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I.
Executive summary

The sexual/reproductive health and economic indices in Nigeria remain very low.  The current population is estimated at 126 million, with population growth rate put at 2.9%.  About one-third of children under 5 have not received any immunization by their first birth-day with 41% malnourished.  Maternal Mortality Rate (MMR) remains very high at an estimated 700 – 1000 per 100,000 live births, with total fertility rate (TFR) of 6 children per woman.  Although contraceptives awareness increased from 44% in 1990 to 64% in 1999, contraceptive prevalence rate (CPR) remains low at 15% for all methods and 9% for modern methods. Therefore, unmet need for family planning remains very high.  

Many years of military dictatorship leading to a decrease in foreign funding and political instability contributed to the collapse of the public health sector, with little or no attention paid to reproductive and sexual health.   However, the picture for reproductive and sexual health has begun to change since the return to democratic governance in 1999.  Recent efforts by the government and donors are indicative of renewed attention to improve the reproductive health status of Nigerians.  For instance, the government approved a National Reproductive Health Policy and Strategy in 2001 which set very ambitious goals aimed at improving the reproductive health indices within 5 years.   The Vision project funded by USAID and the ‘Promoting Sexual and Reproductive Health for HIV/AIDS prevention’ (PSRHH) program which is jointly funded by DFID and USAID are examples of renewed efforts by the donors in RH/FP.

The Society for Family Health is well positioned to contribute in achieving the goals set in the National Reproductive Health Policy and Strategy.  SFH has been in the forefront of improving sexual and reproductive health in Nigeria and is currently the largest single supplier of contraceptives to both the public and private sector in Nigeria.  SFH also has effective sales and distribution operation, a team of professional and experienced staff in BCC, research and logistics management and pharmaceuticals marketing, as well as significant resources to quickly expand its programming into RH/FP.

In 2003 therefore, SFH will design and implement effective behaviour change communication programs to improve informed demand for contraceptives among married women of reproductive age, especially those aged 20 – 34 years who have initiated their families and prepared to practice family planning but lack specific knowledge to address their concerns.  SFH will also continue with efforts to expand access to a variety of contraceptive methods in retail outlets, especially oral pills and emergency contraceptives in patent medicine stores and pharmacy outlets, while ensuring consistent product supply to meet demand. Improvement in providers’ knowledge through information update, training and detailing will also receive attention. These efforts will aim at increasing the use of modern contraceptive methods and sales of existing SFH products.

SFH hormonal contraceptives will be targeted at women of reproductive age who desire a safer, dependable and easily reversible contraceptive, and would like to either space their birth, has a child and wants more but not now (and probably breastfeeding), wants to postpone first pregnancy, or feels that her family is complete but wants to keep her reproductive options open. Condoms will be positioned for dual protection from unwanted pregnancy and STI/HIV prevention and targeted especially at young people and other high-risk/vulnerable groups.

II.
Introduction and situation analysis
A. Introduction  

The ‘Promoting Sexual and Reproductive Health for HIV/AIDS Reduction’ (PSRHH) program is a seven-year program in support of the Nigerian Government’s response to reduce HIV/AIDS and promote improved birth spacing. The program is co-funded by the British Department for International Development (DfiD) and the United States Agency for International Development (USAID).  PSI, an international non-profit organization, is implementing the PSRHH with three managing partners: the Society for Family Health (SFH), Crown Agents, and ActionAid/Nigeria. 

The PSRHH program was designed to support the HIV/AIDS Emergency Action Plan (HEAP) and the National Policy on Population for Sustainable Development. These policy frameworks were developed by the Nigerian government to respond to the high levels of poverty, high fertility rate, low contraceptive prevalence rate and the growing HIV/AIDS epidemic in the country.  To achieve significant impact, the program will develop and implement a behavior change communications strategy targeted towards youth, the poor and the vulnerable (i.e. high-risk groups); and distribute and promote a range of family planning commodities and condoms for HIV/AIDS prevention through the commercial sector distribution system.  It will also ensure that a majority of the poor can access these products through a price subsidy.

SFH, the lead implementing partner of PSRHH, was established in 1985.  Between 1985 and 1992, SFH piloted the social marketing of condoms to commercial channels and NGO clinics in three southwestern states of Nigeria. In late 1992, PSI/SFH won a contract to expand its activities throughout Nigeria.  When the USAID-funded contraceptive distribution project under the Family Health Services Project ended in 1993, SFH was offered contraceptives to distribute in addition to condoms.  SFH’s current commodity portfolio includes: Gold Circle Condoms, Confidence Duofem Oral Contraceptive pills, Depo Provera and Noristerat Injectable Contraceptives, Copper-T 380 A IUDs, and Postinor 2 Emergency Contraceptive Pills. In late 1997, due to programming decisions and end of USAID funding, a concerted effort was made to focus on HIV/AIDS prevention and behavior change.  This shift in focus has resulted in innovative nationwide campaigns on HIV/AIDS prevention and an increase in condom use.  Family planning has been supported through continued supply of contraceptives to wholesale channels using 8 MDS depots, but has not resulted in behavior change promotion for family planning.   In 2003, SFH plans to expand its family planning activities beyond contraceptive supply, into more behaviour change programming.
B. Country Environment - Health

Nigeria is the most populous country in Africa with a current estimated population of 126.6 million people. With an estimated population growth rate of 2.9%, Nigeria’s population will double by 2025.  GDP figures are at $300 per capita.  Nearly one-third of children under-5 are moderately to severely malnourished and 41% have not received any immunizations by their first birthday.  HIV prevalence in Nigeria increased from 1.8% in 1990 to 5.8% in 2001.  In 2001 an estimated 3.2 million adults were HIV positive, the third greatest magnitude in Africa.  Maternal mortality is also high, with an estimated 60,000 deaths annually or a maternal mortality rate estimated at between 700 - 1000 per 100,000 live births, which is higher than the average in Africa.  More than half of maternal mortality is related to complications from abortion and a woman’s lifetime chance of dying from childbirth or pregnancy in Nigeria is 1 in 13.

The economy is in a weak state and despite the presence of a democratic government, there is skepticism toward national economic improvement in the near future. Educational levels among women remain low, with adult literacy at 41% for females, vs. 58% for males.  Total fertility rate (TFR) is estimated to have remained at 6 children per woman since 1990.  This figure is disputed and probably ranges between 5.2 and 6.0, but is thought to be closer to 6.0 (NDHS 1999).  Women in the northern region have almost 2 more children per woman than in other regions.  The current contraceptive prevalence rate (CPR) for all methods among married women is 15%, which is little gain since 1994, when it was 12%.  The CPR for modern methods is 9%, which also varies according to region.

Contraceptive awareness of any method among married women has increased from 44% in 1990 to 64% in 1999.  Unmet need for contraceptives remains high, at 18% among married women, yet only 22% intend to use contraception in the future.  Access to modern methods is split between the public and private sector, with an estimated 43% purchasing contraceptives through the private sector.  

C. Government and Donor Support of Reproductive Health/Family Planning

In the past several years the public health sector has crumbled and is no longer able to provide significant impact in terms of health delivery.  Few NGO clinics or subsidized networks have taken the place of providing this service to low income people, although services vary by state. Until recently, reproductive health and family planning have not been a government priority, and, for political reasons, donor support to the Government of Nigeria in this area has been reduced.

With a decrease in foreign funding and political instability, little demand creation for family planning has taken place in the past five years.  All agencies, donors and the technical branch of the government admit this.  Many agencies project that the country has gone backward in terms of promoting family planning and making it available. Likewise, awareness and knowledge about family planning, the first steps in creating demand, have also regressed.

In addition to lack of efforts in demand creation, demand satisfaction has suffered, with lack of stock of basic family planning commodities in the public sector, creating a greater dependence on the private sector, particularly social marketing products.

