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FOREWARD 
The Federal Government of Nigeria (GoN) and its constituent federating states, including Kaduna State, 
have prioritised the promotion and practice of family planning as an overall part of the strategy for 
achieving national targets of the Saving One Million Initiative (SOMLI), the attainment of global 
targets, and the fulfilment of our commitment made in 2012 during the London Summit on Family 
Planning (FP2020). This will also contribute to the achievement of the Sustainable Development Goals 
(SDGs). Accordingly, by 2018, Nigeria aims to increase its contraceptive prevalence rate (CPR) to 36 
percent from its current rate of 10 percent. Kaduna State, which has a CPR of 20 percent, expects its 
CPR to be raised to 46.5 percent by 2018; it is the only state in Northern Nigeria seen as capable of 
achieving a CPR beyond the national average. The progress of the state regarding family planning will 
have substantial bearing on national and global targets for both family planning and development.  

To ensure that the state-adopted National Family Planning Blueprint and FP2020 commitments are met, 
a Costed Implementation Plan (CIP) has been developed to provide direction to Kaduna State’s Family 
Planning (FP) programming. The CIP comprehensively captures and budgets for all evidence-based, 
high-impact FP interventions. The detailed costed activities are also tailored towards achieving the goals 
of improving the health and well-being of the populace through family planning. 

I therefore wish to present the Kaduna State Family Planning CIP as an initial step towards improving 
FP service, support from partners, harmonisation, coordination, and the overall general health of the 
people in Kaduna State. 

 
Dr. Paul M. Dogo 
Honourable Commissioner 
Ministry of Health & Human Services 
Kaduna State 
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PREFACE  
In July 2012 at the London Summit on Family Planning, Nigeria renewed its commitment to further 
improve child and maternal health through improving family planning (FP) services. We did so as part 
of our commitment to our country and its present and future—our mothers and children—and based on 
our standing as responsible members of the international community committed to an improved world.  

This Family Planning Costed Implementation Plan (CIP) is a detailed roadmap for achieving our goals 
and emanates from our responsibility for and the necessity to improve maternal and child health and 
survival in Kaduna State. It details the progress we have made, what we are committed to doing, and 
how we will collaborate with partners to achieve these laudable goals.  

Although based on current efforts we have achieved some increase in the state’s contraceptive 
prevalence rate (CPR), we need to significantly accelerate our progress to meet our targets and 
contribute to national and global aspirations while maintaining a commitment to supporting the rights of 
women and girls to decide freely, and for themselves, whether, when, and how many children they want 
to have. 

We cannot achieve this goal as a government alone. We need a coalition of committed partners to 
continue to join hands with us to achieve the goals of this laudable plan, which has been modelled to be 
able to avert more than 7,000 child deaths and almost 1,000 maternal deaths between now and the end 
of 2018. This coalition of partners comprises both public and private sector players. We need to have 
multisectoral collaboration with clear accountability mechanisms to ensure that we are actually 
delivering on our commitments.  

As a government, we are very committed to this effort, and I want to thank all those who have 
contributed to our success so far, and to the success of developing this CIP. I know that with sustained 
commitment we can achieve these targets for the current generation and posterity, and for our state and 
country. 

 
Ibrahim Samaila Jere 
Permanent Secretary 
Ministry of Health and Human Services 
Kaduna State 
!
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ACRONYMS 
ANC  Antenatal care 

BCC  Behaviour change communication 

CBD  Community-based distributor/distribution 

CCW  Central Contraceptive Warehouse 

CHEW  Community health extension worker 

CIHP  Centre for Integrated Health Programme 

CIP   Costed Implementation Plan 

CPR   Contraceptive prevalence rate 

CLMS  Contraceptive Logistics Management System 

DBC  Demand creation and behaviour change communication 

DHIS2  District Health Information Software Version 2 

F  Finance 

FMoH  Federal Ministry of Health 

FP  Family planning 

FP-CIP  Family Planning Costed Implementation Plan 

FP2020   Family Planning 2020 

GoN  Government of Nigeria 

HMIS   Health Management Information System 

HF  Health Facility 

HRH  Human resources for health 

IUD  Intrauterine device 

KSMoE  Kaduna State Ministry of Education 

KSMoH  Kaduna State Ministry of Health 

JAR  Joint Annual Review 

LARC  Long-acting reversible contraceptive 

LGA  Local Government Area 

LMIS  Logistics management and information system 

mCPR  Modern contraceptive prevalence rate 

M&E  Monitoring and evaluation 

MNCH  Maternal and child health 

MSI   Marie Stopes International Organization, Nigeria 

MWRA  Married women of reproductive age 

NDHS  Nigeria Demographic Health Survey 

NGN  Naira 

NGO  Nongovernmental organisation 

NURHI  Nigeria Urban Reproductive Health Initiative 

PE  Policy and environment 
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PHC  Primary healthcare centre 

PHCUOR Primary Healthcare Under One Roof  

PMV  Patent medicine vendor  

PNC  Postnatal care 

RH  Reproductive health 

SC  Supplies and commodities 

SD  Service delivery 

SDP  Service delivery points 

SFH  Society for Family Health 

SHOPS  Strengthening Health Outcomes through the Private Sector (SHOPS) Project 

SMC  Supervision, monitoring and coordination 

TOR  Terms of reference 

TOT   Training-of-trainers 

TWG   Technical working group 

UNFPA  United Nations Population Fund 

USAID   United States Agency for International Development 

WRA  Women of reproductive age 
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INTRODUCTION 

1.1.!The Global Context 
Family planning is a key intervention to reduce maternal, infant, and child mortality. In addition to 
reducing the number of unintended pregnancies, families that use contraception are likely to have 
greater wealth accumulation and healthier children, and young people who use contraception are likely 
to stay in school longer. Available, accessible, acceptable, and quality provision of contraception is 
increasingly considered a fundamental human right1. However, globally, more than 216 million women 
who are married or in union and who want to use contraceptives are not currently accessing them2. 

In July 2012, the global community came together at the London Summit on Family Planning to 
commit to addressing the high burden of unmet need. Together, a consortium of national governments, 
civil society, donors, and partners committed to reach 120 million new users of contraceptives by 
2020—enabling women and families across the globe to choose when and how many children to have3. 

The Government of Nigeria (GoN) was represented at the London Summit by Dr. Muhammad Ali Pate, 
the Minister of State for Health, who shared the GoN’s commitment to increase the nation’s 
contraceptive prevalence rate (CPR) to 36 percent by 2018. To achieve this objective, the GoN pledged 
to contribute US$11.35 million annually to procure reproductive health (RH) commodities and work 
with state and local governments to secure complementary budgets for family planning (FP) and RH 
service delivery. Additionally, the GoN committed to improving equity and access to family planning 
for its poorest citizens by training frontline workers to provide a range of contraceptive methods4. 

1.2.!The Nigerian Context 
The various tiers of government in Nigeria have made a series of efforts since the late 1980s to improve 
maternal and child health (MNCH) indices through several strategies, including family planning. 
Although the CPR more than doubled from 1990 to 2003, CPR growth has stagnated in recent years, 
increasing by less than 3 percentage points between 2003 and 2013 (see Figure 1 below). To accelerate 
the pace of progress, the Federal Ministry of Health (FMoH) developed a five-year strategy for 
addressing the challenges and gaps in the provision of rights-based, high-quality FP services in the 
country as a whole. Voluntary, rights-based family planning ensures that FP programmes respect, 
protect, and fulfil human rights in the way they are implemented so users are aware of the values 
related to family planning, human rights, and specific population groups, and so the programmes 
identify and address the factors that support and obstruct FP services.  

The Nigeria Family Planning Blueprint identifies the specific programme activities and resources 
required to achieve the commitment of reaching 36 percent CPR by 20185. 

!
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Figure 1: National method mix trends from 1990‒20136 
!

!
!
In addition to increasing the CPR to 36 percent by 2018, the National Blueprint identifies the following 
specific objectives:  

! Provide accurate and comprehensive knowledge of FP methods to every segment of the 
population through easily accessible channels to generate demand and change behaviour 

! Ensure that every state in Nigeria contributes at least 50 percent of the funds it requires for 
adequate FP service delivery every year 

! Ensure that every health facility (including primary healthcare facilities, private and faith-based 
clinics) has an adequate number and category of trained staff—according to national 
guidelines—to provide long-acting reversible contraceptive (LARC) services throughout the 
country 

! Strengthen contraceptive logistics management systems to ensure continuous contraceptive 
availability at all health facilities 

! Improve routine data management (including collection, collation, reporting, and use) at all 
levels of the healthcare delivery system in the country to allow for smooth tracking of FP 
progress 

!
These objectives can be further refined into six key interventions for ensuring the increased uptake of 
FP services: 

! Support advocacy 
! Strengthen accountability 
! Improve supply chain 
! Increase contraceptive supply 
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! Promote best practices 
! Support new innovations 

!
To achieve these objectives, the Blueprint outlines the step-by-step process for the FMoH and 
development and implementing partners to take forward. The plan is structured around six thematic 
areas: 

1.! Demand generation and behaviour change communication (DBC) 
2.! Service delivery (SD) 
3.! Supplies and commodities (SC) 
4.! Policy and environment (PE) 
5.! Financing (F) 
6.! Supervision, monitoring, and coordination (SMC) 

!
The Blueprint elucidates a technical strategy for each of the thematic areas and details the specific 
activities, together with associated timelines and budgets. The Blueprint provides a mechanism for 
helping the FMoH to coordinate the planning and implementation of all interventions intended to 
contribute to increased access to and uptake of FP services. 

The Blueprint also provides guidance to the states for scaling up family planning. Following its launch, 
an analysis estimated the CPR targets needed in each state to reach the national objective of raising 
CPR to 36 percent by 2018. For Kaduna State, the Blueprint sets a standard of more than doubling the 
2013 CPR of 20.2 percent to reach a 46.5 percent CPR by 2018 (see Figure 2 below). 

 

Figure 2: Objective CPR by 2018, by State5 

 

 

To achieve this ambitious objective, the Kaduna State Ministry of Health (KSMoH) has worked with its 
partners and stakeholders to develop a Family Planning Costed Implementation Plan (CIP) that reflects 
the overarching guidance from the National Blueprint, and lays out the specific activities planned 
between 2016 and 2018 to reach the goals of increasing CPR and reducing maternal and child 
mortality.  
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1.3.!The Kaduna Context  
Kaduna State is the third most populous state in Nigeria (behind only Kano and Lagos states), with a 
population of 6.11 million7, which includes 1.44 million women of reproductive age8. It is located in 
the North West political zone of Nigeria and is home to an ethnically and religiously diverse 
population, with more than 60 distinct ethnic groups residing there9. Muslims make up the majority of 
the state in the north, whereas Christians predominate in the southern part of the state10. The population 
of Kaduna State is young and growing, with 44 percent of the population under the age of 15 (10) (see 
Figure 3 below) and an annual population growth rate of 2.47 percent11. 

Figure 3: Kaduna State population pyramid12 
!

!
!
Administratively, Kaduna State (see Figure 4) consists of 23 Local Government Authorities (LGAs), 
which are responsible for the provision of local primary health services, including family planning. 
Under the National Primary Healthcare guidelines, LGAs are supposed to be responsible for service 
delivery, coordination, and management at the local level; each LGA is expected to develop an annual 
plan and budget and provide data on a standard set of indicators to the state level.  
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Figure 4: Administrative map of Kaduna State13 
!

!

1.3.1.! Demand generation and behaviour change communication 
In recent years, the use of modern contraceptives has more than doubled in Kaduna, with the modern 
contraceptive prevalence rate (mCPR) rising from 7.7 percent of married women of reproductive age 
(MWRA) in the 2003 Nigeria Demographic Health Survey (NDHS) to 18.5 percent in the 2013 NDHS 
14. Contraceptive prevalence is significantly higher in Kaduna than any other state in the North West 
Political Zone of Nigeria, and is slightly above the national CPR (see Figure 5, below). 
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Figure 5: 2013 CPR and mCPR, by state, in North West Zone of Nigeria 
 

!
!
An increase in CPR has led to a significant decline in fertility, with the total fertility rate dropping from 
7.3 births per woman in 2003 to 4.1 in 2013 (14). The population pyramid in Figure 3 shows how this 
decline in fertility has begun to impact the age structure in Kaduna State, with the number of children 
under five making up a smaller percentage of the total population than the next two older age groups.  

Although access to contraceptives has largely kept up with the increase in demand, 5.8 percent of 
MWRA wish either to delay or prevent their next pregnancy but are not currently using any 
contraceptive method. Also, although total demand for contraception (the percentage of women either 
currently using contraception or expressing an unmet need) is higher in Kaduna State than surrounding 
states, it is still below the national average (see Figure 6 below), suggesting that religious beliefs, 
myths, and misconceptions or lack of knowledge continue to act as barriers to women who might 
otherwise desire family planning either to space or limit births. Recent studies conducted by PMA2020 
have indicated that the demand for contraception, as well as unmet need, may be rising (see Figure 6). 
This finding indicates that current methods of generating demand, such as integration of family 
planning into antenatal care (ANC), postnatal care (PNC), and immunisation; community outreach; 
increased availability of contraceptives at designated outlets; provision of free FP services; couples 
counselling; and targeted male involvement activities are making progress and that there is a growing 
need to support women who want to delay or prevent their next pregnancy. 
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Figure 6: Demand for family planning (for limiting and spacing of births), 2013, in North 
West Zone 

!
!

1.3.2.! Service delivery 
Public facilities are a major source of FP services to users in Kaduna State, especially through the 
primary healthcare system, secondary healthcare, and teaching hospitals. There are 1,090 public health 
facilities in Kaduna, comprising 1,056 PHCs, 29 secondary health facilities, and five tertiary (teaching) 
hospitals. Out of these, only 360 health facilities (33%) provide FP services (defined by capacity to 
provide at least three modern methods), with PHCs constituting a majority of health facilities. In 
addition, a total of 656 private clinics and maternity centers exist but only some of them provide FP 
services. FP services at private facilities are not provided in an organised and targeted manner, and the 
exact number of facilities providing these services is unknown. Similarly, there are 2,500 patent 
medicine stores; a significant number of these provide FP services—mostly resupply of pills and 
injectables—but there are no reliable data on the number and reach of such stores providing FP 
services.  

FP services are delivered mostly at the clinic level. A community-based distribution (CBD) system was 
introduced by international development partners, but the approach lacks continuity and may not be 
easily sustained due to weak management and coordination. In Kaduna State, the facilities in the public 
health sector providing FP services have a mix of providers (nurses/midwives, community health 
officers [CHOs], and community health extension workers [CHEWs]). 

Based on discussions with FP stakeholders, many PHCs in Kaduna State are unable to provide FP 
services due to a lack of human resources, as trained staff are available only at a limited number of 
facilities and, if they move to another clinic, they leave their previous service delivery point without the 
ability to provide FP services. Training and general capacity development is crucial to sustaining 
service provision. The state uses several approaches for the capacity development of FP service 
delivery, including supportive supervision, on-the-job training (OJT), new and refresher trainings, 
technical review meetings, peer education sessions, and experience- sharing sessions. More details can 
be found in the activity matrix in Annex B. 

ANC, delivery, and PNC services are often used as avenues to reach out to eligible women with FP 
messages and services; however, due to poor utilisation of these services in public health facilities, the 
opportunity is often lost. For instance, NDHS 2013 indicates that ANC attendance declines with 
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pregnancy advancement, and only approximately half of women in Nigeria attend four or more ANC 
visits, a time when it is common to discuss family planning. In addition, according to the NDHS 2013, 
only 32.4 percent of women in Kaduna State give birth in a health facility, thus limiting providers’ 
opportunity to provide postpartum FP counselling and methods. Since 67.5 percent of deliveries take 
place at home, there is a need to mainstream family planning into home delivery and integrate the 
home/community-based agents into the FP service delivery system. 

1.3.3.! Supplies and commodities 
Contraceptives must be available in the required quantity and quality for continuous delivery of FP 
services. It is therefore important for the state to continue to strengthen its commodities and supply 
system by focusing on forecasting, procurement, and distribution. Although procurement is completed 
by the FMoH, the state plays a significant role by providing the FMoH with forecasted need. The 
supply of contraceptives to the state should be based on the current consumption level per method and 
projected need.  

Kaduna State has established a cluster arrangement and quarterly cluster meetings, supported by the 
United Nations Population Fund (UNFPA), to discuss and coordinate the distribution of commodities, 
data collection, performance review, and feedback. Under this arrangement, the state was divided into 
eight clusters, with each cluster made up of the proximal LGAs. At the meetings, the state FP 
coordinator reviews the forms submitted by each LGA for consistency and adjustment, where possible. 
The state FP coordinator, one state logistics officer, and 23 LGA reproductive health coordinators and 
assistant LGA monitoring and evaluation (M&E) officers have received training in the use of the 
CHANNEL software for forecasting. Each LGA has a desktop computer on which an officer completes 
the forecast, and is regularly provided with a UNFPA consultant to provide technical assistance. The 
state does not have a role in the purchase of contraceptives, as this task is done by the FMoH, but the 
state and LGAs procure consumables and distribute them to service delivery points (SDPs) when and if 
funds are released for this purpose. It is expected that more resources will be allocated by the 
government in the future, not only for the procurement of consumables but to meet other costs that 
facilitate and expand access to quality FP services. Currently, contraceptives are bought and provided 
to the government by UNFPA. 

1.3.4.! Policy and environment 
The state health policy focuses on reducing mortality rates due to preventable diseases and prevalence 
of HIV/AIDS through primary healthcare delivery services targeting the most vulnerable groups in 
society—pregnant women and children under five years of age. Seventy percent of clients enter the 
healthcare system through the provision of primary healthcare. In principle, there are social welfare 
programmes that offer free maternal and child health, family planning, prevention of mother-to-child 
transmission (PMTCT), and malaria and HIV counselling and testing (HCT) services; however, the 
implementation of a free, no out-of-pocket payment model is not consistent. Due to lack of supply at 
public facilities, patients are frequently asked to pay out of pocket for drugs and/or consumables. Over 
the years, Kaduna State Government has passed health policies and formulated strategic plans and 
frameworks with the intention of moving towards achieving universal coverage of its health services. 
To the extent possible, these policies and plans have improved the enabling environment. Though these 
policies and plans are not specific to family planning, they have implications for and have impacted the 
delivery of FP services. These documents include the State Strategic Health Development Plan (2010–
2015), Kaduna State Maternal New born and Child Health Strategic Plan (2012–2015), and the 
Essential Service Package and Systems Policy (ESSP) 2008.  

