. In most instances, FP outreaches are conducted without clear empirical evidence of high unmet need for 
contraceptive use, intention to use, and high demand for services not matched with supply, leading to low yield of value for 
money.

WHY OUTREACHES?
During the first phase of the Nigerian Urban 
Reproductive Health Initiative (NURHI) project, 
the service delivery strategic approach was to 
bring FP services closer to the people in 
underserved communities through outreach 
ac t iv i t i e s  wh i l e  co r r ec t ing  myths  and 
misconceptions. Outreaches were conducted in 
Ibadan, Ilorin, Kaduna and FCT using different 
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were also selected; those clustered around the NURHI supported High Volume Sites (HVS) with the aim to build the 
capacity and skills of service providers in these facilities and facilitate referral. 

Ÿ “The outreach has been a good innovation, it increases awareness and 
acceptability. Most of the beneficiaries have encouraged others and 
influenced them to accept family planning” -FP Provider, Oniyanrin PHC, 
Oyo State.

OUTREACH IMPLEMENTATION PROCESS “The outreach has been a good innova�on, 
it increases awareness and acceptability. 
Most of the beneficiaries have encouraged 
others and influenced them to accept 
family planning” -FP Provider ,  Oniyanrin 
PHC, Oyo State

Ÿ Prior to the commencement of planned outreaches, a planning meeting is usually held with the FP State counterparts, 
NURHI skilled personnels, and social mobilisers within the communities where outreaches would be conducted. The 
focus of the meeting was to discuss the modalities of conducting the outreaches (two days per facility), finalize 
outreach calendar with emphasis on social mobilization activities.
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DEFINITION OF TERMS

THE NURHI PHASE 1 EXPERIENCE

PILOT OUTREACH
The NURHI project engaged Marie Stopes International of Nigeria (MSION) to conduct pilot outreaches based on their 
expertise in outreach service provision. Skilled personnel from NURHI also accompanied MSION staff to support the 
process which was aimed at ensuring skills transfer to State and Local Government Area (LGA) officers.

The pilot commenced in December 2011 in NURHI supported facilities in Kaduna specifically, thereafter, scaled up to 
more facilities. This resulted in improved competence and confidence in providing quality FP services especially in 
offering LARC.

Based on its remarkable result of over 7,000 clients reached in six months and building on what worked, the project 
conducted both community and facility-based outreaches in each NURHI implementation LGA. Low-volume facilities 

3



Ÿ Facilities were visited to ensure logistics (equipment, commodities and consumables) were available and facility staff 
(providers, cleaners, counsellor etc.) were further orientated on this activity, informing them of their roles and 
responsibilities.

Ÿ Successful FP outreaches are greatly hinged on community-based social mobilization, resulting in acceptability by 
community members and endorsement by traditional and religious leaders. During the planned outreach days, to 
complement the effort of the service providers, demand is created in the communities through the social mobilisers for 
four days (two days before the planned outreaches and two days during the outreaches) who distribute fliers and refer 
potential clients for services using the “NURHI Go-Card” to track the number of clients.

Social Mobilizer referring potential client
using the NURHI GO-Card

Social Mobilizers creating
awareness in the community
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At the facilities, group and one-on-one counselling were provided by NURHI 
skilled personnel.

Some of the challenges encountered after pilot implementation were inadequate consumables in some of the clinics and 
unavailability of certain FP commodities due to high turnout of clients. This was addressed by sourcing commodities 
which were later reimbursed by the LGA. To prevent further stock-out of consumables especially during outreaches, it was 
recommended that consumables be procured for outreach purposes.

REVISED OUTREACH STRATEGY BASED ON NURHI/MLE MIDLINE 2013 SURVEY RESULTS

As the NURHI project is driven by evidence, a midterm survey was conducted at the end of the third year of the project for 
midcourse corrections. The midterm report on outreaches revealed that:
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>15,000 
new FP acceptors

New FP acceptors from outreaches
conducted within 90 days in selected
PHCs accounted for about 10% of total
new acceptors from 85 High volume
sites.



Based on the findings, NURHI expanded its outreach approaches targeting more highly populated areas such as markets, 
military barracks as well as other low-performing facilities around the HVS which serves large number of slum areas that 
could benefit from outreach events. Outsourced trained providers were deployed to facilitate outreaches at the low-
performing facilities with the aim of transferring skills to the in-house provider while ensuring commodities, consumables 
and equipment required are available. All outreaches were linked to a strong social mobilization segment implemented by 
trained social mobilizers who are all based in the community.

