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Key Findings

n Proprietary patent medicine vendors (PPMVs)
serve as a major source of family planning
services and short-term contraceptive methods,
particularly for adolescents and youth aged 15–
24 years. However, concerns about their quality of
services, compliance with national regulations, and
low rates of referrals to primary health centers
(PHCs) for long-term contraceptive methods
posed limitations to meeting adolescents’ and
youth’s sexual and reproductive health needs.

n To expand access to quality contraceptive
services for adolescents and youth and increase
contraceptive uptake to methods not dispensed
by PPMVs, The Challenge Initiative aimed to build
a collaborative partnership between PPMVs and
PHCs to improve PPMVs’ referrals to PHCs and
compliance with national guidelines.

n Strengthening the partnership between PPMVs
and the state public health system resulted in
significant increases in contraceptives dispensed
in the 193 participating PPMVs.

Key Implications

n The state health system can design and
implement a robust partnership with PPMVs to
increase access and quality contraceptive
services for adolescents and youth.

n State governments should continue to strengthen
collaboration with PPMVs through national, state,
and local associations to maintain adolescent and
youth sexual and reproductive health service
quality and referrals.

ABSTRACT
Introduction: In Nigeria, health care services and commodities
have increasingly been accessed through private sector entities,
including retail pharmacies and drug shops (also called proprie-
tary patent medicine vendors [PPMVs]). However, PPMVs cannot
provide long-acting or permanent methods, and concerns have
been raised about their quality of services and their need to bet-
ter comply with government regulations. This article describes
how The Challenge Initiative’s (TCI) family planning program
supported 4 state governments in Nigeria to develop a model to
strengthen public-private partnerships between PPMVs and pri-
mary health centers (PHCs) to leverage PPMVs to provide adoles-
cents and youth with high-quality contraceptive information,
services, and referrals to PHCs.
Program Description: The intervention implemented a hub-spoke
model by strengthening the linkages between neighboring PPMVs
and large PHCs for delivering contraceptive services to adolescents
and youth. The steps in the implementation process included: (1) in-
troducing the intervention to state governments, (2) selecting PPMVs
as spokes and high-volume PHCs as hubs, (3) conducting whole-site
orientations jointly with PPMV and PHC staff, (4) strengthening refer-
ral links between PPMVs and PHCs, (5) implementing supportive su-
pervision and coaching, and (6) strengthening client data
management. TCI worked with the state and local ministry of health
to improve PPMV operators’ knowledge, attitudes, and skills to deliv-
er adolescent- and youth-friendly services.
Lessons Learned and Recommendations: Implementing the PPMV
intervention with state governments and PHCs strengthened the
public-private partnership. A functional referral system in Plateau
State demonstrated significant success, enabling increased contra-
ceptive choice and adherence to regulations for adolescents and
youth. We recommend that the government strengthen the working
relationship between PPMVs and PHCs, incorporate PPMVs into
the routine supportive supervision of the state health system, and
incorporate a referral linkage with PHCs into the design and im-
plementation of PPMV programs.

BACKGROUND

In recent decades, Nigerians have increasingly accessed
health care services and commodities through private
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sector entities, including retail pharmacies and
drug shops (also known as chemists or proprietary
patent medicine vendors [PPMVs] in Nigeria).1,2

PPMVs are Nigerians’main source of medicine for
acute conditions.3 They are also significant provid-
ers of modern contraceptive methods, with 41%
of modern method users in Nigeria reporting the
private sector as their source of contraception.4

Moreover, a 2015 national contraceptive outlet
study documented that 86% of private sector
outlets stock contraceptives and provide family
planning (FP) services, and of these, 72% are
PPMVs.5,6

There are an estimated 200,000 PPMVs in
Nigeria that are concentrated in poor urban set-
tings. Overall, in sub-Saharan Africa, it is estima-
ted that up to 70% of all urban residents may live
in informal settlements,7 and in Nigeria, this is
estimated to be 54%.8 Few efforts have been
documented that address increasing intra-urban
inequalities. The situation is further complicated
by poverty, population density, and a lack of ac-
cess to quality services, including FP services,
resulting in poor reproductive, maternal, and
child health indicators.9–11 Moreover, in urban
areas and informal settlements, primary health
care structures are often lacking, making the
PPMVs more accessible, particularly in Nigeria
where they outnumber government primary
health centers (PHCs) by a 6-to-1 ratio.12,13

