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John Snow, Inc. (JSI) is a U.S.-based health care consulting firm committed to improving the health of individuals and communities worldwide. Our multidisciplinary staff works in partnership with host-country experts, organizations, and governments to make quality, accessible health care a reality for children, women, and men around the world. JSI’s headquarters are in Boston, Massachusetts, with U.S. offices in Washington, D.C.; Concord, New Hampshire; and Denver, Colorado. We maintain offices in more than 20 countries throughout the developing world. 

Abstract

Yemen’s Ministry of Public Health and Population Sector’s Population Sector wishes to carry out a diverse program of activities aimed at providing a secure supply of contraceptives for the country.  Accordingly, with the assistance of the Royal Netherlands Embassy, the Ministry has decided to sponsor a participatory process for developing a Reproductive Health Commodity Security Framework.  The Framework will provide the basis for prioritizing activities to carry out and allocating resources.  The first step in the framework development process has been to assess the status of RHCS in terms of six determinants, which are:  Financing, Supply Chain, Services Delivery, Coordination and Partnership, Policy and Advocacy and Capacity Building.  The assessment reveals a diversity of strengths and weaknesses and concludes with general and specific recommendations for each determinant.  Among the most important findings are the following ones:  In recent years contraceptive financing for the public sector has been sufficient, but the Ministry is constrained in long term planning by the year to year nature of funding commitments, most of which originate with international donors.  The supply chain is not performing well and it is rare for consumers to be able to find the complete mix of contraceptive methods in public sector health facilities.  Despite significant increases in the graduation of trained midwives, family planning service delivery capacity is limited to about half of all health facilities.  Yemen’s record for putting forth progressive population policies at the national and MOPHP levels has been good, and could be a major enabling factor for making progress in RHCS.  This positive development not withstanding, some important policy directives have not been underwritten with resources for implementation.  There are deficits in both in individual and organizational capacity at all levels of the system.  Historical tendencies of donors to work within selected governorates, and by pass the central Ministry, has made it difficult for the Ministry to develop capacity to support operations at lower levels. With the assessment complete, the next steps are to widely share the results of the assessment and undertake a participatory process for proposing and completing the RHCS Framework.
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adolescent sexual and reproductive health
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Basic Health Services Project
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community-based distribution
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combined oral contraceptives
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human immunodeficiency virus/acquired immunodeficiency syndrome
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SDP
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SMP
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STD
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UN
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UNFPA
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USAID
U.S. Agency for International Development

USD
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YR
Yemeni Rial
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Yemen-German Reproductive Health Project
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Executive Summary
Yemen’s Ministry of Public Health and Population has commissioned an assessment of the determinants of reproductive health commodity security (RHCS).  The results of the effort will be used to develop a Reproductive Health Commodity Security Framework, that is, a matrix of activities that the Ministry of Public Health & Population (MOPHP) and its partners can use to set priorities and allocate resources.

Under the supervision of the Deputy General for the Population Sector, a team of three specialists from John Snow, Inc. collected information for the assessment in Yemen from May 18 to June 14, 2007.  In doing this work we used such data collection methods as document review, key informant interviews, retrospective data analysis and site visits.  Of particular importance were three meetings with the Population Sector staff.  We also consulted staff from other branches of the MOPSP; local organizations such as the Yemen Population Council, Yemen Family Care Association, Yemeni Midwives Association, and Higher Institute for Health Training; and international development partners, particularly the United Nations Population Fund (UNFPA), German Technical Cooperation (GTZ), the Royal Netherlands Embassy, the United States Agency for International Development (USAID), and the World Bank..

The study team has organized its findings in terms of six determinants of RHCS, including Financing, Supply Chain, Services Delivery, Coordination and Partnership, Policy and Advocacy, and Capacity Building.  The main body of the report provides detailed discussions of each of these topics.  The final section of the report presents recommendations.  For each of the determinants, there is one key recommendation that is strategic in nature, followed by lists of recommendations for specific actions to carry out.
This assessment is the first phase in a three-phase process for producing the framework.  The next two steps are a workshop of stakeholders – most importantly MOPHP staff – to be convened by the Population Sector to consider and clarify the findings, finalize the recommendations, and develop the RHCS framework.  A final phase, scheduled for October 2007, during which the “official” five-year framework will be presented and the Population Sector and its partners will commit to a common plan of actions for the next five years.  
Below we provide summaries of the findings together with the key recommendations.

