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EXECUTIVE SUMMARY

This report contains analysis of an assessment conducted for the U.S. Agency for International Development’s (USAID’s) family planning/reproductive health (FP/RH) program in Nigeria. The Mission’s transition strategy is scheduled to end in December 2003, and preparation for the development of a new five-year strategy has begun. Therefore, the Mission requested an assessment of its current FP/RH activities in order to understand the need for any short-term corrections in the current strategy and to identify data gaps and needs for preparation of the new strategy. The assessment team reviewed accomplishments and constraints of the current program and identified models of program implementation/partnerships that USAID should consider in the new strategy.  Program gaps, missed opportunities, and other donor, foundation, and government efforts were summarized to help the Mission identify program parameters, synergies, and priorities in preparation for the design of the new five-year USAID/Nigeria strategy.  

Nigeria is the most populous country in Africa. With an estimated population of 130 million in 2002 (Population Reference Bureau 2002) and a current annual growth rate of approximately 3 percent, its population is projected to double in 25 years. Nigeria has a very youthful population, with 44 percent currently under the age of 15 (Population Reference Bureau 2002), and 33 percent of the total population between the ages of 10 and 24 (Population Reference Bureau 2002). The youthful population composition is an important determinant of the high levels of fertility, maternal morbidity and mortality, neonatal and infant mortality, and the levels and distribution of HIV in the country. Childbearing begins at an early age in Nigeria, although there is significant regional variation. Approximately half of Nigerian women became mothers before reaching age 20, and the percentage of the total fertility rate attributed to births by teenagers is a significant proportion of the total fertility in Nigeria. Given the high levels of fertility among adolescents in Nigeria, it is significant to note that recent studies indicate that approximately one third of all women having abortions are adolescents, and that sexually active unmarried youth are using abortion as a family planning method (Otoide 2001). 
Nigeria’s FP/RH program has not had high-level government support and the majority of FP/RH services have been provided by the private sector. Public sector services are fragmented and have deteriorated over the past decade during the country’s military dictatorship. The overwhelming challenge is how best to revive and strengthen government-operated programs, where over time, public sector services have suffered from frequent stock-outs and staff who lack the necessary skills and supervisory support. 

Financing of the FP/RH is currently donor driven, with little predictable financial commitment given by the federal government. Central government allocations to the federal Ministry of Health (FMOH) are barely adequate to meet recurrent expenditures (in particular, salaries and allowances) due to low government commitment.

Beginning in 1994, when sanctions were imposed against the Nigerian government, USAID terminated support to the public sector. USAID was limited to $5–7 million annually, and implementing partners focused support to local nongovernmental organizations (NGOs) for a range of FP/RH activities.  In 1999, following the transition from military to democratic leadership, the U.S. government fielded an interagency assessment team to make recommendations for an assistance program and in response, USAID designed a 1999–2001 transition strategy that included a health Strategic Objective (SO). Health activities expanded rapidly from an initial $9 million in fiscal year (FY) 1999 to $19 million in 2000, to $32 million in 2001. Under this strategy, USAID’s health activities included immunizations; HIV/AIDS; private sector capacity building; advocacy; information, education, and communication (IEC) and behavior change interventions; contraceptive procurement and social marketing; and reproductive health training for service providers.  In March 2001, USAID/Nigeria requested an extension of this transition strategy until December 2003 in order to permit time to pilot new FP/RH approaches to public–private partnership in service delivery and to help inform the design of a new, long-term strategy.

One important new FP/RH project initiated during the Mission’s transition strategy is the VISION project, a two-and-one-half year $10 million effort that began in 2001. The project represents a new, comprehensive, focused reinstatement of USAID bilateral support for FP/RH in Nigeria. It will design models of public, private, and community partnerships for delivering high-impact, high-performing FP/RH service delivery networks in three states. The implementing partners include EngenderHealth (the lead partner), the Johns Hopkins University Center for Communication Programs (JHU/CCP), the Society for Family Health (SFH), Population Services International (PSI), and INTRAH.

While there have been some notable successes in USAID–supported FP/RH activities during the transition strategy period, Nigeria continues to be faced with the major issues of how best to revive and strengthen a largely moribund government program and to provide strong leadership and commit resources for FP/RH programs. The team reviewed progress against the Mission’s current Results Framework and Performance Monitoring Plan. The current population, health, and nutrition (PHN) SO is “increased use of family planning, maternal and child health, child survival, sexually transmitted infection, and HIV/AIDS services and preventive measures in a supportive environment.”  The team reviewed accomplishments and constraints for each of the five Intermediate Results that support the SO.   

INCREASED DEMAND FOR SERVICES

Accomplishments

· A successful private sector social marketing program was designed and carried out by PSI and SFH that includes a creative USAID and Department for International Development (DFID) partnership to support it. 

· Some innovative JHU/CCP programs that embrace communication and behavior change approaches were created. 

· A creative participatory planning process was initiated by the VISION project. 

· Some partnerships were developed with special groups, such as adolescents and youth; faith-based organizations (e.g., Church of Christ in Nigeria [COCIN]); uniformed services; and hard-to-reach populations (Riverine and Nomadic).

Constraints

· There is a wide perception that FP is population control. 

· There is a lack of understanding of the cultural values that both promote and limit fertility regulation. 

· There is local concern that it would be unwise to use scarce resources to create additional demand because existing demand cannot currently be met.

INCREASED ACCESS TO AND AVAILABILITY (SUPPLY) OF SERVICES

Accomplishments

· The PSI/SFH social marketing initiative has had significant increases in condom sales and to a lesser extent oral contraceptive sales, through effective marketing at subsidized pricing. 

· Contraceptive security has been addressed through a systematic, comprehensive, participatory process, including piloting the Strategic Pathway to Reproductive Health Commodity Security (SPARHCS). 

· Innovative programs were developed linking reproductive health services to reproductive rights and civil society advocacy initiatives. 

· Child spacing and maternal health services were initiated in the North by adapting traditional birth attendant (TBA) training manuals to Islamic principles. 

· Centre for Development and Population Activities (CEDPA) collaborated with Basic Support for Institutionalizing Child Survival (BASICS) in community-based distribution of contraceptives.

· Pilot adolescent reproductive health programs began that included an HIV/AIDS hotline supported by JHU/CCP and the POLICY Project’s young adult and adolescent reproductive health (YAARH) activity in Edo State.

Constraints

· Contraceptive security is lacking and there is difficulty in ensuring adequate contraceptive supplies for service delivery points. 

· Socially marketed commodities are sold at inconsistent rates, thus rendering prices unstable and the exclusion of marginal populations who are unable to pay for commodities.

· The social marketing program is largely driven by its HIV/AIDS donors and agenda along with a significant emphasis on condom sales. 

· Method mix at service delivery points is lacking. 

· Support for the natural family planning standard days method or the lactational amenorrhea method (LAM) is lacking.

IMPROVED QUALITY OF SERVICES

Accomplishments

· The VISION project was designed based on the 2001 performance needs assessment findings and launched in conjunction with the implementation of Maximizing Access and Quality (MAQ) Exchange workshops. 

· The FP/RH national standards of practice were developed by VISION and the MOH.

· Performance improvement and quality assurance are systematically introduced into training curricula at national and local levels.

Constraints

· Services are fragmented within the primary, secondary, and tertiary health care structure and within the private health sector. 

· Counseling and screening procedures in both the public and private sectors are woefully inadequate.

· The settings in which services are provided are frequently dilapidated, dirty, and completely lacking in such basics as electricity and clean running water.

INCREASED CAPACITY OF SERVICES
Accomplishments
· Inservice training was implemented, using highly participatory and enabling tools and approaches, including performance improvement and self-assessment tools.

· Public sector involvement in FP/RH is increasing in VISION local government areas (LGAs). 

· Training needs assessment and mapping by VISION provide information on the types of training needed by various personnel categories and establish a baseline for trainee capacity measurement. 

· VISION’s three-pronged Resource Intensification Strategy includes provider training, referral systems linking community-based distribution (CBD) agents and TBAs to public clinics, and mobile services.

· The national health management information system (NHMIS) is being used and strengthened at all levels through secondment of state Ministry of Health personnel to VISION.

Constraints
· FP/RH programs remain heavily donor driven and financed with not much public sector or community ownership. 

· Health management information systems are underutilized and in many cases obsolete. 

· Little attention is being paid to program sustainability, including health care financing.

IMPROVED POLICY ENVIRONMENT FOR THE DELIVERY OF SERVICES

Accomplishments 

· Revision of the 1988 National Population Policy (National Policy on Population for Sustainable Development 2002) is complete and awaiting ratification. 

· The FMOH has developed an RH Strategic Plan (2002–2006), which, if implemented, would translate reproductive health policy into actionable plans and activities. 

· The POLICY Project is developing and implementing RAPID models at the state level.

Constraints
· The government has not translated its international commitments into actionable plans and programs. 

· Coordination and financing of FP/RH is lacking at all levels.

FP/RH IMPLEMENTATION

The team identified a number of successful and innovative USAID–funded FP/RH implementation models, activities, and partnerships. In addition to the results implementing partners are trying to achieve, these approaches and partnerships represent some best practices for FP/RH activities. USAID/Nigeria should review the models and consider including elements of the models into the design of the new strategy.  They include

· a participatory approach to the design of USAID/Nigeria’s Performance Monitoring Plan; 

· a joint USAID and DFID partnership in a project to reduce HIV/AIDS and promote RH; 

· the VISION project, which is an experimental model in the design of services through public–private partnerships at the local level; 

· addressing contraceptive security through the SPARHCS partnership; 

· community partners for health, which is a model for mobilizing local involvement in child health; 

· catchment area planning and action that builds on community partnerships to include local government and the private sector; 

· the ENABLE project as a model for integrating reproductive health with democracy and governance; and 

· Packard’s geographic FP/RH focus on the North.

To assist USAID/Nigeria in deciding how best to build upon the strengths and experiences of the current program, the team developed a table to document where USAID–funded implementing partners were currently working and in what technical areas.  This included implementing partners working in FP/RH, child health, HIV/AIDS, and education. There is a diverse set of skills, not only through the 12 FP/RH implementing partners, but also for those working in HIV/AIDS, child survival, and education. In fact, many partners have overlapping substantive areas and some are already supporting integrated activities.  Another table was developed to show the geographic distribution of USAID–funded implementing partners and other partners supporting FP/RH, child health, and HIV/AIDS.  Some democracy and governance and education activities were also included. Notably, there is not much geographic overlap of the various programs in FP/RH, child survival, and HIV/AIDS.  In fact, it is only in Lagos and Kano that more than one implementing partner is working in the same state.  However, given the impressive number of initiatives that USAID and other donors are supporting, there is an excellent opportunity to work collaboratively and share experiences in a more systematic way.  This collaboration and sharing of results is critically important given the size of the country and the need to expand the impact of best practices and approaches as they become available. Depending upon the states/zones in which USAID’s new program will work, there will be a need to ensure development of a common vision, maximum synergy, shared experiences, and improved program impact with those implementing partners working in the same zone/state.

PROGRAM GAPS

Some of the program gaps and missed opportunities in the current program include

· the need to better incorporate cultural factors into the design of programs, 

· an unmet need for adolescent reproductive health services,

· financing of reproductive health programs,

· the need for better coordination and leadership in FP/RH,

· lack of data and use of data for decision-making, 

· opportunities to introduce FP/RH messages to clients seeking infertility services,

· the need to develop stronger linkages with faith-based organizations and uniformed services, and 

· the need to establish stronger synergies between FP/RH and HIV/AIDS.  

Each of these is discussed in detail in the report.

RECOMMENDATIONS

Based on the assessment review and analysis, the team recommends that USAID/Nigeria consider the following program parameters while shaping the new program strategy:

· Focus on areas of greatest need, such as FP/RH programs in the North, expanded efforts to reach youth, and support to the uniformed services. The design of programs should be driven by existing or future data and cultural sensitivity studies.

· Maximize program coverage and impact: the program needs to remain focused on the best balance between program depth (i.e., comprehensive services to a limited population) and program breadth (i.e., basic services to a large population).  At all times, funding decisions should consider the potential to expand the impact of successful program models and the potential for sustainability.

· Support geographic integration for greater synergy: the important factor is the design of a comprehensive set of social sector activities within a specific geographic area that are implemented in a coordinated manner, reach common objectives within a given geographic area, and whose cumulative results lead to greater impact in both education and health outcomes. 

· Identify integrated technical program approaches, whenever possible, with a view to defining the spectrum of integration from full programmatic integrated implementation (e.g., girls’ education, safe motherhood, child survival, democracy and governance, and community mobilization in the North).  

· Continue building partnerships to expand resources, which includes both technical and financial leveraging of resources from other donors, foundations, or sources. This can be done through cofunded projects, seeking other donors to fund the expansion of USAID programs, or convincing the government to fund and support the implementation of tools or products designed through USAID–funded programs.

· Build upon USAID/Nigeria’s current investment and comparative advantage, including the continuation or expansion of successful programs and the dissemination and use of lessons learned, products, tools, and approaches through appropriate adaptation under the new strategy.  USAID’s comparative advantage includes but is not limited to its overall leadership in FP/RH programming and technical assistance in commodity procurement and logistics, monitoring and evaluation, quality of care, training and capacity building, and policy development and advocacy.

SHORT–TERM RECOMMENDATIONS

FOR THE TRANSITION STRATEGY

· USAID should develop a plan with the government for expanding the VISION LGA model, including sharing results of current experiences with other implementing partners and LGAs and beginning the design of an expansion plan to other LGAs. 

· USAID/Nigeria should package and widely disseminate its successes/lessons learned.

· USAID should explore and test options for the social marketing of condoms and oral contraceptives for the public and private sectors in VISION states. 

· The POLICY Project should focus more on the application of tools to address the health rationale of FP/RH and state and local planning needs than on the use of traditional population models. 

· USAID should reassume a leadership role in FP/RH similar to its current role in HIV/AIDS. 

· Dual protection messages need to be reinforced in the social marketing program and other HIV/AIDS interventions.

Recommended Studies, Assessments, and Model Programs

The following studies, assessments, and model programs are recommended to help inform the content and approaches for FP/RH and other health and education programs for the new strategy: 

· Conduct an assessment to determine cultural barriers and entry points (such as faith-based organizations) for program approaches and content, especially in the North.

· Assess current adolescent programs and the development of a framework for the design of an adolescent RH program, especially in urban areas.

· Assess state and local-level health care financing alternatives. 

· Exploit further the data from the MEASURE Evaluation VISION impact study. 

· Review the national and international literature on linkages between FP/RH, democracy and governance, and women’s rights and empowerment. 

· Immediately field test an integrated child survival, FP/RH, HIV/AIDS, and education model in Kano state to serve as a potential model and approach for the new strategy.

Recommendations for the New Strategy

· Place priority on developing a comprehensive, geographically integrated health and education program in the North. 

· Expand the VISION LGA public–private model to additional LGAs/states and consider adding priority health interventions to the program.

· Design FP/RH and HIV/AIDS programs for adolescents through the provision of youth-friendly services, (including emergency contraception and PAC) with a major focus on urban areas.

· Increase the availability of commodities through the PSI/SFH networks, especially in underserved, marginal program areas, including the promotion of condoms for dual protection. 

· Continue to expand support for SPARHCS and DELIVER for contraceptive security.

· Reorient policy work at the state and local levels, moving from advocacy to implementation and financing using planning and costing tools.  

The objective will be to increase political commitment, set priorities, and budget funds for FP/RH programs at decentralized levels and develop sectorwide, easy-to-use monitoring and evaluation plans and capacity at all levels for monitoring and evaluating the new program. 

I.
OVERVIEW AND BACKGROUND

This report contains findings of an assessment of the U.S. Agency for International Development’s (USAID) family planning/reproductive health (FP/RH) assistance portfolio, conducted by a seven-person team that worked in Nigeria from October 14 to November 1, 2002. It also includes additional analysis carried out by three of the original team members. The Mission’s transition strategy is scheduled to end in December 2003, and preparation for the development of a new five-year strategy has already begun. Therefore, the Mission requested an assessment of its current activities in FP/RH as well as of the FP/RH program supported by the government of Nigeria and other donors in order to identify the major program issues and priorities that USAID should consider in the new strategy.