Youth often prefer going to pharmacies and
PPMVs over government-owned PHCs for mod-
ern short-term contraceptive methods2,6 and
contraceptive information and counseling14,15 be-
cause PPMVs are located nearby, have long oper-
ating hours including weekends, and provide
confidential services.2 Given the sociocultural
bias associated with nonmarital and premarital
sex, especially among adolescents and unmarried
youth, PPMVs are considered a safe haven for the
provision of discreet contraceptive services.16

Between October and December 2019, a house-
hold survey of all 7,003 adolescents and youth in
4 states (Edo, Niger, Ogun, and Plateau) on adoles-
cent and youth sexual and reproductive health
(AYSRH) showed that 74% of respondents who
reported using modern contraceptive methods
sourced them from the private sector—PPMVs

47%, pharmacies 20%, shops 5%, and private
hospitals 2% (Table 1 and Table 2).

Although PPMVs serve as a major source of
primary health care commodities and FP services,
they cannot provide long-acting or permanent
methods. The survey found that male condoms
were the most common contraceptive method
obtained from PPMVs across the states, followed
by emergency contraception (Table 3). Across
the 4 states, almost 86% of respondents aged
15–19 years and 82% of respondents aged 20–
24 years visited a PPMV to obtain a male condom.
Approximately 17% of respondents aged 15–
19 years and 19%of those aged 20–24 years across
the 4 states obtained emergency contraception
from PPMVs. Plateau State recorded the highest
percentage of male condoms obtained by youth
from the PPMVs irrespective of age, followed by
Edo and then Ogun states. Equal proportions of
respondents aged 20–24 years in Niger, Ogun,
and Plateau states obtained oral contraceptive pills
from PPMVs. When considering other short-acting
methods across age groups, approximately 4% of
respondents aged 20–24 years, compared to 1.4%
of respondents aged 15–19 years, obtained inject-
ables from PPMVs. Disaggregating by state showed
that only respondents from Niger, irrespective of
their age group, obtained injectables from PPMVs.
However, less than 1% of youth aged 20–24 years
inEdo andnoone aged15–19 years fromany of the
other states obtained injectables.

Concerns have been raised about PPMVs’
quality of services and their need to better comply
with government regulations.17 Although Nigeria
has policies in place that are meant to ensure that
the public health systemmaintains its stewardship
and regulatory role for performance and stan-
dards,18–21 a systematic review17 noted that many
PPMVs operate without a proper license, stock
drugs that they are not allowed by law to sell, pro-
vide diagnostic and treatment services that are
outside of their scope, and have low rates of refer-
rals to PHCs. Two studies cited in the review found
that PPMV staff had high levels of awareness of
contraceptive methods, but no studies assessed
their knowledge of the proper use or the benefits
and risks of different contraceptive methods. The
sheer overwhelming availability and accessibility
of PPMVs and the observed utilization of their ser-
vices by many Nigerians, especially adolescents
and youth, made it timely and strategic for
Nigeria to harness PPMVs’ role within the Health
Sector Strategy toward achieving universal health
coverage and the Sustainable Development Goals
set forth by the United Nations.22,23
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We describe how 4 state governments in
Nigeria were supported to develop a model to
strengthen public-private partnerships between
PPMVs and PHCs to leverage PPMVs to provide
adolescents and youth with high-quality contra-
ceptive information, services, and referrals to

PHCs.24 The model aimed to ensure PPMVs’ un-
derstanding of and compliance with the national
guidelines for FP4,25,26 and youth-friendly ser-
vices, improve the coordination process by regular
state-government-led supervision and coaching
of PPMVs to improve their record-keeping and
referral systems, and, ultimately, contribute to
increasing contraceptive access and uptake for
adolescents and youth.

STRENGTHENING PROPRIETARY
PATENT MEDICINE VENDORS TO
PROVIDE CONTRACEPTIVE SERVICES

The overwhelming practice of adolescents and
youth accessing contraceptives from private sector
sources, especially the PPMVs, underscored their
significance as health care providers because al-
most half of the survey respondents reported us-
ing PPMVs.