Recently, the picture for reproductive health has begun to change with renewed efforts on the part of donors and government to revitalize efforts in Family Planning in Nigeria.  The Government of Nigeria approved a National Reproductive Health Policy & Strategy in 2001 which sets an ambitious target of reducing the population growth rate from the current 2.9% to 2% by 2006. The Department for Community Development and Population Activities (DCDPA) of the Federal Ministry of Health is responsible for advising the MOH in the coordination of the strategy.  The reproductive health goals of the policy include: 

· Reduce maternal morbidity and mortality due to pregnancy and childbirth by 50% 

· Reduce the incidence and prevalence of STI’s including HIV

· Increase proportion of people, including adolescents, who have access to accurate reproductive health information

-Increased access to MCH services by 40%

-increased access to RH information and services by 50%

· Reduce the level of unwanted pregnancies in all women of reproductive age by 50%

-Raise contraceptive prevalence rate from 9% to 20%

-Reduce unwanted pregnancies in adolescents by 50%

-Increase access to reproductive health information and services by 80%

· Increase knowledge of reproductive health and promote responsible behaviours to adolescents regarding prevention of unwanted pregnancy and STI

· Increase the involvement of men in reproductive health issues

In its renewed effort to reinvigorate family planning activities, the Federal Ministry of Health with funding from donor agencies has put together a contraceptive logistics management system (CLMS) aimed at achieving efficient and effective delivery of commodities from the government central warehouse at Oshodi Lagos to the 36 states and the Federal Capital Territory Abuja.  
The VISION project funded by USAID with a consortium of partners made up of EngenderHealth (leading partner), Intra, JHU and PSI is yet another new effort by aimed at creating a model for the expansion of family planning efforts in Nigeria.  The three-year project which aims at fostering a scalable private-public partnership in improving reproductive health/family planning efforts covers three states of Oyo, Enugu and Bauchi.  SFH through the PSI involvement is collaborating with the other partners and is directly responsible ensuring product access among retailers in the three states as well as commodity logistics training.

D.  Awareness, Demand and Need for Family Planning in Nigeria 

The reproductive health situation is considered poor in Nigeria and has deteriorated in recent years.  Maternal mortality is estimated between 700-1000 deaths per 100,000 live births with a large percentage taking place in the northern part of Nigeria.  Contributing factors to this high rate include: hemorrhage, infection, unsafe abortion, eclampsia, and obstructed labor.  Maternal deaths resulting from high-risk teenage pregnancies either from unsafe abortion or delivery complications contributes significantly to maternal mortality rates. 
Women of reproductive age (WRA) make up an estimated 48% of the population, as highlighted in the table below; 62% of these women are under age 29. 

Women of Reproductive Age in Nigeria

	Age
	Total
	% of WRA
	Urban
	Rural

	15-19
	6,750,000
	22.64%
	2,430,000
	4,320,000

	20-24
	6,125,000
	20.55%
	2,205,000
	3,920,000

	25-29
	5,625,000
	18.87%
	2,025,000
	3,600,000

	30-34
	4,375,000
	14.68%
	1,575,000
	2,800,000

	35-39
	2,812,500
	9.43%
	1,012,000
	1,800,000

	40-44
	2,625,000
	8.81%
	945,000
	1,680,000

	45-49
	1,500,000
	5.03%
	540,000
	960,000


(Source 1991 Nigerian Census)

-The median age for first sexual intercourse for females is 17.8.  Of all women between 20-49 years in 1999, 24% reported having first intercourse before the age of 15 and 51% by age 18. Only 23% of sexually active unmarried females aged 15-19 in 1999 were recorded to be using any modern method.

-Childbearing begins early in Nigeria with half of women becoming mothers by age 20. Median age at first birth is 20.  On average, women have given birth to one child by their early 20s, four children by their early 30s and six children by their early forties.

-Teenage childbearing has declined in recent years.  The percentage of women age 15-19 that gave birth or are pregnant with their first child is currently 22%.  This rate is higher in rural and northern areas and among those with lower levels of education.  

-One in five births is reported as unplanned or mistimed. 

-Abortion is highly restricted, except to save the life of the mother, yet in year, an estimated 610,000 clandestine abortions take place.  Many of these abortions are suspected to happen among adolescent girls.  A study in rural Nigeria showed that 80% of patients admitted to hospitals with abortion-related complications are adolescent girls.

- Ideal Family Size

Desired family size does not vary significantly from the actual fertility rate.  Ideal family size for all women is 6.2, and for men, 7.8.  Within this picture, demand for family planning can be seen primarily among young women aged 15-29, located in urban areas in the southeast, southwest and central regions of the country, of primary education or higher.  Women from all these groups report a desired family size that is less than the actual fertility rate in the country.  

-Awareness and Knowledge of Family Planning

Awareness of family planning in the 1999 DHS is estimated at 65% for all women and 82% of all men.  Awareness is higher among unmarried women and men (91% and 98%) than for married women and men (64% and 83%) 

Joint knowledge of methods among married couples is low.  When only one partner knows a method, it is likely to be the husband, especially if it is a male oriented method. This suggests a need for education and awareness targeting women and encouragement of discussions about family planning between men and women.

Awareness of contraceptive methods among young women 15-24 is also low, with knowledge of abortion methods being higher.  This lack of awareness has been shown to lead to non-use of contraception among this age group, with greater reliance on abortion as a fertility control method.


Knowledge of family planning peaks at ages 30-34 for all women.  Knowledge of modern methods is higher than traditional methods among all groups.  Methods best known by younger women are: Condoms, pills, injectables and emergency contraceptive pills.

- Use of Family Planning

Currently, 15% of all women are practicing some sort of method of contraception and 9% use modern methods. This level of use is comparable to that in other West African countries, which have lagged behind progress in this area compared to the rest of Africa and the rest of the world.  Currently, lack of progress in improving contraceptive prevalence and reproductive health in West Africa is cited as one of the few areas which have not shown significant progress in the past 20 years, and is being reprioritized in the region.  As the largest country in Africa, lack of progress in increasing contraceptive prevalence rate in Nigeria has serious population, economic, and environmental consequences to the region as a whole.

Use of method according to the 1999 DHS:

	Method
	1999 DHS
	% modern contraceptive mix

	Condoms
	2.3%
	26%

	Pills
	2.6%
	29%

	Injectables
	1.9%
	21%

	IUD
	1.7%
	19%

	Diaphragm
	.1%
	1%

	Sterilization
	.2%
	2%

	Implant
	Ins.
	1%


Indications from urban surveys suggest that some modern method use among women is evolving especially for condoms. This is probably due to the relative ‘noise’ made regarding HIV/AIDS rather than use of condoms as a contraceptive method. Nevertheless, the condom’s contribution as a dual protective method cannot be disregarded.

Use of modern family planning methods is higher for unmarried women, at 35.4% for modern methods, than for married women at 8.8%.  

Among women using modern contraception, the most popular methods are pills, followed by condoms, injectables, and IUDs.  Unmarried women, aged 15-24 are principal users of pills and condoms. Married women tend to be the users of these methods as well, but especially of longer-term methods such as injectables and IUD.

Use of contraceptives varies by background and place of residence, with rural areas and northern regions practicing much lower use of contraceptives.  Partly as a result of lower contraceptive rates, fertility rates in the northern areas are higher than in the rest of the nation.

Use of Modern Methods by Region and Education

	Use of Modern Methods (%)
	Women
	Men
	Number of WRA using contraceptives 

	Residence
	
	
	

	Urban
	15.7
	24.4
	

	Rural
	5.6
	10
	

	Region
	
	
	

	Northeast
	2.2
	5.2
	116,588

	Northwest
	2.5
	1.5
	103,020

	Southeast
	9.1
	14.3
	565,270

	Southwest
	15.5
	24.9
	1,109,458

	Central
	10.9
	20.5
	540,918

	Education
	
	
	

	No education
	3.1
	2.3
	

	Primary
	10.1
	13.5
	

	Secondary
	16.2
	21.6
	

	Higher
	28
	32.4
	


- Current Demand for Family Planning
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While 29% of women desire to space or limit births, only 15.7% of them are doing so.  Contraception is practiced more by unmarried women (58.6%) than by married women (15.7%)
Current users of family planning are both married and unmarried; tend to be between the ages of 30-44, urban, in the southeast and southwest, with secondary or higher education.