Other key policy documents guiding the delivery of FP services include the Kaduna State and LGAs 
Annual Operational Plan, which integrates FP planned activities at the state and LGA level; Kaduna 
State Human Resource for Health Policy 2011–2020, which makes provisions for the recruitment and 
training of skilled health workers to provide services, including family planning; and Kaduna State 
Essential Drug List 2014, which references FP commodities expected to be used in health facilities and 
Pharmacist shops. However, no monitoring or evaluation has been conducted to report on the 
implementation of these plans. In Kaduna State, two policies have recently been signed into law—the 
bill for Free Maternal and Child Health (FMCH 2013) and Primary Health Care Under One Roof Bill. 
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When passed, these laws will strengthen service integration, expand coverage, and increase access to 
health/FP services in the entire state by providing one coordinating mechanism for primary health 
services.  

At the national level, the free FP commodity policy reduces the ability to pay as a barrier to accessing 
services. The Task Shifting Policy, which allows tasks providing some modern FP methods to be 
shifted to CHEWs, will facilitate and increase access to services. A National Strategy and 
Implementation Plan (2013–2015) was developed to facilitate implementation of the task shifting 
policy. The FP policy environment still faces challenges, including but not limited to the lack of a state-
specific FP policy, a state-specific FP strategic/operational plan, a budget line for FP programmes, 
adequate funding for family planning at the state and LGA levels, and a timely release of allocated 
funds for the FP programme at the LGA level. Additional challenges include an over-dependence on 
development partners to fund the FP programme and a low level of community participation in family 
planning. 

1.3.5.! Financing 
In the current 2016 budget, a zero-based budget, there are specific allocations to FP activities. Although 
the state provides some funds for FP service delivery, there is a strong dependence on development 
partners, and UNFPA funds the majority of contraceptives. 

Past budgets indicate that the Ministry for Local Government has been allocating resources to the FP 
programme to each LGA, starting with N 300,000 in 2011 and increasing to N 1 million in 2012 and N 
2 million in 2014; however, the complete and timely release of this allocation has been an ongoing 
issue. Development partners shoulder a large portion of the burden of funding family planning—these 
partners have been supporting FP services substantially during the last 10 years and have contributed to 
the successes achieved, especially the increase in the CPR from 9.6 percent in 2008 to 20.2 percent in 
2013.  

As limited financial data are available, Kaduna State will conduct a financial gap analysis to determine 
the funding available from partners and the government to support the implementation of this plan. 

1.3.6.! Supervision, monitoring, and coordination 
In the state system, family planning falls under the management of the Public Health Department in the 
State Ministry of Health and the Primary Health Care Department at the LGA level. Day-to-day 
coordination and leadership rest with the Family Planning Coordinator (Deputy Director, Reproductive 
Health) and Family Planning Supervisors at the state and LGA levels, respectively.  

These units in the ministry are expected to establish functional platforms/forums for effective 
coordination of FP activities at the various levels and sectors (public, private, and civil society). 
Quarterly meetings with international partners are held at the state level; however, no such arrangement 
exists at the LGA level for coordinating the inputs of local development partners, nongovernmental 
organisations (NGOs), the private health sector, patent medicine vendors (PMVs), and the home 
delivery system. Thus, coordination has not attained the required level, due partly but not limited to 
lack of funding and inadequate human resources at both the state and LGA levels. The observed 
duplication of efforts and the seemingly uneven distribution of donor assistance to family planning are 
strongly linked with weak coordination, especially at the state level. 

FP coordinators and officers provide monitoring and supervision at LGA and facility levels. Often LGA 
FP supervisors are unable to conduct regularly scheduled supervision visits to SDPs due to a lack of 
resources. When they can visit, the officers write reports covering each visit and submit them to the 
Director of Family Health Services and PHC Director at the state and LGA levels, respectively. 
Coordination, monitoring, and supervision discussions are often integrated into the quarterly cluster 
meeting (on commodity security) because there are no additional resources or current mechanisms for 
any other regular meeting. The current supervisory and monitoring system does not cover the private 
health sector, NGOs, or PMVs, as these sectors are yet to be properly integrated into the state FP 
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service delivery system. In summary, the major challenges to regular monitoring and supervision are 
lack of financial resources and logistics support. 

COSTED IMPLEMENTATION PLAN FOR FAMILY PLANNING 
Aligning with the current context, Kaduna State developed a CIP to clearly define the state’s vision, 
goals, strategic priorities, interventions, inputs, and the estimated costs to achieve them. The Kaduna 
CIP details the strategic priorities that will drive all FP partners and the government and 
nongovernment sectors in increasing FP access to meet the ambitious national targets for increasing the 
CPR and reducing unmet need by 2018, as well as generally increasing knowledge of and access to 
family planning in a rights-based manner. 

The Kaduna CIP aligns with the state’s broad health plans and the National Family Planning Blueprint 
developed in 2014. The aim of the CIP is to specify the interventions and activities to be implemented, 
and itemise the financial resources needed to meet the state and national FP goals to help women 
achieve their human rights to health, education, autonomy, and personal decision making about the 
number and timing of their childbearing, and support the achievement of gender equality. Furthermore, 
voluntary rights-based family planning reduces maternal mortality and morbidity, decreases unwanted 
teenage pregnancies, improves child health, facilitates educational advances, reduces poverty, and is a 
foundational element for the economic development of a nation. 

1.4.!CIP Objectives 
The objective of Kaduna State is to increase the CPR for married women to 46.5 percent by 2018 
(Table 1). This target was set based on Nigeria’s objective to increase the national CPR to 36 percent 
and contribute to the reduction of maternal mortality by 75 percent and infant mortality by 66 percent 
across the nation by 2018. Kaduna State is committed to positively contributing to the increase in the 
total CPR of the country.  

Table 1: Objectives for CPR for Married and In-Union Women in Kaduna, by Year  

 2015 2016 2017 2018 

Yearly objectives ‒ all methods 29.9% 34.8% 40.6% 46.5% 

Yearly objectives ‒ modern methods 27.8% 32.5% 38.2% 43.9% 

!
According to an analysis conducted by Palladium in 2015, to achieve the desired CPR scenario, the 
number of FP users in Kaduna must increase from an estimated 507,017 in 2015 to 856,183 by 2018. 
To reach this goal, almost 350,000 users need to be added between 2016 and 2018. 

Kaduna State also has projected shifts in the method mix, with a focus on increasing access to LARCs 
in the state. Table 2 below shows the current baseline (projected based on NDHS 2013) and the 
projected method mix breakdown in 2018. 

Table 2. Method Mix baseline and projection 

Kaduna Method Mix Base  Projected Mix 

YEAR 2015 2018 

Male condom 4.23% 4.34% 

Injectable 44.03% 30.00% 
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Pill 8.95% 3.72% 

Male sterilisation 0.00% 1.00% 

Female sterilisation 5.25% 5.51% 

Intrauterine device (IUD) 5.38% 13.35% 

Implant 15.10% 25.10% 

Standard days method (SDM)  0.00% 2.79% 

Other modern 10.14% 11.41% 

All traditional 6.92% 2.78% 

Other country-specific 0.00% 0.00% 

Total 100.00% 100.00% 

 

1.5.!Thematic Areas 
The Kaduna CIP is centered around six thematic areas: demand creation and behavior change 
communication; service delivery; supplies and commodities; policy and environment; financing; and 
supervision, monitoring, and coordination. Each area is detailed further by activities, sub-activities, 
inputs, output indicators, and timeline information (refer to Annex B, Implementation Framework with 
Full Activity Detail). Many of the priority objectives listed in the framework map to strategic priorities. 

The total cost for implementing the Kaduna CIP will be Naira (NGN) 4.6 billion. Overall, NGN 2.19 
billion, or 47 percent of the overall costs, is designated for commodities, including contraceptives and 
consumables. Another 13.9 percent of the costs will be in demand creation; 28.5 percent in service 
delivery; 2.7 percent in programming for supplies and commodities; 0.25 percent in policy and 
environment; 0.3 percent in financing; and 6.9 percent in supervision, monitoring, and coordination 
(see Figures 7 and 8). 

!
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Figure 7. Total costs by thematic area 
!

!
!
!
Figure 8. Total costs of contraceptives and commodities 
!

!
!

1.6.!Strategic Priorities 
The strategic priorities in the Kaduna CIP represent key priority areas for financial resource allocation 
and implementation performance. Strategic priorities reflect issues and/or interventions that must be 
acted on to reach the state’s goals. During CIP development, FP stakeholders identified key barriers to 
increasing contraceptive prevalence and determined key priority intervention areas to address these 
challenges. They identified five strategic priorities as strategic areas to drive an increase in the CPR, 
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compared to “business as usual activities.” Identification of strategic priorities facilitates the allocation 
of resources to activities in the CIP that have the highest potential to increase the CPR in Kaduna State. 
In the case of a funding gap between resources required and those available, the strategic priority 
activities should be given precedence to ensure the greatest impact and progress towards the objectives 
laid out.  

Five Strategic Priorities 

1.! FP demand generation and behaviour change communication: To strengthen demand for a full 
range of contraceptive methods and FP services by delivering targeted, accurate FP information 
to men and women, including youth, and addressing common FP myths and misconceptions. 

2.! Staff and training: To build the capacity of healthcare workers and students in training 
institutions to provide high-quality services, particularly related to counselling and provision 
and removal of LARCs, based on the rights-based approach to family planning, including 
appropriate utilisation of task shifting/sharing when prudent. 

3.! Forecasting and distribution logistics: To strengthen the state and LGA FP structures to better 
forecast, coordinate, and monitor all supply chain activities to deliver commodities and 
consumables promptly.  

4.! FP policy and financing: To advocate for standard budget lines and timely release in state and 
LGAs budgets to cover FP services, commodities, consumables, and distribution all the way to 
the SDPs. 

5.! Supervision, monitoring, and coordination: Increase coordination across the public, private, and 
civil society sectors to maximise resources and supervision support to healthcare workers 
across the state.  

Intervention and Activity Mapping to Strategic Priorities 

All of the activities in the Kaduna CIP (strategic and “business as usual”) are structured around six 
thematic FP areas: 

1.! Demand creation and behaviour change communication 
2.! Service delivery 
3.! Supplies and commodities 
4.! Policy and environment 
5.! Financing 
6.! Supervision, monitoring, and coordination 

The five strategic priorities are addressed through various activities under these six thematic areas. As 
not all activities are focused on strategic priority activities, the total strategic priority costs amount to 
only a portion of the total CIP costs (see Table 3). 
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Table 3. Total costs per strategic priority in Naira (NGN) 

 2016 2017 2018 TOTAL 
    NGN NGN NGN NGN  

Priority 
1 

FP demand generation and 
behaviour change 
communication: To strengthen 
demand for a full range of 
contraceptive methods and FP 
services by delivering targeted, 
accurate FP information to men 
and women, including youth, and 
addressing common FP myths and 
misconception. 

1,100,394 808,412 1,338,469 3,247,275 

Priority 
2 

Staff and training: To build the 
capacity of healthcare workers 
and students in training institutions 
to provide high-quality services, 
particularly related to counselling 
and provision and removal of 
LARCs, based on the rights-based 
approach to family planning, 
including appropriate utilisation of 
task shifting/sharing when prudent. 

2,609,481 835,010 870,865 4,315,355 

Priority 
3 

Forecasting and distribution 
logistics: To strengthen the state 
and LGA FP structures to better 
forecast, coordinate, and monitor 
all supply chain activities to deliver 
commodities and consumables 
promptly. 

284,277 245,846 237,306 767,428 

Priority 
4 

FP policy and financing: To 
advocate for standard budget 
lines and timely release in state 
and LGA budgets to cover FP 
services, commodities, 
consumables, and distribution all 
the way to the SDPs. 

39,873 16,144 15,416 71,433 

Priority 
5 

Supervision, monitoring, and 
coordination: Increase 
coordination across the public, 
private, and civil society sectors to 
maximise resources and supervision 
support to healthcare workers 
across the state.  

21,309 33,904 20,411 75,624 

Total   4,055,333 1,939,315 2,482,466 8,477,114 
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DETAILS ON THEMATIC AREAS 

1.7.!Demand creation and behaviour change communication 
(DBC) 

1.7.1.! Strategy 
Demand creation and behaviour change communication (BCC) activities are priorities in the CIP. 
Demand for and uptake of family planning can be increased by expanding knowledge of methods and 
service locations, and addressing myths and misconceptions through public campaigns and community-
level mobilisation activities. Kaduna State’s demand generation campaign will use formative and 
assessment research to inform the appropriate community-based strategy and methodology. It will 
begin with the creation of a state-specific demand creation strategy and development of messages for 
different key target groups (men; women, both married and single; adolescents; and youth) in both 
English and Hausa at the beginning. Kaduna State is very ethnically diverse, so the materials will be 
translated into other languages as appropriate. Kaduna State looks to create a brand to promote family 
planning in the state and disseminate positive and rights-based messages via radio, TV, and social 
media. The state also aims to increase collaboration with the media by training journalists on how to 
report on FP-related issues and with media houses to promote FP messages and campaigns. It is 
important to create campaigns that are adaptable for different cultural audiences. Using multiple media 
outlets—including mass media; information, education, and communication (IEC) materials; 
interpersonal communications; advocacy campaigns; and champions—will increase demand and uptake 
of services. 

The FP partners in Kaduna State will engage religious and community leaders, and create champions 
within communities. The state aims to strengthen and continue this dialogue and advocacy through 
community events and individual meetings as well as by engaging men and elderly women to act as 
community mobilisers. Community champions and mobilisers can act as powerful advocates to dispel 
myths and reinforce the importance of family planning for families and the health of the mother and 
child. Male involvement is crucial to a successful demand creation campaign. Barriers for uptake 
include power and gender dynamics that inhibit women from making open decisions on family 
planning in their households. Dispelling myths and misconceptions amongst men is important for 
ensuring their support of family planning. 

Access and increase in uptake of FP services amongst youth and adolescents is a priority for the 
KSMoH. FP partners will work with existing civil society groups that address the needs of youth to 
create a peer education system so they can learn more about family planning from their peers and 
receive information as to where to access services.  

1.7.2.! Expected results 
DBC 1. Develop and roll out targeted demand generation campaigns to foster demand for high-quality 
services and supplies, and to empower individuals to demand their rights to be respected, protected, and 
fulfilled 

DBC 2. Increase availability of accurate information about family planning in print, radio, and TV 
media 

DBC 3. Improve access to FP information and services for all users and potential users, especially for 
those with difficulties in accessing services (e.g., rural residents, urban poor, adolescents) through 
community mobilisation 

DBC 4. Adolescents are knowledgeable about rights-based FP services and receive accurate and 
comprehensive gender-sensitive sexuality education and counselling in and out of schools that include 
skills building (i.e., communications and negotiations), tailored to meet communities’ and individuals’ 
specific needs 
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1.7.3.! Costing summary 
The total cost of demand creation and BCC will be NGN 643.7 million over three years (Figure 9). 

 
Figure 9. Demand creation costs, in Millions of Naira 

!

1.8.!Service Delivery (SD) 

1.8.1.! Strategy 
Without adequate training, time, supplies, and equipment to provide services, healthcare providers 
struggle to perform their duties and properly counsel clients on contraceptive methods. It is necessary 
to bolster the current delivery system to improve access through CHEWs, continuous outreach, and 
private sector collaboration. 

Task shifting will be instituted in Kaduna State so that FP methods are available from the lower levels 
of the health system, thus relieving the burden on higher levels of care. Task shifting has been shown to 
help mitigate the human resource crisis in many countries, including Nigeria. The cascading of 
injectables and implant insertion and removal training to CHEWs will be completed to implement task-
shifting/sharing for LARCs. Nurses, midwives, and CHEWs will be fully trained on LARCs and 
counselling skills following the rights-based approach to family planning, extending access to LARCs 
in hard-to-reach areas. Midwives and nurses will provide supportive supervision to the CHEWs by 
following a rights-based approach to family planning, thus ensuring that supervision is indeed 
supportive and addresses the capacity of providers to offer good counselling and clinical quality, and 
with refresher training to increase the quality of service delivery. The state will also collaborate with 
private health providers to train staff on LARCs and increase coordination within the sectors. 

Kaduna State’s CIP also includes the expansion and piloting of mobile clinics and other outreach 
services to reach the most at-need populations in slums and rural communities. 

Facility-based provision of youth-friendly services will be expanded to further ensure privacy and 
confidentiality, building trust amongst young people and increasing their uptake of services.  
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1.8.2.! Expected results 
SD 1. Train community health workers, health facility staff, traditional birth attendants, and 
community-based distributors according to national guidelines on FP services and on human rights to 
increase the quality of rights-based services and counselling; to ensure accurate, unbiased, and 
comprehensible gender-sensitive information; and to protect clients' dignity, confidentiality, and 
privacy 

SD 2. Increase number of mobile and outreach service delivery points to improve access to 
comprehensive rights-based FP information and services for users and potential users with difficulties 
in accessing services (e.g., rural residents, urban poor, adolescent) 

SD 3. Increase access to and improve youth-friendly health services (YFHS); (currently available only 
in general hospitals) 

1.8.3.! Costing summary 
The total cost of service delivery will be NGN 1.3 billion over three years (Figure 10). 

 
Figure 10. Service delivery costs, in Millions of Naira 

!

1.9.!Supplies and commodities (programming) 

1.9.1.! Strategy 
Maintaining a robust and reliable supply of contraceptive commodities to meet clients’ needs, prevent 
stockouts, and ensure contraceptive security are priorities for the state in achieving its CPR goal. This 
thematic area also addresses the sustainable supply of contraceptive commodities and related 
consumables. It is aimed at ensuring that contraceptive commodities and supplies are adequate and 
available to meet the needs and choices of FP clients. 

The Contraceptive Logistics Management system (CLMS) is currently functional only at the national 
level; state- level reporting is paper based and often lacks accuracy as related to forecasting. The FP 
partners in Kaduna State will focus on offering supervision support to providers to distribute and 
complete the CLMS tools at all levels of the state health system. The state will also examine the 
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possibility of integrating the Logistics Management System with the CLMS and coordinating with 
other health programmes to provide integrated supervision and reporting support to increase efficiency.  

The CIP also includes activities to increase distribution through pharmacies and CBD agents, as well as 
collaborate with the private sector to improve its reporting mechanisms to increase alignment and 
coordination.  

1.9.2.! Expected Results 
SC 1. Develop human resource capacity and coordination on the CLMS and forecasting to reduce 
stockouts and ensure continuous, reliable, quality FP service delivery 

SC 2. Improve distribution of commodities to ensure availability and accessibility of comprehensive 
rights-based services for users and potential users 

SC 3. Increase integration, coordination, and efficiency of health logistics reporting systems with other 
disease areas 

SC 4. Improve quality of private sector FP service by ensuring the availability of commodities at 
private sector SDPs to improve users’ access to a range of methods and service modalities, including 
public, private, and NGO 

1.9.3.! Costing summary 
The total cost of implementing the activities related to supplies and commodities will be NGN 124 
million over three years (Figure 11). 

 
Figure 11. Supplies and commodities costs, in Millions of Naira 

!