The Challenge Initiative (TCI) had already
been working in Niger and Ogun states in Nigeria
to improve contraceptive access women of re-
productive age (WRA, aged 15–49 years), and in
2018, expanded its focus to married and unmar-
ried adolescents and youth (aged 15–24 years).24

In 2019, TCI expanded into Edo and Plateau states
(Figure 1). TCI’s overall goal was to increase mod-
ern contraceptive use among adolescents and
youth aged 15–24 years by supporting increased
intention to use modern contraception, delaying
the age of first birth, and increasing healthy
timing and spacing of pregnancy among adoles-
cents and youth aged 15–24 years in urban poor
cities.

As an important component of its AYSRH
approaches, TCI Nigeria included a clear focus
on building a collaborative partnership between
PPMVs and PHCs. The process-related outcomes
were to improve PPMVs’ compliance with na-
tional guidelines to ensure quality services and
increase PPMV client referrals to PHCs for com-
prehensive sexual and reproductive health ser-
vices. This would expand access to a full range of
quality contraceptive services for adolescents and
youth aged 15–24 years and increase contracep-
tive uptake through access to additional methods
not dispensed by PPMVs.

Hub-Spoke Model of Implementation
To strengthen the linkages between PPMVs and
PHCs in delivering contraceptive services to ado-
lescents and youth, TCI Nigeria supported the
State Ministry of Health in establishing a hub-

TABLE 1. Adolescent and Youth Sexual and
Contraceptive Experience in Four States in Nigeria

No. (%)

States

Edo 1,739 (25)

Niger 1,730 (24)

Ogun 1,742 (25)

Plateau 1,792 (26)

Total 7,003

Have you ever had sex?

Yes 3,587 (51)

No 3,416 (49)

Total 7,003

Had sex in the past 3 months?

Yes 1,930 (54)

No 1,657 (46)

Total 3,587

Currently using any contraceptive method?

Yes 1,172 (33)

No 2,415 (67)

Total 3,587

Currently using modern contraceptive method?

Yes 976 (100)

Source of current modern method

Private total 722 (74)

Proprietary patent medicine vendor 454 (47)

Pharmacy 194 (20)

Shop 52 (5)

Private hospital 22 (2)

Government hospital 160 (16)

Family and friends 16 (2)

Community health worker 11 (1)

Other 39 (4)

Don’t remember 28 (3)

Source: The Challenge Initiative Background Household Survey,
2019.

To strengthen the
linkages between
PPMVs and PHCs
in delivering
contraceptive
services to
adolescents and
youth, TCI Nigeria
supported the
State Department
of Health in
establishing a
hub-spoke
model of
implementation.
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spoke model. This model focused on enhancing
public-private collaboration, improving PPMVs’
adherence to the national guidelines of service
quality, strengthening the referral system be-
tween PPMVs and PHCs, and maximizing the
accessibility of adolescents and youth to all contra-
ceptive methods. High-volume PHCs acted as
hubs and linked to neighboring high-volume
PPMVs as the spokes. The high-volume PHCs had
high caseloads for antenatal care, labor and de-
livery, childhood routine immunizations, and FP

services. The neighboring high-volume PPMVs had
the largest numbers of clients and typically served
as the initial point of contact for adolescents and
youth. PPMVs were to provide convenient access
to accurate information, counseling, and various
contraceptive methods in line with national
guidelines and facilitate client referrals to PHCs
for specialized and other needed contraceptive
options that were not provided by PPMVs. The
PHC hub offered a broader range of reproductive
health services and ensured quality of care.

TABLE 2. Source of Current Modern Contraceptive Method for Youth and Adolescents, by State

State
Government
Hospital, %

Private
Hospital, %

Community Health
Worker, % Pharmacy, % Chemist, % Shop, % Family/ Friends, % Others, %

Edo 9.4 2.7 1.3 23.3 59.6 0.5 0.5 2.7

Niger 26.9 2.3 0.7 15.1 42.7 1.2 1.3 9.8

Ogun 15.5 4.4 0.7 19.3 35.7 0 11.4 13.0

Plateau 27.9 2.6 1.5 14.6 32.5 1.6 9.8 9.5

Total 19.9 3.0 1.1 18.1 42.6 0.8 5.8 8.8

Source: The Challenge Initiative Background Household Survey, 2019.