The profile of those with unmet need tends to be married and unmarried women, 15-24 years old, in both rural and urban areas, living in all areas, especially the northwest and northeast and to a lesser extent the southeast, and with lower education. 

Among those with demand for family planning, rural women present the greatest opportunity in terms of volume. Despite this potential, they may be difficult to reach through commercial channels.  A significant opportunity that may make more sense for SFH in terms of efficient reach will be by satisfying unmet need among 15-24 year olds in urban areas.  Many of these women are unmarried or recently married and would like to delay first childbirth. Additionally, this group suffers from the greatest health consequences from early pregnancy, including complications from abortion. They are likely to use short-term methods such as pills, condoms and emergency contraceptive pills because they are accessible and easily reversible.

Younger married women who have had one child are also a suggested target group for family planning messages since they are usually interested in spacing, yet know little about FP methods.  
-Intention to use Family Planning

Among married women, 38% say they intend to use a contraceptive method in the future, with 14% reporting they will use a family planning method in the next 12 months.  Those who say they do not intend to use family planning do so for the following reasons 1) wanting more children (28%); 2) opposition to family planning (16%); and 3) lack of knowledge of a method (15%).  Those in the third group represent a potential in terms of information delivery, so that they can make an informed choice about family planning.

Since 1999 there are signs that religious opposition to family planning has increased, especially among the Muslim north, but also among Christian groups primarily in the Southeast.

-Barriers to use

Access – With the exception of condoms, data indicate that many women who know about contraceptive methods do not know where to acquire them. This is true for most women for pills, emergency contraceptives, injectables, and other methods.  This is supported by results of the SFH 2002 Distribution Survey, which demonstrate that modern contraceptives are not as widely available in outlets where consumers seek them as we would like them to be, such that the minimum requirement of 60% of outlets carrying the products is achieved.  

Rates of method abandonment information were not available, but reasons given for not continuing former methods showed that side effects (53% pills and 62% Injectables) were the principal reason (Nigerbus survey 2002).  This is likely the result of women obtaining products from outlets that did not provide adequate information about the methods and management of their side effects. 

A recent qualitative study shows that another major barrier to use of contraception in adolescent girls is a fear that using contraceptive methods will reduce their future fertility.  As a result, young women know more about abortion and tend to rely on it rather than contraception prior to having a first child.

Price –The research available prior to the SFH price increase in September 2002 does not show that price is a barrier to contraceptive use, indicating that those that want to use a contraceptive method can find one that is affordable. We may need to wait for about a year get conclusive evidence that the new prices are not barriers to use as most products were either out of stock or were in short supply leading to stock rationing during and after the first few months of the price increase.  Price not being a barrier to use may be a critical issue in the debate on contraceptive security and future segmentation of the market. 

-Media exposure

According to the 1999 NDHS, more men than women are exposed to media messages on family planning. Nationally, 62% of women have not heard family planning messages on the radio or television. Nevertheless, the majority of women and men feel that these messages are appropriate for TV and radio, with the exception of people in the Northwest who are unsure or against such messages. Exposure to family planning through print materials is even less.

The majority of women (52%) have not discussed family planning with their spouse and boyfriends. Surveys suggest a strong correlation between approval and having discussed family planning, and that those who have not discussed family planning assume disapproval or unawareness of their partner’s opinions about family planning.  Since this represents a significant barrier in contraceptive use, it suggests that efforts to improve communication between couples about family planning may improve acceptance and use of any method.  These messages will be critical to the program, especially to increase condom use as a family planning method.

Conclusion: 
· Despite the overall low awareness and use of family planning, as well as a strong desire for large families, many opportunities exist to satisfy both existing and unmet demand.  
· In terms of volume, women in rural areas represent a potential target group, as well as younger women aged 15-24, who may or may not have begun childbearing. 

· FP programs need to address common barriers to using family planning: access to methods, a lack of communication between men and women, and between providers and potential users about family planning, as well as more specific knowledge about methods.  
· Fear of side effects and lack of side effect management are major reasons that women abandon hormonal methods, indicating the need to educate providers to adequately counsel women about methods is necessary.  

E.  Market Analysis 
- Market Size

Modern contraceptive prevalence in Nigeria is 9% (DHS, 1999) among women of reproductive age. The magnitude of the Nigerian population means that despite a low CPR, the market size for contraception is large.   

Future demand for contraception includes current use and unmet need – those who are not using contraception but would like to postpone or limit childbearing.  According to the DHS, the unmet need for contraception is 13.3% among women of reproductive age.  Given current population figures, and assuming 22% of the population of women is of reproductive age, there are currently 3.7 million women with an unmet need for family planning.  The real unmet need is likely larger, as this figure does not include those in the 10-15 age bracket, men, and all those utilizing condoms for HIV/AIDS prevention.

Due to Nigeria’s high population growth rate and young population entering their reproductive years, demand for contraception will increase significantly in the coming years, indicating potential for a much larger market for contraceptives.

- Product Supply and Distribution

According to the 1999 DHS, the private sector provides approximately 51.3% of Nigeria’s modern contraceptive methods, with the public sector providing approximately 43%.
SFH is the largest supplier of contraceptives to Nigeria. SFH-supplied commodities (from USAID and DfID funding) account for approximately 40% of the products consumed in the market. An estimated 5-10% of demand is supplied from the for-profit commercial private sector, and the remaining amount through other donors/government and smuggled suppliers from neighbouring countries donor funded programs (product leakage).  

SFH products are sold from Manufacturer’s Delivery Service (MDS) depots to 40 registered pharmaceutical wholesalers, who in turn sell to pharmacies, clinics, patent medicine stores (PMS), and state government tenders for distribution in public sector clinics.  The MDS warehouses and invoices product to wholesalers for a fee and it is a very cost effective way of getting products to consumers. Some large pharmaceutical manufacturers/marketers like GlaxoSmithkline manage their distribution system through MDS and wholesalers as well.
Commercial firms have some detailing representatives, but not a sufficient number to provide adequate detailing –for example, Pharmacia has four detailers for the entire country, who primarily focus on gaining large sale opportunities.  

- Market Presence and Market shares

2002 SFH Distribution Survey – Presence of SFH Products

	Product
	PMS
	Pharmacies
	Hospitals
	Non- pharmacy outlets
	Total

	SFH Pills
	45%
	51%
	20%
	5.5%
	28%

	Postinor 2
	9.9%
	40%
	9%
	0.8%
	9.9%

	SFH Injectables
	18%
	54%
	39%
	5%
	17%


PMS and pharmacies are the principal consumer sources for oral contraceptives and emergency contraceptive pills, and important sources for injectables. It is estimated that about 200,000 PMSs exist in the country and 4,000 registered pharmacies.

Sources of Method (PMS and Pharmacy) among Women using Family Planning Methods

	Method
	Obtained at PMS
	Obtained at Pharmacy

	Oral Pills
	60%
	17%

	Injectable contraceptives
	21%
	9%

	Emergency Contraceptives
	68%
	21%


Source: Nigerbus 2001

Compared to a 1999 SFH Distribution Survey, availability of oral contraceptive pills and emergency pills has decreased in outlets, which represent a program area of concern, since these areas are the principal sources for these methods for women. Further analysis still needs to be done however to see if this has had any effect on sales growth as there has not been any decrease in sales volume. 
- Provider Knowledge Levels and Health Seeking Behavior

Health centers are among the most popular sources of information on modern contraceptives. The level of health provider knowledge over the years has not been kept up to date, however, and several FP clinics have closed or are without supplies.  As a result many women are now seeking FP information from the secondary level providers (non-health center) in the private sector.