The total cost of consumables will be NGN 723 million and commodities will be NGN 1.47 billion 
over three years (Figure 12). 
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Figure 12. The Cost of Consumables and commodities by year, in Millions of Naira 

!

!

1.10.! Policy and environment 

1.10.1.! Strategy 
Although family planning has been recognized as a key element in improving national health and 
development, and creating a supportive environment for a demographic dividend to be reaped, the 
enabling environment needs to be further strengthened. A budget line item for family planning has been 
approved for the next fiscal year but additional advocacy for continued commitment is needed. Also, 
there is a need for advocacy to carve out a space for family planning under the policy focusing on 
primary healthcare—Primary Health Care Under One Roof (PHCUOR). The FP partners in Kaduna 
State will focus on engaging top leaders in government and Parliament to ensure that family planning is 
well-supported financially. 

There is also a need to ensure that health providers trained in family planning are well distributed 
across the state, thus increasing access to clients. Without a clear incentive programme or policy, it is 
difficult to ensure that health workers are available to provide services—particularly in rural 
communities. 

As CHEWs are trained to administer injectables and insert and remove implants, the state will pilot the 
task-shifting policy and, based on the results, advocate for political support for these changes. Allowing 
a lower cadre of health workers to administer LARCs has been shown to increase contraceptive 
prevalence in several countries. 

1.10.2.! Expected Results 
PE 1. Improve enabling environment for family planning within health to improve financing options 
and maximise access, equity, non-discrimination, and quality in all settings  

PE 2. Increase access to FP services through task-sharing policy 

PE 3. Align stakeholders around a clear action plan for Kaduna State FP activities 
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PE 4. Decrease attrition and rotation of service providers by increasing incentive packages, such as 
rural allowances, to promote high-quality care in all settings 

PE 5. Increase provision of FP services and increase additional users by integrating service provision 
into other health service areas, including ANC, PNC, immunisation, and HIV/AIDS 

 

1.10.3.!Costing summary 
The total cost of policy and the environment will be NGN 11.6 million over three years (Figure 13). 

Figure 13. Policy and environment costs, in Millions of Naira 

!

1.11.! Financing 

1.11.1.! Strategy 
To address the distance between the generally supportive policy environment for family planning and 
the low allocation of national financial resources to fully meet the need for FP services, advocacy and 
monitoring will be key drivers for increasing government allocations. This thematic area focuses on 
generating evidence to be communicated in policy briefs targeting selected influential government 
officials, such as the commissioner, governor and commissioner of finance, as well as development 
partners. The evidence will demonstrate the funding gap for family planning and implementation of the 
CIP as well as the positive health and economic impacts of investing in family planning. Advocacy will 
focus mainly on domestic resource mobilisation but will also engage traditional development partners 
for continued financial and in-kind support. Long-term FP partners in Kaduna State are advocating for 
free FP services in government facilities—including service delivery costs, consumables, and 
commodities. For the state, it is also essential to continue this advocacy at the LGA level, as local 
governments do not have FP-specific line items in their budgets, and often insufficient funding is 
available at that level to support implementation. Monitoring progress on these initiatives and planning 
next steps will be a priority for the FP technical working group (TWG) at the state level. 

1.11.2.! Expected results 
F 1. Increase government funding for family planning, including contraceptive security, through 
evidence generation and advocacy to maximise access, and equitable and quality FP services in all 
settings 
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F 2. Increase FP utilisation by providing free services in government facilities to eliminate financial 
barriers to care  

F 3. Effective monitoring and accountability systems demonstrate that sufficient FP funds are allocated 
and that they are expended appropriately  

1.11.3.!Costing summary 
The total cost of financing will be NGN 13 million over three years (Figure 14). 

 
Figure 14. Financing costs, in Millions of Naira 

!

 

1.12.! Supervision, monitoring, and coordination 

1.12.1.! Strategy 
To reach Nigeria’s FP2020 objectives, clear leadership, supervision, monitoring, and coordination all 
are essential. The TWG is a crucial entity to provide leadership and ensure that activities are 
implemented in a coordinated and harmonised fashion, eliminating duplication of efforts. The TWG 
and KSMoH will work together to develop a dashboard for monitoring progress towards the CIP goals, 
create annual workplans, evaluate the implementation of the CIP, and develop a post-2018 Blueprint. 

Kaduna State will offer supportive supervisory visits to service delivery providers (focused on 
providing LARCs) in accordance with the rights-based approach, health statistics, and logistics 
reporting and general mentoring. FP state and LGA coordinators will be trained on effective 
supervision; will coordinate, plan, and monitor supervisory visits; and will assess the training, 
equipment, and other needs of providers and health facilities. 

Kaduna State will collaborate with private providers to gather indicators from the private sector 
regarding progress on the CIP goals. Partners will engage and mobilise communities and develop 
programmes to allow clients and community members to voice their concerns about rights issues in 
health facilities, including complaint-filing mechanisms, such as feedback/suggestion boxes for FP 
services, which include a process for follow-up action for documented grievances, giving the 
community a voice on how to improve service delivery and management. 
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To support FP access by youth, the KSMoH will coordination the development of a strategy for youth-
friendly RH services to ensure harmonised support and implementation of activities that specifically 
address and increase demand creation amongst youth for family planning. 

1.12.2.! Expected Results 
SMC 1. Increase coordination and systematic supervision to ensure high-quality, rights-based FP care 
through effective supervision and performance improvement, and recognize providers for respecting 
clients and their rights 

SMC 2. Increase ability of supervisors to provide effective supportive supervision 

SMC 3. Collect and distribute data on quality to ensure high-quality, rights-based FP care through 
effective supervision and performance improvement, and recognize providers for respecting clients and 
their rights 

SMC 4. Increase visibility of Kaduna FP efforts at national, regional, and global levels 

SMC 5. Improve coordination within and across the public and private sectors 

SMC 6. Reduce duplication of efforts and increase the reach of the FP programme 

SMC 7. Increase community collaboration to strengthen community capacity in monitoring and 
accountability, and ensure robust means of redress for violations of rights 

SMC 8. Increase knowledge of YFHS amongst stakeholders across the state, and improve coordination 
and effective programming/utilisation of resources to increase the accessibility, acceptability, and 
quality of youth-friendly services 

1.12.3.!Costing summary 
The total cost of supervision, monitoring, and coordination will be NGN 319 million over three years 
(Figure 15). 

 

Figure 15. Supervision, monitoring, and coordination costs, in Millions of Naira 
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1.13.! Costing  

1.14.! Costing Assumptions 
The costs of this plan have been calculated using an Excel tool developed specifically for this purpose, 
with methodology borrowed from the costing of other CIPs in the region. The tool allows for a 
calculation of the overall costs of the plan as well as a disaggregation of the costs by activity area and 
year. The costs of each activity are based on specific unit costs collected from government rate 
documents, vendors in Nigeria, and partners implementing programmes. The source for each input is 
cited in the costing tool; all inputs are also editable. In addition, each activity’s costing inputs for both 
unit costs and quantities can be changed (e.g., the specific input costs for producing a radio programme, 
the number of programmes to be produced, the cost of broadcasting the programme, the number of 
times it will be broadcast, and so on) if there is a need to revise any elements in the future. When 
specific costs for items were not available (e.g., if an activity has yet to be implemented in Nigeria), the 
costing data are drawn from a regional African or international source and noted as such in the tool. 

Contraceptive costs were calculated for 2016 to 2018 using the NDHS CPR and method mix as a 
baseline. The CPR and method mix projected for 2018 were extrapolated based on Nigeria’s national 
CPR target of 36 percent, which assumes that Kaduna State will reach a CPR of 46.5 percent by 2018, 
as found in an analysis conducted by Palladium in 2015.  

Unless otherwise noted, all unit costs (e.g., salaries, per diem rates, meeting rates, and so on) are based 
on current costs as of March 2016 and have been automatically adjusted for a base rate of inflation of 
2.5 percent every year. The inflation rate can be adjusted to accommodate changing conditions. All 
costs have been calculated in local currency. 

1.15.! Costing Summary 
The total cost for implementing the Kaduna State CIP 2016‒2018 is estimated at NGN 4.6 billion or 
US$23.5 million. 

Overall, NGN 1,471,690,602, or 32 percent of the overall costs, is for commodities, and NGN 
722,860,989, or 16 percent, is for consumables. Another 13.9 percent of the costs is for demand 
creation and BCC (NGN 643,772,864); 28.5 percent for service delivery (NGN 1,315,309,841); 2.7 
percent for  supplies and commodities program activities (NGN 124,634,769); 0.25 percent for policy 
and enabling environment (NGN 11,645,816); 0.3 percent for financing (NGN 13,058,520); and 6.9 
percent for supervision, monitoring, and coordination (NGN 319,022,017). 

Costs are distributed over the duration of the plan, with commodity and consumable costs increasing 
over time as more women are reached. If the cost of commodities and consumables is removed, the 
major cost drivers are service delivery (54%); demand creation (27%); and supervision, monitoring, 
and management (13%).  

The costs of the plan (exclusive of FP commodities and direct consumables) are comparable to other 
countries’ similar FP CIPs, which are in the range of approximately US$2–$5 per user per year. The  
cost of the Kaduna CIP activities per woman of reproductive age is US$4.90 per year or NGN 965—on 
the higher side compared to some other countries—possibly because Nigeria is expecting an increase in 
sterilisations, which have a higher up-front cost.  

The lower cost seen in 2017 is due to a number of activities, particularly service delivery trainings 
currently scheduled to take place every other year (in 2016 and 2018).  
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Figure 16. Costs per Thematic Area and Contraceptive and Commodities costs, 2016–
2018 
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Table 4. Total Costs per Thematic Area per year 

Thematic 
Areas 2016 2017 2018 Total 

Percentage 
of Total Cost 

Demand 
Creation 

219,043,959 159,496,628 265,232,277 643,772,864 13.9% 

Service 
Delivery 

548,698,767 316,176,232 450,434,842 1,315,309,841 28.5% 

Supplies and 
Commodities 

58,727,044 17,297,519 48,610,206 124,634,769 2.7% 

Policy and 
Environment 

6,202,169 3,501,041 1,942,606 11,645,816 0.25% 

Financing 7,278,473 3,688,463 2,091,584 13,058,520 0.3% 

Supervision, 
Monitoring, 
and 
Coordination 

104,847,500 93,699,401 120,475,116 319,022,017 6.9% 

Subtotal 
(NGN) 

944,797,912 593,859,284 888,786,631 2,427,443,827 53% 

Commodities 424,511,777 489,330,249 557,848,575 1,471,690,602 32% 

Consumables 221,845,782 265,562,783 235,452,424 722,860,989 16% 

Total (NGN) 1,591,155,471 1,348,752,317 1,682,087,630 4,621,995,418 100% 
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IMPACT ASSESSMENT 
The ImpactNow model was used to calculate the impactswhich the KSMoH expects to acheive by increasing 
the CPR. These demographic, health, and economic impacts include the following: 

! Unintended pregnancies averted 
! Abortions averted* 
! Unsafe abortions averted** 
! Maternal deaths averted 
! Child deaths averted (due to improved birth spacing) 
! Maternal and infant healthcare costs averted (in US$) 

These calculations estimate that the FP interventions in Kaduna State will avert more than 615,000 
unintended pregnancies, more than 67,000 abortions, and more than 3,400 maternal deaths between 2016 and 
2018 if the CIP is implemented to its full extent. In addition, the intervention will avert almost NGN 3.7 
billion or US$18.9 million in maternal and infant healthcare costs during the three-year plan period. 

Table 5 shows the estimated impacts of  the CIP. . The baseline numbers are drawn from the 2013 NDHS 
and projected outwards, assuming  full implementation of the CIP and reaching the stated CPR targets for 
MWRA; they show how the scaled-up rights-based interventions will significantly improve outcomes in 
reproductive, maternal, and child health in Kaduna State. Further information and definitions of the different 
outputs are described below. 

Demographic impacts. “Unintended pregnancies” averted refers to the number of births that will not occur, 
including live births, abortions, miscarriages, and stillbirths. The number of pregnancies averted, including 
abortions, also affects maternal mortality, given that women sometimes die from abortion complications. As 
the number of abortions decline due to increased FP use and fewer unintended pregnancies, maternal deaths 
will decline. 

Health impacts. As a result of full implementation of the Kaduna State CIP, significant numbers of maternal 
and child deaths will be averted, as well as unsafe abortions, thus contributing to a healthier population. 

Economic impacts. Increased FP use, reduced unmet need for family planning, and increased contraceptive 
prevalence will result in government savings and economic impacts overall; Table 5 shows the specific 
impacts on maternal and infant healthcare costs only. 

 

 

 

 

 

 

 

 

*Abortions are assumed to be averted at the average rate of abortion reported for the country overall. Abortions averted = abortion 
rate*(live births averted/100). 
** Unsafe abortions averted = unsafe abortion rate*(live births averted/100).  
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Table 5. Annual and Total Impacts of the Kaduna CIP 

 2016 2017 2018 Total 

Demographic Impacts     

Unintended pregnancies 
averted 

158,645 203,956 252,674 615,275 

Abortions averted 17,429 22,407 27,760 67,596 

Health Impacts     

Maternal deaths averted 1,031 1,178 1,277 3,486 

Child deaths averted 6,264 8,053 9,976 24,293 

Unsafe abortions averted 17,406 22,377 27,722 67,505 

Disability-adjusted life years 
(DALYs) averted 

592,553 752,800 921,475 2,266,828 

Economic Impacts     

Maternal and infant healthcare 
costs averted (NGN) 

963,606,588 1,238,825,438 1,534,737,365 3,737,169,391  

Maternal and infant healthcare 
costs averted (US$) 

4,891,404 6,288,454 7,790,545 18,970,403 

 

  



 36 

INSTITUTIONAL ARRANGEMENTS 
Governance responsibility and leadership for ensuring universal access to FP services and meeting the 
national and state goals lies with the Federal Governments of Nigeria and the State Government of Kaduna. 
From an operational perspective, implementation of the CIP will require the adoption of multisectoral 
approaches in the coordination and management of the state effort. Such approaches create more 
opportunities for broad and diverse stakeholder involvement; however, managing multisectoral coordination 
can be complex, challenging, and dynamic. This section describes proposed monitoring structures needed to 
ensure the results outlined in the CIP.  

1.16.! Operationalisation 
The CIP is a plan that can and should be used by all stakeholders. With a multitude of FP actors in Kaduna 
State, coordination and management is key to the success of the CIP. Collectively, there are three guiding 
principles for implementation and monitoring of the CIP:  

1.! Ownership and commitment to achieving the plan’s objectives 

2.! Efforts to move the annual rate of progress beyond the current level through scaling up and 
accelerating programme implementation  

3.! Joint implementation based on a rights-based approach to family planning, mutual accountability, 
and joint reporting on the plan  

!
CIP progress will be conducted quarterly by the state TWG on family planning and will build upon the 
monitoring being conducted at the national level for the National Blueprint. Information on the data to be 
collected can be found in the following section. 

The launch of the CIP for family planning at the state level will be conducted to create further advocacy for 
implementation and secure ownership, along with political and financial commitments for implementation of 
the plan.  

1.16.1.! Roles and Responsibilities 
Technical Working Group (TWG) for Family Planning 
The KSMoH/Kaduna State Primary Healthcare Development Agency (KSPHCDA) will strengthen the TWG 
on family planning, which includes FP professionals and other stakeholders, by leading coordination efforts. 
The Department of Public Health, State Ministry of Health will be the Secretariat. This TWG, in 
collaboration with the relevant departments of the KSMoH, will be responsible for ensuring the 
implementation and monitoring of this plan, the submission of periodic monitoring reports, and leading by 
example as champions for rights-based family planning. 

Training/Capacity Building 
The KSMoH will provide appropriate technical support for curriculum development, service delivery, 
logistics, and reporting on training and continuing education, including on rights-based literacy. The focus 
will be on both pre-service and in-service trainings, including those that support the creation of enabling 
environments for client-focused service delivery following the rights-based approach to family planning. 

Health Legislation 
In collaboration with the TWG, the KSPHCDA/KSMoH will review and develop relevant legal instruments 
that govern and regulate FP-related activities at all levels to ensure that the principles and objectives of this 
plan are attained. Notably, this activity will include a budget line for family planning and a task-
shifting/task-sharing policy. 
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1.17.! Performance Monitoring and Accountability 
Measuring performance against set targets in the CIP is crucial to generating essential information for 
guiding strategic investments and operational planning. Monitoring and evaluation of the CIP will rely on 
various systems and data sources (routine and periodic), supported and maintained by numerous 
stakeholders.  

In Kaduna State, FP data are collected using various nationally approved tools (forms and registers). These 
data are summarised and collated at the various SDPs for submission to the LGA FP Supervisor. At this 
level, the data from all of the SDPs are summarised and submitted to the state for collation and submission to 
the FMoH. Data collected on commodity distribution and consumption are used at different levels (SDPs, 
LGAs, and state) for planning, progress and trend monitoring, performance management, forecasting, and 
decision making.  

FP partners also collect data on their activities to monitor progress and report to their respective funders. The 
KSMoH will engage the TWG to execute and monitor the CIP. The TWG will establish a mechanism to 
collect and review process-monitoring data using a combination of data sources from both the partners and 
the KSMoH collected through the District Health Information Software Version 2 (DHIS 2), Track20, 
NDHS, National HIV/AIDS Reproductive Health Survey, and PMA2020 initiatives. This system will be 
developed to collect and report on quarterly data related to financial expenditures, sources of funds, 
geographic location, coverage of implemented activities, and output-level results based on indicators related 
to the CIP. The information collected quarterly will be used by the TWG to track progress towards resource 
mobilisation, implementation of activities, and progress towards the FP2020 goals. The TWG will establish 
roles and responsibilities amongst the partners for collecting/contributing to particular indicators, and will 
prioritise key activities. Monitoring the CIP will allow stakeholders to change direction or reprioritise as 
needed based on the results, which then will inform planning and continued coordination. 

Several categories and levels of indicators will be collected. An illustrative list of output-based indicators is 
provided in Table 6.  