TABLE 3. Contraceptive Methods Currently Used by Youth and Adolescents and Obtained From Proprietary Patent Medicine
Vendors, by State

State

Edo (N5177) Niger (N588) Ogun (N594) Plateau (N595) Total (N5454)

15–19
Years,
(n563)

20–24
Years

(n5114)

15–19
Years
(n524)

20–24
Years
(n564)

15–19
Years
(n527)

20–24
Years
(n567)

15–19
Years
(n531)

20–24
Years
(n564)

15–19
Years

(n5145)

20–24
Years

(n5309)

Implant 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Intrauterine device 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Injectables 0.0 0.9 8.3 12.5 0.0 1.5 0.0 3.1 1.4 3.9

Sayana Press 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Oral contraceptive pills 1.6 0.0 0.0 4.7 3.7 4.5 3.2 4.7 2.1 2.9

Emergency contraception 22.2 17.5 20.8 37.5 7.4 11.9 9.7 9.4 16.6 18.8

Male condom 82.5 90.4 79.2 64.1 85.2 82.1 96.8 90.6 85.5 81.8

Female condom 1.6 0.0 0.0 1.6 3.7 0.0 0.0 0.0 1.4 0.3

Standard days method/
cycle bead

0.0 2.6 0.0 0.0 0.0 0.0 0.0 3.1 0.0 1.6

Lactational amenorrhea
method

0.0 0.0 0.0 0.0 3.7 0.0 0.0 0.0 0.7 0.0

Source: The Challenge Initiative Background Household Survey, 2019.
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The model was implemented between October
2019 and August 2021 through the following steps.

Implementation Steps
Step 1: Introduction of Interventions to
State Governments
In 2018, 7Nigerian states expressed interest in partic-
ipating in the TCI AYSRH program. However, only
4 states were selected based on specific criteria: politi-
cal commitment, system readiness, resource contri-
bution, potential impact size, and the involvement of
members from the program design and implementa-
tion team. Thepartnership betweenTCI and these se-
lected stateswas establishedwithin the StateMinistry
of Health and the Primary Health Care Development
Agency. The coordination was carried out through
the Adolescent Health and Development (AHD)
unit. This partnership spanned between 2 to 3 years,
depending on the starting date: September 2018 or
November 2019. During this period, the AHD units
of the local government areas (LGAs) in these
4 states collaborated with the PPMV associations to
identify PPMVs for the intervention.

Step 2: Selection of Proprietary Patent
Medicine Vendors
AHD unit officers of LGAs, with support from
PPMV associations, selected PPMVs that had a
high volume of clients, were registered with the
government agency responsible for registration,
and were within the catchment areas of high-
volume PHC hubs. With the support of the PPMV
professional associations, 193 PPMVs (spokes)
were selected within the catchment communities
of 130 high-volume PHCs (hubs) across 25 urban
LGAs in Edo, Niger, Ogun, and Plateau states to
take part in this PPMV–PHC partnership interven-
tion. These PPMVs were linked to the PHCs to ex-
pand access to AYSRH services for adolescents and
youth beyond what PPMVs could provide.

Step 3: Capacity-Building of Proprietary Patent
Medicine Vendors
After selecting PPMVs, TCI Nigeria supported the
State Ministry of Health and State Primary Health
Care Development Agency through the AHD unit
to build the capacity of PPMVs using whole-site

FIGURE 1. Map of Nigeria Showing Implementing States for the Adolescent and Youth Sexual and
Reproductive Health Program
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orientations (WSOs), on-the-job training, and sup-
portive supervision. These interventions equipped
PPMV providers with an understanding and appro-
priate information on AYSRH and improved the
quality of services provided. The AHD unit carried
out the interventions in collaboration with the
LGA reproductive health (RH) coordinators and
executives of the PPMV associations at the local
government level.

WSO is a cost-effective approach to orient all
clinical and nonclinical staff on quality FP and
AYRSH counseling, including informed choice,
the full range of contraceptive options, and the
unique sexual and reproductive health needs
of adolescents and youth (Box 1, Table 4).19–21

The PPMV operators were also oriented on the
national guidelines to improve their knowledge,
attitudes, and skills on how to deliver quality ado-
lescent- and youth-friendly contraceptive services
and refer adolescent clients to PHCs to increase ac-
cess to additional contraceptive methods not dis-
pensed by PPMVs. These orientations served the
critical function of introducing PPMV and PHC
staff, opening interactions between them, and

fostering a sense of partnership among these
health care cadres, as well as allowing PPMVs to
view LGA staff as integral members of the business
and not as “watchdogs.”