NURHI 1 Outreach Models

To engender sustainability, NURHI decided to engage State and LGA FP officers directly to implement outreaches. At this 
time, FP service providers trained on the NURHI project had gained competence and confidence.

At the end of the NURHI 1 project in 2015, a total of 70,695 new acceptors were recorded to have received services during 
outreach events.
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An impact analysis also conducted at the end of NURHI 1 project (2015) revealed that facility-based outreaches in 
addition to some demand generation activities, as seen in the graph below are cost-effective, having greater impact when 
compared with other outreach models and would lead to increase in Contraceptive Prevalence Rate (CPR) with 100 
percent exposure.

Trend of Total FP New Acceptors and FP New Acceptors from Outreaches
August 2010 - February 2015
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An Impact analysis also conducted at the end of NURHI 1 project (2015) revealed that facility-based outreaches in 
addition to some demand generation activities, as seen in the graph below are cost-effective, having greater impact when 
compared with other outreach models and would lead to increase in Contraceptive Prevalence Rate (CPR) with 100 
percent exposure.

Source: NURHI Endline Survey, 2015

Based on evidence from the NURHI 1 endline report, the second phase of the project (NURHI 2) which commenced in 
October 2015, streamlined its outreach approach to facility-based outreaches.  

In NURHI 2, the focus is to entrench best practices in conducting successful outreaches which include:

THE NURHI PHASE 2 EXPERIENCE
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NURHI 2 DEMAND-LED APPROACHES
The NURHI project was designed on the premise that when demand for FP rises, supply will rise to meet the demand over 
time. This principle was applied in all interventions including outreaches. 

COMMUNITY/STREET MAPPING

SOCIAL MOBILIZATION

LINKAGES TO PHCs

Social mobilizers are selected from all wards in the community. During the community/street mapping, a member who is 
well known in the community and is familiar with the terrain is made the team lead. The social mobilizers first visit the 
facilities to find out the uptake of FP services from different wards in the community. Based on the information gathered 
from the service providers, the wards that are least represented in the FP register are selected. The team visit the 
village/community head to introduce themselves and get their support before it heads out to commence its activity.
Once a street is selected, all the mobilizers comb it by entering every house, shop and joint to ensure that they talk with all 
prospective clients about the importance and need for childbirth spacing, directing them to where services can be 
accessed.

COMMUNITY/STREET MAPPING
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“I appreciate the efforts of NURHI 
through the outreach, by helping to save 
cost, preven�ng broken homes and 
unnecessary figh�ng between husband 
and wife. It makes me and my husband 
plan our small income. There is mutual 
agreement and love in my family and 
between me and my husband” - 32 years 
old, Business Woman, Oyo State) 

 
 

“The outreaches have been beneficial  to 
the local government in many ways for 
instance, most staff gained more 
knowledge about family planning. It 
created more awareness in the 
community about our health centre and 
also boosted our rou�ne data”  -  FP  
Provider, Eleyele PHC, Oyo State 
 

NURHI 2 conducts outreaches to reach and connect potential FP users to facilities 
closest to them at no cost in the following ways;

Ÿ Intensify social mobilization activities to create demand

Ÿ Use an outreach model that allows for deployment of resources, such as health care 
providers, FP commodities and consumables to areas in greatest need. This helps 
to reach a larger number of clients especially the underserved in slum areas and 
address inequities in access to FP services 

Ÿ Ensure quality service provision by competent providers

Ÿ Strengthen the process of collecting and analyzing routine FP service data and 
provide feedback to improve the quality of FP services at the health facilities
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After community/street mapping has been completed, social mobilization activities commence to create awareness on 
planned outreach services. Neighbourhood campaigns also known as door to door mobilization involve social mobilizers 
moving from door to door in selected communities to address myths and misconceptions, talk to residents about FP 
methods, answer questions and refer intenders to the nearest facility using the referral cards. Social Behavioural Change 

Communication (SBCC) materials are also distributed to community 
members during the activity. 
Other strategies used by social mobilizers for information disseminating 
before and during outreaches include distribution of flyers, radio 
announcements and trade association meetings.

Specifically, in Lagos state, two social mobilizers from the community 
and two facility-based mobilizers who are supervised by the LGA health 
educators are assigned to create awareness during the outreach activity. 
The facility-based mobilizers are trained on effective FP messaging to 

SOCIAL MOBILIZATION
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enhance their skills in creating demand for FP. These mobilizers are 
engaged by other health programs such as immunization and MNCH 
services. The role of the LGA health educators is to oversee mobilization 
for health programs and this ensures that FP messaging is integrated into 
all programs and sustained.  