While PMSs are among the most popular for contraceptive supply, especially oral pills and emergency contraception, few PMS operators are trained to dispense these methods.  Since it is technically illegal for them to distribute ethical products, including hormonal contraceptives, PMS providers have not been included in formal training or detailing efforts, yet they are the providers that most clients (especially in semi-urban and rural areas) contact to address issues about side effect and continuing use.
Prices at PMS tend to be lower than in other outlets, and they have a greater presence in semi-urban and rural areas.  The presence of contraceptive methods in these stores represents a true consumer pull at the low income level.  Despite resistance by government agencies and pharmaceutical professional associations to training these providers, sales of contraceptive continue to take place there.  
Anecdotally, the typical scenario of a lower income woman is to first seek information at the PMS or pharmacy.  Some of these will refer women to a clinic, but many, especially those which have no such facilities nearby, will undertake recommendation of a method that they have provided before to women.  It is likely that resupply of pills takes place at PMSs, and that EC is most commonly disbursed from a PMS as well.

Pharmacists are trained and licensed by the government and attend regular conferences which contribute to updating their information about medical products.  Despite their skill, their numbers are not large enough to have a comprehensive reach throughout the country, and they may not be personally attending clients seeking information at their pharmacy counter.

Some family planning providers at the government hospitals, private hospitals and NGO clinics have been trained through several programs operating in specific states, and basic family planning training has also been included in tertiary institutions’ training curriculum for students in health/medical sciences.  However, the overall skill level of providers is considered low, especially in communication skills and method specific knowledge.

- Market Prices

A limited selection of products is available in urban pharmacies and some PMS.  The brands featured below were captured in the SFH 2002 Distribution Survey.  Branded contraceptive presence in Nigeria is limited and inconsistent for major product brands.

Pill brands:





Consumer prices
Postinor 10 




N20 per tablet  

Microgen





N50-N60 per cycle
Neogenol





N50 per cycle
Confidence Duofem (SFH)


N15 per cycle
Postinor 2- 




N60 per dose of two tablets
Injectable brands:




Consumer prices
Noristerat (in Uni-Ject Presentation)

N150
Depo Provera (from Pharmacia)


Not available
Noristerat (SFH)




N60 

Depo Provera (SFH)



N60 


Typical margins for ethical products are: 5-10% at wholesale and 25-50% at retail level 

(Note: Prices for SFH products have changed since the survey took place and are noted in the pricing section)
Conclusion and recommendations:

· Despite the low CPR in Nigeria, the market size for contraceptives is high because of the high population and high population growth rate.

· The decrease in availability of oral contraceptives and emergency pills in retail outlets (PMS) which are the principal sources of supply for most women (especially in the rural areas) is a cause for concern to the project.

· The overall skill level for all categories of FP providers is low because of limited training activities and opportunities in a long time in Nigeria.  This is also another source of concern as providers need to possess adequate knowledge and skills to properly counsel new clients on method choice and management of side effects.

Opportunity and need therefore exists to continually update key providers on family planning method awareness through:
· Advocacy by leading providers of contraceptives (e.g. SFH) to gain greater official prescription rights for PMS would expand informed access to contraceptives;   

· Availability of detailing brochures, which give providers information about prescribing a method, recommending it, and identifying client profiles, as well as managing side effects;

· Availability of checklists, which give a provider or community based distributor (CBD) the screening protocol that is necessary when encountering a client interested in a method for the first time;

· Availability of patient brochures, in urban areas where women may be literate. These will provide specific take-away information for women interested in learning more about a method;

· Method-specific information designed for less literate women; and 

· Workshops, product launches, or PR luncheons, provide opportunities to improve knowledge and perception of provider community, including PMS, of family planning and contraceptives.
F. Program Analysis
- Distribution 

Until 1997, SFH managed their contraceptive portfolio in a traditional pharmaceutical sense, utilizing a distributor, as well as detailers.  Providers were trained in a one-time effort to introduce injectables through a subcontract with Pathfinder.  Distribution took place primarily through a major pharmaceutical distributor, supported by 10 detailers placed in the regions, which ensured product listing in outlets, and kept material updated in the urban outlets with respect to methods. 

In 1997 use of the distributor was discontinued, as were all SFH sales people and detailing efforts. Instead, the current system was adopted, which relies on consumer demand pull and retailer demand to put SFH products in their outlets.  The 2002 Distribution Survey indicates that this has not significantly affected distribution of condoms, which are present in 61% of all outlets.  It may be less successful for ethical contraceptives, which rely on product presence into a channel and awareness of the service provider or ‘push’ to meet consumer demand.  Presence of oral pills in outlets has decreased from an estimated 38% to 28%, and injectable presence has remained steady with 18% of outlets selling Noristerat and 6.3% Depo Provera.  Emergency contraceptive pills are present in 9% of outlets.  
Comparison of overall levels of product distribution in all outlets 1999-2002 SFH Products

	Product
	1999
	2002

	Oral Pills
	38%
	28%

	Injectable Contraceptives
	14%
	17%

	Emergency Contraceptive
	14%
	9%

	IUD
	5%
	4%

	Condoms
	64%
	61%


Distribution of contraceptives is still somewhat below an acceptable level to be considered ‘accessible’ in a channel (at 60% and above).   SFH should strive to make accessibility higher in key channels throughout the country. 

- Product Sales

SFH sales have grown tremendously, but erratically. In the case of hormonal contraceptives, sales have fluctuated due to inconsistent supplies, and unpredicted supply of product to the public sector.  It is difficult to properly gauge the real sales volume for the social marketing program where the public sector is unhealthy and if there are no viable profitable brands. SFH seems to move between being the public sector commodity supply and a social marketing one. 

In many years, as in 2002, sales impact was hampered by lack of available stock; severe shortages for manufacturing reasons were experienced for both injectable brands.   Sales for oral contraceptives fell short due to the lack of stock to supply large orders.  Inventory levels, at 3-4 months supply, have not been able to make up for the fluctuation in order size.

Sales of SFH Hormonal Contraceptives 1993- 2002
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Source: NDHS 1999


Source: SFH Sales Reports

Due to the nature of sales through a wholesale network, little information is available on which clients have represented the growth in sales in years when it was high, but the thought is that it is through state tenders/contracts sold from wholesalers

The Federal Ministry of Health has also been distributing contraceptives through its central warehouse at Oshodi Lagos to the state family planning units.  Most of the commodities are supplied by UNFPA with some sourced through the open market in Nigeria (most likely SFH supplied products).  Below is a summary of government distribution from 1999 to 2002.

Distribution of Hormonal Contraceptives by the FMOH 1999 – 2002
	Product
	1999
	2000
	2001
	2002

	Oral pills
	811,440
	295,200
	770,560
	412,320

	Postinor 2
	86,400
	10,800
	8,290
	0

	Depo Provera
	420,000
	30,000
	65,450
	626,000

	Noristerat
	273,200
	43,200
	0
	0

	IUD
	12,600
	6,300
	90,000
	73,300


Evidently, FMOH distribution depends on available contraceptives and does not indicate the level of demand or need at the state levels.  
- Pricing 

SFH product recommended price structures provide:

· 15% wholesale margin, and 53% retail margin for condoms and 

· 15% wholesale margin, 33% retail margin for other contraceptive products 

A program review in 2002 and consumer research indicated that price was not a barrier to purchase of contraceptives for those currently using them.  Additionally, the project found that many were selling contraceptives higher than the recommended price.  Prices were readjusted in September 2002 to bring margins in line with industry norms and actual selling prices.  Sales impact is not yet fully evaluated, but SFH estimates that the trade and consumers have accepted the new prices.  The project will evaluate and most likely adopt a pricing change for condoms in 2003.