On-the-job training and coaching were intro-
duced where there were gaps to address these
and improve capacities or skills. This hands-on
coaching involved demonstrating how to dispense
contraceptives and document them daily for their
records.

Step 4: Strengthening of Referral Linkages
The hub-spoke model aimed to strengthen the
partnership between PPMVs and PHCs, leveraging
PPMVs to provide high-quality contraceptive infor-
mation, services, and referrals to PHCs for services
beyond the scope of PPMVs through a systematic
referral system by introducing referral cards known
as “Go-Cards” at PPMVs (Figure 2). These cards
were introduced to expand access to a range of ser-
vices and methods for adolescents and youth. TCI
coached staff of the State Ministry of Health and
State Primary Health Care Development Agency
(AHD and health educators) to introduce and

TABLE 4. Adolescent and Youth Focused Whole-Site Orientations of PPMVs and PHCs in Four States in Nigeria

State
Local Government
Areas Covered

Facilities
Covered

PHC Staff
Trained

PPMV Operators
Trained

Whole-Site
Orientations Conducted

Edo 6 30 30 52 34

Niger 6 28 56 44 28

Ogun 9 47 60 45 40

Plateau 5 25 52 52 92

Total 26 130 198 193 194

Abbreviations: PHC, primary health center; PPMV, proprietary patent medicine vendor.

BOX 1. Operationalization of Whole-Site Orientations
Facilitators:

� Clinical staff orientation was conducted by trainers/facilitators from the family/local obstetrician and gynecologist
society who had updated knowledge, had good communication skills, and could provide voluntary services.

� Nonclinical staff (e.g., ab technicians, support staff, sweepers, guards, and pharmacists) orientation was conducted
by local government officers at the local government area.

Place: Facility premises were used to avoid staff travel and curtail expenses.

Duration: Three-hour orientation for clinical staff, followed by 3 hours for nonclinical staff (preferably held on the same
day).

Coverage: In 4 states, a total of 194 whole-site orientations were conducted, training 193 proprietary patent medicine
vendor operators and 198 primary health center staff (Table 4).
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orient PPMVs to use referral cards and document
referrals through the LGA RH coordinators.
Simple recording tools were introduced to en-
sure consistent and clear documentation of client
information and medical history from PPMVs by
the LGA RH coordinators. The process helped es-
tablish the importance of referring PPMV clients to
PHCs for a full range of contraceptive services be-
yond what PPMVs could legally provide.

The completed referrals from the PPMVs were
then counted at PHCs by the LGA supervisors. The
Go-Card was introduced midway through the im-
plementationprocess, but unfortunately, its purpose
and documentation were recorded systematically in
only Plateau state.

Step 5: Integration of Supportive Supervision and
Coaching
Supportive supervision allows program managers
to detect critical issues needing attention and to
identify other capacity-building needs of service

providers at the service points (clinical and noncli-
nical health facilities). In Nigeria, supportive su-
pervision is integrated into quality improvement
programs for public facilities in most states. Before
this intervention, only government health facilities
like PHCs received supportive supervision visits.19

TCI worked with partner states to include PPMVs
systematically and intentionally in the supportive
supervision visits (Box 2) to improve the quality
of services at the PPMVs and strengthen provider
skills.

During their visits to PPMVs, the state supervi-
sion team used a compliance checklist (Figure 3)
to ensure that PPMVs complied with national
guidelines on the provision of quality FP services,
documented services provided, and referred cli-
ents to PHCs for the services/methods that PPMVs
were not allowed to provide. The supervision
team visited each PPMV at least once per quarter
for the period of their engagement. Each supervi-
sory visit lasted for 3 hours on average.

FIGURE 2. Front and Back of Go-Cards for Referral From Proprietary Patent Medicine Vendors to Primary
Health Centers, Nigeria

BOX 2. Supportive Supervision for Proprietary Patent Medicine Vendors
The proprietary patent medicine vendor (PPMV) supervision team included 2–3 state officials with the following roles:

� Reproductive health coordinators observed compliance and quality of services
� Local government area monitoring and evaluation office documented and ensured data linkage to the primary health center hub
� Health educators followed up on Go-Card referrals

At each visit, the teams were responsible for the following:

� Interviewing the PPMV manager(s) and verifying service provision information in their records
� Recording observations on PPMV conditions (e.g., cleanliness, client seating available) on the PPMV facility observation checklist
� Verifying documentation of data on adolescent and youth client visits in the period under review by recording numbers from service registers/

records, reviewing stock, and reconciling sales patterns with records.
� Noting the availability of information, education, and communications materials, including method leaflets, displayed to aid in information

dissemination and facilitate uptake; visibility of condoms and emergency contraception pills; and availability of referral booklets (such as
Go-Cards), as well as verifying documentation through review of records of activities.