Financing

To date, MOPHP and its international partners have provided adequate funding for family planning supplies.  However, funding commitments have been short-term in nature.  In addition, the Ministry established a recent decree that family planning services and supplies are free to clients as a strategy to reduce barriers in light of high unmet need.  The expected outcome of this strategy is an increase in uptake in family planning services and supplies, which will require more supplies and infrastructure.  Current funding support may not be sufficient to meet a rising demand for services and supplies. The dependence on donors for reproductive health support is not sustainable; however, the MOPHP has expressed commitment to using government resources to support this program. 
Key Recommendation:  The overall recommendation is for the Population Sector to develop and implement a long-term approach to financial management and planning for RH programs and supplies.  

Supply Chain

Recent studies tell us that in Yemen, most people, most of the time, obtain the contraceptive they need in the public sector.  They also tell us that the public sector supply chain is not working well.  Donors have tended to concentrate most of their RH resources for capacity building on selected groups of governorates, districts, and facilities, for the purpose of developing viable models that may eventually be implemented nationwide.  Both MOPHP and donor staff have noted a general tendency to bypass the central level.  One result is that the Population Sector does not have the tools or resources to assure that all levels provide the type of logistics support that is required for quality care.  In some cases, donors have alternative logistics systems, complicating the work of MOPHP staff at all levels.  While donors have provided some technical assistance, equipment, and other forms of support, it has not been large enough in scale to enable central level supply chain managers to have much impact on the system as a whole.

Key Recommendation:  Stakeholders should support an extensive effort to upgrade the operations of the public sector supply chain, nationwide and top to bottom.  The availability of an appropriate mix of contraceptives at all times is an absolute prerequisite to good quality family planning services.  Despite the many problems that characterize the supply chain at this time, upgrading this system represents one of the best opportunities for bringing measurable improvement.  It is a good investment.

Services Delivery

While upgrading the MOPHP supply chain will improve the availability of contraceptives, it will not in itself achieve the main goals, which are responding to unmet need and lowering the maternal mortality ratio (MMR).  In order to meet these goals it will be necessary to increase the coverage of good quality family planning services.  At present about 45% of health facilities in Yemen provide family planning services, with about 50% of care providers trained in family planning.  A national survey reports that unmet demand for family planning is 41% in urban and 54% in rural areas.  In general, public confidence in health services is low, with one study suggesting that as many as 73% of patients in some areas are bypassing lower level facilities and seeking care at hospitals.  Simply put, all of these trends have to be reversed in order for any investments to be made to improve RH product availability to contribute to achievement of national health goals.

Key Recommendation:  Plan and carry out a nationwide program to expand and improve family planning services.  Very importantly, this stream of activities must be coordinated with plans for supply chain improvement, so that it is assured that all sites have the complete method mix available before family planning services training takes place.

Coordination and Partnerships

Achieving Reproductive Health Commodity Security inescapably requires ongoing communications with individuals both within and outside the Population Sector.  This diverse group includes the MOPHP’s central level offices; intersectoral bodies such the Ministries of Finance and Planning; international partners such as United Nations (UN) agencies, bilateral donors, and development banks; Governorate Health Offices and District Health Management Teams; MOPHP units or programs that could contribute to improving the supply chain; other public service and civil society organizations, such as nongovernmental organizations (NGOs); and those elements of the private sector that contribute to the total market for RH.  While the need for coordination within MOPHP, other ministries, or international development partners is obvious, there is much less understanding of how to leverage relations with other potential partners for the benefit of RHCS.

Key Recommendation:  Work to map out the network of potential partners at all levels, form specific expectations of how each could contribute to RHCS, and systematically work to realize the potential benefits of these relationships.  Use the mapping exercise as an opportunity to establish priorities for staff time and other resources by way of assuring that the most important relationships receive the attention they need.

Policies and Advocacy

Reproductive health policy formation in Yemen is a strong point.  At the highest levels the government has recognized the key role that reproductive health and family planning plays in achieving the national goal of reducing maternal mortality.  The National Reproductive Health Strategy, a key policy document explicitly recognizes RHCS as a goal.  We know, however, that implementation lags far behind and here advocacy plays a central role.  It is apparent that the Population Sector has some significant successes in advocacy.  Securing adequate contraceptive funding from donors is one example, and a number of our informants expect a new policy allowing community nurse midwives to insert IUDs to be approved soon.   Still, achieving RHCS will require more and more successful advocacy, especially if the government’s contribution to contraceptive procurement is to increase, and if real recurrent costs of improved resupply and supervision are to be paid.