Current SFH product prices

Product


Wholesale

Retail

Consumer (median prices)
Gold Circle Condoms (4)
N3.99


N4.60


N10.00

Confidence Oral Pills

N12.00


N13.80


N20.00

VFT



N4.00


N4.60


N10.00

Postinor 2


N60.00


N69.00


N100.00

Noristerat Injectable

N44.00


N50.60


N75.00

Depo Provera


N44.00


N50.60


N75.00

IUCD



N100.00

N115.00

N170.00

- Consumer Demand Creation

In terms of demand creation, efforts have taken place in key states, but due to the magnitude of the country, few efforts have had a broad impact, and lack of communication and training are among the key barriers to behavior change in family planning.  JHU/PCS has worked in some states for basic awareness of family planning, Ipas with providers in the north on post-abortion care, Pathfinder International, CEDPA, Engender Health, and PPFN also have programs, but most focus on rural based or clinic based delivery, and not on family planning awareness on a larger scale.

SFH communication activities in the past year included a radio drama in four Nigeria languages aired throughout the country, which addresses various reproductive health issues, including contraception, the methods available, myths and misconceptions about these methods, advantages and side effects of the methods.  Opportunities for communication activities leading to behavior change are vast due to the lack of basic consumer information about family planning in the country. Opportunities that SFH might consider include (not prioritized):
1. Creating an umbrella brand or logo for family planning products that would be promotable through media channels and selected outlets;

2. Improving provider knowledge, especially among providers to low income women;

3. Creating demand among women and improving knowledge about contraceptive methods. Key groups for knowledge and awareness are younger women, recently married women and rural women; and

4. Choosing a ‘theme area’ to work on communications such as: dual protection (condoms and other methods for FP/STI prevention), male involvement in FP, integration of HIV/FP messages, addressing young women 15-24 about FP and STI prevention.

- Provider Communication

SFH has provided support to its products when introducing them into the market:

-When injectable contraceptives were introduced, PSI/SFH contracted Pathfinder to undertake training of family planning providers in counseling and administration of injectable contraceptives. More than 3,000 providers were trained in 1995-1996.  Additionally, brochures, posters, and provider incentive items were distributed. 


-For the introduction of Confidence, an over branded Duofem, PSI/SFH created a more consumer friendly packaging targeting women with families.  Posters, point of sale brochures, and provider incentives were created.


-For the launch of Postinor 2, a provider brochure was created, as well as a consumer brochure and point of sale stickers and posters.  The product was launched through regional launch events, targeting pharmacists and nurse providers.  Postinor 2 was targeted to women whose method had failed, or who did not use a contraceptive method.

These activities resulted in increased product demand and method awareness on the part of providers, but were not sustained over time. To develop informed demand among users, provider knowledge needs to be regularly updated, especially in the areas of side effect management, as it is the largest single reason for method discontinuation. 

- SFH Organization

Family planning is a key area of interest to the SFH board of trustees. Many of the senior employees have worked in family planning with SFH.  The organization has recently moved to Abuja to implement the large PSRHH project and is also scaling up its office and staff size.  New office equipment has been purchased and office capacity is expanding.  The increase in resources has also benefited the Family Planning area, with the hiring of a new FP manager, and plans to hire a FP products Coordinator.  While these additions are welcomed and will increase the technical capacity of SFH in family planning, the challenge will be to share FP tasks among other non-FP program areas in terms of project implementation. Key areas that may require additional capacity include: logistics management, sales, provider training/detailing and executive oversight.

Conclusion and recommendations:
· Access to contraceptives (especially oral pills and emergency contraceptive pills) in outlets has decreased over the years.  This is an issue of concern especially for ethical products which rely on both ‘pull’ and ‘push’ strategies to be successful.

· Sales for hormonal contraceptives have been erratic over the years because of inconsistency and shortage in supply.  This is worsened by the weak public sector supply which has made SFH to serve both the public and private sector needs.

· Price is not a barrier to contraceptive use as products remains affordable to clients.  Prices were however adjusted in 2002 to bring margins within the industry norms.

· Demand creation efforts have been limited and concentrated in few key states, and provider communication and update not followed up to consolidate gains, thus leading to low behaviour change in family planning.

· The SFH board and staff remain interested in FP and have good working knowledge in this area.  The new PRSHH program has also provided additional resources to SFH for increased efforts in RH/FP. 

The following are recommended to address some of the issues identified in this section:

· To expand distribution, SFH will provide sales support and link retailers to wholesalers to expand the availability of products in the short run. 

· Increase inventories on hormonal contraceptive products to 12 months of stock.

· SFH should work with the two largest distributors in Onitsha and Lagos to get quarterly information about sales to clients to learn more about where large sales volumes are going.

· Further qualitative research may help SFH determine deeper issues associated with family planning for continued programming and for future and more effective behavior change campaigns.

· Improving provider knowledge about mechanisms of specific contraceptives, side effect management and client counseling is a priority, and, necessary before consumer demand is effectively enhanced.

· Consumer communication and demand creation will be required to attract non-users to family planning methods and increase contraceptive prevalence rate. The project should aim to identify the area it will specialize in for behavior change communication, as SFH has the most to contribute in this area, based on its abilities demonstrated in the HIV/AIDS component of the project.  To maximize its impact, SFH can review what other projects are carrying out in this area, and complement those efforts, ensuring that barriers to use of those with unmet need are being addressed.

· Additional staff will be required to improve contraceptive prevalence rate, as well as a dedicated vision from upper SFH management.

Sources:

Nigeria DHS 1999

SFH Distribution Surveys, 1999 and 2002

Nigerbus Surveys, 1999-2002

Why Nigerian Adolescents Seek Abortion rather than Contraception: Evidence from Focus Group Discussions, Otoide et al, 2001, Family Planning Perspectives, June 2001

National Reproductive Health Policy and Strategy to Achieve Quality Reproductive & Sexual Health for all Nigerians, Federal Ministry of Health, Abuja, Nigeria, July 2001

Vision Project, Second Workplan, October 1, 2002 to September 30, 2002

III. SWOT Analysis of SFH Family Planning

Strengths
· Largest single supplier to private and public sector in the country: estimated 30-40% of product supply

· Strong warehousing/relationships with supply channels; have harnessed part of vibrant commercial sector

· Relatively constant and assured product supply

· Demonstrated ability to lead behavior change efforts through HIV/AIDS program

· Strong research, applied research abilities

· Broad contraceptive portfolio

· Experienced team of professionals in logistics management, pharma management

· Has the broadest reach in pharmacies and PMS of contraceptive products

Weaknesses

· Long term vision for FP within the organization is undefined, and overwhelmed by the vision for the HIV/AIDS component of the project

· Lack of sufficient commodity supply to create new demand

· Until recently, not structured to work on LGA level

· Behavior change efforts in FP have not taken place

· Demand creation structure for pharmaceutical products does not exist (detail structure)

· Project has not addressed at-need groups such as adolescents, rural women

· No relationship with providers at the consumer level

Opportunities

· SFH in a strong position with donors and the MOH as a leading contraceptive supplier

· Large unmet need for family planning especially among rural and adolescent women

· New funding contract (PSRHH) and renewed USAID effort in FP

· New National Family Planning Policy is progressive and could expand proposed family planning activities in the country

· Consumer shift to private sector access for contraceptive commodities

· Mass media likely to be effective for awareness and consensus building in FP

· Coordination with Visions project could enhance product sales and marketing efforts

Threats/Challenges

· Disorganized public sector and uncoordinated donor efforts may make improving reproductive health a long-term goal

· Contraceptive Security issue if Nigeria continues to rely on donor-supplied commodities

· Political and religious resistance to family planning prevails 

· Size of the market makes it difficult to affect significant change

· Budget constraints may make it difficult to sufficiently expand SFH detailing efforts

· PMS restriction on selling OCs and ECPs may not be overcome.

· Providers have poor and incomplete knowledge

IV. Marketing Strategy 

A. Goals and Objectives

SFH seeks to be the leading NGO in Nigeria delivering quality products and information to enable Nigerian women and men to exercise safe reproductive health. SFH will improve informed demand for contraceptives among consumers and improve the reproductive health among Nigerians.