PPMVswere
systematically and
intentionally
included in
supportive
supervision visits
to improve the
quality of services
at the PPMVs and
strengthen
provider skills.
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The supervision team also provided PPMVs
with ongoing coaching on FP/AYSRH counseling,
client interaction, service provision, referrals, doc-
umentation, and tracking of age-disaggregated
data. Coaching sessions were infused into the su-
pervisor visits and organized follow-ups to the su-
pervisory visits as needed. In each state, the coach
collaborated with the state supervision team to
identify gaps and areas where PPMVs needed as-
sistance, as noted during supportive supervision.
The coach documented the identified gap, action
taken, and responsible person and used this infor-
mation to plan the coaching session, decide with
PPMVs whether it was to be virtual or in person,
and agree upon a convenient coaching time.

These gaps were communicated to the rele-
vant office/officers at the local government for
follow-up. The state supervisory team members
also functioned as coaches to make follow-up vis-
its and provide technical assistance. The previous
and latest supportive supervision tools and forms
were compared to assess if the identified gaps
had been addressed. Each PPMV received at least
3 rounds of supportive supervision within the in-
tervention period, but the frequency of coaching
depended on identified gaps and the extent of the
problems identified. For example, to assist with
documentation, TCI developed a simple, effective
record-keeping system for PPMVs,which previously

were not sufficiently tracking the services they pro-
vided or referrals made.

Step 6: Strengthening of Data Management
After being trained on the newly designed
government-TCI tool for age and method disag-
gregated client records (Figure 4), PPMVs began
collecting data on service provision (e.g., age, pills,
condoms, and emergency contraceptive pills dis-
pensed and referrals made). The practice of col-
lecting age-specific data was initiated with the
support of the state government to PPMVs, which
were not previously capturing such detailed client
records.

Designated local government staff reviewed
PPMV records before supervision visits and coach-
ing were implemented and as the intervention
was implemented. The data were shared with the
LGA RH coordinator, who worked with service
providers in the catchment PHChub to input these
data into the PHC registers because the PPMV data
otherwise were not included in the HMIS. T-test
analysis and distribution of statistics were done
with the PPMV datasets.

Though PPMV staff were trained on referrals
and consistently encouraged to refer clients to
PHCs, the consistency of completing data record-
ing on Go-Cards and tracking their deposits to
PHCs was not enforced. However, during the last

FIGURE 3. Compliance Checklist Used During Supervision Visits to Proprietary Patent Medicine Vendors,
Nigeria
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phase of the implementation, Plateau State strength-
ened the feedback system of documenting referrals
from PPMVs to PHCs. As a result, referral data using
Go-Cards were retrieved for Plateau State and
showed that between July and September 2021,
797 clients (312 clients aged 15–19 years; 485 cli-
ents aged 20–24 years) were referred to PHCs for
contraceptive uptake.

LESSONS LEARNED
The PPMV-PHC partnership intervention is one of
the approaches supported by TCI Nigeria’s AYSRH
program, alongwith overall health systems strength-
ening, capacity-building,AYFHS facility-level quality
improvements, and community-level social mobili-
zation and demand generation like in-reaches and
outreaches.20 These approaches are intended to ulti-
mately result in increased access to and uptake of
modern contraceptive methods among adoles-
cents and youth aged 15–24 years in urban poor
communities.

With proper orientation, a simple record-
keeping system, and supportive supervision,
PPMVs proved willing and able to document their
age-disaggregated service provision, providing
useful information that was added to the service

registers at the PHCs. A total of 797 persons were
referred through the PPMV-PHC referral in
Plateau State within a period of 3 months.

The Hup-Spoke Model Improves Access and
Quality of Services
The establishment of a functional referral mecha-
nism between PPMVs and PHCs allowed greater
method choice for adolescents and youth, in-
creased contraceptive uptake, more assurance
that PPMVs were not offering contraceptive com-
modities and services they were not legally per-
mitted to provide, and improved ability to
monitor the referral linkages between PPMVs
and PHCs.