!
Table 6. Illustrative List of Indicators 
!
Indicators Indicator 

Type 
Data Source Level of 

Reporting 
Frequency 

Modern contraceptive prevalence 
(all women) [mCPR] 

Impact NDHS/NARHS National/ 

State 

Every two 
years 

Demand Generation and Behaviour Change Communication 

Percentage of WRA who have 
heard about at least three modern 
methods of family planning 

Outcome NDHS/NARHS/ 
PMA2020 

National/ 

State 

Every two 
years 

Percentage of the population who 
know of at least one source of 
modern contraceptive services 
and/or supplies 

Outcome NDHS/NARHS/ 
PMA2020 

National/ 

State 

Every two 
years 

Percentage of population with a 
favourable attitude towards an FP 
product, practice, or service 

Outcome NDHS/NARHS/
PMA2020 

National/ 

State 

Every two 
years 

Percentage of audience who Outcome NDHS/NARHS/ National/ Every two 
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believes that spouse (and friends, 
relatives, and community) approve 
(or disapprove) of the practice 

PMA2020 State years 

Number of targeted state 
multimedia FP advocacy and 
demand generation campaigns 

Output Programme 
report 

States/Regio
n 

Quarterly 

Number of state- and community-
level FP champions, identified by 
type of level (i.e., national, state, 
and community) 

Output Programme 
report 

State Quarterly 

Number of key state leaders who 
have spoken in favour of family 
planning 

Output Programme 
report 

National, 
regional, or 
state level 

Annually 

Number of dissemination sessions 
and materials distributed about 
peer education model 

Output Programme 
report 

state Annually 

Service Delivery 

Couple-years of protection (CYP) Outcome NHMIS/SMART 
survey/DHIS2 

National/Stat
e 

Quarterly 

Percentage/total number of 
modern method users (all women) 

Output NHMIS/SMART 
survey/DHIS2 

State Quarterly 

Percentage of women with an 
unmet need for contraception 

Outcome SMART survey State Annually 

Number of unintended 
pregnancies averted due to 
contraceptive use 

Outcome ImpactNow 
and SMART 
survey 

State Annually 

Number of unsafe abortions 
averted due to contraceptive use 

Outcome ImpactNow 
and SMART 
survey 

State Annually 

Number of maternal deaths 
averted due to contraceptive use 

Outcome ImpactNow 
and SMART 
survey 

State Annually 

Percentage of women who were 
provided with information on family 
planning during last visit with health 
service provider 

Outcome  Facility 
assessment 

State Annually 

Number of modern methods 
offered at each facility 

Output Programme 
report/DHIS2 

State Quarterly 

Clients, disaggregated by age, 
sex, gender, socioeconomic status 

Output Programme 
report/FP 
facility 
registers 

State Quarterly 
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Number of people (new/ return) 
clients counselled 

Output Programme 
report/FP 
facility 
registers 

State Quarterly 

Dis/continuation rates of particular 
methods at the facility level 

Output Programme 
report 

State Quarterly 

Number or percentage of clients 
requesting removal of 
IUDs/implants 

Output Programme 
report/FP 
facility 
registers 

State Quarterly 

Development of in-service training 
plan and single standardised 
curriculum, by type of service 
provider 

Output Programme 
report 

State Annually 

Number of dissemination sessions 
of revised and updated pre-service 
training curriculum for family 
planning, by state or LGA levels  

Output Programme 
report 

State Quarterly 

Number of FP trainers trained in 
updated pre-service training 
curriculum, by state 

Output Programme 
report 

State Quarterly 

Number of trainers trained in in-
service FP practices  

Output Programme 
report 

State Quarterly 

Number of training sessions 
conducted by trainers, 
disaggregated by LGAs  

Output Programme 
report 

State Quarterly 

Proportion of recruited CHEWs 
trained for comprehensive FP 
(emphasis on injectables) training, 
disaggregated by level (national, 
regional, or state)  

Outcome Programme 
report 

State Quarterly 

Proportion/number of nurses and 
midwives trained in comprehensive 
family planning (emphasis on LARC 
methods)  

Outcome Programme 
report 

State Quarterly 

Percentage of service providers 
trained who reported using their 
skills in the last three months 

Outcome Programme 
report 

State Annually 

Number of training sessions 
conducted for pharmacists and 
pharmacy employees at the 
national, regional, and state levels  

Output Programme 
report 

State Quarterly 

Number of pharmacies where at 
least one person has been trained 

Output Programme 
report 

State Quarterly 
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in FP methods and counselling, by 
level (state and community) 

Number of orientation sessions 
conducted for PMVs and informal 
drug sellers, by level (national, 
regional, and state) 

Output Programme 
report 

State Quarterly 

Quantity of FP training equipment, 
materials, and anatomical models 
procured and disbursed to trainers, 
by state 

Output Programme 
report 

State Annually 

Number of new access points for FP 
service provision (hospital, clinic 
outreach, mobile FP clinics, 
community venues, and others 
where FP outreach is conducted), 
by state  

Outcome Programme 
report 

State Quarterly 

Number of facilities at which FP 
equipment assessments were 
conducted, by state 

Output Facility 
assessment 

State  Quarterly 

Number of facilities in which family 
planning is integrated with other 
healthcare services (i.e., sites 
where family planning is integrated 
with routine immunisation, HIV 
counselling and testing, PMTCT, 
and STI services) 

Output Facility 
assessment 

State  Quarterly 

  

Development of state CHEW 
database 

Output Programme 
report 

State Annually 

Number of public-private 
partnerships for increasing FP 
service delivery, supply chain, 
demand generation, by state, per 
year 

Output Programme 
report 

State Annually 

Proportion of identified PHCs 
renovated for service delivery, by 
state  

Output Programme 
report 

State Annually 

Supplies and Commodities 

Percentage of facilities that 
experience stockouts 

Output Programme 
report 

State Quarterly 

Percentage difference between 
forecasted consumption and 
actual consumption 

Outcome Programme 
report 

State Annually 

Existence of a government budget 
line item for the procurement of 

Output Programme 
report 

State/ LGA Annually 



 41 

contraceptives 

Contraceptive or other RH 
commodity forecasts updated at 
least annually 

Output Programme 
report 

State Annually 

Costing of forecasted (quantified) 
contraceptive or other RH 
commodity needs conducted and 
incorporated into budget planning 
by KSMoH and/or donors 

Output Programme 
report 

State Annually 

Number of persons trained to 
manage and produce commodity 
forecast reports, by region or state 

Output Programme 
report 

State Quarterly 

Number of commodity forecast 
reports, by LGA 

Output Programme 
report 

State Quarterly 

Number of procurement and 
forecast meetings conducted at 
state and LGA levels 

Output Programme 
report 

National/ 

State 

Quarterly 

Number of commodity logistics 
trainings conducted at state and 
LGA levels 

Output Programme 
report 

State Quarterly 

Policy and Environment 

Completion of review of FP-related 
policies and policy updates, 
disaggregated by level (state and 
LGA) 

Outcome Programme 
report 

State/LGA Annually 

Dissemination of policies and 
procedures 

Outcome Programme 
report 

State/LGA Annually 

Number of international events in 
which national- and state-level 
policymakers and programme 
managers attend 

Output Programme 
report 

State Annually 

Financing 

Annual expenditure on family 
planning from government 
domestic budget (separate from 
partners’ contributions) 

Outcome Programme 
report 

State/LGA Annually 

Number of states and LGAs with an 
FP budget line item 

Output Programme 
report 

State/LGA Annually 

Supervision, Monitoring, and Coordination 

Capacity for supervision, 
coordination management, or M&E 

Outcome Programme 
report 

State Annually 
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of family planning 

Number of existing staff trained in 
either supervision, coordination 
management, or M&E of the FP 
programme at the national and 
state levels 

Output Programme 
report 

State Annually 

Number of state- and LGA-level 
assessments of staff capacity to 
conduct supervision, coordination 
management, or M&E of the FP 
programme at the national and 
state levels  

Output Programme 
report/OCAT 
report 

State Annually 

Number of new staff hired to 
supervise, coordinate, and 
conduct M&E of the FP programme 
at the national and state levels 

Output Programme 
report 

State Annually 

Number of supervisory visits 
conducted at the state level 

Output Programme 
report 

State Quarterly 

Existence of mechanisms to 
investigate, correct, and redress 
compromised rights (i.e., patient 
feedback box, monthly community 
meetings to address feedback, 
etc.) 

Output Programme 
report 

State Quarterly 

Number of client complaints Output Programme 
report 

State Quarterly 
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ANNEX A. Percentage of MWRA using each method and % of unmet need, per LGA in 
Kaduna 

DHS 2013. Percentage of MWRA using each method 
and percentage of unmet need 

  Numbers for public sector   
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2013 
Population 
(2006 census 
with 2.6% per 
year growth 
rate) 

MWRA (20% 
of 2013 
population) 

MWRA * Pill 
use * 25% 
public 
sector 

MWRA * 
injectable 
use * 60% 
public 
sector 

MWRA * 
(IUD+ 
implant 
use) * 66% 
public 
sector 

Total 
women for 
state public 
sector 
(leaving out 
condoms) 

Target 
couples for 
public 
sector 
(includes 
unmet 
need) 

Nigeria 9.8 1.8 1.1 3.2 0.4 2.1 16.1 168,079,796 33,615,959 151,272 645,426 332,798 1,129,496 2,985,097 

Kaduna 18.5 2.1 1.2 9 2.6 0.8 5.8 7,316,808 1,463,362 7,683 79,022 36,701 123,405 162,095 
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2013 
Population 
(2006 census 
with 2.6% 
per year 
growth rate) 

MWRA (20% 
of 2013 
population) 

MWRA * 
Pill use * 
25% 
public 
sector 

MWRA * 
injectable 
use * 60% 
public 
sector 

MWRA * 
(IUD+ 
implant 
use) * 66% 
public 
sector 

Total 
women for 
state public 
sector 
(leaving out 
condoms) 

Target 
couples for 
public sector 
(includes 
unmet need) 

Birni-Gwari 18.5 2.1 1.2 9 2.6 0.8 5.8 309,477 61,895 325 3,342 1,552 5,220 6,856 

Chikun 18.5 2.1 1.2 9 2.6 0.8 5.8 445,545 89,109 468 4,812 2,235 7,515 9,870 

Giwa 18.5 2.1 1.2 9 2.6 0.8 5.8 349,933 69,987 367 3,779 1,755 5,902 7,752 

Igabi 18.5 2.1 1.2 9 2.6 0.8 5.8 515,537 103,107 541 5,568 2,586 8,695 11,421 

Ikara 18.5 2.1 1.2 9 2.6 0.8 5.8 233,050 46,610 245 2,517 1,169 3,931 5,163 

Jaba 18.5 2.1 1.2 9 2.6 0.8 5.8 186,673 37,335 196 2,016 936 3,148 4,135 

Jema'a 18.5 2.1 1.2 9 2.6 0.8 5.8 332,960 66,592 350 3,596 1,670 5,616 7,376 

Kachia 18.5 2.1 1.2 9 2.6 0.8 5.8 302,280 60,456 317 3,265 1,516 5,098 6,697 

Kaduna 
North 

18.5 2.1 1.2 9 2.6 0.8 5.8 436,333 87,267 458 4,712 2,189 7,359 9,666 

Kaduna 
South 

18.5 2.1 1.2 9 2.6 0.8 5.8 481,999 96,400 506 5,206 2,418 8,129 10,678 
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Kagarko 18.5 2.1 1.2 9 2.6 0.8 5.8 286,111 57,222 300 3,090 1,435 4,826 6,338 

Kajuru 18.5 2.1 1.2 9 2.6 0.8 5.8 131,424 26,285 138 1,419 659 2,217 2,912 

Kaura 18.5 2.1 1.2 9 2.6 0.8 5.8 208,997 41,799 219 2,257 1,048 3,525 4,630 

Kauru 18.5 2.1 1.2 9 2.6 0.8 5.8 264,829 52,966 278 2,860 1,328 4,467 5,867 

Kubau 18.5 2.1 1.2 9 2.6 0.8 5.8 335,954 67,191 353 3,628 1,685 5,666 7,443 

Kudan 18.5 2.1 1.2 9 2.6 0.8 5.8 166,306 33,261 175 1,796 834 2,805 3,684 

Lere 18.5 2.1 1.2 9 2.6 0.8 5.8 406,610 81,322 427 4,391 2,040 6,858 9,008 

Makarfi 18.5 2.1 1.2 9 2.6 0.8 5.8 175,424 35,085 184 1,895 880 2,959 3,886 

Sabon-Gari 18.5 2.1 1.2 9 2.6 0.8 5.8 348,705 69,741 366 3,766 1,749 5,881 7,725 

Sanga 18.5 2.1 1.2 9 2.6 0.8 5.8 181,301 36,260 190 1,958 909 3,058 4,017 

Soba 18.5 2.1 1.2 9 2.6 0.8 5.8 348,484 69,697 366 3,764 1,748 5,878 7,720 

Zango-
Kataf 

18.5 2.1 1.2 9 2.6 0.8 5.8 381,777 76,355 401 4,123 1,915 6,439 8,458 

Zaria 18.5 2.1 1.2 9 2.6 0.8 5.8 487,097 97,419 511 5,261 2,443 8,215 10,791 

Source: Kaduna State Ministry of Health/UNFPA. 2014. Family Planning Situation Analysis in Kaduna State.
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ANNEX B. Implementation Framework with Full Activity Detail 
Notes:  
1,006 Primary healthcare facilities in the state (380 facilities offer family planning); 33 secondary health facilities (30 offer family planning); 23 LGAs, 
10‒13 wards per LGA; 255 wards in state, primary healthcare centres in each ward 

Demand creation and behaviour change communication (DBC) 
Key issues: 

•! Low male engagement/low communication between partners/spouses regarding family planning 
•! Myths and misconceptions about family planning, particularly regarding side effects 

Priority 
Objective 

Accurate rights-based information about birth spacing, FP methods and side effects, and risks and benefits is available and disseminated to 
foster demand for high-quality, accessible FP information and services 

 Expected 
Results 

DBC 1 Develop and roll out targeted demand generation campaigns to foster demand for high-quality services and supplies, and 
to empower individuals to demand their rights to be respected, protected, and fulfilled 

 Main 
Activity 

DBC 1.1 Develop a demand creation strategy and materials for Kaduna State 
 

 

 

 

Sub-activity Details Additional details (Inputs 
required) 

Output indicators Timeline Responsibility 

DBC 1.1.1 Identify FP BCC focal person 
in the ministry to be responsible for 
coordinating FP BCC activities in the state 
supporting the FP coordinator 

•! No additional inputs 
required 

FP BCC focal point 
identified 

2016 (Q1) KSMoH FP 
Coordinator 

DBC 1.1.2 FP BCC focal person to lead a 
review of FP landscape and existing 
formative research to identify primary 
barriers and opportunities for FP 
promotion, identify populations to be 
targeted through demand generation 
campaigns, and propose strategy and 
timeline for BCC campaign  

3 small group meetings 
•! @ KSMoH or partner 

offices 
•! 8 people 
•! Tea 
•! Transport  

•! BCC strategy 
drafted 

•! PPT 
presentation 
created 

2016 (Q2) KSMoH, Nigeria 
Urban 
Reproductive 
Health Initiative 
(NURHI), 
Society for 
Family Health 
(SFH) 
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DBC 1.1.3 Hold 2-day workshop with the 
FP TWG and other communications 
partners to validate needs assessment 
(DBC 1.1.2), and refine and finalise BCC 
strategy and develop timeline and 
responsibilities for implementation 

•! Strategy to target specific barriers, 
key issues, and priority 
populations in Kaduna State 
 

•! Assign KSMoH, 
partner, or consultant, 
10 days  

•! 2-day workshop 
•! @ hotel in Kaduna 
•! 45 people 
•! Refreshments 
•! Transport allowance 
•! Printing: 150 pages per 

person 

•! BCC strategy 
approved by FP 
TWG 

2016 KSMoH 

DBC 1.1.4 Conduct print and media 
materials development workshop to 
develop BCC materials or review/adapt 
existing ones 

•! Develop posters and fact sheets for 
service delivery sites, schools, and 
libraries in familiar languages to 
target groups (women in union, 
single women, men, materials for 
facilities, youth) 

2-day workshop 

•! @ hotel in Kaduna 
•! 25 people 
•! Lunch 
•! Refreshments 
•! Transport allowance 

Number of posters 
and fact sheets on 
FP  

2016 KSMoH 

DBC 1.1.5 Modify nationally designed 
branding and messaging for family 
planning in Kaduna State for target 
populations 

•! With oversight from the KSMoH, 
health marketing consultant 
modifies national FP branding for 
Kaduna State 

•! Hire consultant for 10 
days 

Kaduna State family 
planning brand is 
drafted  

2016 KSMoH 
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    Main 
Activity DBC 1.2 Field test, validate, and disseminate BCC messages and designs 

   Sub-activity Details Additional details (Inputs 
required) 

Output 
indicators Timeline Responsibility 

   DBC 1.2.1 Field test Kaduna State 
branding and BCC materials with target 
populations identified in DBC 1.1.2 and 
modify nationally designed branding and 
messaging for family planning in the state 
for target populations 

•! Conduct 20 focus groups (2 per 
target group identified in DBC 
1.1.2) to pilot test key 
communication messages and draft 
FP branding with community 
audiences 

 

•! Hire health marketing 
consultant for 20 days 

•! 20 focus group discussions 
•! @ location convenient to 

participants 
•! 8 people per focus group 
•! Refreshments 
•! Lunch 
•! Transport refund for 

participants 
•! Travel per diem for 

consultant 
•! Consultant or Implementing 

partner develops strategy 

o! 10 days  
o! 1 half-day workshop 
o! @ hotel in Kaduna 
o! 45 people, including civil 

society organisations 
(CSOs), partners, and 
community 
representatives to validate 

o! Tea break and lunch 
o! Printing: 20 pages per 

person 
o! Print strategy, 200 copies, 

20 pages, and disseminate 
at FP TWG 

Brand for 
family 
planning in 
Kaduna State is 
tested and 
validated 

2016  



 

 49 

DBC 1.2.2 Finalise messages and FP logo 
based on results of field tests and hold a 1-
day validation workshop  

•! Consultant or IP revises key 
messages and FP logo  
o! 10 days 

•! 1-day validation workshop 
•! @ hotel in Kaduna 
•! 45 people, including CSOs, 

partners, and community 
representatives to validate 

•! Refreshments  
•! Lunch 
•! Printing: 20 pages per person 

Key family 
planning 
messages 
identified and 
agreed upon 

2016  

DBC 1.2.3 Print and disseminate BCC 
strategy, including key messages 

•! Print 200 copies of strategy 
(20 pages each), disseminate 
to FP TWG members, LGAs 

Percentage of 
LGAs with 
copies of the 
BCC strategy 

2016  

DBC 1.2.4 Paint clinic walls or construct 
billboards with new Kaduna State FP logo 
and information about times and services 
available 

•! Hire day labourer for 2 days 
per facility 

•! Paint (2 gallons per facility) 

Percentage of 
facilities that 
have posted 
signs of 
services and 
hours (target, 
100%) 

2016 KSMoH 

  Main 
Activity DBC 1.3 Develop and roll out a targeted, multimedia FP demand generation campaign 

 Sub-activity Details Additional details (Inputs 
required) 

Output 
indicators Timeline Responsibility 

 

 

DBC 1.3.1 Develop posters and fact 
sheets based on key messages identified in 
the BCC strategy for service delivery sites, 
schools, and libraries in familiar languages 
to target groups (women in union, single 
women, men, materials for facilities, 
youth) 

•! Hire health marketing 
consultant for 20 days to 
develop 5 flyers and 5 
posters 