The assessment team was asked to review the FP/RH transition strategy and program, meet with partners, assess recent program changes, determine gaps and opportunities, recommend additional analyses, and suggest short-term and long-term program priorities to support the Mission’s design of a new multiyear strategic plan. (See appendix A for the complete scope of work for the assessment.)

The team met with Mission staff, government of Nigeria officials, and other donors and partners in Abuja and Lagos.  Appendix B contains a list of the persons contacted during the assessment.  Appendix C contains the primary references cited in the text. (Superscript numbers in the text refer to these references.) An annotated bibliography by subject area was prepared as part of the assessment and is included in appendix D.

REPRODUCTIVE HEALTH AND THE SOCIODEMOGAPHIC CONTEXT
Nigeria is the most populous country in Africa. With an estimated population of 130 million in 200233 and a current annual growth rate of approximately 3 percent, its population is projected to double in 25 years. Annual per capita income in Nigeria currently stands at $280, a decrease from $1,000 in 1980. Seventy percent of Nigeria’s population lives on less than $1 a day, making Nigeria the thirteenth poorest country in the world.32 Despite recent reforms in the areas of privatization and the financial sector, massive corruption and lack of transparency continue to thwart economic growth and poverty reduction.  

Nigeria has a very youthful population, with 44 percent currently under the age of 1533 and 33 percent of the total population between the ages of 10 and 24.34 The youthful population composition is an important determinant of the high levels of fertility, maternal morbidity and mortality, and neonatal and infant mortality, and of the levels and distribution of HIV in the country. Given the low levels of education in some regions of Nigeria (and especially among girls) and the high levels of unemployment among young adults, Nigeria is faced with the tremendous social and economic challenge of meeting the existing needs of the teenage and young adult population and responding to the increasing needs of the youth cohort as it grows in size due to population momentum.

According to the 1999 Nigeria Demographic and Health Survey (DHS), the infant mortality rate was 75 per 1,000 live births and the total fertility rate (TFR) was 5.2 for the five-year period preceding the survey. However, a data quality assessment determined that both the mortality and fertility rates were likely to be underestimated.  Specifically, with data quality adjustments, the TFR in Nigeria for the five years preceding the 1999 survey was estimated to be closer to 6.0.18 Regional variation in the TFR is significant as demonstrated in the tables below.
Childbearing begins at an early age in Nigeria, although there is significant regional variation (see table 1, p. 4).  Approximately half of Nigerian women became mothers before reaching age 20 and the percentage of the total fertility rate attributed to births by teenagers is a significant proportion of the total fertility in Nigeria. According to the 1999 DHS, the median age at first intercourse among women currently between the ages of 20 and 49 was approximately 18 years, with 24 percent of females having had sexual intercourse by age 15;18 for ages 15–19, it is 12 percent.34 Given the high levels of fertility among adolescents in Nigeria, it is significant to note that recent studies indicate that approximately one third of all women having abortions are adolescents, and that sexually active unmarried youth are using abortion as a family planning method.21
Nigeria has an extremely low level of contraceptive prevalence, suggesting that the country has yet to irreversibly enter the demographic transition (see table 2, p. 4). Among currently married women, the all-method contraceptive prevalence rate (CPR) is 15 percent for married women and only 9 percent for modern methods. Differentials in use among sexually active teenagers (aged 15–19) are significant.  Although 37 percent of women aged 15–19 are married, only 1.3 percent of married teenage women are using any method of contraception, and only 0.6 percent are using a modern method.34 Approximately 10 percent of women aged 15–19 are single and sexually active.  Their rates of contraceptive use are much higher.  Forty percent are using any method, but only 13 percent of single, sexually active teenagers are using a modern method.34 Unmet need for family planning is estimated to be 18 percent among currently married women. It is suggested that levels of unmet need (and total demand for family planning methods) are even higher among the sexually active and unmarried population, ages 15–24; however, data on these specific indicators were not readily available at the time this report was prepared. As is true for other indicators already discussed, extensive regional variation exists in contraceptive prevalence and unmet need (as shown in the tables on pages 4–5).

Nigeria’s maternal mortality rate (MMR) is one of the highest in the world, and it is estimated that Nigeria alone contributes approximately 10 percent of the world’s maternal deaths each year. The 1999 Multiple Indicators Cluster Survey conducted by the Office of Statistics in collaboration with the United Nations Children’s Fund (UNICEF) places the MMR at 704 maternal deaths per 100,000 live births.26 Estimates from the  World Health Organization (WHO) are higher at approximately 1,000 maternal deaths per 100,000 live births.26 Hemorrhage, infection, unsafe abortion, and obstructed labor are among the major causes of maternal deaths in Nigeria.  Pregnant teenagers are at higher risk of many of these outcomes. About 40 percent of teenage pregnancies are believed to end in unsafe abortions, and about 600,000 induced abortions occur in Nigeria annually.26 Consequently, the high levels of maternal deaths in Nigeria are partly attributable to the high levels of teenage pregnancy and childbearing.

The Joint United Nations Programme on HIV/AIDS (UNAIDS) Report on the Global HIV/AIDS Epidemic (June 2001) places the percent of the adult population living with HIV/AIDS in Nigeria at the end of 1999 at approximately 5.1 percent.35 Given the size of Nigeria’s population, this rate translates into approximately 2.6 million adults living with HIV/AIDS, thereby placing Nigeria among the top countries worldwide in relation to the magnitude of the HIV/AIDS epidemic. Nigeria’s national HIV/AIDS program estimates that more than 60 percent of new HIV infections occur in youth aged 15–25.20 Accordingly, HIV prevalence is highest (6 percent) among young adults aged 15–29, with adolescent females at a higher risk of HIV than males of the same age.14 It is estimated that between 25–45 percent of HIV–positive women will pass the HIV virus to their babies during pregnancy, childbirth, or breastfeeding.26 Increasingly, Nigeria is also facing the tragic challenge of providing care and support to AIDS orphans, many of whom are HIV positive.  By the end of 1999, UNAIDS estimated the number of cumulative HIV/AIDS orphans in Nigeria to be 1.4 million.37  
Culturally, Nigeria is a complex mosaic with significant variation across the country’s ethnoreligious regions. Many traditional practices affect both the acceptability and delivery of FP/RH services. For example, in the northern part of the country, early marriage and gender-based seclusion restrict women’s access to a broad spectrum of FP/RH services, including antenatal care, delivery, and FP services. Contraceptive use is exceptionally low, the ideal number of children is high, yet it is significantly higher among men than women.  This gender differential as well as high levels of early childbearing and low levels of contraceptive use may partly explain the relatively high levels of unmet need for family planning among women in the northwest region (see table 2, p. 4).

In the Southeast, a preference for having sons and the derivation of social status from high fertility drives a widespread desire for large family size with several sons. In addition, since women cannot inherit land, they are dependent upon their sons for access to land to farm.  In the Southwest, traditional practices, such as polygyny and female genital cutting (FGC), are widespread (see tables 2 and 4, pp. 4 and 5). While polygyny results in competition among wives to bear many sons, lactational taboos, such as no sex while breastfeeding, contribute to birth intervals of two to three years. Despite these traditional norms, educational attainment for women and contraceptive prevalence are highest in the Southwest and TFR is lowest. 

In all zones (but especially in the North), culture undermines the demand for services, restricts access to services, and legitimizes a counterideology that places a premium on children and childbearing as the reason for social existence.  Data presented in tables 3 and 4 (p. 5) reveal the exceptionally high levels of infant mortality and their association with lower levels of antenatal care, higher levels of delivery at home, higher levels of maternal malnourishment, and lower levels of female education in the North.

Sociocultural, economic, and legal factors combine to relegate Nigerian women to a lower status than men. The Nigeria National Reproductive Health Policy (2001) places the female adult literacy rate at 48 percent and the male adult literacy rate at 58 percent.17 Women are highly visible in the informal sector of the economy but are largely absent from the formal workforce. While there are laws pertaining to rape, the legal age of marriage, and protecting the status of women, they are poorly enforced. The governmental machinery established to redress gender inequalities—the federal and state ministries of women’s affairs—is largely inactive and ineffective.

Given the importance of regional variations in demographic, social, economic, and cultural behavior, recommendations for strategic planning and programming in Nigeria needs to be sensitive and responsive to the geopolitical and ethnoreligious parameters.  The tables that follow highlight some of the important reproductive health and sociocultural variables by region in an effort to contextualize the recommendations that follow in this report.  The summary data presented in these tables are abstracted from five documents (one per zone) developed by the Nigerian National Population Commission with support from The Policy Project and the United Nations Population Fund (UNFPA)36 or directly from the 1999 Nigeria DHS.  

Table 1

Regional Variations in Fertility and Some Proximate Determinants
	Geographic Region
	Total Fertility Rate
	Adolescent Fertility

(percentage of females aged 15–19 who have had a child or are pregnant with 1st child)
	Median Age at First Sexual Intercourse

	Median Age at First Birth

	National
	5.2*
	22
	17.9
	20.1

	Northeast
	6.8
	51
	15.3
	18.2

	Northwest
	6.5
	55
	15.0
	18.6

	Central
	4.5
	18
	18.3
	19.8

	Southeast
	4.6
	8
	18.9
	21.0

	Southwest
	4.6
	8
	19.1
	21.1


*6.0 with data quality adjustments
Table 2

Regional Variations in Contraceptive Prevalence, 

Fertility Preferences, and Polygyny

	Geographic Region
	Contraceptive Prevalence

(among married women;

all methods/modern methods/traditional methods)
	Percentage of Unmet Need for Family Planning

(percentage of married women, 15–49)
	Ideal Number of Children

(men/women)
	Polygyny

(percentage of women married to a man who has 1 [or more] other wives/partners)

	National
	15.3 / 8.6 / 5.8
	18
	7.8 / 6.2
	36

	Northeast
	3.1 / 2.2 / 0.7
	12
	10.6 / 8.2
	41

	Northwest
	3.2 / 2.5 / 0.2
	24
	13.4 / 8.2
	40

	Central
	17.8 / 10.9 / 6.0
	16
	7.3 / 5.8
	40

	Southeast
	23.5 / 9.1 / 12.9
	21
	6.6 / 5.8
	20

	Southwest
	26.2 / 15.5 / 9.1
	16
	5.5 / 5.1
	35


Table 3

Regional Variations in Infant Mortality, Antenatal Care,

Delivery Assistance, and Maternal Malnourishment

	Geographic Region
	Infant Mortality Rate

(deaths per 1,000 live births)
	Antenatal Care

Medically trained personnel/no one

(percentage of births in the 3 years prior to survey)
	Delivery Assistance

At home/health facility

(percentage of births in the 3 years prior to survey)
	Maternal Malnourishment

(percentage of women whose body mass index is below 18.5)

	National
	75
	64 / 30
	58 / 37
	16

	Northeast
	79
	40 / 54
	85 / 12
	25

	Northwest
	83
	28 / 65
	91 / 6
	18

	Central
	51
	76 / 20
	53 / 44
	8

	Southeast
	74
	82 / 8
	39 / 55
	7

	Southwest
	70
	89 / 4
	26 / 67
	20


Table 4

Regional Variations in Female Genital Cutting, Female 

Educational Attainment, and Access to Health Facilities

	Geographic Region
	Female Genital Cutting

(percentage circumcised)
	Educational Atainment

Women 15–49

(no education/secondary or higher)
	Access to Health Facility

(percentage of households less than 5 km to health facility)

	National
	25.1
	41 / 37
	72

	Northeast
	1.9
	77 / 14
	71

	Northwest
	2.6
	82 / 9
	53

	Central
	16.4
	44 / 33
	83

	Southeast
	36.5
	11 / 53
	64

	Southwest
	48.4
	20 / 54
	75


GOVERNMENT RESPONSE 

Nigeria’s FP/RH program has not had high-level government support.  Public sector services are fragmented and have deteriorated over the past decade during the country’s military dictatorship. The overwhelming challenge is how best to revive and strengthen government-operated programs, where over time public sector services have suffered from frequent stock-outs and staff who lacks the necessary skills and supervisory support. The majority of FP/RH services have been provided by the private sector. 

The government’s official policy response to the FP/RH situation in Nigeria is reflected in the newly formulated draft 2001 National Policy on Population for Sustainable Development (NPPSD).15, 16  However, a presidential directive was issued over a year ago stating that all population activities should be coordinated by the National Population Commission (NPC), the unit largely responsible for conducting the census and national DHSs. This directive contravenes the intent of an earlier draft of the NPPSD that called for (and was approved by all stakeholders, including the NPC), the creation of an independent population coordinating unit in the Office of the President. Until this issue is resolved, there is little clarity about the political commitment of the federal government to FP/RH and about the roles, responsibilities, and functions of the various governmental agencies involved in FP/RH in Nigeria. 

The structure of the FP/RH system is largely vertical, with the federal Ministry of Health  (FMOH) and the quasi-autonomous parastatal, the National Primary Health Care Development Agency (NPHCDA), intersecting at the zonal and local government levels. The organizational structure of the FMOH is such that FP/RH is a subunit in the Department of Community Development and Population Activities. The department currently has a coordination function and deals with FP activities within the broader spectrum of RH, such as prevention of maternal mortality and safe motherhood. The implication is that FP does not have a specific budget line. Consequently, most family planning activities in the country, including in the public sector, are donor funded and driven. 

The objective of the national health policy is to “achieve health for all Nigerians based on the national philosophy of social justice and equity.”25 The emphasis is on the provision and expansion of primary health care, including FP and maternal child care. The NPHCDA was established with the mandate to set up health care delivery systems and linkages at the community level. This is accomplished through a primary health center and post system with strong local government and community input in the design and implementation of programs. The ultimate aim of this system is that of community ownership of the centers and posts, with technical assistance provided by the NPHCDA. After years of inactivity during the Abacha military regime, the agency has recently been revived and is currently constructing 200 new primary health centers (ward system) distributed through the six geopolitical zones of the country.

Nigeria has three levels of administration in its health care provision: federal, state, and local government area (LGA). Policies and guidelines on health and FP/RH are set at the federal level by the FMOH, while policies for service provision are determined at the state level. The actual implementation and provision of health care and FP/RH are handled at the state and LGA levels. However, by virtue of its federal nature, the individual states are free to determine their health priorities and the amount of funding to be allocated.

Financing of the systems is currently donor driven, with little predictable financial commitment given by the federal government. Central government allocations to the FMOH are barely adequate to meet recurrent expenditures, in particular, salaries and allowances. Systems management and improvement activities as well as contraceptive procurement are underfunded, partly due to the low government commitment. The federal government is therefore wholly dependent on donor contributions for activities that fall under its coordination function.

II. USAID/NIGERIA’S FAMILY PLANNING AND 

REPRODUCTIVE HEALTH PROGRAM

Beginning in 1994, when sanctions were imposed against the Nigerian government, USAID ceased all activities in the public sector. The U.S. government program was limited to $5–7 million annually, and implementing partners focused their activities on nongovernmental organizations (NGOs) with programs supporting women’s groups that promoted FP/RH and empowerment activities. 

In 1999, following the transition from military to democratic leadership in Nigeria, the U.S. government fielded an interagency assessment team to make recommendations for an assistance program to support Nigeria’s democratic transition and economic growth.  In response, USAID formulated a 1999–2001 transition strategy that included a health Strategic Objective (SO). Health activities expanded rapidly from an initial $9 million in fiscal year (FY) 1999 to $19 million in FY 2000, to $32 million in FY 2001. Under the transition strategy, USAID’s health priorities included immunizations; HIV/AIDS; private sector capacity building; advocacy; information, education, and communication (IEC) and behavior change interventions; contraceptive procurement and social marketing; and reproductive health training for service providers.  The program built on the extensive networks of private voluntary organizations (PVOs) and NGO providers.  Through USAID/Washington field support, funding was provided to 10 U.S. implementing partners, who in turn funded approximately 90 local NGOs.  