However, we acknowledge that, of the 4 states
in the intervention, only Plateau State was able to
fully execute and document a referral system to
PHCs. It is important to map PPMVs in relation to
their proximity to PHCs offering adolescent- and
youth-friendly health services for easy access,
coaching support, and supply of commodities. For
example, Edo State (which started the PPMV-PHC
linkage later than the other states) had a wide
catchment area between the spoke PPMVs and
hub PHCs area, making it challenging to retrieve

FIGURE 4. Form to Collect Monthly Service Provision Data From Proprietary Patent Medicine Vendors, Nigeria
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completed referrals from the PHCs due to trans-
portation costs.

Integrating The Private and Public Sectors
Can Expand Access to Contraceptives
The presence of approximately 200,000 PPMVs in
Nigeria in contrast to the 30,000 PHCs3,4 pre-
sented a tremendous opportunity to enhance the
quality and availability of contraceptive services
for individuals aged 15–24 years who seemed to
prefer PPMVs for getting contraceptive methods.
By strategically integrating PPMVs into the state
FP/AYSRH program through targeted interven-
tions, including capacity-building, supportive
supervision, referral systems, and efficient data
management, the government can significantly
expand access to high-quality FP services. This in-
tentional collaboration between PPMVs and PHCs,
established at the grassroots level in local commu-
nities and LGAs, could create a powerful partner-
ship. By leveraging this extensive network of
PPMVs and linking them to high-volume PHCs in
urban dense informal settlements, a diverse range
of contraceptive methods tailored to the specific
needs of adolescents and youth could be offered.
Empowering this cohort with comprehensive
choices and knowledge will not only improve
their overall well-being but also promote the re-
sponsible use of contraceptives, ensuring a health-
ier future for the nation.

Improving the Quality of Services Can
Contribute to Increased Contraceptive
Uptake
Because the PPMV interventionwas nestedwithin
the broader AYSRH approach of TCI Nigeria, we
did not set out to assess the contribution of this in-
tervention itself specifically on increased uptake of
FP services and methods. However, the analysis
of data records during early and intensified inter-
vention periods for the PHC-PPMV hub-spoke
partnership showed that participating PPMVs
recorded a 54% increase in contraceptives dis-
pensed to adolescents and youth aged 15–24 years,
from 25,267 to 46,463. This suggested that service
quality improvement steps undertaken through
WSOs and supportive supervision visits may have
contributed to the increased numbers of contra-
ceptives provided at participating PPMVs. WSOs
and supportive supervision together positively
increased skill-building opportunities among
PPMVs and may have contributed to the im-
proved counseling of young people on contra-
ceptives, leading to increased referrals to the

PHCs. During the intensified period of the inter-
vention, PPMVs complied consistently with age-
disaggregated documentation of their contraceptive
service provision, whereas before the intervention,
their record-keeping was sporadic at best and did
not disaggregate client data by age. Despite the ab-
sence of incentives for PPMVs, their motivation
stemmed from the capacity-building opportunities
provided.

Consistent Data Management Remains a
Challenge
During the state’s routine supervisory visits to par-
ticipating PPMVs, records of the contraceptive
methods provided to individuals aged 15–24 years
were noted to be documented in specific registers,
which supported accountability on compliance with
regulations and the monitoring of the PPMVs’ con-
traceptive services. Across the 4 states, data from
the 193 participating PPMV records were retrieved
by the LGA RH coordinators and transferred to the
130 hub PHCs to be included in their facility regis-
ters. Unfortunately, this processwas not consistently
maintained and remains challenging. Data collec-
tionwas hindered by PPMVs’ reluctance tomaintain
records, and their exclusion from the state’s HMIS
made it challenging to represent the contributions
of PPMVs on state DHIS2.

Nevertheless, it shows the potential of includ-
ing contraceptive data from PPMVs within the
state HMIS at the PHC facility level, which was
attested to by the state AHDofficers, LGARH coor-
dinators, and health promotion officers who led
the entire PPMV-PHC approach. Although these
state officers were responsible for the integrated
supportive supervision in clinical settings, sustain-
ing this in nonclinical settings at the state and LGA
levels remains a huge challenge. However, this is a
possible area of research in the near future. Despite
these hurdles, the potential for an effective partner-
ship between PPMVs and PHCs is evident, with the
capacity to expand access to contraceptivemethods
through a hub-spoke approach.