Occasionally, some Community Health Extension Workers (CHEWs) 
working closely with the health providers in facilities conduct 
community outreaches on MNCH services as they have been trained on 
Interpersonal Communication and Counselling (IPCC). They have also 
been trained to administer injectables and would refer clients to the 
facility for FP services.

In some instances, during facility-based outreaches, facility staff such as service providers, health assistants, cleaners and 
adhoc staff go out to neighbouring communities and markets to inform clients about the outreach. They sometimes engage 
community members and drummers to participate in the outreach. This approach is a NURHI social mobilization model 
which has been tested and proven to generate great demand for FP. 

Outreaches have reduced the number of 
deliveries and immuniza�on clients in our 
facility. We now open just 1 BCG vaccine in 2 
weeks. This is really good because people 
are now planning their families- FP Provider, 
Tolu PHC, Lagos State 
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Implementing an outreach commences with;
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Ÿ A pre-planning meeting with all critical stakeholders involved in the 
supply component of service (State and LGA RH/FP coordinators) and 
community mobilizers. The meeting is aimed at finalising the outreach 
logistics and developing an outreach schedule. 

Ÿ Two days prior to the commencement of services, social mobilizers from 
the host communities are engaged to create awareness and refer clients to 
the facilities, using door-to-door mobilization, including drummers and 
loud speakers where appropriate.

 
Ÿ During the two days of FP service delivery, NURHI 2 supports 

participating facilities with adequate supply of consumables, FP 
commodities and a clinically trained outsourced provider to assist with 
the demand generated by the mobilization.

Ÿ Consumables are purchased quarterly and 
      distributed to the centres a day before the 
      outreach using different modalities;
        

Ÿ Non-NURHI 2 supported PHCs clustered around implementation 
sites are engaged during outreaches for referral purposes and are 
mentored by NURHI 2 trained providers. Similarly, these PHCs are 
supported with equipment and job aids to ensure quality FP services 
are provided.

       - NURHI drivers deliver the consumables at  the facility or
       - RH/FP coordinators pick them up

 
Modali�es for mobiliza�on are as follows; 

Ø  Fliers are distributed in churches, communi�es during the neighbourhood 
campaigns/community dialogues. 

Ø  The existence of  a WhatsApp group helped track outreaches  and discuss 
updates as the ac�vity progresses 

Ø  Text messages was used to disseminate informa�on to leaders of groups, 
mobilizers, influen�al persons, providers, MCH/RH coordinators and other 
community members.  

-  Use of town criers where applicable 

-  Door to door and  face to face mobiliza�on 

 

OUTREACH DESIGN, IMPLEMENTATION AND MONITORING
The NURHI 2 project employs a dual-strategy of facility and community level assessment towards implementing 
outreaches.

 
The facility level assessment involves understanding the volume of client 
and trend of new acceptors using the rou�ne FP service uptake data.  

 
The community level assessment involves working with NURHI-trained mobilizers 
at the community to understand the key demand status indicators. 
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POST-OUTREACH ACTIVITIES
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IMPORTANCE OF LINKAGES TO PHCs

 
Primary Healthcare  (PHC)  as defined by the World Health 
Organiza�on (WHO)  is essen�al healthcare that is based on a 
scien�fically sound and socially acceptable method and technology 
which makes universal healthcare accessible to all individuals 
within a community.

 

With maternal, child and reproductive health among others as some of the major components of PHC, provision of FP 
services therefore becomes pertinent in terms of achieving the goal of universal health coverage through the PHC system. 
FP is no doubt a lynchpin to achieving quality reproductive, maternal and child health care services which include 
immunization services, ante-natal services and post-delivery services. This therefore buttresses the need to inculcate FP at 
all levels of care within the PHC system.
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Leveraging on special health events such as Maternal, Neonatal and Child Health (MNCH) week helps to improve 
efficiency and achieve the goal of the outreach without wastage of resources or duplication of effort. It also confers a sense 
of ownership/responsibility on the leaders of the community within the LGA and the PHC. This makes the outreach a 
sustainable activity. Services rendered during the week are immunization, antenatal care, nutrition, HIV/AIDS, Malaria 
and FP.

Implementing the NURHI 2 outreach model during the MNCH week is an opportunity to reach more women. 

EVIDENCE
Outreaches commenced in July 2016 in Lagos and in November 2015 in Kaduna and Oyo States.