In addition to supporting implementing partners and NGO partners to provide services in selected states, USAID also worked at the national level to support the creation of a stronger enabling environment for reproductive health service delivery through policy development, social marketing of contraceptives (in partnership with the Department of International Development, United Kingdom [DFID]), and the initiation of assessments toward contraceptive security objectives.

In March 2001, USAID/Nigeria requested an extension of its transition strategy through December 2003.  One reason for the request was to permit time to pilot new FP/RH approaches to public(private partnership service delivery to help inform the development of a new, long-term strategy. The Mission also wanted to develop more effective IEC and behavior change strategies and programs in reproductive health, to enhance efforts to build government commitment and support for FP/RH through policy-level activities, and to build upon initial results in developing coordinating mechanisms and action plans for contraceptive security.

The USAID/Nigeria strategy extension was approved in May 2001.  An important issue raised at the time of the review included the need to identify appropriate mechanisms to absorb significant increases in financial resources responding to Washington’s global and Nigeria’s local health priorities. Suggestions included broadening the scope of the program to work with all levels of government, the private sector, and community-based organizations (CBOs).  The geographic scope of the program was also discussed. There has consistently been strong pressure on USAID/Nigeria to reach as many Nigerians as possible.  However, given the sheer size of the country, the Mission recognized that it risked trading program quality for program quantity.  For both the current strategy and the new strategy, the Mission faces the further challenge of trying to achieve the best balance between program efforts at the federal, state, and local levels and the optimum balance between program breadth and depth to maximize impact at the individual level.

In late 2000, USAID/Nigeria carried out a reproductive health performance needs assessment in the target states of Bauchi, Enugu, and Oyo. One purpose of this stakeholder-driven assessment was to determine ways to build public–private partnerships and to improve individual-level program impact.  The assessment findings led to the design of a new FP/RH annual program statement that was awarded in the summer of 2001. This two-and-one-half year, $10 million VISION project is being led by EngenderHealth, in partnership with the Johns Hopkins University Center for Communication Programs (JHU/CCP), the Society for Family Health (SFH), Population Services International (PSI), and INTRAH.

The VISION project represents a new, comprehensive, focused reinstatement of USAID bilateral support for FP/RH in Nigeria. Project experience will contribute to the new strategy design by establishing models of public, private, and community partnerships for delivering high-impact, high-performing FP/RH service delivery networks in three states.  The project plans to test program service delivery models and stronger linkages and partnerships in 15 LGAs  (5 per state).

In addition to the VISION project, the transition strategy continues to support activities carried out by a number of implementing partners who worked in Nigeria during the years of decertification, including the Centre for Development and Population Activities (CEDPA), JHU/CCP, PSI, SFH, EngenderHealth, Pathfinder, the Futures Group International, and Family Health International (FHI). Support is provided for training, family planning service delivery, social marketing, NGO capacity building, and communication efforts aimed at increasing the knowledge of contraception, the means of accessing quality services, and ultimately, increasing FP/RH service use. Additionally, USAID funds support advocacy activities and training to increase Nigerians’ awareness at all levels of the impact of rapid population growth on economic growth, the environment, and social welfare, including its very negative impact on maternal and child health.  

In the FP/RH subsector, several other new Bureau for Global Health (GH) projects have received field support under the transition strategy. These include the DELIVER project, which is providing technical assistance for contraceptive procurement and logistics management, and the MEASURE Evaluation project, which is providing generalized technical assistance for monitoring and evaluation of the population, health, and nutrition (PHN) portfolio.

For the later years of the USAID/Nigeria transition strategy, table 5 provides information on budget levels across the health subsectors (child survival, FP/RH, and HIV/AIDS). For the same time period, table 6 presents an overall picture of the USAID/Nigeria PHN implementing partners’ areas of geographic focus, including education activities.

Table 5
USAID Funding for the Health Sector, FY 2001–03
	Sector
	FY 2001
	FY 2002
	FY 2003

	Child Survival
	$8,425,000
	$8,750,000
	$8,040,000

	FP/RH
	11,000,000
	12,816,000
	14,816,000

	HIV/AIDS
	12,810,000
	14,500,000
	21,500,000

	TOTAL
	$32,235,000
	$36,066,000
	$44,356,000


Table 6

USAID Implementing Partners by Program Area and Location

	FOCAL STATES
	PROGRAM AREA

	Zone
	State
	CS
	HIV
	FP/RH*
	Education

	SW
	Lagos
	BASICS
	FHI
	CEDPA
	LEAP

	
	Oyo
	
	
	VISION
	

	SE
	Abia
	BASICS
	
	Pathfinder

EngenderHealth
	

	
	Anambra
	
	FHI
	CEDPA

EngenderHealth
	

	
	Enugu
	
	
	VISION
	

	SS
	Rivers
	
	Africare
	
	

	NE
	Bauchi
	
	
	VISION
	

	
	Taraba
	
	FHI
	CEDPA

Pathfinder
	

	NC
	Nassarawa
	
	
	
	LEAP

	NW
	Kano
	BASICS
	FHI
	CEDPA
	LEAP


*VISION is the main project; other implementing partners have individual projects in some states.

III.
PRINCIPAL ACCOMPLISHMENTS AND CONSTRAINTS

USAID has achieved some notable FP/RH successes during the transition strategy period. At the same time, Nigeria continues to be faced with the issue of how best to revive and strengthen a largely moribund government program, provide strong leadership in FP/RH programs, and commit resources for program implementation.  This section highlights some of the principal achievements and constraints in FP/RH using the Mission’s transition strategy Results Framework and Performance Monitoring Plan for the current PHN Strategic Objective (SO): “increased use of family planning, maternal and child health, child survival, sexually transmitted infection, and HIV/AIDS services and preventive measures in a supportive environment.”  The Results Framework has five Intermediate Results that support the SO:

· Increased demand for services,

· Increased access to and availability (supply) of services,

· Improved quality of services,

· Increased capacity of services, and 

· Improved policy environment for the delivery of services.

INCREASED DEMAND FOR SERVICES

A striking finding from reading documents and interviewing governmental, NGO, and donor agencies is the emphasis on the creation of awareness of FP/RH issues, services, and commodities as opposed to the creation of demand. The underlying assumption seems to be that awareness or knowledge of family planning methods and sources of methods is a good proxy for real demand.  In fact, this assumption may not hold in the Nigerian context.  Several studies have shown that not only do people have moderate to high levels of knowledge and awareness, but that in some cases, this awareness is associated with negative attitudes toward family planning in general and to specific methods in particular.  

The Nigeria 1999 DHS states that 62 percent of all Nigerian women and 78 percent of men (aged 15–49) know of at least one modern method of contraception.  Yet among those married men and women who are not using a method and who have no intention of using a method in the future, reasons for nonuse that are significant include “respondent opposed” and “religious prohibition” as well as “knows no method.”18 The following lists highlight some of the major accomplishments and constraints in the current USAID/Nigeria FP/RH program.

Accomplishments

· A successful private sector social marketing program was supported and carried out by PSI and SFH.

· JHU/CCP developed innovative programming that moves beyond IEC to communication and behavior change approaches, based on the role of ideation where “ideation refers to new ways of thinking and the diffusion of those ways of thinking by means of social interaction in local, culturally homogeneous communities.” 38
· Community partnerships were built through the Basic Support for Institutionalizing Child Survival I (BASICS I) and CEDPA projects.

· The VISION project initiated a participatory planning process.

· USAID and DFID established a partnership to complement social marketing through intensive community mobilization.

· New initiatives (JHU/CCP, CEDPA, Pathfinder, and EngenderHealth) were developed to create innovative partnerships and involvement of special groups, such as adolescents and youth; faith-based organizations (e.g., Church of Christ in Nigeria [COCIN]); uniformed services; hard-to-reach populations (Riverine and Nomadic) as well as to address women’s empowerment and rights and male involvement.

One of the most striking program achievements in demand generation has been the social marketing of Gold Circle condoms in Nigeria.  PSI and SFH began work in 1985 and have become the source of 80 percent of the condoms used annually in the country as well as for sizable proportions of the market for other contraceptives.24 What began as traditional marketing and sales approaches, similar to those used by pharmaceutical companies, has become a self-generating demand mechanism with high-brand recognition and highly visible product placement in a wide variety of commercial and NGO outlets. 

Specific partners working at the community level to generate a sustained demand for family planning include CEDPA’s efforts to integrate reproductive health and democracy and governance and the VISION project’s implementation of participatory planning among community leaders, the private sector, and public health authorities. Also, the parastatal NPHCDA is refocusing its efforts at the ward level in 200 communities nationwide. Its existing model of community health and development committees is being reinvigorated and will be positioned to address local FP/RH demands as part of locally designed primary health care services. USAID and DFID are jointly supporting a project through PSI, SFH, and ActionAid that complements an enlarged social marketing program with intensive community mobilization efforts in approximately 16 communities. 

Constraints

· There is a wide perception that FP is population control.

· There is a lack of understanding of the cultural values that both promote and limit fertility regulation.

· There is concern that it would be unwise to use scarce resources to create additional demand because existing demand cannot currently be met.

Behavior change communication (BCC) approaches used by most implementing partners and governmental agencies, as noted previously, appear to correlate awareness with behavior change. (There are important exceptions, including the ideational approach of JHU/CCP and the social marketing approach of PSI/SFH). The predominant focus on awareness ignores the fact that many people are aware, but in a negative light, of existing contraceptive technologies and see family planning as a population control measure.  This demonstrates that the goal of repositioning family planning as maternal and child health promotion needs to start first with the health workers, who believe in outdated ideas about family planning and who lack the conceptual skills to understand the complex relationship between awareness, knowledge, and other antecedents to behavior change.  JHU/CCP is introducing an ideation model to illustrate the BCC process; however, additional and expanded efforts to orient health workers and key decision-makers to this concept are needed.

At the community level, cultural issues are not fully considered.  Fertility is clearly a way to establish one’s identity in the family and society, especially in rural communities where CPR is the lowest. Community norms also inhibit demand by adolescents, who are either not expected to be sexually active, or if they are, are not expected to talk about it.  The concept of youth-friendly services has taken on the nature of a cliché and receives more discussion than action. The lack of actual programming for youth and adolescents is a major obstacle to increasing demand.

Some of the individuals interviewed during the assessment cautioned against creating demand when commodities and services are not widely available. As mentioned in a commodity assessment report, “This [contraceptive stock-outs] was of great concern since a crucial point taken into consideration was that since current demand was not being met, it would be unwise to use scarce resources to create additional demand.”19
INCREASED ACCESS AND SUPPLY OF SERVICES

The provision of family planning services within the public sector health care delivery system remains fragmented and unstable. Private sector facilities and commodity distribution sites continue to provide contraceptive services to more than 50 percent of current family planning users.18 Many government facilities face stock-outs of contraceptives and when supplies are available, they are often limited in number and method mix. 

Accomplishments

· A joint USAID/DFID social marketing initiative through PSI and SFH has accomplished significant increases in condom sales and, to a lesser extent, oral contraceptive sales, through effective marketing at subsidized pricing.

· Initial work began to address contraceptive security through a systematic, comprehensive, participatory process, including piloting the Strategic Pathway to Reproductive Health Commodity Security (SPARHCS) and through DELIVER’s technical assistance to VISION in the project states.

· Innovative programs linking reproductive health services to reproductive rights and civil society advocacy initiatives indicate increased use of family planning services.

· Pathfinder initiated the provision of child spacing and maternal health services in the North by adapting traditional birth attendant (TBA) training manuals to Islamic principles.

· CEDPA collaborated with BASICS in the community-based distribution (CBD) of contraceptives in the cadre of community health programming.

· Pilot adolescent reproductive health programming, including an HIV/AIDS hotline, was supported by JHU/CCP and the POLICY Project’s young adult and adolescent reproductive health (YAARH) activity in Edo State.

The most encouraging supply accomplishment is the social marketing program led by PSI and SFH with funding from USAID and DFID. The Promoting Sexual and Reproductive Health and HIV/AIDS Reduction (PSRHH) program has grown to make modern contraception widely available and affordable and has increased demand through aggressive BCC strategies and activities. In 2001, more than 113 million condoms, 3.5 million cycles of oral contraceptives, 1.1 million vials of injectable contraceptives, and 71,000 intrauterine devices (IUDs) were sold at affordable prices throughout the country to wholesalers, retailers, implementing partners (such as CEDPA), and local NGOs, including the Planned Parenthood Federation of Nigeria (PPFN). PSI/SFH is set to exceed the 2002 sales target of 130 million condoms. The total of all contraceptives provided through social marketing translates into over 1.6 million couple years of protection. In addition, it is estimated that the Gold Circle condom and the SFH oral contraceptive constitute over 80 percent and 65 percent of their respective markets.24, 26
What is unique about the social marketing program is that it adheres to market forces of supply and demand and has developed a private sector network of wholesalers and retailers who obtain commodities from eight depots managed and operated by a private sector distributor. Furthermore, contraceptives obtained by retailers and even by the government from the depots have to be paid for on a cash and carry basis. Thus, supply is driven by demand, revenues are accounted for and well managed, and the logistic resupply system appears to function effectively.

Another accomplishment on the supply side, albeit at the preliminary stage, is the work of DELIVER and the SPARHCS tool. A systematic, comprehensive, participatory process has been set in motion involving the FMOH, donors, NGOs, and other RH partners to examine contraceptive security in Nigeria. This is expected to result in the development of a long-term contraceptive security plan for the country that is specifically targeted to strengthen commodity security in the VISION states.

PPFN and CEDPA, in collaboration with BASICS, have long supported CBD of consumable contraceptives, such as oral contraceptives and condoms, using village volunteers. These CBD agents obtain their subsidized contraceptives through the PSI/SFH logistics network. Although the CBD initiative is limited to a small number of local governmental agencies in a few selected states, for the populations served it has been an important source of FP/RH commodities and information.

In addition, several pilot activities have demonstrated progress by developing innovative approaches to providing family planning services for specific target populations.  CEDPA developed an effective program linking reproductive health services to reproductive rights in a civil society activity that resulted in an increased use of family planning services. To address family planning needs in the North, Pathfinder introduced child spacing and maternal health services by adapting TBA training manuals to Islamic principles. Youth in Nigeria is a key population that requires special attention.  JHU/CCP and The Policy Project’s YAARH activity provide reproductive health services to adolescents through such channels as a youth-oriented hotline in Lagos.  These examples of innovative approaches demonstrate the importance of delivering family planning supplies based on the diversity of needs among specific populations.

Constraints

· Contraceptive security is lacking and there is difficulty in ensuring that adequate contraceptive supplies reach service delivery points because of a lack of public sector capacity and commitment.

· Socially marketed commodities are sold at inconsistent rates, thus rendering prices unstable.  The social marketing program currently excludes marginal populations unable to pay for commodities.

· The social marketing program is largely driven by its HIV/AIDS donors and agenda, with a significant emphasis on condom sales (without necessarily including dual protection messages). 

· There is a lack of method mix in service delivery points and a lack of support for the natural family planning standard days method, especially where child-spacing strategies using natural family planning may be a viable option.

· There is little introduction of lactational amenorrhea method (LAM) into family planning services.

· A lack of resources, insufficient training, and a lack of supplies contribute to the limited scope of family planning services (i.e., absence of postabortion care, emergency contraception, natural family planning, and adolescent-appropriate services).

At the national level, the main obstacles to meeting Nigeria’s needs for contraceptives lie in the centralization of contraceptive procurement and logistics responsibility and overall lack of supplies within the FMOH. The FMOH is unable to quantify and project its contraceptive needs, secure financial commitments from the government and from its international donor partners, ensure a steady supply of contraceptives, and distribute and monitor commodities effectively.