•! Translation services for 5 
posters and 5 flyers into 
Hausa 

•! 2-day workshop to validate 
materials 

Posters and 
fact sheets 
aimed at target 
populations  
are developed 
and validated 

2016 KSMoH, 
NURHI 
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DBC 1.3.2 Print materials developed in 
DBC 1.3.1 and disseminate to facilities 
and community leaders 

•! Printing 10,000 flyers and 
10,000 posters  (5,000 of 
each in English and Hausa) 

10,000 flyers 
and posters 
distributed to 
health facilities 
and community 
leaders 

2016  KSMoH 

DBC 1.3.3 Develop radio and TV 
dramas/jingles based on the key messages 
from the BCC strategy, specifically 
addressing stigma against using family 
planning and fears and misconceptions: 
new dramas/jingles will be released in 
each quarter in both English and Hausa on 
public  TV and radio stations  

 

•! Hire health marketing group 
to develop TV and radio 
scripts (4 per year, in Hausa 
and English) 

•! Hire radio actors (10) for 1 
week to tape dramas 

•! Hire TV actors (10) for 1 
week to tape dramas 

•! Hire radio studio for 1 week 
to tape dramas 

•! Hire TV studio for 1 week to 
tape dramas 

4 Radio Shows 
and 4 TV 
Shows in 
English and 
Hausa are 
developed and 
ready to air 

2016   

DBC 1.3.4 Air new radio and TV 
dramas/jingles: 

•! 1 TV drama per quarter in English 
(weekly) 

•! 1 TV drama per quarter in Hausa 
(weekly) 

•! 1 radio jingle per quarter in English 
(2 x daily) 

•! 1 radio jingle per quarter in Hausa 
(3 x daily)  

•! Half-hour TV spot   
•! 30-second radio spots  
•! Transport allowance for 

community leader 

New dramas 
and radio spots 
are aired every 
quarter 

2017   
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DBC 1.3.5 Rerun existing radio and TV 
spots: 

•! Rerun radio spots twice daily in 
each language 

•! Rerun TV dramas once weekly in 
each language 

•! Half-hour TV spot  (104) 
•! 30-second radio spots 

(1,460) 
 

TV drama is 
aired weekly 
(13 times per 
quarter) and 
radio spots are 
aired twice 
daily (180 
times per 
quarter) 

2017 
2018 

  

DBC 1.3.6 Post FP messages and engage 
communities on Facebook, Twitter, and 
WhatsApp with social media posts about 
FP at least once per week 

 

•! KSMoH and IP staff to post 
weekly about family planning on 
Facebook, Twitter and WhatsApp, 
with attention to ensuring that 
family planning is integrated into 
other high-point days 

 

•! No additional inputs 
required 

FP messages 
posted weekly 
(13 times per 
quarter) on 
social media  

2016 
2017 
2018 

  

DBC 1.3.7 Engage politicians and cultural 
and religious leaders in supporting family 
planning through their social media 
presence, and hold annual workshops to 
engage politicians and cultural and 
religious leaders in communicating their 
FP support through social media 

•! @ hotel in Kaduna 
•! 1-day workshop annually 
•! 40 participants 
•! Lunch 
•! Refreshment 
•! Transport refund 
•! Hotel accommodation for 20 

participants 
•! Per diem for 20 participants 

 Workshop 
held annually 
on 
communication 
of FP 
messaging  

2016 
2017 
2018 
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    Main 
Activity 

DBC 1.4 Promote family planning as a critical component of other health issues by conducting outreach as part of 
special annual events  

 Sub-activity Details Additional details (Inputs 
required) 

Output 
indicators Timeline Responsibility 

DBC 1.4.1 Organise activities to 
disseminate information and promote 
family planning as part of annual Safe 
Motherhood Day at state and LGA levels, 
including the following: 

•! Road shows 
•! Lectures on family planning 
•! Outreach at, school, market, and 

community locations 

Erect sheds at designated places and have 
staff with nurses distribute condoms and 
provide FP counselling and services  

•! Transport refund for 50 
•! Lunch for 50 
•! Per diem for journalist to 

cover events 
•! Flip charts (5) 
•! Artist fees (2) 
•! Per diem for 8 nurses to 

provide services 
•! Transport refund for 8 nurses 
•! 8 tents/temporary sheds 
•! Lunch, transport, TV 

coverage, flip charts, artist 
fees for dramas  

Nurses provide 
information 
and provide FP 
counselling 
and services at 
5 Safe 
Motherhood 
events annually 

2016 
2017 

2018 

KSMoH, 
NURHI 

D 1.4.2 Carry out 8 outreach parades 
annually during high-point days (Mothers’ 
Day, HIV/AIDS Day, Safe Motherhood 
Week, etc.)  

•! Transport refund for 50 
•! Lunch for 50 
•! 50 t-shirts per parade 
•! 50 hats per parade 

Number of 
outreach 
parades held 

2016 
2017 
2018 

KSMoH, 
NURHI 
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  Main 
Activity DBC 1.5 Engage interfaith forum and religious and community leaders for mobilisation of family planning 

  
Sub-activity Details Additional details (Inputs 

required) 
Output 
indicators Timeline Responsibility 

   DBC 1.5.1 KSMoH to map community 
areas,  identify opportunities to mobilise 
community and traditional leaders to 
support family planning, and engage 
community leadership in discussions 
about family planning  

•! Travel to 23 LGAs 
•! 2 teams of 2 KSMoH staff each 

traveling to 11‒12 LGAs over 3 
weeks 

•! Meet with traditional and local 
leaders in each LGA 

•! Transport refund 4 x 3 
weeks 

•! Airtime 
•! Refreshments 15 x 23 LGAs 

Map of 
communities 
and leaders 
supportive of 
FP established 
in each of 23 
LGAs  

2016 KSMoH 

  DBC 1.5.2 Conduct one-on-one 
advocacy/education with community 
leaders, provide with advocacy package 
and FP promotion materials – 23 LGAs, 
26 communities, 2 leaders per 
community 

•! Transport refund 
•! Airtime   
•! Per diem  
•! Tea  
•! Refreshments  
•! Printing: 2 pages per 

meeting  

Number of 
community 
leaders in 
support of 
family 
planning 

2016 NURHI, MSI 
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  DBC 1.5.3 Conduct community dialogue 
and town hall meetings to engage men 
and gatekeepers, including awareness 
talks in mosques and churches – 26 
communities in 23 LGAs, 20 people in 
each community – over 3 years 

598 half-day meetings 

•! @ community buildings 
•! Transport refund –11,960 

participants 
•! Accommodation for 

facilitators – 598 
•! Per diem for facilitators – 

598 
•! Tea – 11,960 participants 
•! Refreshments – 11,960 

participants 
•! Lunch 
•! Printing: 2 pages per person 

Number of 
male 
engagement/co
mmunity 
sensitisation 
meetings held 

2016 
2017 
2018 

 MSI 

Priority 
Objective Engage the media to promote family planning 

 Expected 
Results DBC 2  Increase availability of  accurate information about family planning in  print, radio, and TV media 

  Main 
Activity DBC 2.1 Strengthen partnerships with private media stations to promote family planning as a social responsibility 

  Sub-activity Details Additional details (Inputs 
required) 

Output 
indicators Timeline Responsibility 

 

 

DBC 2.1.1 Visit media organisations to 
increase collaboration with KSMoH in 
promoting and airing messages on 
family planning 

•! Transport refund 
•! Lunch 
•! Refreshments 
•! Fuel, lunch 

Number of 
media 
organisations 
visited (target: 
8) 

2016 
2018 

KSMoH, 
NURHI, State 
Agency for 
Control of AIDS 
(SACA) 

 DBC 2.1.2 Develop/adapt training 
manual for journalist training on family 
planning 

•! Local consultant – 2 weeks 
•! Transport refund 

Manual for 
journalist 
training 
developed 

 

2016 KSMoH 
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DBC 2.1.3 1-day training of 50 
journalists from electronic and print 
media to air FP messages, feature 
discussions on family planning, and 
write features/editorial opinions (50 
participants per day)   

•! 1 day for 50 people 
•! @ hotel in Kaduna 
•! Transport refund 
•! Lunch  
•! Refreshments 
•! Water 
•! Didactic material 
•! training manual 

Number of 
journalists 
trained (target: 
50) 

2016 
2018 

KSMOH, SACA 

DBC 2.1.4 KSMoH to hold collaborative 
meeting with media companies to 
discuss opportunities for collaboration 
that would support both the companies 
(e.g., trainings) and KSMoH objectives 
(e.g., subsidised pricing for public 
service messages) and highlight 
opportunities for media to report on 
family planning during high-point days 
(e.g., FP, MCH days) 

•! 2 1-day meetings per year 
•! 30 people 
•! @ hotel in Kaduna 
•! Transport refund 
•! Lunch 
•! Refreshments 
•! Water 
•! Didactic material 

Number of 
meetings with 
media 
companies 
(target: 2 
annually) 

2017 KSMoH 
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Priority 
Objective Communities are aware of where and when to access FP/RH services 

 

 

Expected 
Results 

DBC 3 Improve access to FP information and services for all users and potential users, especially for those with difficulties in 
accessing services (e.g., rural residents, urban poor, adolescents) through community mobilisation 

 

 

 

Main 
Activity DBC 3.1. A network of FP mobilisers will be established, trained, and supported 

 Sub-activity Details Additional details (Inputs 
required) 

Output 
indicators Timeline Responsibility 

DBC 3.1.1 FP Coordinators at the LGA 
level identify 26 influential community 
members through a mapping exercise to 
act as FP mobilisers – one-day meeting 
to develop statement of work (SOW) for 
community mobilisers 

 

1-day meeting 

•! 10 people 
•! @ hotel in Kaduna 
•! Transport refund 
•! Lunch 
•! Refreshments 
•! Water 
•! Didactic material 

Number of FP 
mobilisers 
identified 
(target: 598, 26 
per LGA) 

 

2016  KSMoH, NHRI 

DBC 3.1.2 Community mobilisers are 
trained to engage people one on one, 
conduct targeted engagement for men, 
elderly women, and other target 
audiences as well as make referrals to 
health facilities within the various wards 

1-day training  

•! @ hired venue in LGA 
•! 2 facilitators 
•! 26 people per training 
•! Lunch 
•! Tea 
•! Transport refund 
•! Didactic materials 
•! T-shirt  
•! Talk time 

Number of FP 
mobilisers 
trained (target: 
598, 26 per 
LGA)  

 

2016 KSMoH 

 Main 
Activity DBC 3.2 Hold community dramas and demonstrations 

 Sub-activity Details Additional details (Inputs 
required) 

Output 
indicators Timeline Responsibility 
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DBC 3.2.1 Hold a series of community 
dramas to promote benefits of family 
planning, dispel myths and 
misconceptions, and reinforce the 
advantages and benefits of the use of 
LARCs; FP services will be provided 
during such community events 

20 dramas support annually in each 
LGA 

•! Transport refund for artists 
•! Artist stipend 
•! Transport refund for 2 nurses 
•! Per diem for 2 nurses 
•! 1 tent per LGA 

Number of 
dramas 
performed 
(target: 20 
annually) 

2016  KSMoH 

Priority 
Objective Increase access to information and high-quality FP services for youth to promote informed choice 

 
 

Expected 
Results 

DBC 4  Adolescents are knowledgeable about rights-based FP services and receive scientifically accurate and comprehensive 
gender-sensitive sexuality education and counselling in and out of schools based on accurate information that include skills 
building (i.e., communications and negotiations) tailored to meet communities’ and individuals’ specific needs 

  Main 
Activity 

DBC 4.1 Engage youth in universities and out-of-school centres with comprehensive information and education on a full 
range of FP methods, including LARCs 

 
Sub-activity Details Additional details (Inputs 

required) 

Output 
indicators Timeline Responsibility 

DBC 4.1.1 Develop youth-friendly 
materials for peer education  
•! Assign government or 

implementing partner staff to 
compile experience from existing 
peer-to-peer FP/ contraception 
education initiatives, 20 days  

•! Draw experience from existing 
peer education programmes and 
design a peer-to-peer FP/ 
contraception education initiative 
with modules for peer education, 
40 days 

•! Conduct 2-day validation 
workshop for 40 people, including 
youth participants 

Hire consultant for 60 days to draft 
materials 
 
Hold a 2-day workshop 
•! @ hotel in Kaduna 
•! 30 people, including youth 

participants 
•! Transport refunds 
•! Lunch 
•! Refreshments 
•! Tea 
•! Accommodation 
•! Didactic material 
•! Printing: 20 pages per person 

Modules and 
job aids for 
peer education 
are developed 
and piloted  

2016 KSMoH, 
MNCH2 
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DBC 4.1.2 Print peer education modules 
and job aids  

Print modules and job aids for peer 
education 
•! 100 pages, 150 copies 

Number of aids 
printed 

2016 KSMoH, 
MNCH2 

DBC 4.1.3 Support school special 
events, such as sports and games, to 
conduct one-off interventions on family 
planning 

•! Hire consultant to sensitise 
students on FP    

•! Produce banners and IECA 
materials with information 
on FP 

Number of 
events held 

2016 KSMoH 
MNCH2 

DBC 4.1.4 Implement peer education 
programmes  
•! Recruit youth, including from 

national youth service corps 
(NYSC) to be peer health 
educators to offer counselling and 
refer to clinical services  

•! Train youth peer health educators 
to implement peer-to-peer 
education programme 

•! Organise peer health education at 
schools under the leadership of 
school nurses, teachers, and 
professional counsellors 

•! Provide ongoing support to peer 
educators to conduct outreach 

Hold 3,3-day training workshops,  
•! 50 participants 
•! @hotel in Kaduna 
•! Lunch 
•! Tea  
•! Refreshments 
•! Transport refund 
•! Accommodation 
•! Didactic materials 
 

Provide monthly stipend to peer 
educators (150) 

 
 

Number of 
peer educators 
trained (target: 
150) 
 
 

2016 MSI, 
Government of 
Nigeria SFH –  
IRHIN project  

DBC 4.1.5 In collaboration with the 
Kaduna State Ministry of Education 
(KSMoE), train teachers on family life 
education curricula to enable them to 
educate students and refer them 
appropriately to PHCs for FP services 

2-day training for 20 secondary 
school health teachers per LGA  
•! @ school in LGA  
•! Lunch  
•! Tea   
•! Refreshments 
•! Didactic material  
•! Flip charts 
•! Per diem  
•! Transport 

Number of 
teachers 
trained on 
family life 
education 
(target: 460) 

2016 KSMOH, 
KSMoE 
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Service Delivery (SD)  
Key issues: 

•! The full range of method mix is not always available to women at health centres, 51 percent of public facilities do not offer implants, 
and 49 percent do not offer IUDs. In private facilities, 98 percent do not offer IUDs, 96 percent do not offer implants, 32 percent do not 
offer injectables, 25 percent do not offer pills, and 10 percent do not offer condoms.  

•! Limited access for adolescents       
•! Lack of skilled providers  

Priority 
Objective Access to rights-based, services is increased, including a full range of methods to choose from 

 Expected 
Results 

SD 1 Train community health workers, health facility staff, traditional birth attendants, and community-based distributors  
according to national guidelines on FP services and human rights to increase the quality of rights-based services and 
counselling; to ensure accurate, unbiased, and comprehensible gender-sensitive information; and to protect clients' dignity, 
confidentiality, and privacy 

 Main 
Activity 

SD 1.1 Improve pre-service training to ensure that medical students, student nurses/midwives, and student CHEWs are 
equipped to provide rights-based services and counselling for informed choice, confidentiality, and privacy 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SD 1.1.1 Develop curriculum for training 
service providers on the rights-based 
approach to family planning 

•! No additional input 
required 

Develop 
curriculum on the 
rights-based 
approach 

2016 Palladium- 
Voluntary rights-
based family 
planning project/ 
KSMoH 

SD 1.1.2  KSMoH FP focal point leads 
review of national service delivery 
integration protocol to ensure that pre-
service and in-service training materials 
align with current standards, and that 
students and providers are fully trained in 
rights-based services and counselling for 
full, free, and informed choice; develops 
recommendations for training materials 
update 

•! No additional input 
required 

Recommendations 
(in PowerPoint) 
for training 
materials update 

2016 KSMoH FP focal 
point 



 

 60 

SD 1.1.3  Workshop with RH TWG and 
relevant provider associations to adapt 
updated in-service training materials as 
necessary for providers 
(midwives/nurses/student CHEWs) to align 
with the national blueprint 

1 full-day workshop  
•! @ KSMoH 
•! 25 people 
•! Lunch and tea breaks 
•! Transport 
•! Printing: 20 pages 

per person 

In-service training 
materials updated 

2016 RH TWG, 
Nursing and 
Midwifery 
Council of 
Nigeria (NMCN), 
Medical and 
Dental Council of 
Nigeria (MDCN) 

SD 1.1.4 Conduct 10-day master trainer 
training of trainers (TOT) for teachers and 
tutors at medical and nursing schools in 
Kaduna State to refresh both counselling 
and service provision skills as well as train 
on the rights-based approach to family 
planning 

1, 10-day training 
•! @ meeting hall 

within a local 
university 

•! 2 weeks 
•! 25 people 
•! Lunch and tea breaks 
•! Accommodation 
•! Per diem 
•! Transport 
•! Didactic materials 
•! Plastic arms (5) 
•! Plastic uteruses (5)  

Number of 
trainers trained 
(target: 20) 

2016 KSMoH 

SD 1.1.5  Conduct 3-day annual refresher 
trainings for master trainers, including 
updates on any changes in national 
guidelines or method mix 

3, 3-day training 
•! @ meeting hall 

within a local 
university 

•! 3 days 
•! 25 people 
•! Lunch  
•! Tea breaks 
•! Accommodation 
•! Per diem 
•! Transport 
•! Didactic materials 

Number of 
trainers passing 
recertification 

2017 
2018 

KSMoH 

 Main 
Activity 

SD 1.2 Train CHEWs and other local providers in comprehensive rights-based family planning, with an emphasis on 
injectables and implant insertion and removal 
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 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SD 1.2.1 KSMoH or partner to hire 46 
retired midwives (1 per LGA) to provide 
training and supervision to public and 
private service providers, including 
CHEWs, on FP counselling and service 
provision and the rights-based approach 

Annual salary for 23 
midwives 

Number of retired 
midwives hired 

2016 

2017 

2018 

KSMoH 

SD 1.2.2 Conduct 2 5-day TOTs for retired 
midwives hired in SD 1.2.1 to ensure that 
they are comfortable training CHEWs in  
the rights-based approach to family 
planning, with an emphasis on injectable 
and implant insertion and removal  

2 5-day trainings 

•! @ Kaduna hotel 
•! 2 facilitators each 

training 
•! 23 participants each 

training 
•! Lunch  
•! Tea breaks 
•! Accommodation 
•! Per diem 
•! Transport 
•! Didactic materials 

Number of 
trainers passing 
recertification 

2016 

 