Within this goal, specific objectives attributable to SFH are that in five years:

1. SFH will contribute to an increase in CPR from 9% to 20% through:

· Increasing sales on existing products

· The addition of two new methods to portfolio

· Increase in number of users and usage rates

2. Improve access to a variety of contraceptive methods in retail outlets (especially with oral contraceptive pills and emergency contraceptive pills in PMS and pharmacies) :

· Increase presence of contraceptive products in outlets throughout Nigeria.



National Placement by Outlet Type (36 states)

	Product/outlet type
	2002
	2008*

	Oral Pill
	
	

	Pharmacies
	51%
	90%

	PMS
	45%
	75%

	EC Pill
	
	

	Pharmacies
	40%
	80%

	PMS
	10%
	75%

	Injectable
	
	

	Pharmacies
	54%
	90%

	PMS
	18%
	X%


Source: 2002 SFH Distribution Survey

*Targets for 2003 to be developed after further analysis of distribution survey by May 2003

· Rural and Semi Urban Areas: Increase injectable distribution comparable to OC distribution

· Eliminate stock out of all product lines (with the exception of Noristerat which has production problem with the producers)

· Remain affordable to target groups

Based on the 2003 strategy, SFH will realize an increase in sales for most of its contraceptive products, and expects to sell:

· Confidence OCs:  3,600,000  

· Noristerat:  600,000 

· Depo Provera:  520,000 an increase of 25% 

· Copper T IUD: 80,000

· Postinor II:  200,000
* The targets above depend on availability of stock.

3. Increase knowledge about and access to FP Methods among target groups:

· Know at least 2 FP methods:

Married WRA 25-49 from X to Y%

Female Youth:
Married: 15-24 from X to Y%



Unmarried: 15 – 24 from X to Y%  
Men 15-49: from X to Y%

· Know where to obtain oral contraceptives:

Married WRA 25-49 from X to Y%

Female Youth:
Married: 15-24 from X to Y%



Unmarried; 15 – 24 from X – Y%
Men 15-49: from X to Y%

· Cite both family planning and disease prevention as a reason for using condoms:

Married WRA 25-49 from X to Y%

Female Youth:
Married: 15-24 from X to Y%



Unmarried: 15 – 24 from X to Y%
Men 15-49: from X to Y%

· Condom was used in the last sex act to prevent pregnancy and disease

Married WRA 25-49 from X to Y%

Female Youth:
Married: 15-24 from X to Y%



Unmarried: 15 – 24 from X to Y%
Men 15-49: from X to Y%

4. Promote behavior change in the area to practice family planning

· Adolescent reproductive health (ARH) and targeting youth to know about options available and reproductive risks

· Integration of FP and HIV Messages

· Utilize mass media and community interpersonal communications to promote awareness and informed use of Family planning methods by educating the target consumers about:

· available family planning methods
· basic issues about side effects and management 
· encouraging discussion among spouses and boyfriend/girlfriends about condoms/contraception 
*The percentage increases in the above indictors will be determined after the National AIDS and Reproductive Health Survey (NARHS) in 2003, which will serve as the baseline survey for our family planning efforts.

B. Strategic Thrust

The strategic thrusts that SFH will use to achieve these goals are:

· Improvement of BCC for family planning to both providers and consumers

· Expand distribution of SFH products in pharmacies and PMSs

· Ensuring product supply to meet demand

· Improving provider knowledge with information, training and detailing 

· Lobby for greater prescription rights for PMSs

· Improve knowledge of and access to contraceptive methods in rural areas

· Use media and IPC to promote behavior change

Execution of these strategies will require management attention with increased resources dedicated to family planning.  The result will be greater contraceptive access, improved knowledge and increased use of contraceptives.

The year 2003 initiates this vision by articulating a strategy for this change, hiring a reproductive health and family planning manager, and greater financial resources shall be budgeted in 2003 for family planning.  In 2003 changes will be made at the supply and provider level, which is necessary before moving on to create demand at the consumer level.  
C. Project Objectives and the National RH Policy

The SFH vision complements the National Reproductive Health Policy and Strategy and the Government’s goals of: reducing maternal morbidity and mortality due to pregnancy and childbirth, reducing the level of unwanted pregnancies, increasing knowledge of reproductive health and promoting responsible behaviors of adolescents regarding prevention of unwanted pregnancies, and increasing the involvement of men in reproductive health issues.

SFH will also focus on key collaboration with the Visions Project in the states of Bauchi, Oyo and Enugu.  SFH’s participation in this project are specifically: supply of contraceptives to outlets in the Project States, development of a contraceptive planning methods generic brochure, and training of NGOs/government logistics officers and distribution outlets in procurement, commodity stock management and logistics.

D. Target groups

Family planning encompasses a large part of many adult lives.  The project will continue to keep its products positioned to be acceptable to the large majority of women of reproductive age.  For new communications, SFH will focus on the channels of communication to reach low income women, and address particular groups within the population that have a high unmet need for contraception, and have barriers to using contraception. Targeting will be refined to reflect those that are in need of information and product.  Specific groups that will need addressing are:


1. Family planning product providers, especially pharmacists, PMS vendors and nurse/midwives who are gatekeepers to information and product access for most contraceptives. Among low income women, these providers are often the first point of contact and can influence her decision toward family planning methods. Additionally, they often sell to repeat method users (pills, condoms) and must be knowledgeable in the management of side effects.  If consumer demand is stimulated, yet provider knowledge and skills are poor, contraceptive use will be inhibited.  Key information and messages for these groups are: mechanism of action of contraceptives, the benefits of family planning, method effectiveness, management of side effects and basic counseling skills

2. Married women of reproductive age, especially women aged 20-34 who have initiated their families are often prepared to practice family planning methods but lack specific knowledge to address their concerns.  Method- and brand-specific publicity will target these women.  Messages will focus on the benefits of child spacing, awareness of and contraceptive mechanism of action and the reduction of  fear and misunderstanding of side effects

3. Young women ages 15-24 who are sexually active have a need to learn about the benefits of delaying childbirth and understanding the importance of dual protection.  Many of these women are testing their fertility and relying on abortion as a contraceptive method, believing it to be safer.   Key messages for this group are:  health risks of early pregnancy and unprotected sex, dual protection, awareness of and mechanism of other contraceptive methods, contraception and future fertility.

Secondary Groups: 

4. Married men whose wives (or themselves) would like to space children. Often misinformation can create resistance on the part of men toward family planning. Additionally few men and women actively engage in dialogue on the issue, and harbor incorrect assumptions about the opinions of their spouse. Messages to men will emphasize the benefits (health and economic) of spaced children, encourage dialogue with their wives, and reduce misconceptions (religious or traditional beliefs) about family planning in general. 

More behaviour change analysis will be undertaken in 2003 on vulnerable groups and differentiated by region/health zones and urban/rural.  This will provide input for the 2004 family planning strategies.

V. 2003 Plan 
A. Product and strategy and positioning
The project will continue to market the following products:

· Confidence Oral Contraceptive Pills (Low dose pills 1 cycle x pack)

· Depo Provera Injectable contraceptive (3-month)

· Noristerat Injectable Contraceptive (2-month)

· Copper –T IUD

· Postinor 2 Emergency Contraceptive Pill

· Gold Circle Condoms

No new products will be introduced in the FP portfolio in 2003, but the project will investigate the feasibility of introducing a monthly injectable contraceptive and natural method such as Cycle Beads for future years.  All hormonal products will carry notices that they do not prevent the transmission of STI including HIV, and that condom should be used for protection from these STI when using the hormonal methods.
Product positioning –In order to make product marketing successful and directed, positioning statements are developed as part of the strategy.  Positioning statements concisely articulate the benefits and promise that a product will have to a particular target group, as well as the brand’s personality.  The positioning is represented in the product packaging and branded communication. It is based on qualities that consumer research has been shown to be desirable by the target group. It is therefore designed to be appealing to the final consumer.