In 2001 and 2002, projections of public sector contraceptive needs were estimated to be $10 million and $11 million, respectively.19 The FMOH budgeted $1.7 million for contraceptives in 2001, and approximately $400,000 in 2002. However, it is reported that only $8,000 was spent for commodities last year.11
International donors, primarily DFID, the Netherlands, and the Canadian International Development Agency (CIDA) through UNFPA, continue to be the prime donors of commodities for the public sector. However, UNFPA has little leverage with the government about where those contraceptives are to be distributed. USAID provides approximately 80 percent of the contraceptives available in the country other than condoms, which are provided largely by DFID through the PSRHH project.  However, the social marketing of the PSRHH project does not typically include dual protection messages, so condoms are mainly sold as a method for sexually transmitted infection (STI) prevention.

USAID does not supply the public sector directly with contraceptives. Instead, it supplies the social marketing program, which in turn sells contraceptives to wholesalers, retailers, and directly to the public. PSI/SFH also sell commodities at wholesale prices to many of the USAID implementing partners, local NGOs, and even LGAs, when their stocks are depleted and when they have funds to pay for contraceptives. One of the shortcomings, however, of the social marketing program is that it is driven by market forces and often sells at inconsistent rates rendering prices unstable. Rural areas that are difficult to access are underserved, and marginalized populations and the poor often lack the resources to purchase even the highly subsidized commodities.

Exacerbating the commodity situation is the inadequate government logistics system. The logistics management information system (LMIS), while well designed, functions in only a small minority of sites. As opposed to essential drugs, which are purchased directly by state and LGA authorities, contraceptive procurement and distribution are highly centralized in the FMOH. The result is that the distribution system is driven by supply rather than demand or need, resulting in warehouses filled with expired or nearly expired commodities, many of which are then forced on PPFN. The lack of vehicles to distribute and/or pick up commodities in this centralized system is a major obstacle at all levels. Many logistics staff members, especially at lower levels, have not been trained in years. Often the family planning programs are limited in scope and lack diversity of service provision, such as postabortion care, emergency contraception, and natural family planning methods. The ultimate result is that almost all service delivery points (SDPs) experience serious contraceptive stock-outs, some for years.1
Constraints in the provision of FP/RH services are related to the constellation of unclear, overlapping, fragmented institutional arrangements; insufficient resources; outmoded, inadequate training and supervision; lack of supplies; and staff demoralization at all tiers of government. The lack of method mix and the absence of the promotion of natural family planning methods, including LAM, especially in many areas of the country where child-spacing strategies may be a viable alternative for some women and religious advocates, further constrain service delivery.

IMPROVED QUALITY OF SERVICES 

Quality of services affects the client’s decision to accept and to continue to use services. Ensuring quality of counseling, standards of practice, management of side effects, clean and safe SDPs, and effective supervision are critical components of the FP/RH program. The issues surrounding quality and USAID’s response have been augmented by the findings in the performance needs assessment and the implementation of Maximizing Access and Quality (MAQ) workshops in the three VISION states.

Accomplishments

· The VISION project was designed based on the 2001 performance needs assessment findings and launched in conjunction with the implementation of MAQ Exchange workshops.

· The FP/RH national standards of practice were developed by VISION and the MOH.

· Performance improvement and quality assurance are systematically introduced into training curricula at national and local levels.

The performance needs assessment was essentially a comprehensive and participatory inventory of user and service provider expectations of SDP services, a crosscheck with actual services, an identification of the resultant gaps, the reasons for such gaps, and proposed solutions to closing the gaps. The performance needs assessment data helped to inform VISION’s decision-making process and guided the design of interventions that address quality. The launch of the VISION project, in conjunction with the implementation of MAQ Exchange workshops, has created a more favorable environment among service providers to support improved quality through adhering to MAQ principles.

Under VISION, a review and update of the national guide to FP/RH practice and the development of the national standards of practice, 13 in part based on experiences of other African countries, have begun in partnership with the FMOH. The revision of the guide and the standards of practice, albeit a lengthy process, is emerging as a major accomplishment as the FMOH has adopted and claimed ownership of these revised documents. 

EngenderHealth has 15 years experience working with Nigerian teaching hospitals that have provided a steady stream of trained medical personnel for FP/RH. VISION is continuing to work with these teaching hospitals, specifically in its three focal states, to revitalize each hospital’s training capacity. 

Constraints

· Services are fragmented within the primary, secondary, and tertiary health care structure and within the private health sector.

· Counseling and screening procedures in both the public and private sectors are woefully inadequate.

· The settings in which services are provided are frequently dilapidated and dirty and completely lacking in such basics as electricity and clean running water.

The fragmentation of services within the public and private sectors renders efforts to ensure quality of care and the systematic use of approved standards of practice extremely difficult. In addition, due to the poor functioning of the public sector logistics system, many contraceptives available in the private sector markets are either expired or about to expire. 

Private sector providers of FP/RH commodities and services generally have not been trained and are frequently the source of inappropriate or incorrect information about the products they are selling. Public sector health providers do not receive refresher training and their interpersonal skills with clients, the unmarried and young people, in particular, can be judgmental and condescending. Frequently, service providers have not received training in appropriate client–provider interaction and thus have demonstrated little empathy with their patients. The systematic absence of incentives for quality services, transportation, and shortage of staff reduces supervision and adherence to standards of practice. 

Furthermore, privacy is lacking for counseling and service provision. It is partly for these reasons that women and especially adolescents do not make use of maternal, antenatal and postnatal care and hence are not exposed to FP messages and services.

INCREASED CAPACITY TO DELIVER SERVICES

Capacity of the reproductive health care system refers to the ability to plan, implement, manage, monitor, evaluate, and sustain the broad spectrum of activities necessary to promote demand for, increase access to, and ensure the quality of reproductive health services.  Capacity works at multiple levels, including the individual client or provider, the community, the organization (i.e., the health service delivery point), and the system itself (both public and private sectors).  

Accomplishments

· Partners’ state-of-the-art inservice training using highly participatory and enabling tools and approaches was implemented, including performance improvement and self-assessment tools.

· Public sector engagement in FP/RH is increasing through the highly participatory state and LGA FP/RH work plan development under VISION, based on performance needs assessments and MAQ Exchange.

· Training needs assessment and mapping by VISION provide information on the types of training needed by various personnel categories and establish a baseline for trainee capacity measurement.

· VISION’s three-pronged resource intensification strategy includes provider training, referral systems linking CBDs and TBAs to public clinics, and mobile services.

· VISION has developed a supervisory resource capacity within state-level teaching hospitals.

· The national health management information system (NHMIS) is being used and strengthened at all levels through secondment of state Ministry of Health (SMOH) personnel to VISION.

· Data for decision-making (work plan, training needs, NHMIS, and quality assurance is being used).

Many implementing partners, even before the transition strategy, have been addressing the issue of capacity building. EngenderHealth has been providing preservice training in the use of quality tools and approaches, such as infection prevention, counseling, supervision, a self-assessment tool, and performance improvement techniques in teaching hospitals, government hospitals, clinics, NGOs, and professional associations. Pathfinder, through its local NGO partners, has worked in community SDPs and has provided both formal refresher and on-the-job training for service providers.

With the design of the VISION project, a comprehensive and systemwide training needs assessment has been implemented. A mapping exercise in the three focal states was included that will be used to provide information on the types of training needed by staff and to establish a baseline of the capacity of training recipients. A three-pronged resource intensification strategy has also been established that includes provider training as well as referral systems that link CBD and TBA providers to public clinics and mobile services to underserved groups through a statewide plan. 

VISION is in the process of developing a supervisory resource capacity within state-level teaching hospitals by providing practical on-the-job training, problem solving, and equipment support for clinics and providers.  

At the subnational level, the VISION project has been innovative in building capacity to plan and use data for decision-making by basing state and LGA reproductive health work plans on the program needs assessment and MAQ Exchange. All subagreements under the VISION project will be implemented by NGOs but have been incorporated as integral components of public sector state work plans in the health sector.

Training of seconded Ministry of Health staff working with the VISION project at the state level is a method designed to improve the quality and performance of the seconded staff. For example, LGA monitoring and evaluation staff members were trained by VISION in the development of monitoring and evaluation tools, and for the first time are participating in program development. It is anticipated that these staff members will utilize their new skills when they return to work.

Under the project, a national advisory committee (NAC), whose chairman is the president of the Association for Reproductive and Family Health, has been established. The NAC is composed of national, state, and local-level members representing VISION’s geographic spread.  Under the leadership of NAC, the project has tested and refined its performance improvement and quality assurance methodology and harmonized its training curriculum. Through the implementation of the MAQ/Performance Improvement Exchange, which raised the state-of-the-art (SOTA) of service providers in the VISION states, new interventions are being incorporated into the LGA plans at relatively little cost.  This is an example of VISION’s role in human resource development through the creation of private–public partnerships.  

Constraints

· FP/RH programs remain heavily donor driven and financed with not much public sector or community ownership.

· Health management information systems are underutilized and in many cases obsolete.

· Little attention is being paid to program sustainability, including health care financing.

· There are inadequate supervisory and referral services.

For the most part, FP/RH human capacity building is funded and therefore defined by donors and development agencies through direct technical assistance or through training provided by NGOs.  Government-supported inservice and refresher courses are virtually nonexistent. Human resources are unevenly distributed in Nigeria, resulting in the majority of trained providers practicing in urban areas.  In general, these providers have few incentives and little job satisfaction due to unreliable and inadequate salaries, lack of or obsolete equipment and commodities, and irregular and poor quality supervision.  Many service providers, especially the community health extension workers who have an unrealized potential for FP/RH service provision at the community level, receive little or inadequate training.  Others, such as TBAs, have received some training, but it is reported to be highly medical and inappropriate to their educational background and the nature of the services they render.

Obsolete and poorly funded management information systems (MISs) are generally not maintained, resulting in a lost opportunity to use data for basic decision-making and management functions, including commodity management and follow up of contraceptive users.  Recordkeeping and reporting procedures are of poor quality, or lacking altogether.  In some cases, multiple and parallel MIS systems are operating and thereby render systematic monitoring and evaluation difficult, if not impossible.  Even where management information is available, decision-makers or managers rarely use it.

Capacity building also needs to address issues of program sustainability, including health care financing at all levels, but particularly at the community level.  As was experienced during the period of decertification, when donor support for FP/RH in Nigeria was withdrawn, the public sector program largely collapsed.  There is little to suggest that the situation is different today or that the same outcome could be avoided anytime in the near future, should donor funding decrease.  While cost recovery at the SDP is a national policy, it is haphazardly applied and enforced and is beyond the affordability of most clients.  

In the private social marketing sector, PSI/SFH predict that during the seven-year life of the PSRHH program, over $14 million in revenue from the sales of its commodities will be generated.23 Most of these resources will cover the costs of local salaries, but not the products themselves, the supply of which will remain dependent upon commodities provided by DFID and USAID.

IMPROVED POLICY ENVIRONMENT

An enabling and favorable environment in which the FP/RH program operates is a critical factor in determining its success or failure.  All of these elements(the commitment of policymakers and decision-makers, the formulation of national policies and strategic plans, and the elimination of laws that contravene the intents of the program(need to be harmonized. 

Accomplishments

· Revision of the 1988 National Population Policy  (National Policy on Population for Sustainable Development 2002) is complete and awaiting ratification.

· The FMOH has developed an RH Strategic Plan (2002–2006) intended to translate reproductive health policy into actionable plans and activities.

· The POLICY Project is developing and implementing RAPID models at the state level.

With USAID and UNFPA–funded technical assistance, the FMOH has recently reviewed the 1988 National Population Policy through a multisectoral consultative process. The draft National Policy on Population for Sustainable Development (NPPSD) was ratified and adopted by the National Advisory Committee on Population and Development in November 2001. As noted previously, the reconciliation of two conflicting versions of this policy has yet to be achieved. 

The FMOH has also developed a five-year National Reproductive Health Policy and Strategy (NRHPS) that is intended to translate RH policy into actionable plans and activities.  Predicated on the provision of rights-based and gender-sensitive RH services, the plan defines eight priority areas, including safe motherhood, family planning, and adolescent RH. However, the policy was developed with very little stakeholder involvement. The POLICY Project hopes to stimulate such involvement through a review of the NRHPS at the zonal level.

POLICY plays a central role in working at the federal level (and increasingly at the zonal and state levels) in stimulating government commitment to FP/RH. Through informal lobbying with federal and state lawmakers to more formal advocacy workshops employing the RAPID model, tailored to the needs of Nigeria, efforts have begun anew to raise the public profile of FP/RH and to obtain a greater sense of urgency and national priority. VISION, too, has an advocacy component directed at the state and LGA levels.

Constraints

· The government has not translated its international commitments into actionable plans and programs.

· Coordination and financing of FP/RH is lacking at all levels  (coordination has recently been removed from the MOH and placed in the National Population Council, which has virtually no technical expertise to coordinate and supervise program implementation).

Nigeria is a signatory to the Programme of Action of the 1994 International Conference on Population and Development (ICPD) and other global agreements concerning reproductive health and human rights.  However, the government at all levels has not translated this international commitment into extensively supporting and funding FP/RH. 

Part of the lack of coordination and financing of FP at all levels of government is the perception that the objective of the program is population control, an issue that has been debated, especially in Sub-Saharan Africa, since the 1974 United Nations World Population Conference in Bucharest. Even the new NPPSD, while adhering to the individual paradigm shift contained in the Programme of Action of the ICPD, confuses economic and demographic arguments with individual maternal and child health arguments in favor of FP/RH.  Demographic arguments to promote and justify FP/RH continue to call for fertility/population control programs to reduce the impact of population growth rates on development. Preoccupation with justifying FP/RH on the basis of demographic arguments has masked the critical role of FP/RH in improving health and reducing poverty. FP/RH is a key intervention for achieving these objectives and should become a predominant focus of development efforts at both the country and international levels.6
IV.
 
MODELS OF IMPLEMENTATION AND PARTNERSHIP

The team identified a number of successful and innovative USAID–funded FP/RH implementation models, activities, and partnerships. In addition to the results programs and implementing partners are trying to achieve, these approaches and partnerships represent some best practices for FP/RH activities that USAID/Nigeria should review and consider including in the design of the new strategy. An overview of some of the principle features of these models and innovative partnerships is presented below. 

PARTICIPATORY APPROACH TO THE DESIGN OF 
USAID/NIGERIA’S PERFORMANCE MONITORING PLAN

The MEASURE Evaluation Project was asked by USAID/Nigeria to work with all the local implementing partners in the design of the Mission’s PHN Performance Monitoring Plan. Through technical assistance, each implementing partner was able to design its own monitoring and evaluation plan, which responded to results in the overall Mission strategic framework.  This was an opportunity for each partner to improve individual plans and to see how its program and the programs of others directly contributed to overall program results.  Equally important, this was also a participatory team building process, which resulted in positive partnerships among the implementing partners.  

The lessons learned and feedback show that having an outside group, such as MEASURE Evaluation, which has no vested interest in the program, with a very specific, understood, and agreed-upon mandate, can work well and be of great benefit to the large group of partners implementing the program. While many groups have experience in monitoring and evaluation, it was not until MEASURE brought them together to jointly develop the Performance Monitoring Plan—with indicators for each to contribute to the overall program—that they clearly saw the entire program and how their activities would lead to the achievement of overall results. 

HIV/AIDS REDUCTION AND RH PROMOTION: 

A JOINT PARTNERSHIP BETWEEN DFID AND USAID

A new seven-year project was developed last year to support the Nigerian government’s response to reduce HIV/AIDS as articulated in the government’s HIV/AIDS emergency plan and to promote increased birth spacing.  The implementing partners include PSI and its local partner, SFH.  The project will contribute to a 25 percent reduction in HIV prevalence, particularly among 15–24 year olds by 2015, will reduce prevalence of sexually transmitted diseases (STDs) among high-risk groups, and will reduce unwanted pregnancy, particularly among adolescents. 

One innovative feature of this project is the joint nature by which it was designed and is being implemented and managed by donors. USAID, in partnership with DFID, has set up an innovative project steering committee composed of members that include USAID, DFID, and the National Action Committee on AIDS (NACA). This steering committee approves the work plan and guides all project implementation. While the funding is accounted for separately, the project prepares one work plan, and single, unified quarterly reports are provided to both DFID and USAID. Monitoring of program activities is undertaken jointly by the three principal agencies.