CHALLENGES AFFECTING
IMPLEMENTATION AND POTENTIAL
SOLUTIONS

The early success of the PPMV-PHC partnership
was noted, and our results show that the scale-up
of PPMV-PHC linkages is justified. However, the
absence of comparison sites posed challenges in
establishing a direct connection between the qual-
ity improvement interventions at the PPMV level

By strategically
integratingPPMVs
into the state FP/
AYSRH program
through targeted
interventions, the
government can
significantly
expand access to
high-quality FP
services.

Improving Contraceptive Service Quality and Accessibility for Adolescents and Youth www.ghspjournal.org

Global Health: Science and Practice 2024 | Volume 12 | Supplement 2 S10

http://www.ghspjournal.org


and the observed increases in contraceptives dis-
pensed. Without comparison sites, it becomes dif-
ficult to determine if the observed changes are
solely attributed to the interventions.

We faced some challenges that affected the
originally anticipated timeline, which took be-
tween 13 months in some states and 22 months
in others, and challenges remain to wide-scale ap-
plication. We note the following implementation
challenges and limitations and potential means of
mitigating these challenges.

The profit-focused nature of PPMVs required
costly staggered coaching sessions to allow them
to attend to clients as well as strengthen their ca-
pacity. Flexible coaching methods, such as digital
platforms and mobile apps, can accommodate the
profit-driven schedules of PPMVs, reducing costs
and ensuring training fits into their busy routines.

High staff attrition disrupted training continu-
ity, impacting program effectiveness. Recognizing
and rewarding experienced staff creates a stable
environment for continuous learning and skill re-
tention, mitigating the disruptive impact of high
staff attrition.

Although the use of Go-Cards as a tracking and
monitoring tool for effective referrals and linkages
between PPMVs and PHCs is innovative, complete
referral data were only available in Plateau state
and only in the last 3 months of the intervention
period. The limited availability of referral data fur-
ther affected the attribution of the effectiveness
and impact of the interventions. Simplifying data
management through user-friendly digital tools
and incentivized training can encourage accurate
record-keeping.

Because the HMIS does not take data from
PPMVs, we had to figure out an approach to docu-
menting age-disaggregated data from the partici-
pating PPMVs, using an improvised means of
bookkeeping to document contraceptives dis-
persed by age and ensuring that these data records
were compiled, collated, and delivered physically
in the monthly PHC registers. Advocate the delib-
erate inclusion of the PPMVs into state HMIS and
DHIS 2 systems.

Strategic solutions are essential to address
these challenges and ensure program success,
with monitoring and programmatic adjustments
as needed. A robust system of engaging in mean-
ingful dialogue with PPMVs, understanding their
challenges, and incorporating their feedback into
the FP/AYSRH program could ensure that they re-
main responsive and tailored to their evolving
needs.

CONCLUSION
The PPMV intervention demonstrates the promise
and potential of effective collaboration between
PPMVs and PHCs—through integrated WSOs,
government-led supportive supervision visits, re-
ferral systems, and efficient data management.
This collaboration, in combination with TCI’s
wider AYSRH programming, resulted in 797 ado-
lescents and youth accessing a full range of contra-
ceptive choices when referred to neighboring
PHCs. Additionally, the significant increases ob-
served in the number of contraceptives dispensed
to adolescents and youth at participating PPMVs
may indicate that the quality improvement steps
implemented for the contraceptive services of-
fered by PPMVs had a positive effect on increased
numbers of adolescents and youth using the
PPMV contraceptive services. Future triangulation
with data from supervisory visits to quantify qual-
ity improvement could help explore and substan-
tiate such linkages.

We recommend that the government should
continue to strengthen the working relationship be-
tween PPMVs and PHCs to provide quality contra-
ceptive information and services to young people
living in urban poor communities and incorporate
PPMVs into the routine supportive supervision of
the state health system to ensure compliance and en-
hance the quality of the contraceptive services pro-
vided by the large number of PPMVs. In addition,
program implementers should acknowledge the im-
portance of a referral mechanism between PPMVs
and PHCs and incorporate a referral scheme into the
design and implementation of PPMV programs.
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