KSMoH 



 

 62 

 

  

SD 1.2.3 Retired midwives hired in SD 
1.2.1 work in pairs to conduct off-site 15-
day training for CHEWs (20 per batch) in 
old and new FP facilities in public and 
private (equivalent) sectors, including 
injectables and implant insertion and 
removal, infection prevention, quality 
improvement and FP counselling, and 
interpersonal communications and youth-
friendly services, including the rights-based 
approach 

15-day training 
•! @ hotel in LGA 
•! 15 days 
•! 2 facilitators 
•! 20 trainees 
•! Lunch  
•! Tea breaks 
•! Accommodation 
•! Per diem 
•! Transport 
•! Didactic materials 
•! 5 implants and 

consumables per 
trainee 

•! 5 injections and 
consumables per 
trainee 

Number of 
CHEWs trained 
through off-site 
training (target: 
600)  

2016 KSMoH, MSI, 
NURHI, 
SHOPS 

SD 1.2.4 Retired midwives to provide on-
the-job training to CHEWs who are unable 
to attend formal off-site trainings on the 
rights-based approach to family planning, 
including injectables and implant insertion 
and removal, infection prevention, quality 
improvement and FP counselling, and 
interpersonal communications and youth-
friendly services 

•! Transport 
 

Number of 
CHEWs trained 
through on-the-job 
training (target: 
900) 

2016 

2017 

KSMoH, MSI, 
NURHI, 
SHOPS 

SD 1.2.5 Retired midwives provide regular 
quarterly supportive supervision for quality 
assurance to all CHEWs 

•! Facilitator per diem 
for retired midwives 

•! Transport 
•! Printing of 

supervisory 
checklist: 3 pages 
per trainee 

Number of 
supportive 
supervision visits 
to CHEWs  

Quarterly, 
2016 
2017 
2018 

KSMoH, MSI, 
NURHI, 
SHOPS 
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   Main 
Activity SD 1.3 Train nurses and midwives on comprehensive rights-based family planning, including LARCs 

 
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SD 1.3.1 LGA FP coordinators to meet 
quarterly with retired midwives in their 
LGAs to develop training and supportive 
supervision plan based on state-level plan 
(developed in SMC 1.1.2), and reflecting 
the findings from previous trainings and 
supportive supervisions 

Half-day meeting at LGA  

•! No additional inputs 
required 

Quarterly 
trainings and 
supportive 
supervision plan 
developed 

Quarterly,  

2016 

2017 

2018 

LGA FP 
coordinators 

SD 1.3.2 Retired midwives conduct 5-day 
trainings for nurses and midwives within 
each LGA on the rights-based approach to 
family planning, with an emphasis on 
LARC methods to expand access, as well as 
infection prevention, quality improvement, 
and FP counselling and interpersonal 
communications  

23 5-day trainings 

•! @ hotel in LGA 
•! 5 days 
•! 2 facilitators 
•! 20 trainees 
•! Lunch  
•! Tea breaks 
•! Accommodation 
•! Per diem 
•! Transport 
•! Didactic materials 
•! 5 implants and 

consumables per 
trainee 

•! 5 injections and 
consumables per 
trainee 

Number of 
nurses and 
midwives 
trained (target: 
300) 

2016 KSMoH, LGA 
FP coordinators 

SD 1.3.3 Retired midwives train nurses and 
midwives in public and private health 
sectors, using on-the-job training approach 
to increase the number of skilled providers 

•! Facilitator per diem 
•! Transport 
•! Printing of supervisory 

checklist: 3 pages per 
trainee 

Number of 
nurses and 
midwives 
trained (target: 
60 annually) 

2016 
2017 
2018 

KSMoH, 
SHOPS 
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SD 1.3.4 Conduct refresher training of 
service providers on LARCs, including the 
rights-based approach, depending on needs 
identified during supportive supervision 
visits – once per year  

2 trainings 

•! 15 days 
•! 25 people per training 
•! 2 trainers per training 
•! Facilitator per diem 
•! Transport 
•! Workshop materials 
•! Transport 
•! Accommodation for 

trainers 

Number of 
nurses and 
midwives 
trained 

2016 
2017 
2018 

NURHI, MSI 

SD 1.3.5 Retired midwives and LGA 
medical officers to provide regular quarterly 
supportive supervision and on-the-job 
training, coaching, and mentoring for 
quality assurance to all nurses, midwives, 
and doctors 

•! Facilitator per diem 
•! Transport 
•! Printing of supervisory 

checklist: 3 pages per 
trainee  

Number of 
health 
professionals 
receiving 
supervision 

Quarterly, 
2016 
2017 
2018 

KSMoH, MSI, 
NURHI, 
SHOPS 

Main 
Activity SD 1.4 Train doctors on comprehensive rights-based family planning 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SD 1.4.1  Conduct 10-day TOT for 10 
doctors as master trainers for the training of 
doctors in family planning 

•! Lunch 
•! Tea break 
•! Hall 
•! Workshop materials 
•! Transport 
•! Consultants 

Number of 
doctors trained 
as TOT (target: 
10) 

2016 KSMoH 

SD 1.4.2  Conduct 2-day refresher for the 
state training team on family planning 

•! Lunch 
•! Tea break 
•! Hall 
•! Workshop materials 
•! Transport 

Number of 
doctors trained 
as TOT (target: 
30; 15 per year) 

2016 
2018 

KSMoH 
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SD 1.4.3 Conduct 15 days of training for 
200 doctors from public and private health 
facilities providing family planning, 
covering LARCs and permanent methods, 
including postpartum contraception and 
quality improvement and infection 
prevention practices  

•! Lunch  
•! Tea break 
•! Hall 
•! Workshop materials 
•! Transport 

Number of 
doctors trained 
(target: 200) 

2016 KSMoH 

 Main 
Activity 

SD 1.5 Conduct on-the-job training with healthcare workers on how to effectively counsel clients on the full method 
mix, including LARCs, and on possible side effects 

 
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SD 1.5.1 Hire a health communications 
consultant to create gender-sensitive 
counselling job aids for healthcare workers 
based on international best practices, and 
that include skills building (i.e., 
communications and negotiations) and are 
tailored to meet communities’ and 
individuals’ specific needs to promote 
informed choice 

•! Consultant for  30 
days  

Job aids drafted 2016 KSMoH 

SD 1.5.2 Half-day meeting with state FP 
TWG and medical and nursing associations 
to finalise and validate job aids 

Half-day meeting at KSMoH 

•! 30 people 
•! Lunch 
•! Refreshments 
•! Printing: 20 pages per 

person 

Job aids 
approved 

2016 KSMoH, MSI, 
NURHI, RH 
TWG, NMCN, 
MDCN 

SD 1.5.3 Support trainers in conducting on-
the-job training, including the rights-based 
approach to family planning 

•! Print job aids Number of 
trainers 
providing 
training and 
number of 
trainees trained 

2016 
2017 
2018 

KSMoH 

SD 1.5.4 Conduct supportive supervision 
trips following training 

•! Transport Number of 
supervision 
visits 

2016 
2017 
2018 

KSMoH, 
NURHI 
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Main 
Activity SD 1.6 Work with regulatory bodies to integrate family planning into nursing  and midwifery  curriculum   

 
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

 SD 1.6.1 Collaborate with KSMoE and 
education regulatory bodies to integrate 
family planning and reproductive rights 
awareness into curriculum for  nursing, 
midwifery, and CHEW students 

•! Review pre-service training 
curriculum and suggest areas of 
improvements (such as LARC, health 
of young people, rights elements, 
logistics management, etc.); include 
topics that address health worker 
attitude and behaviour change issues 
in pre-service FP training curriculum 
(including raising awareness about 
patients’ charter and RH rights of 
clients) 

•! Develop course content and 
instructional plans 

•! Introduce and roll out course content 
and instructional plans for schools of 
nursing 

•! Provide training materials and 
equipment and medical supplies for 
colleges to strengthen FP pre-service 
training 

•! Workshop materials  
•! Transport 
•! KSMoH or IP staff 

time 

Number of 
students taught 
about 
comprehensive 
FP services 

2017 

2018 

NURHI, CIHP 
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   Main 
Activity SD 1.7 Conduct training for private sector health professionals 

   Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SD 1.7.1 Conduct 1-day biannual 
orientation meeting in the 3 senatorial 
zones for proprietors/owners of PMVs on 
family planning 

•! Workshop materials 
•! Lunch 
•! Tea 
•! Transport 

Number of PMVs 
trained (target: 
300; 100 per 3 
zones) 

2017 
2018 

  

Main 
Activity SD 1.8 Strengthen quality improvement in all FP clinics 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SD 1.8.1 Produce and distribute 
performance standard booklet to PHCs and 
private facilities, counselling charts and 
GATHER (Greet, Ask, Tell, Help, Explain, 
and Return) to public and private sector 
facilities providing FP services    

•! Production costs 
•! Printing: 750 copies 

of 10-page colour 
booklet 

Number of 
booklets 
distributed (target: 
380 PHCs and 300 
private) 

2016 KSMoH, 
NURHI 

SD 1.8.2 Service providers are recognised 
for outstanding services – receive spotlight 
award – nominated quarterly by supervisors 

•! Print certificate 
awards 

•! Talk time 

Spotlight awards 
delivered 

2016 

2017 

2018 

KSMoH, 
NURHI 
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   Main 
Activity 

SD 1.9 Integrate FP counselling and service provision into other health services, including  ANC, PNC, immunisation, 
HIV/AIDS 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SD 1.9.1 Provide training to health workers 
to provide counselling on FP services and 
availability, and refer as appropriate 

2-day training for health 
providers 

•! 26 participants 
•! @ LGA hotel 
•! Transport refund 
•! Per diem 
•! Lunch 
•! Tea 
•! Didactic materials,  

Number of health 
providers trained 
(598; 26 
participants per 
LGA) 

2016  KSMoH 

SD 1.9.2 Distribute protocols for 
counselling and referral for FP services by 
providers of other health services (e.g., 
routine immunisation, postnatal care, STI 
clinics, etc.) 

•! Printing: 1000 
protocols 

Number of copies 
distributed (target: 
1,000) 

2016 KSMoH 
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Priority 
Objective Increase access to FP services by scaling up outreach 

 

 

Expected 
Results 

SD 2 Increase number of mobile and outreach SDPs to improve  access to comprehensive rights-based FP information and 
services for users and potential users having difficulty in accessing services (e.g., rural residents, urban poor, adolescents) 

  Main 
Activity 

SD 2.1 Expand access to FP services through new access points, including outreach,  mobile clinics, and public-
private partnerships 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SD 2.1.1 KSMoH and LGA FP 
coordinators to reach out to proprietors and 
medical directors of private health facilities 
to engage them in sustainable partnerships 
in FP service provision, including service 
referrals, through formal and informal 
consultative meetings and dialogues. In 
addition to regular outreach, annual 
meetings will be held at the LGA level by 
the KSMoH and LGA FP coordinator for 
all private FP clinic proprietors, and will 
include information on trainings planned 
for the LGA and opportunities to discuss 
improved engagement between public and 
private FP providers 

Annual 1-day meeting in 
each LGA (23 total) 

•! 40 people 
•! Lunch 
•! Transport allowance 
•! Refreshments 
 

Number of annual 
meetings, number 
of partners 
involved (target: 
100 proprietors 
and medical 
directors) 

 

Number of new 
public-private 
partnerships 

2016 

2017 

2018 

KSMOH, LGA 
FP coordinators 

SD 2.1.2 Conduct 1-day sensitisation 
meeting  for  market women on FP 
information, non-prescriptive 
contraceptives, and referral in the 3 
senatorial zones 

•! Lunch 
•! Tea break 
•! Hall 
•! Workshop materials 
•! Transport 

Number of market 
women sensitised 
on family 
planning (3,000; 
1,000 per zone) 

2016 KSMoH 
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SD 2.1.3 Develop guidelines and timeline 
for piloting mobile clinics 

•! Host a regional meeting with LGAs 
and RH coordinators to review terms 
of reference (TOR) for piloting 
mobile clinics 

 

1-day state meeting  
•! @ hotel in Kaduna 
•! 20 people 
•! 2 nights of 

accommodation 
•! Lunch 
•! Refreshments 
•! Transport  
•! Per diem, 
•! Printing: 5 pages per 

person 
•! 8 tables 
•! 8 equipment bags 

TOR for mobile 
clinic pilot 
developed 

2016 (Q2) KSMoH, MSI 

SD 2.1.4 Pilot mobile clinics in 8 LGAs 

•! 1 team in each LGA, including 1 
doctor, 1 nurse/midwife, and 1 driver 

•! Each team has 1 vehicle, 1 tent, 1 
table, and 1 set of equipment 

•! Each team to conduct outreach 1 day 
per week 

Hire:  
•! 8 doctors 
•! 8 nurses/midwives 
•! 8 drivers 
•! Procure: 
•! 8 4 x 4 vehicles 
•! 8 tents 
•! 8 tables 
•! 8 mobile equipment 

bags 
•! Fuel (1440 litres per 

vehicle) 

Number of 
women provided 
with FP services 

Number of 
communities 
receiving mobile 
clinic visit 

2017 NURHI 

SD 2.1.5 Review effectiveness of mobile 
clinics 

•! Meet with LGAs and RH 
coordinators to review effectiveness 
of piloted mobile health clinics 

State 1-day meeting 
•! 2 nights of 

accommodation 
•! 20 people 
•! Lunch 
•! Refreshments 
•! Transport  
•! Per diem, 
•! Printing: 20 pages 

person 

Recommendations 
from meeting 
shared with 
KSMoH 
leadership 

2016 (Q4) KSMoH, MSI, 
MNCH2 
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SD 2.1.6 Following the results of SD 2.1.4, 
if advised, scale up mobile clinics to all 23 
LGAs 

 

Hire:  
•! 15 doctors 
•! 15 nurses/midwives 
•! 15 drivers 

 
Procure: 
•! 15 4 x 4 vehicles 
•! 15 tents 
•! 15 tables 
•! 15 mobile equipment 

bags 
•! Fuel (1440 litres per 

vehicle) 

Number of mobile 
clinics established 
(target: 23) 

2017 

2018 

KSMoH, MSI 

  SD 2.1.7 Mobile clinics to provide outreach 
in slum areas, hard-to-reach communities, 
high-volume sites, military barracks, and 
markets (on market days) (approximately 2 
days in each area); slip-out outreach (nurse, 
driver, midwife) travel to community 
gatekeepers, schools; provide awareness 
and free FP services (up to 20 days a month 
in the field) 

•! Promotional 
materials 

•! Transport, 
accommodation:  3 
people  

•! Service equipment 
•! In-patient forms 

printed 

Number of FP 
services provided 

2016 

2017 

2018 

 KSMoH, MSI, 
MNCH2 

Priority 
Objective Young people have access to rights-based family planning  

 
 

Expected 
Results SD 3 Increase access and improve YFHS  (currently only available in general hospitals) 

  Main 
Activity SD 3.1 Support YFHS in facilities – collaborate with government and community-based organisations to engage youth 

 
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 
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SD 3.1.1 Develop action plan to integrate 
youth-friendly services into all 380 
facilities 

1 day workshop  
•! @ KSMoH 
•! 25 people 
•! Lunch 
•! Refreshments 
•! Didactic materials 
•! Transport refunds 

Action plan 
developed that 
highlights goals 
and strategies of 
YFHS 

2016 (Q1) KSMoH 

SD 3.1.2  KSMoH to conduct YFHS 
supportive supervision visits to ensure that 
facilities remain within YFHS standards 
developed at national level in 2016 

•! Transport 
•! Supervision checklist 

Number of SDPs 
visited 

2016 (Q3 
and Q4) 
2017 
2018 

KSMoH 

SD 3.1.3 Supply health facilities with 
necessary materials and supplies for 
facilities targeting young people 

•! Entertainment/training supplies: For 
each facility procure: youth standards 
and tools for monitoring, television 
set, DVD player, table-top 
refrigerator, sign board, examination 
couch, tables, chairs, benches, games 
(cards, Scrabble), bookshelves, craft 
materials 

•! Medical supplies and equipment: For 
each facility: injection tray, 
thermometers, digital blood pressure 
apparatus, mercury blood pressure 
apparatus, weighing scale, penis 
model, anatomical models, human 
reproductive models, STI kits, 
steriliser (stove-top autoclave), 
examination screen (4 folds), 
sink/veronica bucket, trash bin, 
examination gloves, hand sanitisers, 
parazone, liquid soap, detergents, 
hand towels 

•! Training stipend for 
trainer of craft 
activities once per 
month 

Number of 
facilities with 
essential materials 
and equipment 
available for 
YFHS 

2016 

2017 

2018 

KSMoH, MSI, 
MNCH2 
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Supplies and commodities (SC) 
Key issues: 
•! Several delivery points continue to experience stockouts and overall distribution challenges, from the state level down to the facility 

level (via LGAs). 
•! Private sector data are not being adequately captured in the contraceptive stock and consumption data. 

CLMS database exists only at the national level; state-based reporting is paper based. 

Cost and distribution of consumables: facilities procure their own consumables, mostly from the open market; less expensive than 
CMS/pharmacy/hospital. 

Priority 
Objective A comprehensive forecasting and quantification system is implemented and overall logistics management is improved 

 Expected 
Results 

SC 1 Develop human resource capacity and coordination on the CLMS and forecasting to reduce stockouts and ensure 
continuous, reliable, quality FP service delivery 

 Activity SC 1.1 Strengthen the coordination of the FP commodities supply chain at the state and local government levels 

 
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SC 1.1.1 Hold a 2-day reorientation 
review meeting on roles and 
responsibilities in CLMS to ensure that 
accurate data are available for 
forecasting and projection of 
contraceptive needs  

•! 80 people 
•! Lunch 
•! Tea 
•! Transport 
•! Workshop materials 

Number of 
personnel trained 
(target: 80) 

2016  KSMoH 

 Activity SC 1.2 Build capacity on CLMS across levels 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SC 1.2.1 Print and distribute CLMS 
tools to all health facilities providing  FP 
services  

•! Printing, distribution Percentage of 
SDPs with CLMS 
tools 

2016 KSMoH 
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SC 1.2.2 Conduct 2-day training for FP 
service providers on CLMS 

2-day training 
•! @ hotel in Kaduna 
•! Lunch 
•! Tea 
•! Transport 
•! Training materials (SOPs, 

participant manuals, etc.) 