Another innovative part of the project is its integrated approach to HIV/AIDS and FP/RH. Approximately 75 percent of the project includes HIV/AIDS funding, with the remaining 25 percent for FP/RH. DFID provides approximately $11 million annually for contraceptives and operational costs of the program, including BCC through ActionAid, working in the area of community mobilization. USAID provides approximately $4.9 million each year for communications, research and training, and contraceptives.

This is an effective donor partnership model that USAID should consider replicating when working with other donors in order to obtain additional resources for important health programs. It may also be an important model of support for integrated HIV/AIDS and FP/RH actions that could be included in new initiatives.

THE VISION PROJECT: AN EXPERIMENTAL MODEL IN THE DESIGN OF SERVICES THROUGH PUBLIC–PRIVATE PARTNERSHIPS AT LOCAL LEVELS

Nigeria’s overwhelming challenge is to determine how to quickly revive current, deteriorated government-operated services that include frequent commodity stock-outs and staff that does not have the necessary skills and supervisory support. In 2002, USAID/Nigeria awarded a three-year, $10 million dollar project to test an FP/RH service delivery model to learn how best to deliver high impact and comprehensive services at state and local levels. VISION is working in the states of Bauchi, Enugu, and Oyo.  As already mentioned, the VISION project is testing new service delivery models through the creation of public–private partnerships in 15 LGAs. The results of this experiment will be used to expand the impact of  the design and delivery of FP/RH services to other LGAs throughout the country.  

The team was impressed with early results of this project. VISION activities include interventions on several levels—design, integration, and capacity building.  To design the specific activities, VISION staff carried out a program needs assessment in the three focus states and performance gaps were shared among stakeholders in public, CBOs, and with private sector entities.  This discussion led to a participatory design by stakeholders to assure the identification of priority interventions.  The design process challenged all project implementing partners to collaborate in teams that emphasized the comparative advantage of each. 

VISION takes a comprehensive and integrated approach to quality, demand, supply, and capacity development. The project is ensuring the concurrent development of standards of practice and revision of the national guide to FP/RH practice, planning and budgeting processes, management information systems, advocacy, quality assurance, contraceptive logistics, training needs assessments, community involvement, and BCC.  BCC is being made more appropriate through the inventory and assessment of existing IEC materials.  New BCC materials and methods are being informed by a health-seeking behavior baseline survey.

Capacity building is a priority of the project and VISION will strengthen national capacity through the development of FP/RH standards by and for the FMOH and through the utilization of the NHMIS in collaboration with seconded SMOH management information system staff. 

Community involvement is another major theme of the project. Stakeholders are involved at the state and LGA levels where public–private partnerships are used in the design and management of all activities. Through work with local LGA authorities, VISION has already shown that these stakeholders can

· guide program direction on specific activities and interventions that respond to their needs,

· actively participate in public–private partnerships (through the use of NGO grants), and

· adopt local ownership in the program and strengthen local government planning and budgeting skills.

While VISION is only 6 months into implementation, the project has already demonstrated the importance of community partnerships and how services can be expanded and sustained through local ownership. Some of the important initial lessons learned include the following:

· Environmental realities, such as nonpayment of LGA staff salaries, impinge on implementation of services, and a means of coping with these contingencies must be built into the planning process.  If there is strong support for FP/RH by the local LGA chair, then limited funding is often made available to support FP/RH services.  In general, LGAs suffer from poor budgeting and planning, while this is not the case for the local private sector.

· It is important to give local stakeholders the ability to decide which interventions they want for their programs, based on their perception of need and the ability to design and implement programs. Stakeholders are eager to learn SOTA approaches that will enable them to practice what they have learned.  This is also essential for sustaining their interest.

· While states and some LGAs were preselected, VISION was able to select others.  Important criteria in LGA selection include the availability of local partners to obtain commitment and increase interest by local authorities, including written confirmation of that commitment. It is important to demonstrate to local authorities what they will receive from an investment in FP/RH versus investing in other budget priorities.

· Frequent engagement with LGAs on a quarterly basis facilitates partnerships and program implementation. Active participation of stakeholders is simultaneously a key to ownership, commitment, and sustainability as well as a time-consuming activity.

· Chronic commodity shortages, poor forecasting and logistics management systems, and lack of reliable transport are critical problems at the state/LGA levels, which greatly impede service delivery.  While commodities are available in the private sector, local authorities prefer to improve their existing systems rather than develop a parallel system.

· The public and private sector often have divergent organizational interests, which can make working together and coordination difficult. However, this can be overcome through intensive discussions; the result would lead to the design of higher quality interventions.

· Family planning is still seen as limiting births.  In every aspect of the program, there needs to be an emphasis on the health benefits of child spacing. 

In summary, initial results of the VISION project demonstrate that local capacity development and the introduction of quality services is possible at local levels through partnerships between the public, private, and commercial sectors.

ADDRESSING CONTRACEPTIVE SECURITY: THE STRATEGIC PATHWAY TO RH COMMODITY SECURITY PARTNERSHIP

Alarmed by projections that the global shortage of contraceptives in 2015 will reach between $140 and $210 million annually, the international community, led by USAID, designed SPARHCS. It is a comprehensive, participatory, long-term approach to guide countries through a technical and strategic process leading to the efficient development of a contraceptive security strategy that can be both implemented and monitored by countries and their donor partners.

SPARHCS was pretested in Nigeria in July 2002 and a national SPARHCS committee was formed, comprised of 19 key stakeholders and decision-makers working in FP/RH.  This included representatives of the FMOH, NGOs, donors, and other development partners. A SPARHCS team, made up of 25 multidisciplinary in-country experts, was established to conduct the field test.

Over a 3–week period, the SPARHCS team undertook a basic diagnosis of seven technical components of the contraceptive security system in Nigeria, including human and organizational capacity, demand, finance, logistics, policy, private sector, and service delivery.  The team analyzed its findings and identified key issues to be addressed and the knowledge gaps in specific commodity-related areas. The team compiled and set priorities for additional assessments aimed at filling the knowledge gaps as well as a series of short-term actions to be undertaken with little or no additional information. Later this year, a workshop will be held to analyze the assessment findings and develop a long-term security strategy for Nigeria.

While the SPARHCS model has just been introduced to Nigeria, it holds promise for a renewed commitment and partnership of key stakeholders to address contraceptive security for Nigeria in a comprehensive and participatory manner.

COMMUNITY PARTNERS FOR HEALTH: A MODEL FOR MOBILIZING LOCAL INVOLVEMENT IN CHILD HEALTH

During the period of decertification and while BASICS I was being initiated, implementing partners were not allowed to work with the government. BASICS therefore developed an innovative approach to urban community-based child survival programming, known as Community Partners for Health (CPH).  CPHs are coalitions of CBOs and private health care facilities that work in neighborhoods on local priorities, such as child survival issues, women’s empowerment, and HIV/AIDS.  Throughout the project, 16 CPHs were formed in Lagos, Kano, and Abia that eventually became fully registered NGOs with the federal government.  These CPHs are now functioning independently and are seeking community input and grants to carry out a variety of creative health and development projects.

The CPH model, although founded on child health concerns, was a vehicle for mobilizing community involvement. The project increased community involvement in immunizations through BCC for National Immunization Days, stimulated community action for environmental sanitation, and initiated HIV/AIDS awareness campaigns through its youth sectors. It also empowered women economically through savings and loan cooperatives, microcredit schemes, skills training, and female literacy. The CPH model assisted organizations in developing projects in governance and democracy and promoted family planning through grants and safe motherhood through the training of TBAs.

This BASICS I CPH model clearly and successfully demonstrated that through local partnerships, the program was able to respond in an integrated fashion to the health, environmental, economic, political, and educational needs of the local communities.

CATCHMENT AREA PLANNING AND ACTION: BUILDING ON COMMUNITY PARTNERSHIPS TO INCLUDE LOCAL GOVERNMENT AND THE PRIVATE SECTOR

BASICS II builds upon the CPH model through the development of a catchment area planning and action (CAPA) approach. This expands membership to CBO and private health facility involvement and focuses on the local government primary health care system in 20 LGAs in Kano, Lagos, and Abia states. CAPA creates a state-level, multisectoral team of trainers in technical areas, such as immunization, nutrition, and malaria as well as in the process of establishing community involvement in microplanning at the LGA primary health care level.  Teams are involved in developing training modules for each subject area and state trainers train LGA teams, which in turn bring together CBOs, private providers, and primary health care staff who form CAPA committees.  
While the committees establish priorities and focus on one of the three technical areas as a starting point for planning and action, they are encouraged to think broadly about future community health needs that they might address.  The CAPA committees examine all the factors that influence quality of care at the facility and within the catchment area.  They have tackled such problems as adequacy of seats in the clinic, availability of syringes to perform immunization, and improvements in service provider–client interaction.  The committee monitors the facility and the services it provides.

Since the committees contain as members both local CBOs and private providers, they should be able to continue to function even if LGA political officers or health workers change or are transferred. LGA and state-level inter–CAPA committees are being formed to advocate for health and development improvements from these levels of government. This model, which advocates for integrating a variety of health and development issues at 

the community level, is critical as it includes a catchment area approach and encourages a wide partnership team of CBOs, local government, and the private sector.

THE ENABLE PROJECT: A MODEL FOR INTEGRATING REPRODUCTIVE HEALTH WITH DEMOCRACY AND GOVERNANCE

One of USAID/Nigeria’s implementing partners, CEDPA, has worked to build the capacity of indigenous and community-based NGOs in FP/RH.  As part of the ENABLE project, CEDPA tested the effect of combining FP/RH and democracy and governance interventions in Enugu, Ondo, and Plateau states through a quasi-experimental design. They compared indicators, such as the use of family planning commodities, political attitudes, and participation.

In each state, a large civil society organization (CSO) was identified as the implementing partner.  This included the Church of Christ in Nigeria (COCIN) in Plateau State, the Country Women Association of Nigeria (COWAN) chapter in Ondo State, and the Youth Resource Development Education and Leadership Center (YORDEL) in Enugu. YORDEL had the weakest management system and ultimately left. While the postintervention survey is yet to be carried out, qualitative assessments using community-based focus group discussions were implemented. In communities that received either democracy and governance or FP/RH interventions, each was quite knowledgeable about the respective interventions. For those communities that received both interventions, respondents discussed and understood the interaction between the two areas. For example, some noted the difficulty in changing community attitudes against women’s participation in political affairs and also community and males’ acceptance of family planning. A preliminary review of focus groups showed that respondents primarily brought up intervention-specific issues. For example, democracy and governance interventions appeared to enhance communication between couples and reduced tensions over finance and women’s earnings in the family. 

From initial feedback, this model of integrating democracy and governance with FP/RH seems promising, but follow-up evaluation and analysis is needed to fully document the synergies of these separate interventions.

PACKARD’S GEOGRAPHIC FP/RH FOCUS ON THE NORTH

The Packard Foundation is working in all 19 states in the North through a five-year program to increase contraceptive prevalence by 12 percent in an area of the country where it is currently less than 2 percent. The foundation supports program interventions, including family planning, postabortion care, youth-friendly services, leadership in reproductive health, and reproductive rights. It works through a number of international and local NGOs, Pathfinder, CEDPA, and JHU/CCP.

Given the great FP/RH needs of the North, the difficulties in working there, and the potential to increase USAID’s activities in the North under the new strategy, an excellent opportunity exists for fostering partnerships with relevant individuals and organizations that have received Packard support. Working collaboratively with Packard, USAID could build upon FP/RH achievements in one of the most difficult areas, which is a part of the country with the greatest FP/RH needs.

V. GEOGRAPHIC AND PROGRAM SYNERGIES

To assist USAID/Nigeria in developing a strategy to build upon the strengths and experiences of the current program, it is important to document where USAID–funded implementing partners are currently working and in what technical areas. Table 7 contains a list of the implementing partners working in FP/RH, child health, HIV/AIDS, and education as well as a breakdown by substantive program and technical area. There is a diverse set of skills through not only the 12 FP/RH implementing partners, but also for those working in HIV/AIDS, child survival, and education. In fact, many partners have overlapping substantive areas and some are already supporting integrated activities.  For example, many have experience in behavior change, capacity building (both public and private), commodity distribution, community mobilization, and MISs.  In addition, two or more implementing partners share similar program areas, such as adolescents, advocacy, orphans and vulnerable children, communications and media support, HIV/FP/RH integration, male involvement, surveillance, uniformed services, voluntary counseling and testing, and women’s rights.

Table 8 shows the geographic distribution of USAID–funded implementing partners and other partners supporting FP/RH, child health, and HIV/AIDS.  While not an inclusive list, some democracy and governance and education activities are also included.  The geographic location by zone and state of some of the other key partners, such as the Centers for Disease Control and other bilateral and multilateral agencies (including DFID, UNFPA, and the World Bank) and foundations, such as MacArthur and Packard, are also included. What is not shown is the level of investment by each of the partners in the various states.

There is not much geographic overlap of the various programs in FP/RH, child survival, and HIV/AIDS.  In fact, as can be seen, only in Lagos and Kano are there more than one implementing partner working in the same state.  However, given the impressive number of initiatives that USAID and other donors are supporting, there is an excellent opportunity to work collaboratively and share experiences in a more systematic way.  For example, given the nature of the programs supported by DFID in health system reform, many of which parallel the VISION model, and in strengthening Nigeria’s response to HIV/AIDS in four focal states, which parallels FHI/IMPACT, an opportunity exists to expand on the existing USAID–DFID model of collaboration.  This collaboration and sharing of results is critically important given the size of the country and the need to expand the impact of best practices and approaches as they become available. Depending upon the states/zones in which USAID’s new program will work, there will be a need to ensure the development of a common vision, maximum synergy, shared experiences, and improved program impact with those implementing partners working in the same zone/state.

Table 7

Implementing Partners by Program Content Area

	MAIN FOCUS
	CS
	CS
	HIV
	HIV
	RH
	
	RH
	RH
	RH
	Educ.
	