- Confidence Duofem Oral Contraceptive
Positioning: Confidence OCs are for the woman who desires a safe and dependable, yet easily reversible method of contraception and would like to: a) postpone her first pregnancy; b) has a child and wants more, but not now, and is not breastfeeding; c) would like a method she can administer herself.

2003 Product Actions:

· SFH will seek higher inventories on Duofem from USAID to avoid stock outs

· SFH has requested product registration from Wyeth

· Product packaging will be changed to correct manufacturing identity: ‘Wyeth’

· A safety seal with the name ‘Confidence’ will be added to the product closure.

- Depo Provera Injectable Contraceptive

Positioning: Depo Provera is a long acting, highly effective, reversible contraceptive for women  who would like to a) postpone pregnancy for more than one year; b) feels her family is complete, but wants to keep her reproductive options open; or c) is breastfeeding but would like to use a contraceptive method.
2003 Product Actions:

· SFH will seek higher inventories on Depo Provera

· As Pfizer/Pharmacia take over is effective, will adjust legal relationship as necessary with Pfizer

· The new auto-disable syringe will be added to packages in early 2003, allowing for safer injection practices.

· Packaging will be adjusted to reflect new auto-disable syringe on the front of packaging, with informational insert about the syringe

- Noristerat Injectable Contraceptive

Positioning: Noristerat is a long acting, highly effective, reversible contraceptive for women  who would like to a) postpone pregnancy for more than one year; b) feels her family is complete, but wants to keep her reproductive options open;  c) is breastfeeding but would like to use a contraceptive method or d) still wants to be having her menstruation every month

2003 Product Actions:

· PSI to report to SFH on product stock situation by end of March 2003
· Stock levels to be rebuilt and maintained

· If stock outs continue, actions may be taken to change to other injectable product

- Postinor 2

Positioning: Postinor 2 emergency contraception is for women whose contraceptive method has failed, or who did not use a contraceptive method.  Postinor 2 is a safe contraceptive method that is effective in reducing the chance of unwanted pregnancy up to 3 days after intercourse.

2003 Product Actions:

· Product registration required from Gideon Richter 

Product presentations will remain the same and formulations will not change in 2003.

Gold Circle Condoms

In addition to promoting male condoms as the means to prevent STI’s and HIV, the project will include condoms as a family planning method and emphasize its benefits of dual protection from unwanted pregnancy and STI including HIV.

B. Pricing

SFH products are affordable to low income women and its price structure is competitive with those provided by other pharmaceutical products, to motivate the distribution channel to carry and promote it.  Finally, SFH products recover a portion of their cost; revenues are deposited into a revolving fund for budgeted/planned project activities.

Actions:

SFH product pricing will remain the same as that which was changed in September 2002.  The project will reevaluate the affordability of the pricing to target groups in September 2003.

C. Distribution

SFH products are placed to be accessible to low income women and men that need them.  By expanding points of sale and ensuring product availability in a variety of points of sale, access will be ensured.

Sales will increase for most methods, as a result of increased demand generated by the project communications efforts with consumers and providers, and by expanding outlets in key states.  Sales projections and expected growth for the year are:

	Product
	Sales
	Projected Increase

	Confidence Duofem OCP
	3,600,000
	22%

	Depo Provera Injectable
	520,000
	25%

	Noristerat
	600,000
	99%

	Postinor II
	200,000 
	22%

	Copper T IUD
	80,000
	(27%)


Sales will depend on stable inventories, as well as availability of stocks worldwide for Depo Provera and Noristerat. The opening of new outlets in three states will be enhanced through a pilot detailing and promoting effort.  Additionally, in the rest of the country, sales should see a lower, yet continuous climb due to promotional actions and training to take place.

Actions:

· Inventories will be increased to 12months to allow for erratic sales patterns experienced in the past year

· Maintain quarterly meetings with  USAID to discuss commodity supply and sales

· Forecasting will be reviewed quarterly and updated 

· Product rationing will continue on Depo Provera and Noristerat until inventory levels stabilize

· Sales management will be strengthened with oversight provided to the detailing teams, as well as increased monitoring by SFH of its largest wholesalers in Lagos and Onitsha.

· Examine national coverage through further analysis of distribution survey, KAP and DHS to determine areas to improve access.

The Federal Ministry of Health has also projected an increase in all hormonal contraceptives to be distributed in 2003.  Funding for procurement of most of the contraceptives is planned through the UNFPA/CIDA project.  

The projected stock levels/distribution by the FMOH for 2003 is shown below.
	Product
	Quantity

	Oral pills
	957,134

	Depo provera
	1,351,250

	Noristerat
	600,000

	Postinor 2
	50,000

	IUD
	217,000


* Figures will be verified before final version of this document.

D. Provider Detailing

Detailers will be hired in 2003 to be based in SFH regional offices in Oyo (Ibadan), Enugu (Enugu) and Abia (Aba).  The detailers will have the responsibility of expanding distribution of the SFH products to key outlets, and ensuring that a sustainable supply is in place.  Trained detailers will also ensure that providers understand contraceptive technology, the needs of women and men interested in contraception, as well as how to manage use of contraceptives.   To do this, detailers will be assigned a territory to cover.  The team will undertake a mapping exercise to determine where sales points are, and identify areas which are underserved.  Appropriate sales points will then be identified, visited, and linked with a wholesaler to supply them in the longer term.  Detailers will offer continual updates in contraceptive technology, product information, checklists on dispensing products, counseling information, as well as consumer information brochures and product samples.  Detailers will also improve the attitudes of providers, expanding their notions of who contraceptives may be appropriate for. The detailer will be trained in uplifting from the wholesaler, and will open new outlets for SFH contraceptives. Specific responsibilities for each detailer will include:

· Visiting 100 outlets per month

· Repeating visit to outlets on a quarterly basis

· Ensuring the presence of SFH product literature in the Points of sale

· Reinforcing the provider’s knowledge of SFH methods: Condoms, Pills, Injectables, Lubricants, MCH, etc.

· Periodic public relations efforts for PMS, Nurse Midwives, etc, about SFH products (new products)
· Linking retailers with wholesalers for longer term supply

SFH estimates that the detailing strategy will improve existing sales in territories by 20%.  If successful, the detailing strategy will be expanded to additional states in the following years.  Detailers will have the responsibility of identifying retail training opportunities and improving the level of knowledge of retail providers as well as nurse midwives/TBA’s in their region for Family Planning, HIV/AIDS and other SFH products. They will work with SFH’s other community projects to ensure project continuity.

Actions:

· Elaborate detailing strategy

· Determine management structure

· Procure support vehicles (3)

· Hire detailing teams (3 teams of 3 detailers each)
· Develop detailing materials

· Train detailing team

· Map project areas

· Identify and begin to link outlets and open new outlets for products

· Conduct knowledge improvement visits/workshops in regions

· Develop evaluation mechanism for pilot activities

E. Behaviour Change Communication
SFH will create informed demand for its products by ensuring correct provider knowledge of products and proper counseling skills. Consumer understanding of contraceptives will be promoted through branded communication, and demand creation among those not practicing contraception will promote the benefits and reduce misconceptions about family planning.  All family planning messages will incorporate STI/HIV prevention messages in its literature. The project will use a combination of mass media, print, and interpersonal media to achieve behavior change.  While long term behavior change and converting non-users to become users is the goal, the short term need to address existing demand and women currently seeking contraception will also be addressed.  

The long term behavior change activities will be responsible for increasing the number of contraceptive users as well as the contraceptive prevalence rate.  Collaboration with other organizations providing provider training in family planning and clinical services, as well as supplementing training among secondary providers will be optimized. Social norms affecting beliefs about family planning will be addressed so that the local environments are conducive for men and women to access information about family planning and contraceptives if they desire.

Branded communications for products will be positioned according to product characteristics, and will instill confidence and quality in the minds of consumers and providers.  Materials will provide benefits, as well as information about use, and the mechanism of product action.  Branded information will be featured primarily at sales and administration points (pharmacies, clinics, nurses). 