Number of 
personnel trained 

2016 KSMoH 

SC 1.2.3 Conduct quarterly monitoring 
and supportive visits (MSV) on CLMS 
to service FP delivery points, determine 
equipment and space needs 

•! 1 person from KSMoH 
•! Transport 
•! Per diem 
•! Printed CLMS tools, 

materials 

Number of 
supportive 
supervision visits 

2016 KSMoH 

   Activity SC 1.3 Develop capacity to forecast need of each health facility and report to LGA level each month 

   Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

  SC 1.3.1 Supportive supervision on 
reporting, printing of requisition issue 
report form (RIRF) for each facility 
offering FP 

Transport from facility to LGA ‒ LGA 
supervisor to pick up reporting forms 
from facility and provide supportive 
supervision 

•! Transport supervision form 
•! 23 officers and 23 

assistants deployed every 
two months 

•! Per diem 

Number of 
supportive 
supervision visits 

2016 

2017 

2018 

KSMoH 

SC 1.3.2 Conduct a 3-year, state-wide 
quantification of FP commodities and 
consumables, including supply plan 
using standardised validated process 

•! Quantification consultant, 
•! KSMoH staff 

Quantification 
report developed, 
including 3year 
commodity 
forecast 

2016 (Q1)  KSMoH 

SC 1.3.3 Conduct quarterly review and 
updates of the 3- year quantification 
results, using actual logistics data 
reported across the levels (state, LGA, 
and health facilities)  

•! KSMoH staff to conduct 
quarterly reviews and 
updates, and collaborate 
with implementing partners 

•! Aggregate consumption 
data and stock on hand  

Number of 
quarterly review 
and update 
meetings held on 
quantification  

Quarterly, 
2016 
2017 
2018 

 KSMoH 
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   Activity SC 1.4 Conduct quarterly review of FP reporting 

   
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SC 1.4.1  6 quarterly review meetings 
with LGA FP coordinators on 
performance of SDP reporting of 
logistics data through the CLMS, 
including  

•! 23 LGAs + 1 RH coordinator 
•! 2 Kaduna State Supply Chain 

Management Coordinating Unit 
(KDSSCMCU) 

•! 5 partners 
•! Director Public Health 
•! Deputy State RH coordinator 
•! State M&E officers 

•! 1-day meeting  
•! 34 people 
•! Transport 
•! Per diem 

 

Number of review 
meetings held 

Quarterly, 
2016 

2017 

2018 

 KSMoH 

Priority 
Objective Continuous supply of commodities, supplies, and equipment for all methods is available at all SDPs 

 Expected 
Results 

SC 2 Improve distribution of commodities to ensure availability and accessibility of comprehensive rights-based services for users 
and potential users 

  Activity SC 2.1 Scale-up distribution of FP commodities to health workers in public facilities 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SC 2.1.1 Conduct 8 days of quarterly 
distribution of FP commodities to 500 
service providers 

•! Transport within the state, 
6 people 

Percentage of 
service providers 
receiving 
requested 
quantities of 
Commodities and 
consumables  
each quarter 

2016 

2017 

2018 

KSMoH 
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  Activity SC 2.2 Scale up distribution of family planning through pharmacies and CBD agents 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SC 2.2.1 Conduct 1-day meeting to 
integrate FP services into at least 30 
percent of pharmacy and PMVs for 20 
persons 

•! Lunch 
•! Tea,  
•! Transport 
•! Workshop materials 

Number of 
engagement 
events with 
pharmacies and 
PMVs 
  
  
  

2016 
2017 
2018 

KSMoH 

SC 2.2.2 Provide 2 days of training to 
250 pharmacy and patent medicine 
attendants on FP counselling (25 per 
batch), provision of non-prescriptive 
methods, and referrals 

•! Lunch 
•! Tea 
•! Transport 
•! Workshop materials 

 2016 KSMoH 

SC 2.2.3 Conduct half-day quarterly 
monitoring visits to pharmacies and 
patent medicine stores to ascertain good 
storage and efficacy of contraceptives  

•! Transport for 2 people 
•! Printed materials 

2016 
2017 
2018 

KSMoH 

SC 2.2.4 Conduct 1-day orientation for 
500 (25 per batch) proprietors/PMVs on 
family planning so they are able to 
provide data and monitor and supervise 
trained attendants  

•! Lunch 
•! Tea 
•! Transport 
•! Workshop materials 

2016 
2018 

KSMoH 

 Activity SC 2.3 Coordinate FP commodity distribution 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SC 2.3.1 Conduct bimonthly review 
meetings with LGA FP supervisors to 
facilitate the distribution of FP 
commodities – 23 LGAs, 5 KSMoH, 5 
partners (33 total) 

•! Lunch 
•! Tea 
•! Transport 
•! Workshop materials 

Number of review 
meetings 
conducted (target: 
6 annually) 

2016 
2017 
2018 

KSMoH 
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SC 2.3.2 Review progress and 
performance, and provide feedback, as 
well as offer solutions to identified 
problems during bimonthly review 
meetings 

•! No inputs   2016 
2017 
2018 

KSMoH 

Activity SC 2.4 Identify area-specific needs for commodity distribution 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SC 2.4.1 Procure and distribute FP 
equipment needed for 20 training sites in 
the state 

•! Transport 
•! Models 
•! IUD insertion kits 
•! Plastic uteruses 
•! Plastic arms 
•! Plastic buckets 
•! Dust bin with black cover 
•! Dust bin with blue cover 
•! Dust bin with red cover 
•! Counselling charts – 10 for 

every 20 training sites 

Percentage of 
trainings sites 
with adequate 
number of FP 
training materials  

2016 

2018 

KSMoH 

SC 2.4.2 Conduct 3 1-day planning 
process meetings for last-mile delivery 
of FP commodities in Kaduna State for 
45 persons 

•! Lunch 
•! Tea 
•! Transport 
•! Workshop materials 

Process for last-
mile delivery of 
FP commodities 
is agreed on 

2016 
2017 
2018 

KSMoH 

Priority 
Objective State-level reporting is integrated into the CLMS database 

 

Expected 
Results SC 3 Increase integration, coordination, and efficiency of health logistics reporting system with other disease areas 

 
Activity SC 3.1 Coordinate amongst programmes (FP, MNCH, Malaria, TB, HIV-PMCT, Essential Medicines, and Nutrition) ‒ all 

public programmes 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 
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SC 3.1.1 2-day meeting at LGA levels to 
agree on strategy to split costs of 
logistics reporting; 1 or 2 officers to 
collect and check logistics data – 17 
facilities per LGA, 23 attendees, 23 
LGAs 

•! Lunch 
•! Tea 
•! Transport 
•! Workshop materials 

Minutes of 
meeting report 
detailing strategy 
of cost split  

 2016  KSMoH 

SC 3.1.2 LGA-level reporting sent to the 
Logistics Management Coordinating 
Unit of the KDSSCMCU via email every 
two months; then state travels to LGA to 
collect data and support every 3–6 
months (to be implemented until Last 
Mile takes effect) 

•! Transport Percentage of 
LGAs reporting 
on time – every 
two months 
(target: 100%) 

 

Percentage of 
LGA’s receiving 
a data collection 
and support visit 
bi-annually 
(target: 100%)  

2016 

2017 

2018 

KSMoH 

  
 Activity SC 3.2 Review/pilot integrated FP logistics management system (LMIS/CLMS) 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SC 3.2.1 Advocate for the integration of 
family planning into an essential 
medicines management database at state 
level, managed by the KDSSCMCU 

Integrate the FP commodities CLMS 
database with the essential medicines 
database, Logistics Management and 
Information System (LMIS), in the state. 

•! Support consultant in 
integrating FP into 
system 

Percentage of FP 
commodities 
included in the 
CLMS and 
essential 
medicines 
databases 

2017 (Q2) KSMoH 
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Priority 
Objective Private sector is engaged in contraceptive security 

 Expected 
Results 

SC 4  Improve quality of private sector FP service by ensuring the availability of commodities at private sector SDPs to improve 
users’ access to a range of methods and service modalities, including public, private, and NGO 

 Activity SC 4.1 Engage with private sector to align goals in commodity distribution 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SC 4.1.1 Collect logistics data: What 
was consumed, expired, and stock level 

•! Transport Percentage of 
facilities with 
complete stock 
data available to 
KSMoH in the 
most recent 
month 

2016 
2017 
2018 

KSMoH, 
NURHI, MSI 
and all 
stakeholders 

SC 4.1.2 Invite all private sector 
stakeholders to quarterly meeting of FP 
stakeholders/RH TWG to discuss FP 
distribution/supply/reporting challenges, 
solutions 

•! Lunch 
•! Tea 
•! Transport 
•! Workshop materials 

Percentage of 
RHTWG 
meetings attended 
by representative 
from the private 
sector 

2016 
2017 
2018 

KSMoH 
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Policy and environment (PE) 
Key issues: 

•! No budget line item for family planning was approved for 2016; it continues to need advocacy; carving out a space for family 
planning under the new health insurance policy ‒ Primary Health Care Under One Roof (PHCUOR) 

•! High turnover and redistribution of health service providers, need to distribute workers evenly 
•! No task-sharing policy for CHEWs to provide LARCs 

Priority 
Objective Improve the enabling environment for family planning amongst policymakers 

 
 

Expected 
Results 

PE 1 Improve enabling environment for family planning within the health sector to improve financing options and maximise 
access, equity, non-discrimination, and quality in all settings 

 

Activity PE 1.1. Provide evidence of  family planning as a component of sustainable development to PHCUOR 

 

Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

PE 1.1.1 Hold regular meetings with 
PHCUOR representative and give updates 
at TWG meeting 

Hold briefings to discuss FP issues with 
policymakers and stakeholders to build a 
case for family planning as an integral 
component of primary healthcare and 
sustainable development 

Produce advocacy materials targeting 
policymakers; include success stories 

 

•! Assign government or 
implementing partner staff 
to document success stories 
and produce briefs for 
advocacy audiences, 30 
days 

•! Print  advocacy briefs, 2 
pages, 500 copies of each 

•! 2‒3 meetings of about 60 
participants per meeting  

•! 3 advocacy visits to 
executives, legislators, and 
civil servants 

Number of 
meetings held 
(target: 3 
annually) 

 

Number of 
briefs printed 
and 
disseminated 
(target: 500) 

 

2016 

2017 

2018 

KSMoH 
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Priority 
Objective Scale up task sharing 

 

Expected 
Results PE 2  Increase access to FP services through task-sharing policy 

 

Activity PE 2.1 Follow up on pilot task-sharing policy 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

PE 2.1.1 Conduct evaluation of pilot, 
survey 200 CHEWs and clients over a 3-
week period, 4 interviewers 

•! Lunch 
•! Tea 
•! Transport 
•! Printed materials 

Report on pilot 
presented to 
KSMoH 
leadership 

2016 KSMoH 

PE 2.1.2 Assess and disseminate findings, 
including brief. Stakeholders meet to 
generate next steps for scale-up, 40 
participants 

•! Lunch 
•! Tea 
•! Transport 
•! Printed materials 

Recommendation 
made from FP 
stakeholders to 
KSMoH on next 
steps , including 
suggestions for  
potential scale up 

2016 KSMoH 

Priority 
Objective Adoption of Kaduna State Blueprint 

 

Expected 
Results PE 3 Align stakeholders around a clear action plan for Kaduna State FP activities 

 Activity PE 3.1 Disseminate Kaduna FP Blueprint (CIP) 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

PE 3.1.1 Launch and disseminate CIP •! 75 people  
•! Lunch 
•! Tea 
•! Transport 
•! Print 300 copies of 

Blueprint 

CIP launch event 
is held 

 
Percentage of 
LGAs with copies 
of the CIP 

2016 KSMoH 
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Priority 
Objective Improve human resources for health distribution across state 

 

Expected 
Results 

PE 4 Decrease attrition and rotation of service providers by increasing incentive packages, such as rural allowances, to promote 
high-quality care in all settings 

 

Activity PE 4.1 Advocate for state ministerto increase allowances provided in the HRH welfare package 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

PE 4.1.1 Conduct advocacy at state level: 
Support the collection and use of 
information on cost and cost-
effectiveness, and benefits of an increased 
welfare package for HRH 
KSMoH to prepare technical briefs 
annually, share them with state minister in 
a one-on-one meeting, including evidence 
on cost, benefits, and cost- effectiveness 
of investment in family planning, 
including an increased welfare package 
for HRH 

•! Transport printed materials 
•! Assign 2 KSMoH and IP 

staff to develop technical 
briefs, 10 days each 

•! Print technical briefs, 6 
pages, 200 copies annually 

Number of 
advocacy visits 
conducted  

Number of 
technical briefs 
developed and 
disseminated 
(target: 200)  

 2016 KSMoH 

Activity PE 4.2 Increase the retention of skilled providers at SDPs to allow for optimal service provision 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

PE 4.2.1 Conduct 1-day advocacy visit to 
policymakers for equitable distribution of 
health workers in all facilities in the state ( 
12 participants) 

•! Lunch 
•! Fuel 

Number of 
policymakers 
visited 

 2016 KSMoH 
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Priority 
Objective Integrate FP services with other services 

 
 

Expected 
Results 

PE 5 Increase provision of FP services and increase additional users by integrating service provision  into other health service 
areas, including  ANC, PNC, Immunisation, HIV/AIDS 

 

Activity PE 5.1  Develop state policy to integrate FP counselling and service provision  into other health services, including  
ANC, PNC, immunisation, HIV/AIDS 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

PE 5.1.1 Three workshops of key 
stakeholders to draft  and validate policy 

•! Lunch 
•! Tea 
•! Transport 
•! Printed materials  

Policy 
submitted to 
state govt 

 2017 KSMOH 

PE 5.1.2 Create and implement advocacy 
plan 

•! Lunch 
•! Tea 
•! Transport 
•! Printed materials 
•! Print advocacy briefs, 2 

pages, 500 copies of each 

Brief 
disseminated to 
policymakers 

 2017 NURHI, MSI 
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Financing (F) 
Key issues: 

•! FP funds in Kaduna State are minimal: inadequate funding of family planning at the state and LGA levels, lack of release of 
allocated funds for FP programme at LGA level, lack of budget line for FP programme at the LGA level 

•! FP funding in Kaduna is not sustainable, as most funding for FP programmes are funded by foreign donors, such as UNFPA 
!
Priority 
Objective Funding for family planning is adequate and in line with the state’s FP needs 

 
 

Expected 
Results 

F 1 Increase government funding for family planning, including contraceptive security, through evidence generation and 
advocacy to maximise access and equitable and quality FP services in all settings 

 

Activity F 1.1 Develop evidence for advocacy aimed at government- cost-benefit of investing in FP, particularly LARCs 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

F 1.1.1 Implement data driven tools such 
as RAPID tool, ImpactNOW, DemDiv to 
generate evidence for investment in 
Family Planning 

•! Lunch  
•! Tea  
•! Hall  
•! Workshop materials 
•! Transport consultants 

Evidence is 
available to 
support 
investment 
case for FP 

2016 

2017 

KSMoH/ISSA 

Activity F 1.2 Determine costs of different supply chain/distribution systems 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

F 1.2.1 Cost contraceptive security, 
analyse feasibility, and cost/benefit of 
each system (distribution is every 6 
months, 4 months, 2 months [current 
system]) 

•! Lunch 
•! Tea 
•! Hall 
•! Workshop materials 
•! Transport consultants 

Evidence to 
support 
policy change 
in supply 
chain system 

2016 

2017 

KSMoH 
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F 1.2.2  Develop and disseminate policy 
briefs ‒ link family planning to MNCH 
outcomes and cost, gaps (targeted talking-
point messages also developed for needs 
of commissioner, governor, donor, 
commissioner of finance) 

•! Printing policy briefs, 
300 copies 

Number of 
briefs 
produced and 
distributed  

2017 KSMoH 

Activity F 1.3 Advocate for X percentage of the 10% set-aside for preventative services in the PHCUOR fund be reserved for 
family planning 

 
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

F 1.3.1 Stakeholder meeting to engage 
Saving One Million Lives initiative, 
PHCUOR 

•! Lunch 
•! Tea 
•! Hall 
•! Workshop materials 
•! Transport 

Number of 
stakeholders 
meeting 
held    

2016 
2017 

KSMoH 

Activity F 1.4 Engage development partners 
 

Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

F 1.4.1 Conduct 1-day meeting with 
development partners to provide financial 
and technical support to strengthen FP 
services  

•! Lunch 
•! Tea 
•! Hall 
•! Workshop materials 
•! Transport, 25 people 

Minutes from 
meeting with 
development 
partners 
shared with 
FP TWG 

2016 
2017 
2018 

KSMoH 

Activity F 1.5 Improve stakeholder engagement with budget process 
 Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

F 1.5.1 Conduct 1-day stakeholder 
meeting on budget process for government 
funding of family planning for 20 persons 
to plan advocacy timeline aligned with 
government budgetary process 

•! Lunch 
•! Tea 
•! Hall 
•! Workshop materials 
•! Transport 

Increased 
understanding 
of budgetary 
process, 
timeline for 
advocacy 
activities 

2016 KSMoH 
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  Activity F 1.6 Conduct budget advocacy at LGA level 
 Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

F 1.6.1 Conduct 1-day quarterly consultative 
meetings at the Ministry for Local 
Government to facilitate the release of annual 
allocation to all LGAs for 1 person per LGA 
(with 23 LGAs), 2 state-level officials, and 5 
development partners 

•! Lunch 
•! Tea 
•! Hall 
•! Workshop materials 
•! Transport 

Number of 
consultative 
meetings held 
(target: 2 per 
quarter) 

2016 

2017 

2018 

KSMoH 

F 1.6.2 Conduct 1-day meeting with LGA 
chairmen and Association of Local 
Governments of Nigeria (ALGON) to 
canvass for increased financial commitment 
to family planning for 55 persons and 
advocate for the annual NGN 2 million 
allocated by every LGA for family planning 
to be released 

•! Lunch 
•! Tea 
•! Hall 
•! Workshop materials 
•! Transport 

KSMoH 

Activity F 1.7 Conduct advocacy for increased commitment to family planning 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

F 1.7.1 Conduct 1-day advocacy visit to 
Ministry of Women’s Affairs & Social 
Development and office of the wife of the 
governor to advocate for political and 
financial support for family planning, 8 
persons 

•! Lunch 
•! Fuel 
•! Tea 
•! Transport, 8 people 

Number of 
key staff of 
Ministry of 
Women’s 
Affairs and 
Social 
Development 
visited 

2016 KSMoH 
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Priority 
Objective Advocate for free FP services in government facilities 

 
 

Expected 
Results F 2  Increase FP utilisation by providing free services in government facilities to eliminate financial barriers to care 

 

Activity F 2.1  Advocate for a state budget line to provide free FP services in government facilities 
 Sub-activity Details Inputs Output indicators Timeline Responsibility 

F 2.1.1 Conduct analysis of the cost of FP 
commodities and consumables and service 
delivery costs, and provide a report of the 
cost to the state for providing FP service 
free of charge 

•! Desk review 
•! Transport 
•! Printed materials 

Analysis 
completed 

 2016   

F 2.1.2  Develop advocacy brief that 
includes the annual budgetary ask (how 
much funding is required to provide FP 
services for free) and models the benefit 
of providing these services  

•! Consultant for 15 days 
to conduct develop 
advocacy brief 

•! Validation workshop 
with KSMoH FP team 
and planning 
department, along with 
CSOs  