	
	
	

	IMPLEMENTING PARTNER
	BASICS
	NetMark
	FHI
	PSI/SFH
	CEDPA
	AFRICARE
	Pathfinder
	Engender Health
	VISION
	LEAP
	JHU/CCP
	POLICY
	MEASURE
	DELIVER

	Technical and Program Areas
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Adolescents
	
	
	x
	
	x
	
	x
	x
	
	
	x
	x
	
	

	Advocacy/Policy
	
	
	
	
	
	
	x
	
	x
	
	
	
	
	x

	Behavior Change
	x
	
	x
	x
	x
	
	
	
	x
	
	x
	x
	
	

	Children, Orphans and Vulnerable Children
	x
	
	
	
	x
	x
	
	
	
	x
	
	
	
	

	Clinical Services
	
	
	
	
	
	
	x
	x
	x
	
	
	
	
	

	Capacity Building: Public
	x
	x
	x
	x
	
	
	x
	x
	x
	x
	x
	
	x
	x

	Capacity Building: NGO, Private
	x
	x
	x
	x
	x
	x
	x
	x
	x
	
	x
	x
	x
	x

	Care and Support
	
	
	x
	
	
	
	
	
	
	
	
	x
	
	

	Commodities Distribution
	
	x
	x
	x
	
	
	x
	
	x
	
	
	
	
	x

	Communications, Media Support
	
	x
	
	x
	
	
	
	
	
	x
	x
	
	
	

	Community Mobilization
	x
	
	x
	
	x
	
	x
	
	x
	
	
	
	
	

	Disease Control (e.g., malaria)
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	HIV/RH Integration
	
	
	x
	x
	x
	
	x
	x
	
	
	
	
	
	

	Immunization
	x
	
	
	
	
	
	
	
	
	
	
	
	
	

	Male Involvement
	
	
	
	
	x
	
	x
	
	x
	
	
	
	
	

	Management Information Systems
	x
	
	x
	x
	
	
	
	
	x
	
	
	
	x
	

	Nutrition (breastfeeding, vitamin A)
	x
	
	
	
	
	
	
	
	
	
	
	
	
	

	Surveillance
	x
	
	x
	
	
	
	
	
	x
	
	
	
	
	

	Uniformed Services
	
	
	x
	
	
	
	x
	x
	
	
	
	
	
	

	Voluntary Counseling and Testing
	
	
	x
	
	
	
	
	
	x
	
	
	
	
	

	Women’s Rights/Empowerment
	x
	
	
	
	x
	
	
	
	
	
	
	
	
	


Table 8

Geographic Coverage by USAID Implementing Partner and Other Funding Partners
	USAID/GDO
	
	NC
	
	
	
	
	NE
	
	
	     NW
	

	Implementing Partner
	Area
	Benue
	Nassarawa
	FCT
	Plateau
	Bauchi
	Borno
	Gombe
	Taraba
	Kano
	Sokoto
	Jigawa

	BASICS
	CS
	
	
	
	
	
	
	
	
	x
	
	

	CEDPA
	RH, DG, HIV
	x
	
	x
	x
	x
	
	x
	x
	x
	
	

	Africare
	HIV
	
	
	
	
	
	
	
	
	
	
	

	NetMark
	CS
	
	
	x
	
	
	
	
	
	x
	
	

	EngenderHealth
	RH
	x
	
	
	x
	x
	x
	
	
	
	
	

	Pathfinder
	RH
	x
	
	
	
	
	x
	
	x
	x
	x
	

	FHI
	HIV
	
	
	
	
	
	
	
	x
	x
	
	

	JHU
	RH, CS
	
	
	
	
	
	
	
	
	x
	
	

	VISION
	RH
	
	
	
	
	x
	
	
	
	
	
	

	PSI/SFH
	HIV, RH
	
	
	
	
	
	
	
	
	
	
	

	POLICY
	HIV, RH
	
	
	
	
	
	
	
	
	
	
	

	LEAP
	Education
	
	x
	
	
	
	
	
	
	x
	
	

	Other Partners
	

	DFID
	x
	
	
	
	
	
	
	
	
	
	x

	CDC (HIV)
	
	
	
	
	
	
	
	x
	x
	
	

	UNFPA
	
	x
	
	x
	x
	x
	x
	
	
	
	

	MacArthur*
	
	
	
	x
	
	x
	
	
	x
	
	

	Packard
	
	
	
	x
	x
	
	
	
	x
	
	

	World Bank
	
	
	
	
	
	
	
	
	
	
	

	CIDA
	
	
	
	
	
	
	
	
	
	
	

	PPFN
	
	
	
	
	
	x
	
	
	x
	x
	

	Winrock (Education)
	
	
	
	
	
	
	
	
	
	
	

	*Focus for institutional strengthening only   DG = democracy and governance


Table 8

Geographic Coverage by USAID Implementing Partner and Other Funding Partners

(continued)

	USAID/GDO
	
	
	SE
	
	
	
	SW
	
	
	
	
	SS
	
	National

	Implementing Partner
	Area
	Abia
	Anambra
	Ebonyi
	Enugu
	Lagos
	Oyo
	Ekiti
	Ogun
	Osun
	Ondo
	Rivers
	Bayelsa
	CRS
	

	BASICS
	CS
	x
	
	
	
	x
	
	
	
	
	
	
	
	
	

	CEDPA
	RH, DG, HIV
	
	x
	x
	x
	x
	x
	
	
	x
	x
	x
	
	x
	

	Africare
	HIV
	
	
	
	
	
	
	
	
	
	
	x
	
	
	

	NetMark
	CS
	x
	
	
	
	x
	
	
	
	
	
	
	
	
	x

	EngenderHealth
	RH
	x
	x
	x
	x
	
	x
	x
	x
	x
	
	
	
	x
	

	Pathfinder
	RH
	x
	
	
	
	x
	
	
	
	
	x
	
	x
	
	

	FHI
	HIV
	
	x
	
	
	
	
	
	
	
	
	
	
	
	

	JHU
	RH, CS
	x
	
	
	
	x
	
	
	
	
	
	
	
	
	x

	VISION
	RH
	
	
	
	x
	
	x
	
	
	
	
	
	
	
	

	PSI/SFH
	HIV, RH
	
	
	
	
	
	
	
	
	
	
	
	
	
	x

	POLICY
	HIV, RH
	
	
	
	
	
	
	
	
	
	
	
	
	
	x

	LEAP
	Education
	
	
	
	
	x
	
	
	
	
	
	
	
	
	

	Other Partners
	

	DFID
	
	
	
	x
	
	
	x
	
	
	
	
	
	
	

	CDC (HIV)
	
	x
	
	
	x
	
	
	
	
	
	
	
	
	

	UNFPA
	x
	x
	
	
	
	
	
	x
	x
	
	x
	
	
	x

	MacArthur*
	
	
	
	x
	x
	
	
	
	
	
	
	
	x
	

	Packard
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	World Bank
	
	
	
	
	
	
	
	
	
	
	
	
	
	x

	CIDA
	
	
	
	
	
	
	
	
	
	
	
	
	
	x

	PPFN
	
	
	
	x
	
	x
	
	
	
	
	
	
	
	x

	Winrock (Education)
	
	
	
	
	
	
	
	
	
	
	
	x
	
	


VI.
 
PROGRAM GAPS AND MISSED OPPORTUNITIES

INCORPORATING CULTURAL FACTORS INTO DESIGN OF PROGRAMS

In Nigeria, there is a need to determine culturally appropriate entry points in terms of normative fertility behavior, as Western service delivery approaches and the introduction of contraceptive technology may differ from local cultural practices.

The National Reproductive Health Strategic Framework and Plan (NRHSFP)17 indicates that while modern method contraceptive prevalence has increased over the preceding 10–year period, it is still only 9 percent among currently married women, with much lower levels among the rural population and among young married adults, ages 15–24.  The plan attributes this low level of utilization of family planning services to a “low level of knowledge, myths, and misconceptions, low quality of service, including nonavailability of contraceptive commodities and poor attitude of service providers and low status of women.”  While these factors are certainly important constraints to increased service use among segments of the Nigerian population, the plan itself fails to recognize that for some portion of the population, family planning is still perceived as an externally imposed population control measure, and as such is culturally unacceptable.  The current positioning of family planning in Nigeria should be reoriented to promote the health benefits of family planning, thereby lending greater cultural legitimacy to these services.

From the literature it is known that potential contraceptive clients, especially young clients, have some serious misgivings about contraceptives. They fear that condoms will tear and get stuck inside the woman. They believe that oral contraceptives may eventually make a person sterile.  They think that contraceptives are only for married people. Some modern youth, especially in the Southwest, believe that they must demonstrate their fertility before marriage. At the same time, there are documented practices that show how community members try to control fertility and the spacing of children. These practices include douches of lemon soft drinks used after intercourse, lactation taboos prohibiting sexual intercourse until a child is weaned, and the carrying of charms, amulets, and rings to prevent pregnancy. 

In light of the persistently strong cultural support for large families through much of Nigeria, the religious and traditional barriers to family planning services access and use, and the lack of strong political engagement in and support for family planning, the entry points and rationale for family planning need to be repositioned to meet beneficiary needs.

Specifically, for the northern and rural populations, the high total fertility of approximately six children per woman is attributed to very early marriage and initiation of childbearing (between 15 and 18 years of age) as well as very low levels of contraceptive use.   In addition, maternal morbidity and mortality are exceptionally high, in large part due to the high proportion of all births contributed by the very young, who are among those at highest risk due to their poorer access to antenatal care and higher probability of delayed or obstructed labor.

Nonetheless, few in these traditional societies would argue with the objectives of safe motherhood or child survival programs.  Strategic opportunities exist to address those beneficiary populations in greatest need.  These include building on traditional birth-spacing strategies and objectives, strengthening an understanding of the contraceptive effects of breastfeeding, building support for quality antenatal care, and otherwise supporting natural family planning methods as well as promoting other long-term methods in the postpartum period (especially progestin-only oral contraceptives for lactating mothers) and developing strategies to increase male involvement in safe motherhood and child survival programs.

Additional information is needed concerning what motivates community members to control their fertility, especially reasons pertaining to protecting the health of mothers and children.  These beliefs need to be respected and incorporated into decisions about method mix for different sociodemographic groups and for women in different stages of childbearing.  Ultimately, behavior change communication strategies should reflect the need to reposition family planning to meet the health needs of the Nigerian population as defined by cultural norms and practices.

Two current implementing partners are in an excellent position to carry out additional research in this area. PSI and SFH, with strong research capability, are aware of these issues and are beginning to reanalyze recent Nigeria survey data with a view to gaining a greater understanding of community perceptions.  They are also planning additional qualitative data collection as they are aware that perceptions of product positioning can quickly change.  For example, condoms were seen initially as family planning devices but are now viewed by consumers as preventive measures for STIs and HIV.  Also, VISION has undertaken a baseline survey that will provide insights into health-seeking behavior in reproductive health. 

UNMET NEED FOR ADOLESCENT REPRODUCTIVE HEALTH SERVICES

Nigeria is a country of extremes; one salient example of this is the wide range of reproductive behavior among its youth.  While in traditional segments of the population, a 15-year-old girl may be married and already a mother to a young child, uneducated, unemployed, and devoid of many basic reproductive health rights, her teenage sister in urban Lagos may be a high school graduate, unmarried, with several sexual partners, and financially able to purchase contraceptives.  Yet for a multitude of reasons, including contraceptive stock-outs, lack of youth-friendly services and incomplete or inaccurate knowledge concerning methods, side effects, or source, young urban women are experiencing the highest levels of unmet need. In light of a 30 percent modern method contraceptive prevalence among sexually active, unmarried youth aged 15–1918 as well as informally documented high levels of unmet need, especially among those in urban areas, there is an important and focused market for adolescent reproductive health services.

While valid and reliable data on the incidence of induced abortions are lacking, the public and private sectors as well as the international donor community widely agree that induced abortion is a major and growing problem in Nigeria.  The NRHSFP states that approximately two fifths of teenage pregnancies in Nigeria are estimated to result in induced abortions, often leading to mortality or severe morbidity as a consequence.  Particular severe maternal morbidity consequences among adolescents are vesico-vaginal fistula due to delayed or prolonged labor. 

An excellent opportunity for reaching a large cohort of young Nigerians exists in the National Youth Service Corps (NYSC). The NYSC has responsibility for training, placing, and supervising over 100,000 graduates annually from the country’s 36 universities for one-year service positions in communities throughout the country.  While many Corps members are assigned to teaching posts, others work in a variety of public and private agencies, depending on their own major area of study, in rural and urban areas throughout the country.  Many also work on a community service project, which sometimes includes health education activities in their home communities.  

The majority of adolescents and especially those in rural communities are not in school.  This poses a particular challenge for reaching them with FP/RH services.  Previous research and projects have shown that it is easier to reach in-school youth through peer education programs because of their dense social networks. Out-of-school youth usually work long days and are at risk of unsafe and unprotected sex in these settings, but at the same time they have little time, money, and access for obtaining information and services.  The mass media is likely to be their main source of information, but few have the time to relax and listen to radio or watch television.  Thus, challenges in working with this group are twofold: first, getting agencies and local partners to focus on them and involve them in the design of programs, and second, finding the appropriate approaches, media, and methods for service delivery to reach them.

FINANCING REPRODUCTIVE HEALTH PROGRAMS

Strong political support and engagement will be required if Nigeria is to lower fertility and raise levels of contraceptive use. Currently, the FMOH’s priorities (malaria, immunizations, and HIV/AIDS) do not include reproductive health, with the exception of HIV/AIDS.  The FP/RH program in Nigeria continues to be donor driven, as exemplified by the government’s extremely low level of spending on health care, with over 80 percent spent on salaries alone.  

Despite the current status of the government’s low level of engagement, there are some reasons for optimism.  It is stated that the national health insurance scheme is on the government’s list of priority activities,11 and this may offer an opportunity to work in partnership with the government in implementing new strategies for financing commodities and health care recurrent costs in the public sector. The government needs to develop financing strategies and plans to ensure that adopted policies and Strategic Frameworks move from the strategic phase to implementation through agreed-upon program coordination and financing.  

In addition, there are some signs of promise in terms of the government’s agreement under the SPARHCS to eliminate the zonal level in the contraceptive distribution system.  The government has also agreed to undertake procurement for a private sector distributor to ensure the transport of public sector commodities from national to state warehouses.  Under the SPARHCS framework, the public and private sectors, donor community, NGOs, and implementing partners have the opportunity to coordinate efforts and financing at the state and local levels to ensure contraceptive security (financing is one of the seven components of the SPARHCS).   

There are also clear opportunities to work in VISION states to test models of contraceptive procurement, distribution, and financing.  It has been suggested that the opportunity may exist to streamline distribution at the state level by eliminating the LGA warehouses and procuring a transporter to distribute directly from the state warehouses to the SDPs.  The SMOH might also potentially undertake procurement for a private sector distributor at the state level.

Beyond efforts to establish contraceptive security (private sector focusing on condoms and oral contraceptives and the public sector focusing on long-term clinical methods), there is still a huge gap in terms of community financing of health care.  

IMPROVING COORDINATION AND LEADERSHIP IN FP/RH

Under a new presidential mandate, the NPC is to assume the coordination role for population programming, which is contrary to the recommendation of the revised NPPSD, which supports the establishment of a National Population Action Council in the Office of the Presidency to coordinate all population actions.  The NPC has neither the technical expertise nor the budget to provide oversight for program implementation. The demands on the NPC for the planned census and 2003 DHS are already overwhelming.  This issue of leadership appears to be one constraint to the approval of the revised National Population Policy by the president and Federal Executive Council.  It further undermines the credibility of the national FP/RH program.

At the same time there appears to be little formal coordination or even discussion among international donors supporting the FP/RH program. In many countries, UNFPA has provided a forum for donors to meet on a regular basis to share information about their programs and to coordinate national efforts.  The newly assigned UNFPA representative has expressed his intention to revive partner coordination meetings, but USAID needs to assume some leadership in mobilizing the national government and the donor community in the FP/RH sector.

LACK OF DATA AND USE OF DATA FOR DECISION-MAKING

The program needs assessment, implementing partners, and public sector partners all expressed a widespread lack of recordkeeping and basic implementation of information systems.  The issue is partly one of capacity and partly of incentives. To the extent that data collection tools are not easy to use and data are not used for program planning, supervision, and monitoring and evaluation, there is little incentive to develop systems.  Effective use of data for quality assurance and monitoring purposes has been proven to be a useful tool to engage the government through advocacy and demonstration of impact.

OPPORTUNITIES TO INTRODUCE FP/RH MESSAGES TO CLIENTS SEEKING INFERTILITY SERVICES

Determining new entry points for FP service delivery, including the provision of information, requires understanding the service delivery points that customers frequent and for what reasons.  In the NRHSFP,17 infertility is identified as a major reproductive health problem in Nigeria.  It is estimated that about 15 percent of couples experience infertility while up to 60 percent of gynecological consultations in many tertiary health institutions in Nigeria are for problems of infertility.  

Misconceptions regarding infertility are linked to misconceptions regarding fertility (i.e., the fertile period), and initiatives to address one through the provision of appropriate information on reproduction and reproductive health services is an opportunity to raise the knowledge and awareness of highly motivated clients.  Couples who learn and successfully use natural family planning to improve their chances of becoming pregnant may be more likely to either continue using natural family planning or other methods to achieve child spacing and maternal and child health objectives.  A positive interaction with the health care system for the treatment of infertility is more likely to serve as an incentive for return visits. Treating couples for infertility is a natural means of increasing male involvement in reproductive health.  Providers trained in counseling techniques for the sensitive issue of infertility, which often involves serious issues of gender bias and discrimination, might potentially be good candidates for training in more general RH counseling, including, for example, domestic violence and FGC initiatives. 