Total New Acceptors versus LARC Uptake during outreaches (November 2015 – September 2018)
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Bearing in mind the critical points when women visits health facilities, it is therefore necessary to leverage on this to 
include FP services at all stages of the continuum of care. 
Advantages of linkage to PHCs
Ÿ Clients are referred to facilities closest to them
Ÿ Encourages integration of services
Ÿ Enables client to have all her medical records in one place and so treatment is wholistic
Ÿ Client can always come back for follow-up and access other services
The inclusion of FP in all levels of medical care will ensure that clients are constantly kept abreast on FP information 
which in turn will result in high uptake. This strategy will also ensure that men have access to correct FP information as 
spousal/partner communication is still an issue.

IMPORTANCE OF LEVERAGING ON EXISTING STRUCTURES

The NURHI 2 demand-led facility-based outreaches leverage on the local government and PHC systems in the 
community such as the commemoration of MNCH week and World Population Day. 

Road walk in Kaduna to commemorate
the World Population Day

NURHI 2 Outreach stand during WPD celebration at
House of Chiefs, Oyo state Secretariat.
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SUSTAINABILITY

This is my fifth child and the house is full. The outreach gave me opportunity to have an FP method (Implanon) free of 
charge – Client, Lagos State In line with the Sustainability Scale-up and Ensuring ownership (SSE) mantra, NURHI 2 
facility-based FP outreaches will be mainstreamed with immunization days and MNCAH+N week. It would also be 
integrated into existing outreaches conducted by CHEWs following the implementation of the Task Shifting Task Sharing 
(TSTS) policy in Lagos State. States can also leverage Saving One Million Lives (SOML) funds to conduct outreaches 
regularly.

This is my fi�h child and the house is full. 
The outreach gave me opportunity to have 
an FP method (Implanon) free of charge – 

Client, Lagos State
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NURHI 2 Supported States

 

Highest Uptake during facility-based outreaches

 
 
 Kaduna

 
State

 

 
 
 
 
 Lagos  State   
 
 
 
 

Oyo State
  

 
 
 

 

59.8%
 

Implant
 

Male Condom 
57.8% 

Injectables

 37.5%
 

21



1. Washington DC, New York: Department of Economic and Social Affairs; 2015. United Nations: 
    World Population Prospects: The 2014 Revision United Nations
2. Aliyu A. & Amadu L. (2017) Urbanization, Cities, and Health: The Challenges to Nigeria – A Review. Annals of African Medicine. 

References

24

MINIMUM REQUIREMENT FOR CONSUMABLES PER OUTREACH
APPENDIX

S/N
 

ITEM/DESCRIPTION
 

QUANTITY/FACILITY
 1

 
Latex

 
Examina�on

 
Gloves

 
(100/pack)

 
(10

 
packs/

 
carton)

 
2
 

packs
 

2  Needle  &  Syringe  (5  mls)  (1  pack  x  100 pieces) 1 pack 
3  Disinfectant  Liquid  (1  litre)  (12  pcs  x carton) 2 bo�les 
4  An�bacterial  Hand  Wash  (500mls)  (12 Pcs/ Carton) 2 bo�les 
5  An�sep�c  Liquid  (Purit/Salvon)  (500  mls)  (24  pcs  x 

carton)  

2 bo�les 

6  Surgical  Gloves  (50  pairs/1  box)  (10 boxes x carton) 2 boxes 
7  Universal  Sample  Bo�le  (1  pack  x  25 pieces) 4 packs 
8  2%  Xylocaine  Without  Adrenaline  (20ml) (1 Pack X 10 

Pcs)  
1 vial 

9  Methylated  Spirit  (200mls)  (48  Pcs  X Carton) 2 bo�les 
10  Finger-length  Plaster  Strips  2 packs 

11  Water  For  Injec�on  (10mls)  (100  Pcs/Pack) 25 pcs 

12  Co�on  Wool  (500  gm)  (25  rolls/pack) 2 rolls 

13  Iodine  (15mls)  (12  Pcs/Pack)  (144  Pcs/Carton) 2 bo�les 

14  Pregnancy  Test  Strip  (50  pcs/pack)  4 packs 

15  Surgical  Scalpel  Blade  (100  pcs/pack) 2 packs 

16  Sterile  Underlay  (50  pcs/pack)  10 pcs 
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Needle
 

only
 

(1
 

pack
 
x

 
100)

 
1
 

pack
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Needle
 

&
 

Syringe
 
(2

 
mls)

 
(1

 
pack

 
x

 
100

 
pieces)

 
1
 

pack
 

23



2625


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15