Advocacy brief is 
developed 

 2016 KSMoH/ 
Initiative for 
Social Sector 
Advocacy 
(ISSA) 

F 2.1.3  Produce and disseminate policy 
brief  

•! Printing, 100 copies Advocacy brief 
printed 
disseminated 

 2016 KSMoH/ISSA 

Priority 
Objective FP funds are used effectively in a transparent manner 

 
 

Expected 
Results 

F 3 Effective monitoring and accountability systems demonstrate that sufficient FP funds are allocated and that they are 
expended appropriately  

 
Activity F 3.1 Track and monitor FP budget line at state and LGA levels, including PHCUOR 
 Sub-activity Details Inputs Output indicators Timeline Responsibility 
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F 3.1.1 Conduct FP budget training for 
budget committee (subcommittee of RH 
TWG), develop tracking templates, monthly 
reviews for the first year, and quarterly 
reviews after that 

Quarterly workshop for 5‒
7 people on committee 

•! Hall 
•! Lunch 
•! Tea 
•! Transport 
•! Printing 

Number of 
members of RH 
TWG trained in 
budget tracking 

2016 

2017 

2018 

KSMoH, 
NURHI 

Activity F 3.2  Increase transparency of the cost of the FP programme and results achieved from those investments 

 Sub-activity Details Inputs Output indicators Timeline Responsibility 

F 3.2.1 Produce and distribute annual report 
on FP activities and financing, 200 copies   

•! KSMoH staff to produce annual report 
of FP activities conducted 

 

•! Printing report, 200 
copies 

Number of 
stakeholders 
receiving copies of 
the annual FP 
activity report 

2016 

2017 

2018 

KSMoH 

Activity F 3.3 Build capacity  of LGA FP supervisors in budgeting for family planning 

 Sub-activity Details Inputs Output indicators Timeline Responsibility 

F 3.3.1 Conduct 2 days of training of state FP 
coordinators and LGA FP Supervisors (23) in 
appropriate budgeting for family planning 

•! Lunch 
•! Tea 
•! Hall 
•! Workshop materials 
•! Transport for  2 

days for 30 people 

Percentage of LGA 
FP supervisors 
trained in 
budgeting for FP 

2016 

2017 

2018 

KSMoH 
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Supervision, Monitoring, and Coordination (SMC) 
Key issues: 

•! Lack of data from the facility level/grassroots/SDPs 
•! Supportive supervision visits to health facilities occur infrequently 
•! Lack of sufficient human resources 
•! No coordination mechanism for bringing together local FP partners (NGOs, private sector, PMVs) to support FP programming 
 
Priority 
Objective Supervision and quality assurance for family planning is enhanced or effective 

 

Expected 
Results 

SMC 1 Increase coordination and systematic supervision to ensure high-quality, rights-based FP care through effective 
supervision and performance improvement, and recognise providers for respecting clients and their rights 

 

Activity SMC 1.1 Develop training and supportive supervisory plan and timeline 
 Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SMC 1.1.1 FP Focal point to conduct 
needs assessment with each LGA on 
annual basis to identify training needs 
for the state, as well as priority areas for 
service delivery outreach  

2-day trip to each LGA 
•! Transport  
•! Per diem 
•! Accommodation 

Percentage of 
LGAs with an 
annual needs 
assessment 
completed 

2016 

2017 

2018 

 KSMoH 

SMC 1.1.2 Hold a 1-day workshop with 
stakeholders to develop annual schedule 
of planned trainings and supportive 
supervisions 

1-day workshop 
•! @ KSMoH 
•! 30 people 
•! Lunch 
•! Tea/refreshments 
•! Printing: 10 pages per person 

Gantt chart of 
planned 
trainings  and 
supportive 
supervision 
visits  

2016 KSMoH, MSI, 
NURHI 

 Activity SMC 1.2 Evaluate supportive supervisory visits and overall facility performance at facilities to ensure quality service 
delivery"

 Sub-activity Details" Inputs" Output 
indicators" Timeline" Responsibility"
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 SMC 1.2.1 LGA FP supervisor to 
review supervision, service delivery, 
waste removal, efficiency, HR 
workload, communication/counselling 
between SP and client, infrastructure, 
equipment, and contraceptives and 
commodities 

Visit each facility 3 times per year 
•! Lunch 
•! Tea 
•! Transport 
•! Printed materials 

Number of 
visits to each 
facility 
annually, 
quality score at 
each 

2016 
2017 

2018 

KSMoH, 
MSI 

Expected 
Results SMC 2 Increase ability of supervisors to provide effective, supportive supervision 

 

Activity SMC 2.1 Provide training and supportive supervision for private providers and mentoring of KSMoH service providers 

 
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SMC 2.1.1 Training, practicals, and 
Supervisory Support Visits (SSVs) on 
insertion and removal of LARCs 
(Jadelle, implants, IUDs) and rights-
based approach 

•! Total 121 facilities 
•! Lunch 
•! Tea 
•! Transport 
•! Workshop materials 

Number of 
facilities with 
staff  trained in 
insertion and 
removal of 
LARCs 

2016 MSI, 
Palladium-
VRBFP 
project 

SMC 2.1.2 Develop monitoring 
checklist for supportive supervision that 
includes the quality of service delivery 
and the rights-based approach to family 
planning 

•! No additional inputs Checklist 
developed and 
validated by 
KSMoH 

2016 Palladium-
VRBFP 
project 

SMC 2.1.3 Train RH coordinators at the 
state and LGA levels to provide 
supportive supervision for FP providers, 
with attention to monitoring whether the 
rights-based approach is implemented   

•! Lunch 
•! Tea 
•! Printed materials 

Number of RH 
coordinators 
trained 

2016 MSI, 
Palladium-
VRBFP 
project 
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Priority 
Objective Progress to achieve CIP goals is captured and data are analysed to improve practices 

 

Expected 
Results 

SMC 3  Collect and distribute data on quality to ensure high-quality, rights-based FP care through effective supervision and 
performance improvement, and recognise providers for respecting clients and their rights 

 

Activity SMC 3.1 Monitor quality assurance of service delivery in facilities 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SMC 3.1.1 Conduct client exit 
interviews on quality of care and 
implementation of rights-based 
approach 

•! All 380 family planning sites 
•! Transport 
•! Accommodation 
•! Print materials 
•! 40 data collectors 
•! 2 days per facility 

Number of 
facilities 
visited and 
clients 
interviewed 

2016 

2018 

MSI, Palladium-
VRBFP project 
(24 sites) 

SMC 3.1.2 Mystery clients survey on 
quality of care and implementation of 
rights-based approach 

MSI, Palladium-
VRBFP project 
(24 sites) 

 Activity" SMC 3.2 Ensure correct, standard, and consistent reporting of contraceptives and commodity use at the facility and 
LGA levels 

"
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SMC 3.2.1 Stakeholder meeting to 
review and agree on standardised set of 
reporting tools 

•! Lunch 
•! Tea 
•! Transport 
•! Print materials 

Standard 
reporting 
tools 
validated by 
stakeholders 

2016 TWG 

SMC 3.2.2 Develop/print LMIS forms 
for facilities, LGA, and state annually 

•! Lunch 
•! Tea 
•! Transport 
•! Print materials  

Percentage of 
facilities with 
LMIS and 
HMIS forms 
available 

2016 KSMoH 

SMC 3.2.3 Develop/print HMIS forms 
for facilities, LGA, and state for a year 

•! Lunch 
•! Tea 
•! Transport 
•! Print materials  

2016 KSMoH 
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SMC 3.2.4 Pilot SMS data collection 
system to report into DHIS2 system 
(electronic system at national and state 
level) ‒ need phones and training 

•! Lunch 
•! Tea 
•! Transport 
•! Print materials 
•! Consultant to develop system 

Number of 
sites piloted 

2017 KSMoH 

SMC 3.2.5 Survey of computer 
literacy, infrastructure in place at LGA 
level ‒ procurement of 
laptop/desktops/scanner 

•! Transport 
•! Print survey 

Number of 
sites with 
computers 
and level of 
capacity of 
HRH 

2016 KSMoH 

SMC 3.2.6 Development and 
production of 800 copies of fact sheet 

•! 1-day workshop, 
•! Printing, 800 copies 

 Number of 
copies 
developed 

2016 KSMoH 

SMC 3.2.7 Produce and distribute 
12,500 copies of commodities dispense 
tally card 

•! Printing, 12500 copies Number of 
copies 
distributed 

2016 KSMoH 

SMC 3.2.8 Produce and distribute 
6000 sets of RIRF form 

•! Printing, 6000 copies Number of 
copies 
distributed 

2016 KSMoH 

Activity SMC 3.3 Increase capacity of healthcare providers to effectively report on FP services 

 
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SMC 3.3.1 Quarterly training at 
facility level on paper-based and SMS 
reporting, 1 person per facility (1 
person returns to facility to train others 
on the job) ‒ 380 people 

•! Lunch 
•! Tea 
•! Transport 
•! Accommodation 
•! Meeting space 
•! Print materials 

Number of 
health 
personnel 
trained 

2016 

2017 

2018 

KSMoH 

SMC 3.3.2 Quarterly trainings of 
M&E officer and Logistics 
Management and Coordination Unit 
(LMCU) officers at LGA and state 
levels to enter data into DHIS2 system, 
open data kit 

•! Lunch 
•! Tea 
•! Transport 
•! Accommodation 
•! Meeting space 
•! Print materials 

Number of 
health 
personnel 
trained 

2016 
2017 
2018 

KSMoH 
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Activity SMC 3.4 Monitor progress in implementing the CIP, track  indicators towards overarching goals and objectives 
 

Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SMC 3.4.1 Review and analyse 
DHIS2, CLMS, and dashboard every 
quarter with LGAs, State RH 
coordinators, and M&E officers 

•! 1 day, 55 people 
•! Lunch 
•! Tea 
•! Print materials 
•! @ KSMoH 

Number of 
review 
meetings held 
(target: 1 per 
quarter) 
Quarterly 
report 

2016 

2017 

2018 

KSMoH 

SMC 3.4.2 Stakeholder meeting to 
review progress at achieving quarterly 
implementation indicators and identify 
activities or timelines to be modified as 
a result of revised priorities 

•! 1 day every 6 months 
•! Lunch 
•! Tea 
•! Transport 
•! Print materials 

Biannual 
review and 
corrections 
made to 
existing 
workplan 

2016 

2017 

2018 

TWG 

SMC 3.4.3 Conduct 2-day quarterly 
data quality assurance to validate FP 
data  

•! 25 people, Lunch 
•! Tea 
•! Printed materials 

Validated 
quarterly data 

2016 
2017 
2018 

KSMoH, 
TWG 

" SMC 3.4.4 Conduct an end-point 
evaluation of the Kaduna State FP-CIP 

•! Consultant or IP to manage the 
mid-point review and new 
planning process, 15 days of 
consultant time  

•! Hold a full-day meeting to 
identify best practices and review 
accomplishments over the 3 
years, and identify key issues and 
barriers to be addressed in the 
new  CIP and prepare for the new 
5-year planning process 

•! Hotel, 30 people 
•! Travel 
•! Printing: 50 pages per person 

Kaduna State 
CIP end-point 
report on 
achievements 
and lessons 
learned, report 
developed 

2018 (Q3) KSMoH/Palla
dium 
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SMC 3.4.5 Develop new state-level 5-
year plan in line with new National 
Blueprint for family planning 

•! Consultant or IP to manage the 
development of a new 5-year 
CIP, 90 days of consultant time 

•! 3 half-day meetings of the FP 
TWG 

•! 2 meetings of each strategic 
advisory group 

•! Launch of the CIP by the 
KSMoH 

•! Dissemination of the CIP to each 
LGA FP Manager 

New 5-year 
CIP launched 
by KSMoH 

2018 (Q4) KSMoH 

 Activity SMC 3.5 Develop CIP blueprint for 2019 on wards 
 

Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SMC 3.5.1 Develop new state-level 
CIP based on evaluation of 2016–2018 
implementation and revised to address 
new priorities and goals 

•! Task force meeting 
•! 5 Strategic advisory group 

meetings 
•! 2 validation meetings 
•! Launch and printing 

New CIP after 
2018 

2018 (Q2) KSMoH 

Expected 
Results" SMC 4 Increase visibility at national, regional, and global levels 

"

 Activity" SMC 4.1 Increase awareness of opportunities to support family planning in Kaduna State and share best practices 

 
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SMC 4.1 1 FP TWG to identify 
national and international conferences 
to target, and KSMoH staff to 
contribute to the development of 
abstracts on achievements of the 
Kaduna FP programme and best 
practices developed  

•! No inputs Number of 
abstracts 
submitted and 
accepted 

2016 
2017 
2018 

KSMoH 
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Priority 
Objective Improve coordination between the public and private sectors 

"
 

Expected 
Results SMC 5 Improve coordination within and across the public and private sectors 

 

Activity SMC 5.1 Coordinate service delivery with private sector providers 
 

Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SMC 5.1.1 Conduct 1-day quarterly 
meeting with public and private health 
sector providers of FP services in the 
state (40 people) 

•! Lunch 
•! Tea 
•! Printed materials 
•! Transport 

Number of 
meetings with 
private sector 
(target: 1 per 
quarter)  

2016 
2017 
2018 

KSMoH, 
SHOPS 

Activity SMC 5.2 Ensure that private sector facilities are reporting HMIS data to the KSMoH 
 

Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SMC 5.2.1 1-day meeting with private 
providers association to identify 
barriers to data reporting and agree on 
standard government data collection 
procedures and template for private 
facilities’ use 

•! Lunch 
•! Tea 
•! Printed materials 
•! Transport 

Template for 
private 
facilities data 
collection 
developed 

2016 KSMoH 

SMC 5.2.2 Conduct 2 days of quarterly 
monitoring and supportive supervision 
of FP services in the private health 
sector to provide technical assistance 
(30 people) 

•! Lunch 
•! Tea 
•! Printed materials 
•! Transport 

Number of 
facilities 
visited 

2016 
2017 
2018 

KSMoH, 
NURHI, MSI 
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Priority 
Objective Improve coordination with government, NGOs, donors, and other implementing partners 

"
 

Expected 
Results SMC 6 Reduce duplication of efforts and increase the reach of the FP programme 

 

Activity SMC 6.1 Institute and support regular meetings of the FP TWG 

 Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SMC 6.1.1 FP TWG to meet monthly 
to review ongoing activities, identify 
opportunities for collaboration, and 
review available and upcoming needs  

•! Lunch 
•! Tea 
•! Printed materials 
•! Transport 
•! Printing of CIP to disseminate 

Number of 
meetings held  

2016 
2017 
2018 

KSMoH and 
TWG 
members 

SMC 6.1.2"Support RH TWG meetings 
3 times per year"

•! Lunch 
•! Tea 
•! Printed materials 
•! Transport 

Number of 
meetings held  

2016 
2017 
2018 

KSMoH and 
TWG 
members 

Activity SMC 6.2 Implementation plan development 
 Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SMC 6.2.1 Conduct 2-day workshop to 
evaluate the progress of FP Blueprint 
implementation and develop the annual 
FP workplan based on the CIP, 
including KSMoH FP technical team, 
planning department, LGA FP 
Coordinators, and state development 
partners and stakeholders (50 people) 

•! Lunch 
•! Tea 
•! Printed materials 
•! Transport 

Annual FP 
workplan 
developed and 
validated 

2017 
2018 

KSMoH 

SMC 6.2.2 Conduct 1-day validation 
meeting of the reviewed FP workplan 
(30 people) 

•! Lunch 
•! Tea 
•! Printed materials 
•! Transport 

2017 
2018  

KSMoH 
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  Activity SMC 6.3 Establish FP Core Technical Committee 

 
Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SMC 6.3.1 Conduct 1-day meeting to 
inaugurate and provide orientation to 
the 15-member State FP Core 
Technical Committee (CTC) (30 
people) 

•! Lunch 
•! Tea 
•! Printed materials 
•! Transport 

State FP CTC 
is oriented 

 2016  KSMoH 

"
Activity" SMC 6.4 Ensure that service providers trained remain at facility for at least 2 years afterwards; increase the coordination 

and integration of different trainings provided by KSMoH 
" Sub-activity Details Inputs Output 

indicators Timeline Responsibility 

SMC 6.4.1 Stakeholder meeting to 
discuss coordination of training 
services ‒ LARCs, counselling, 
FP/HIV integration services 

•! Lunch 
•! Tea 
•! Printed materials 
•! Transport 

Number of 
stakeholder 
meetings held  

2016 KSMoH, MSI 

Expected 
Results"

SMC 7 Increase community collaboration to strengthen community capacity in monitoring and accountability, and ensure robust 
means of redress for violations of rights 

"

Activity SMC 7.1 Improved community collaboration and partnership 

" Sub-activity Details" Inputs" Output 
indicators" Timeline" Responsibility"

SMC 7.1.1 Conduct 1-day quarterly 
sensitisation with 18 community 
groups (6 per zone) through occasional 
town hall meetings for effective 
mobilisation and accountability (40 
members per community ) 

•! Printed materials Number of 
town hall 
meetings held 
on effective 
mobilization 
and 

2016 
2017 
2018 

KSMoH 
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SMC 7.1.2 Conduct 1-day meeting 
with 80 traditional and religious leaders 
to increase understanding of FP issues 
and relationship with improved 
maternal and child health in the 3 
senatorial zones 

•! Lunch 
•! Tea 
•! Printed materials 
•! Transport 

accountability  2016 
2017 
2018 

KSMoH 

" SMC 7.1.3 Collaborate with trained 
community mobilisers and clinic 
personnel to place a client feedback 
box in the clinics and monitor 
responses for quality service and 
human rights considerations 

•! Lunch 
•! Tea 
•! Printed materials 
•! Transport to develop form, 

biannual meeting 

Percent of 
clinics with a 
client 
feedback 
boxes placed 

2016 
2017 
2018 

KSMoH 

Priority 
Objective Improve coordination amongst youth-service providers 

 

Expected 
Results 

SMC 8 Increase knowledge of YFHS amongst stakeholders across the state, and improve coordination and effective 
programming/utilisation of resources to  increase the accessibility, acceptability, and quality of youth-friendly services 

 

Activity SMC 8.1 Improve coordination with Ministry of Youth (MOY) 
 

Sub-activity Details Inputs Output 
indicators Timeline Responsibility 

SMC 8.1.1 RH coordinator to work 
with the health coordinator at MOY to 
identify opportunities for improved 
collaboration in support of YFRHS 

•! 2 introductory meetings 
•! Tea 

Number of 
collaboration 
meetings held 
between RH 
coordinator 
and health 
coordinator at 
MOY  

2017 KSMoH 

SMC 8.1.2 Develop a combined 
strategy for YFHS 

•! 2-day workshop, 1 validation 
workshop 

•! Lunch 
•! Tea 
•! Consultant 
•! Printed materials 

2017 KSMoH 
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