DEVELOPING STRONG LINKAGES WITH FAITH-BASED ORGANIZATIONS AND UNIFORMED SERVICES

Although current USAID programs do not have a major emphasis on faith-based organizations, there is a history of involving faith-based organizations in implementing partner activities.  The Centers for Disease Control, CEDPA, and Packard have worked with the Christian Health Association of Nigeria (CHAN) to strengthen its capacity for delivering immunization, other child health services, and FP/RH services.  CHAN, based in Jos State, is unique in that it includes both Protestant and Catholic health services.  Members range from small clinics and outreach projects to large hospitals. Two organizational components of CHAN are of interest: the Primary Health Care Department and CHANPHARM.  The former helps member institutions develop community-based health activities, including training village health workers and organizing revolving drug funds. The latter is a major essential drug importing, warehousing, and distribution system with headquarters in Lagos and warehouses in various zones.

Presently, Packard is working with the Evangelical Church of Christ in West Africa to train its health workers on postabortion care and to integrate the services into existing facilities. Packard both assists in training and in equipping hospitals to be able to provide the services after the training.
One of CEDPA’s major partners in the ENABLE project was COCIN.  In addition to being a focal project under ENABLE, COCIN is a leader in faith-based responses to the HIV/AIDS epidemic. The church structure provided a good network for health education at the community level.

The CPH model described earlier was flexible enough to include religious organizations, both Muslim and Christian, as member CBOs.  Faith-based organization members were often some of the largest CBOs and contributed many of the individuals for community outreach campaigns, such as the promotion of breastfeeding.

Similarly, partnerships with the recipients of Packard grants, particularly in the Muslim North, might ease the way for implementing partners to make progress in this difficult part of the country. For example, Packard has funded the training of 114 Muslim health care providers in integrated RH, including PAC,  STDs,  and  HIV/AIDS  prevention  and 

management by the Federation of Muslim Women’s Associations in Nigeria  (FOMWAN) in four states of northern Nigeria. The FOMWAN project is now being extended to Borno and Bauchi states.

A more intensive involvement of faith-based organizations in FP/RH activities could build on these positive experiences.  The major challenge is one of positioning FP as a health issue since there are concerns among two of the largest religious groups, Catholics and Muslims, about the perception of family planning as a population control intervention.

Also, the uniformed services represent a population of over 2.5 million, including dependents, in outposts scattered throughout the country. The military has approximately 108 clinics capable of providing integrated FP/RH (including HIV/AIDS) services.12
Under both the FP/RH and HIV/AIDS subprograms, work has been initiated to address the RH needs of the uniformed services in Nigeria, including the military, the police, and border patrols. Pathfinder and EngenderHealth are the leaders in FP/RH, and FHI/IMPACT works in the field of HIV/AIDS.  While there are obvious linkages between the programmatic areas of both programs, collaboration and joint programming has been weak.

There would thus appear to be an enormous need and potential for expanding program initiatives among the uniformed services. 

ESTABLISHING STRONGER SYNERGIES BETWEEN FP/RH AND HIV/AIDS

Nigeria’s low contraceptive prevalence requires a national and strategically focused community-level response to family planning. One method of increasing access to family planning is through effective integration with selected HIV/AID services and interventions. While family planning providers should be trained in infection prevention and HIV prevention counseling, the integration of family planning into HIV services can significantly enhance family planning outcomes by increasing the exposure of selected target populations to the provision of family planning services.  
As USAID expands the impact of voluntary counseling and testing (VCT) within the country, family planning counseling and limited services (oral contraceptives/condoms) should be made available as part of the VCT service. Often the risk that motivates a person to seek HIV testing (unprotected sex) is the same risk that can lead to an unintended pregnancy. Successful models of integrating family planning into VCT have been developed in Uganda and are currently being assessed in Kenya by FHI/CTR. VISION currently has plans through several subagreements (PPFN) to introduce VCT services into selected focus LGAs. This may provide an ideal opportunity to enhance contraceptive services by integrating family planning within VCT services.

 In addition to FP/VCT integration, family planning should also be integrated into all mother-to-child transmission (MTCT) interventions. As Nigeria has been categorized as a President’s Initiative country, a proportion of infant infections can be averted through the provision of family planning for HIV–infected pregnant women. All women, regardless of their HIV status, should have access to a range of contraceptive methods (including hormonal and barrier methods). All USAID–supported MTCT interventions should follow the WHO MTCT definition through the prevention of infection in women of childbearing age, the prevention of unintended pregnancy in HIV–positive women, and the prevention of MTCT through the provision of antiretroviral drugs.
Interventions targeted to youth are a key opportunity for providing both family planning and HIV prevention interventions. Delay in sexual debut and reduction in the number of sexual partners can assist adolescents in avoiding exposure to HIV and reduce their risk of an unintended pregnancy. Programs targeted to youth should be designed to assist youth in developing primary behavior change capabilities, such as increasing self-esteem, fostering healthy decision-making, and promoting effective negotiation skills to avoid infections and unplanned pregnancies. Family planning and HIV integration opportunities for adolescents can include the provision of referrals for emergency contraceptives and PAC services as part of an adolescent HIV hotline and the promotion of the ABC (abstain, be faithful or reduce number of sexual partners, use of condoms) behavior change strategy.

Interventions targeted to sex workers can provide an opportunity to integrate family planning messages and services. Many sex workers are interested in avoiding pregnancy because they often cannot work if pregnant, therefore they are highly motivated family planning users. Unfortunately, most interventions targeted to sex workers only focus on HIV prevention and neglect to provide family planning and other maternal health services. A recent study in Ethiopia found that sex workers were more likely to use condoms as a method to prevent pregnancies than for infection prevention. 

VII.
PROGRAM PARAMETERS

Based on the assessment review and analysis of USAID’s FP/RH program along with a review of both the government’s program and some of the FP/RH activities funded by other donors, the team recommends that USAID/Nigeria consider the following parameters while shaping the new program strategy:

· Focus on areas of greatest need, such as FP/RH programs in the North, expanded efforts to reach youth, and support to the uniformed services. The design of programs should be driven by existing or future data and cultural sensitivity studies.

· Maximize program coverage and impact, while maintaining an appropriate balance between individual-level (behavior change) and national-level impact (capacity building and systems strengthening), while ensuring the program’s ability to measure results at the appropriate levels.  In addition, the program must remain focused on the best balance between program depth (i.e., comprehensive services in a  limited population) and program breadth (i.e., basic services in a large population).  At all times, funding decisions should consider the potential to expand the impact of successful program models and the potential for sustainability.

· Support geographic integration for greater synergy, which means focusing on support of a multiple set of social sector activities (e.g., girls’ education, child survival, maternal health, and FP/RH) within an LGA, state, or zone in order to achieve greater synergy and potential impact.  This would also include the design of reinforcing HIV/AIDS activities linked to health and education programs.  This does not necessarily mean activities would be provided by the same implementing partner or group or within the same project. Rather, the important element is the design of a comprehensive set of social sector activities within a specific geographic area that are implemented in a coordinated manner that reach common objectives and whose cumulative results lead to greater impact in both education and health outcomes. 

· Identify integrated technical program approaches, whenever possible, with a view to defining the spectrum of integration from full programmatic integrated implementation (e.g., girls’ education, safe motherhood, child survival, democracy and governance, and community mobilization in the North).  This would include traditional types of integrated approaches, such as health education in the schools, and providing an integrated package of services, such as family planning, antenatal care, and condoms for dual protection. Family planning information and services would be incorporated into existing child survival services; new activities would be phased into existing programs.

· Continue building partnerships to obtain resources, which includes both technical and financial leveraging of resources from other donors, foundations, or sources. This can be done through cofunded projects, such as the DFID–USAID social marketing program, seeking other donors to fund the expansion of USAID program efforts, or convincing the government to fund and support the implementation of tools or products designed through USAID(funded programs.

· Build upon USAID/Nigeria’s current investment and comparative advantage, including the continuation or expansion of successful programs and the dissemination and use of lessons learned, products, tools, and approaches through appropriate adaptation under the new strategy.  USAID’s comparative advantage includes but is not limited to its overall leadership in FP/RH programming and technical assistance in commodity procurement and logistics, monitoring and evaluation, quality of care, training and capacity building, and policy development and advocacy.

VIII.
SHORT(TERM RECOMMENDATIONS

TRANSITION STRATEGY THROUGH DECEMBER 2003

Some of the immediate and short-term recommendations the team has with regard to the current strategy include the following:

· USAID should develop a plan with the government for expanding the VISION LGA model and products. This includes sharing results of current experiences with other implementing partners and LGAs and also beginning to design an expansion plan to other non(VISION LGAs.  The important point is to determine how and at what time to share results with other local LGA leaders, foster their commitment to participate in the program, and design a program that is less resource and technical assistance(dependent than the current program. Given that the VISION project is really just beginning, the Mission should consider extending the project by one year or through December 2004, in order to be able to assure results to the LGA model.

· USAID/Nigeria should package and widely disseminate its successes/lessons learned; many donors and other partners are not aware of what USAID is supporting.  This can be accomplished through publications and consolidation of lessons learned and experiences and sharing them with other implementing partners, local groups, other donors, the government, and the private sector through the creation of a USAID PHN web site, electronic lists, or short press releases.  It could also include SOTA workshops and implementing partner and donor roundtables on certain FP/RH topics or new approaches.

· USAID should explore and test options for the social marketing of condoms and oral contraceptives for the public and private sectors in VISION states. Based on recent recommendations made by DELIVER and PSI/SFH, this would test extending the reach of the current PSI/SFH social marketing program and network to LGAs and SDPs for oral contraceptives and condoms. It would also mean exploring ways to include IUDs and injectable contraceptives on the essential drug list of the public sector so that when clinics pick up supplies, they also include these medical contraceptives on their lists. 

· The POLICY Project should focus more on the application of tools to address the health rationale of FP/RH and state and local planning needs than on the use of more traditional population models, such as RAPID.

· USAID should reassume a leadership role in FP/RH similar to its work in HIV/AIDS. USAID needs to use its influence to resolve major issues, such as the resolution of the national population policy issue, contraceptive security, and logistics issues.

· USAID should reinforce dual protection messages in the social marketing program and in other HIV/AIDS interventions.

ADDITIONAL ANALYSES/STUDIES NEEDED IN PREPARATION FOR STRATEGY DESIGN

The following studies, assessments, and model programs are recommended to help inform the content and approaches for FP/RH and other health and education programs for the new strategy:

· Conduct a systematic assessment to determine cultural barriers and entry points, such as faith-based organizations, for program approaches and content, especially in the North.

· Assess current adolescent programs and the development of a framework for the design of an adolescent RH program for both in and out-of-school youth.

· Assess state and local-level health care financing alternatives.

· Exploit further the data from the MEASURE Evaluation VISION impact study for program design.

· Review the national and international literature on linkages between FP/RH, democracy and governance, and women’s rights and empowerment.

· Immediately field test an integrated child survival, FP/RH, HIV/AIDS, and education model in Kano State to serve as a potential model and approach for the new strategy.

IX.

RECOMMENDATIONS FOR THE NEW STRATEGY

Based on the assessment summary findings and in discussions with government officials, other donors, implementing partners, and local groups, the team recommends that USAID/Nigeria consider including the following areas within the new strategy:  

· Place priority on developing a comprehensive, geographically integrated health and education program in the North.

· Expand the VISION LGA public–private model to additional LGAs/states.  Consider adding additional priority health interventions to the program.

· Design FP/RH and HIV/AIDS programs for adolescents, both in and out of school, through the provision of youth-friendly quality services, including the expansion of emergency contraception and PAC, with a major focus on urban programs to reach already sexually active youth.

· Increase the availability of commodities through the PSI/SFH networks, especially in underserved, marginal program focus areas, and promote condoms for dual protection.

· Continue to expand support for SPARHCS and DELIVER for contraceptive security.

· Reorient policy work at the state and local levels, moving from advocacy to implementation and financing, using planning and costing tools, with the objective of increasing political commitment to, setting priorities for, and budgeting and expenditure of funds on FP/RH programs at decentralized levels.

· Develop sectorwide, easy-to-use, monitoring and evaluation plans and capacity at all levels with technical assistance from MEASURE for monitoring and evaluating the new Strategic Objective(s). 

X.
MANAGEMENT ISSUES

The following are issues that USAID/Nigeria should address in the management of the FP/RH program:

· Design of the new program should use the more traditional bilateral program instrument, such as VISION, to decrease the management burden and encourage close implementing partner collaboration.

· Continue using field support funding for SOTA technical assistance needs through PSI/SFH, DELIVER, and MEASURE Evaluation.
· Streamline the process for the design and approval of VISION subagreements.

· In order to obtain needed USAID technical support, consider holding a scheduling conference in Washington each year, beginning in November, to program temporary travel duty using the Regional Economic Development Office model. USAID/Nigeria needs to aggressively market the career opportunity of working and living in Nigeria to fill important staffing slots.
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APPENDIX A

SCOPES OF WORK FOR THE ORIGINAL 

AND SUPPLEMENTAL ASSESSMENTS

(from USAID)

Scope of Work

for a Strategic Assessment of the USAID/Nigeria Family Planning/Reproductive Health Program

BACKGROUND
Nigeria’s social indicators are among the worst in the world.  The Agency’s Bureau for Global Health recently assessed the needs in all USAID supported countries and determined that Nigeria ranked second in terms of the magnitude and severity of its health problems related to population, HIV/AIDS and child survival. Nigeria, with an estimated population of 126.6 million people (Population Reference Bureau, 2001) is one of the most densely populated countries in Sub-Saharan Africa, with 25 percent of Africans living in Nigeria. Nigeria's population growth rate is estimated to be 2.8 percent annually, a rate that is undermining its economic development and is impacting on the entire region.  With the current growth rate, Nigeria’s population is expected to double in 20 years.  Women of reproductive age (WRA – 15-49 years) constitute 24 percent of the population.  In addition, 48 percent of Nigeria’s population is below the age of 15.

USAID/Nigeria has been supporting family planning/reproductive health since the early 1980s.  USAID funded a large family planning program entitled the Family Health Services (FHS) Project between 1987 and 1995.  The project was terminated before its extended Project Approved Completion Date (PACD) of June 1995 as a result of decertification of Nigeria for narcotics.  Decertification subjected Nigeria to the provisions of Foreign Assistance Act Section 490(e), which denies all United States assistance to Nigeria unless specific exemptions exist.  An exemption was granted through a memo from USAID Administrator for USAID/Nigeria to continue its programs in the private sector but restricted direct support to the government of Nigeria at all levels.   The PACD of June 1995 was to allow for the development of the follow-on private sector/NGO-focused project, Nigeria Family Health Services (NFHS) Project, which was authorized in July 1994.  

The shift from public to exclusively private sector was not without problems.  Nevertheless, activities such as contraceptive social marketing that have excelled in the private sector demonstrated successful implementation.  Because of dearth of strong and credible private sector/NGO institutions in the family planning sector, delivery of family planning information, education and services became fragmented and challenging with a significant number of Nigerian states not having access to family planning services and products except through the social marketing program.  Funding for family planning was zero for one year before it became reinstated following persistent justification for USAID support for family planning in Nigeria.  Also, because of lack of support to the GOVERNMENT OF NIGERIA, access to family planning services through the public sector became severely restricted.    By 1994, contraceptive prevalence rate (CPR) of modern methods in Nigeria had increased from 3.8 percent in 1990 to 11.4 percent (Nigeria’s Federal Office of Statistics).  Within one year of termination of assistance to the public sector, CPR dropped to 7.4 percent (UNICEF’s Multiple Indicator Cluster Survey)! 

USAID is one of the donors that support family planning/reproductive health program (FP/RH). It presently ranks as the largest donor followed by the United Kingdom Department for International Development (DFID).  With one in five Africans living in Nigeria and with current levels of maternal and child morbidity and mortality, the need for FP/RH information and services cannot be ignored.  Since 1996, funding for FP/RH has increased from zero to $11.816 million in FY 2002.  FP/RH funding in FY 1999 was  $2.5 million, FY 2000 was $4.0 million and FY 2001 was $11.0 million. It is anticipated that funding will continue to increase to meet the significant need for FP/RH information and services.  