Generic information and promotion will focus on behavior change build knowledge/awareness, social support, and to create long term demand among women, and will also be the format for mass media presentations.

SFH contraceptive products will also be promoted to doctors, nurses and pharmacists through attendance and sponsorships at professional conferences, detailing reminder items, and supplemental literature and product information from scientific journals.  

Actions

Branded 
· Produce  provider information regarding Auto Disable Syringe, in Depo Provera packaging

· Reprint provider and consumer brochures for Confidence OC’s, Postinor II

· Print and provide ‘checklists’ for Pharmacy, Nurse and PMS providers for provision of OC’s, Injectables, and ECP

Special Events/Promotion

· Produce branded promotional item (note pads, key rings, pens etc ) for public relations events, and detailers

· Produce Newsletter on scientific article twice a year

· Maintain a presence and attend 3 professional conferences in a year

· Provide sponsorship for related events

· Procure display/exhibition stand for use in conferences 

Unbranded Generic Communication on Reproductive Health
· Produce radio and poster campaign on family planning benefits targeted to young newly married couples in four languages

· Develop a strategy to address dual protection messages targeted to adolescents

· Introduce dual protection messages and materials into HIV IPC program

· Develop a method brochure to provide to the Visions project

· Air the 2003 radio drama in 44 radio stations in the four local languages

Advocacy

· Using SFH’s strong position in the country, lobby for PMS oral contraceptives and emergency contraceptives distribution rights. After developing a strategy, the advocacy will take place with other stakeholders in late 2003

F. Training

Training is a critical component to improving the quality of care of all health providers. Through the MOH and Visions, a significant training effort is planned in key states, especially at the health center level.  SFH will focus on selected private clinic trainings as well as retail outlet training in contraceptive technology updates.  Training efforts will complement detailing efforts as well as efforts by Visions, Pathfinder and PPFN in three states to scale up the impact of the quality improvement in a region.  SFH will coordinate the training activities, utilizing accepted curriculums and network trainers to the project.

Actions:

· Nine trainings will be conducted in 2003 in Enugu, Oyo and Abia: 6 will be for Pharmacist/pharmacy attendants/PMS attendants/Community Health Extension Workers (CHEWs) and Community Health Officers (CHOs) and 3 for Nurses; coordinated by SFH.
· Develop training curricular for the different training groups
· Provide training in contraceptive logistics and management to pharmacy and clinic providers through Visions project in Enugu, Oyo and Bauchi.

· The new FP manager will provide a contraceptive update workshop to SFH staff  to improve their knowledge of contraceptives marketed by the project and general 
reproductive health issues

· Train SFH community facilitators in the 13 HIV/AIDS prevention intervention communities in dual protection communication techniques

· SFH will seek to improve its own capacity by attending one international training/workshop in reproductive health per year and diffusing information gained among the local staff.

G. Management

SFH will scale up its attention and management dedicated to reproductive health and family planning.  While specific technical direction will be added to SFH, many of the FP activities will be integrated into the work of already existing employees.  Overall direction for achievement of these activities will be managed through the executive office, through the Deputy Managing Director for SFH.  The newly hired Reproductive Health/Family Planning/MCH Manager will coordinate FP activities and strategies and largely be responsible for the execution of the annual plan. 

Actions:

· Finalize details of work plan and responsibilities

· Training of Reproductive health and Family Planning manager

· Identify and employ additional capacity in family planning (communication, technical/programming)

· Monitor project implementation and results quarterly in FP

· Ensure application of research findings into programming

· Prepare annual marketing strategy

H. Monitoring and Evaluation

Results for the family planning activities will be monitored regularly and periodically evaluated.  Monitoring tools will include:

· Sales and Inventory reports for products

· Regional manager sales and activity reports

· Interviews with providers in key target states

Using the growing body of research resources available within SFH, FP staff and management will help to refine and improve project activities. Several research activities will be conducted this year that will serve as evaluative tools for the project over time, such as the National AIDS and Reproductive Health Survey (NARHS).

Actions:

· Evaluation and further study of the distribution survey and the DHS Surveys to determine where the need to expand sales outlets is most crucial given demand patterns and availability patterns.

· Evaluation and recommendations of Baseline data from project NARHS 

· Analysis and evaluation of detailing efforts in three states

· Conducting Focus group surveys on two female target groups in key states to determine barriers to use and health seeking behavior 

· Formative research to develop dual protection campaign/curriculum

· Communications testing

I. Budget (Attached)
J. Timeline. (Attached)
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Total Demand for Family 
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Demand 

Spacing
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Total

Spacing

Limiting

Total

Spacing

Limiting

Total

Age

15-19

14.0

0.8

14.8

4.2

0.0

4.2

18.2

0.8

19.0

21.9

20-24

22.4

0.3

22.7

8.1

0.1

8.2

30.5

0.4

30.9

26.5

25-29

15.9

1.2

17.1

12.4

1.6

14.0

28.3

2.8

31.1

45.0

30-34

13.7

4.2

17.9

14.9

5.2

20.1

28.6

9.4

38.0

52.8

35-39

9.0

9.1

18.1

8.5

12.2

20.7

17.5

21.3

38.8

53.3

40-44

4.8

10.7

15.5

4.2

16.3

20.5

9.0

27.0

36.0

57.0

45-49

2.3

9.6

11.9

2.7

13.8

16.5

5.0

23.4

28.4

58.0

Residence

Urban

10.9

5.6

16.5

13.5

9.9

23.4

24.4

15.5

39.9

58.5

Rural

13.7

4.2

17.9

7.3

4.7

12.0

21.0

8.9

29.9

40.2

All women

10.1

3.3

13.3

11.0

4.6

15.7

21.1

7.9

29.0

54.0

Source: NDHS 1999
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		PRODUCT		1993		1994		1995		1996		1997		1998		1999		2000		2001		2002

		Confidence*		3,250,180		3,705,200		3,237,700		1,786,200		2,292,248		2,274,580		2,548,267		2,257,666		3,363,121		3,027,024

		Postinor 2														5,382		11,449		72,616		163,672

		Depo Provera						84,202		145,580		92,083		0		63,207		157,874		416,437		424,952

		Noristerat						20,104		234,610		253,400		324,140		95,258		490,937		725,592		301,579

		IUD		12,722		74,216		101,800		75,006		34,608		52,044		56,271		100,363		71,576		109,734
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		Percentage of all women with unmet need for family planning and current users of family planning

		Background characteristics		Unmet need for FP						Met Need for family planning (current demand)						Total Demand for Family Planning						Percentage of Demand Satisfied

				Spacing		Limitng		Total		Spacing		Limiting		Total		Spacing		Limiting		Total

		Age

		15-19		14.0		0.8		14.8		4.2		0.0		4.2		18.2		0.8		19.0		21.9

		20-24		22.4		0.3		22.7		8.1		0.1		8.2		30.5		0.4		30.9		26.5

		25-29		15.9		1.2		17.1		12.4		1.6		14.0		28.3		2.8		31.1		45.0

		30-34		13.7		4.2		17.9		14.9		5.2		20.1		28.6		9.4		38.0		52.8

		35-39		9.0		9.1		18.1		8.5		12.2		20.7		17.5		21.3		38.8		53.3

		40-44		4.8		10.7		15.5		4.2		16.3		20.5		9.0		27.0		36.0		57.0

		45-49		2.3		9.6		11.9		2.7		13.8		16.5		5.0		23.4		28.4		58.0

		Residence

		Urban		10.9		5.6		16.5		13.5		9.9		23.4		24.4		15.5		39.9		58.5

		Rural		13.7		4.2		17.9		7.3		4.7		12.0		21.0		8.9		29.9		40.2

		All women		10.1		3.3		13.3		11.0		4.6		15.7		21.1		7.9		29.0		54.0

		Source: NDHS 1999
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