Since 1994 USAID has continued to work with and through private sector/NGO institutions through its Cooperating Agencies (CAs) with presence in Nigeria.  These implementing partners have continued to implement FP/RH activities on a reduced scale with inadequate budget to meet the significant needs in FP/RH.  The implementing partners enter into subagreements with local private sector/NGO institutions and provide them with technical assistance and training needed to promote FP/RH information and deliver services. 

Since return to democracy in May 1999, the national response to family planning/reproductive health has only been minimal.  Unlike HIV/AIDS that has taken the center stage in terms of government funding and attention, FP/RH has not received the desired attention.  Major constraints to greatly increased use of family planning include funding.  Government depends substantially on donor support for family planning and population activities.  Government provides budgets for all health activities with no specifically dedicated line item for family planning.  In this case, family planning is subsumed and does not receive the attention it deserves.

In 1999, the National Demographic and Health Survey (NDHS) recorded a CPR of 8.9 percent for modern methods among all married women and TFR of 5.2 with regional disparities. Because of the fragmented nature of USAID/Nigeria’s FP/RH program and the inability to measure the impact of its program, the Mission decided to introduce comprehensive programming in few states.  As a prelude to this, USAID conducted a performance needs assessment in three Nigerian states (Bauchi, Enugu, Oyo) with a view to introducing comprehensive programming, promoting public-private partnerships and thereby maximizing service use in these states.  The assessment utilized performance improvement methodology, looked at the desired performance of clinics and providers in family planning in comparison to the actual performance, and identified the root causes of the gaps between the desired and actual performance.  The program needs assessment formed the basis of a new bilateral cooperative agreement recently awarded by the Mission to improve family planning/reproductive health services in the three states with potential for expansion. 

The Mission is in the last year of its the transition strategy scheduled to end in December 2003.  Preparation for the development of a new longer-term strategy is expected to begin soon.  Therefore, a strategic assessment of the Mission’s current efforts in FP/RH at this time is required to provide analysis and recommendations for developing the new strategy. 

OBJECTIVE OF STRATEGIC ASSESSMENT
The overall objective of the strategic assessment is to provide a body of data and analysis that will assist USAID/Nigeria and its stakeholders in the development of the FP/RH strategy component of the integrated health strategy within the overall Mission’s strategic plan for the period 2004-2009.  The Mission is winding down its 4-year transition strategy and will soon begin the design of its new five-year strategy.  Data and analysis from this assessment, its findings and recommendations, and its distillation of lessons learned will be critical in rounding out the transition period and in defining and formulating new strategies and activities.  It is assumed that funding for FP/RH in Nigeria will increase to meet the needs in the country. 

SCOPE OF WORK
The purpose of this strategic assessment to be conducted by POPTECH, the contractor, is to produce a report that will guide the Mission’s immediate and future decisions in terms of FP/RH programming.  In order to create this report, the assessment team will need to:

· Review the key documents relevant to the past and current FP/RH activities in Nigeria including the recently revised National Population Policy;

· Analyze the responses of the Government of Nigeria to population issues and the nature and scope of its FP/RH program 

· Analyze the nature and scope of USAID/Nigeria and other donors’ (multilateral, bilateral, foundations) response to FP/RH issues in Nigeria;

· Distill the lessons learned in response to FP/RH issues that would be valuable in formulating a new USAID FP/RH strategy and in rounding out the remaining time in this transition strategy;

· Taking into account USAID’s comparative advantages, its long history of support for FP/RH in Nigeria and its potential resources, and the potential for increased involvement of the GOVERNMENT OF NIGERIA in FP/RH, and other donors, identify the issues and activities that the Mission should address in its new five year FP/RH strategy;

·  Identify key activities, corrective actions, etc. that should be undertaken during the final months of the transition strategy;

· Review the annotated bibliography of all relevant documents on FP/RH in Nigeria, identify critical gaps and recommend a priority research agenda to fill those gaps.  These recommendation should differentiate between what data need to be collected before the design of the new five year strategy and what need to be collected on a longer term basis for program support;

· Identify critical data gaps that should be closed before or during the new strategy;

· Review the indicators and the strategies for their collection as stated in the Mission’s FP/RH performance monitoring plan.  Analyze the appropriateness of the PROGRAM MONITORING PLAN in terms of USAID’s present program, and the new 5-year strategy.

METHODOLOGY

In order to examine the above issues, the following methodology should be considered:

· Review of documents such as the National Population Policy, the national Reproductive Health Policy, the National Reproductive Health Framework, the National Adolescent Reproductive Health Policy, the USAID/Nigeria Annual Report, and other related documents (list attached).

· Structured interviews with key actors in the GOVERNMENT OF NIGERIA involved with FP/RH activities e.g. the Director of FMOH Department for Community Development and Population Activities, the Chairman of the National Population Commission. Structured interviews with other donor organizations including DFID’s Health team, UNFPA, Packard Foundation, Ford Foundation, CIDA, the Implementing Partners involved in FP/RH activities, local NGOs involved with FP/RH programming (e.g. the Planned Parenthood Federation of Nigeria, Association for Reproductive and Family Health, Action Health, Incorporated) and appropriate Mission personnel (e.g. Program Unit, the Democracy and Governance Unit, the Education Unit);

· Site visits to projects presently funded by USAID/Nigeria;

· Review and analysis of the project monitoring plan for FP/RH activities.

REPORTS

The contractor (POPTECH) will submit a brief assessment report (no more than 20 pages) in accordance with the requirements specified below and in a manner that is conducive to assisting Mission decision makers and stakeholders with the development of the Mission’s new five-year FP/RH strategy.  The format for the strategic assessment report is as follows:

· Executive Summary – concisely state the most salient findings and recommendations (2-3 pages);

· Introduction – purpose, audience, and synopsis of task (1 page);

· Background – brief overview of FP/RH in Nigeria including both current situation in knowledge of, attitude to and practice of FP/RH (1-2 pages)

· Government of Nigeria Approach – describe the history of government interventions and present strategy (1 page)

· USAID’s Assistance Approach – describe the USAID program strategy and activities implemented in response to the populations issue, partners (1 page)

· Other donors – describe the involvement of other significant donors, particularly DFID, UNFPA, CIDA, Packard Foundation and Ford Foundation (1 page)

· Findings/Conclusions/Recommendations – Including programming gaps/opportunities (identification of gaps in programming and, given USAID’s comparative advantages, opportunities for future USAID investment), local capacity (in-country public and private sector capacity for FP/RH programming) (10-12 pages)

· Lessons Learned (1 page)

· Issues – Provide a list of key technical and/or administrative issues (1 page)

· Suggestions for Future Directions (2-3 pages)

· Annexes - Including evaluation methods, schedules, interview lists, bibliography of existing documents related to FP/RH

The team should provide an interim debriefing for the Mission before participants that highlight the major findings and recommendations thus far obtained. 

RELATIONSHIPS AND RESPONSIBILITIES

The Team will work under the direction of FP/RH unit of the General Development Office.  This subgroup consists of Ms. Lynn Gorton, Chief of the GDO; Dr. Olubunmi Dosumu, Senior Program Management Specialist for RH; and Mrs. Olufoyinsola Oyebola, Assistant Program Manager for RH.  

WORK DAYS & SCHEDULE
Travel days both to and from the US for US-based staff and within Nigeria for all team members are included.  Six-day workweeks are recommended.  

First Week – dates TBD:

· Background reading  (entire team)

· Travel to Abuja of US-based team members

Second Week –dates TBD

· Team Planning with full assessment team and Mission staff

· Meet with GOVERNMENT OF NIGERIA and Abuja-based donors and implementing partners

· Meet with Lagos-based implementing partners and donors 

Third Week – dates TBD

· Visit project sites

· Prepare Mission de-briefing

· Conduct debriefing

Fourth Week – dates TBD:

· Team Leader incorporates Mission comments and prepares first draft in tandem with the Nigerian team member.

· Departure of Team Leader
Fifth Week – dates TBD:

· Team Leader submits first draft of assessment report (due date: TBD)

Six and Seventh Weeks – dates TBD:

· Mission prepares and submits comments on draft to Team Leader (due date: TBD)

Eighth Week – dates TBD:

· Team Leader incorporates comments and finalizes draft.
· Final report submitted to Mission and POPTECH (due date: TBD)
Ninth to Eleventh Week – dates TBD:

· POPTECH reviews and edits report

· POPTECH submits final, edited report to Mission (due date: TBD)

TEAM COMPOSITION & QUALIFICATIONS

The team should have the following composition and skills:

Team Leader: The Team Leader will be responsible for managing a team of full-time and part-time team members in a comprehensive review of USAID/Nigeria’s current FP/RH portfolio and in developing a strategy document that clearly shows the technical areas, which USAID should support, or initiate in the coming years. S/he will be responsible for the overall organization of the report and the presentations. S/he will be the chief liaison with the Mission’s GDO and staff.  The Team Leader will provide guidance to other team members, assign appropriate tasks, and ensure timely completion of specific tasks as well the entire assessment.  S/he should have extensive experience in team leadership and a strong technical grounding in the FP/RH area.  Previous team leadership is a prerequisite for this position.  The Team Leader must be able to provide technical as well as administrative leadership to the team.  S/he should consult with GDO staff regularly throughout this exercise to ensure progress is sound and key SOW issues are being addressed.  The Team Leader should have extensive USAID experience and understanding of USAID systems and procedures, and 10 years of experience in the FP/RH sector preferably in developing countries.  Although the Team Leader should have a solid technical background, his/her strengths should accentuate the management skills and experience required in the SOW.  

Program Management Expert (PME): S/he must have robust operational experience on the implementation and program management of FP/RH.  The PME should have 5-10 years of international experience and superior understanding of the complexities of USAID program management.  This should include extensive knowledge of the Cooperating Agencies and their respective areas of expertise, and the advantages/disadvantages of field support, a Strategic Objective Agreement (SOAG), and other bilateral funding mechanisms (e.g. a large consortium of CAs and other NGOs). The PME will contribute heavily to the future direction section of the SOW. 

Monitoring and Evaluation Expert : S/he must have state-of-the-art knowledge of recent AID/W directives on monitoring and evaluation in the area of FP/RH and the latest information on FP/RH indicators.  The monitoring and evaluation expert should have 5-10 years of international experience preferably in a developing country and must also understand the complexities of USAID program management and monitoring.   S/he will be the main contributor to the analysis of the PROGRAM MONITORING PLAN and to recommendations for future monitoring and evaluation directions.

Behavior Change Communication Expert (BCCE): The Team BCC expert should be a senior person and have extensive knowledge of the FP./RH situation in Nigeria.  S/he must also have knowledge of the main stakeholders and actors in the FP/RH field in Nigeria.  S/he will be the main contributor to the analysis of the behavior change communication component of USAID/Nigeria’s FP/RH program will make recommendations for future BCC directions.

Social Scientist: The Team Social Scientist should be a Nigerian with graduate training in Sociology or Anthropology.  S/he must have extensive knowledge of the sociocultural aspects of the FP/RH in Nigeria and of the main stakeholders and actors in the FP/RH field. Excellent writing skills are required.  S/he will provide the team with specific recommendations on how the different ethnic and religious groups can be reached more effectively and efficiently. In addition, s/he will be responsible for the sociocultural section of the report.
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Scope of Work for Further Analysis of the Assessment 

And Future Strategy Considerations

For

USAID/ Nigeria’s

Family Planning/Reproductive Health Program 

February 24, 2003

USAID/Nigeria requests that Barbara Kennedy submit an internal report on family planning and reproductive health to USAID/Nigeria, including Sara Pacque Margolis’ and Nomi Fuchs contributions.  The Mission understands that five days will be needed by Barbara for these purposes.  The Mission would appreciate remittance of the report as soon as possible, so that it is available for strategy development purposes.  

The Mission will submit the final report to Mona Feldman, POPTECH’s Senior Editor at MFeldman@poptechproject.com.  POPTECH will be responsible for editing the final report and submitting it for clearance to USAID/Nigeria.      
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U.S. Agency for International Development/Nigeria

Dawn Liberi, Mission Director

Lynn Gorton, General Development Officer

Bunmi Dosumu, Senior Program Manager (Population/Rural Health)

Liane Adams, Child Survival Advisor

Shelagh O’Rourke, Senior Child Survival and AIDS Advisor

Sandy Ojikutu, Senior Education Officer

Minnie Wright, Democracy Officer

Canadian International Development Agency (CIDA)

Evelyn Lee, Representative

Centre for Development and Population Activities (CEDPA)

P.A. Adebusoye, Country Director

Nneka Ndioma, Senior Reproductive Health Program Officer

Kola Oyedoran, Monitoring and Evaluation Officer

Angela Odiachi, Family Planning/Reproductive Health Program Officer

Jumoke Onazi, Assistant Programme Officer, Monitoring and Evaluation

Department for International Development, United Kingdom (DFID)

Liz Tayler, Representative

Clare Moran, Program Officer

EngenderHealth

Foluke Shobowale, Country Director

Juliana Thompson, Program Officer 
EngenderHealth VISION Project

Hannah Searing, Senior Associate, Evaluation and Research

Toyin Akpan, Knowledge Management Advisor

Susan Kanu, Performance Improvement Advisor

Adeyemi Adekunle, Senior Family Planning/Reproductive Health Advisor

Clement Akinlembola, Operations Manager

Christy Laniyan, Deputy Director/Behavior Change Communication Advisor

Ade Adetunji, Project Director

Adedeji Abiodun, Information Technology Support

Federal Ministry of Health (FMOH)/Nigeria

M.S. Amaeshi, Director, Department of Community Development and Population Activities

A. Adeyemi, Deputy Director, Reproductive Health

Dr. Tayo, Population Activities Division

Mr. Abdullahi, Special Assistant to Director

John Hopkins University/Center for Communication Programs (JHU/CCP)

Bola Kusemiju, Country Director

J.K.T. Ajiboye, Deputy Country Director

Bola Oyeledun, Deputy Country Director   

Rachael Adediji, Family Planning/Reproductive Health Program

John D. and Catherine T. MacArthur Foundation

Wale Ogunleye, Program Administration

Management Strategies for Africa/David and Lucile Packard Foundation

Chris Nwosu, Program Advisor

National Primary Health Care Development Agency (NPHCDA)

Olikoye Ransome-Kuti, Chairman

Dr. Mahdi, Executive Director

Professor Akapala, Director Planning Research and Statistics

Mrs. Koleosho, Director Health Systems Delivery

Yinka Aboslde, Personal Assistant to the Chairman

National Population Commission (NPC)

S.D. Makama, Chairman

A. Kadejo, Director-General

O.O. Osagie, Director, Census and Survey Department

Dr. Akinsanya, Director, Information Technology Department

F.N. Ogbuji, Acting Director, Vital Registration and Reproductive Health 

J. Adekunle, Deputy Director, Census and Surveys Department

M.A. Thomas, Deputy Director, Census and Surveys Department

Alhaji M.C. Umah, Deputy Director, Census and Surveys Department

Gabriel Fosu, Chief Technical Adviser

M. Dimka, Special Assistant

Mrs. Avong, Assistant Director, Census and Survey Department

Mr. Owolabi, Assistant Director, Census and Survey Department

Mr. Shamaki, Special Assistant/Special Duties to the Chairman

Pathfinder International 

Eremutha Francis, Program Officer

Eirewele Erunuma, Volunteer

Planned Parenthood Federation of Nigeria (PPFN)

I.M. Ibrahim, Executive Director

O.O. David, Program Officer, Communication

Jonah Lah, Director of Operations

POLICY Project

Jerome Mafeni, Country Representative

Charity Ibeawuchi, Senior Program Officer

Ms. Ochiaoma, Child Survival Specialist

Population Services International/Society for Family Health (PSI/SFH)

Clayton Davis, Managing Director (PSI/SFH) and Country Director (PSI)

Bright Ekweremadu, Deputy Managing Director

Wale Adebiyi, Senior Program Officer

World Bank

Anne Okigbo, Health Specialist

United Nations Population Fund (UNFPA)

Lucy Idoko, Program Officer
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