Key Recommendation:   The Population Sector should use the RHCS framework activity to strengthen its capacity for advocacy.  As foreseen in the preceding discussion of Coordination and Partnerships, the concept of advocacy must include the ability to communicate and persuade at all levels of the system.
Capacity Building

Informants from MOPHP and the International Development Partners very frequently identify lack of management systems and lack of staff capacity as the main constraints to progress.   Studies of logistics system performance and provision of health services consistently support these assertions.  We know that most staff at governorate level and below with supply chain responsibilities feel that they have not had the training required for performing well.  We also know that half of all care providers have no training in family planning, with the concomitant result that less than half of all facilities provide these services.  And very importantly, Population Sector staff, the ones who will lead the implementation of the RHCS strategy, have told us they feel they do not have the required skills in such diverse areas as advocacy, financial management, and forecasting.

Key Recommendation:  All of the preceding sets of recommendations except Coordination and Partnership call for capacity building activities and there is no reason to repeat each of them here.  Rather the key recommendation for Capacity Building is to assure that these diverse performance improvement activities are carried out at a good level of quality and in a correctly coordinated manner. 
2. REPRODUCTIVE HEALTH COMMODITY SECURITY

2.1  Introduction

The Yemeni Ministry of Public Health and Population’s Population Sector, in collaboration with its partners, has begun the process of assuring reproductive health commodity security (RHCS) through the development and implementation of an RHCS Framework.  The country faces several challenges, including increased demand for services, a growing population, and a significant unmet need for contraceptives. Systems and capacity are weak, and stock outs occur frequently for many reproductive health commodities. Changes in the policy and health context in Yemen pose new challenges and new opportunities to strengthen RHCS. 

RHCS is a complex inter-disciplinary concept covering a range of inter-related activities, including financing, supply chain management, services delivery, creation of partnerships, advocacy, and capacity building.  A number of stakeholders have important roles to play, including government ministries, development partners, local public service organizations and, most importantly, the people of Yemen and the communities in which they live.

In Yemen, RHCS is defined as existing when every married person is able to obtain and use quality contraceptives and other essential reproductive health products and services whenever s/he needs them.  For family planning, choice is also important. This definition implies that supplies must be available, and that they must also be accessible. 

Globally, rising demand for contraceptives and other reproductive health supplies, coupled with stagnant donor interest in these commodities, has led to an increased global emphasis on commodity security as a strategic means to ensuring supply availability and accessibility. Commodity security emphasizes strategic planning, a medium- to long-term perspective, and a holistic approach, targeting relevant programmatic areas and sectors comprehensively.

2.2  Purpose

Reproductive health commodity security (RHCS) has not, as yet, been addressed in a systematic way by the Ministry of Public Health and Population (MOPHP) of the government of Yemen.  While the MOPHP has identified individuals to direct the overall activities of reproductive health and those of the central warehouse that stores these commodities, they have not placed significant attention on the other key issues that effect commodity security, which include, but are not limited to, financing, service delivery, partnership and coordination, advocacy and policy, and capacity building.

The MOPHP has recognized this gap and is interested in developing a joint framework document on RHCS that is endorsed by all relevant stakeholders and outlines the commodity security responsibilities of each partner.  

Under the leadership of the Population Sector, a technical assistance team from JSI Logistics Services, funded by the Royal Netherlands Embassy (RNE), is consulting with as many stakeholders as possible to develop the framework.  This work is planned to proceed in three phases, which are summarized below:

· The first phase, of which this report is an output, has taken place between May 18 and June 14, 2007.  It has consisted of an investigation into the current organization and operations of the public and private sectors with respect to reproductive health and the determinants of contraceptive security and a preliminary report of findings and recommendations.  Also this phase has produced an updated forecast of Yemen’s contraceptive needs.

A formal document review, secondary data analysis, key informant interviews, focus group discussions and site visits have taken place.  Also during this phase, meetings with Population Sector staff have been especially important.  The consultants have gathered most information at the central level, although a GTZ project meeting in Hajja provided an opportunity to meet with Directors of Reproductive Health from seven governorates.  Appendix 1 includes a list of all key informants;

· In the second phase, scheduled for August 2007, the Population Sector will convene a workshop of stakeholders – most importantly MOPHP staff – to consider and clarify the findings, finalize the recommendations, and develop the RHCS framework.  This workshop will be highly participatory and designed to build ownership with key stakeholders collectively debating and generating the key concepts and strategies of the framework. 

· Finally, in the third phase, scheduled for October 2007, the “official” five-year framework will be presented.  As noted, the framework will identify activities to carry out for promoting RHCS and it will be organized in a way that facilitates allocation of MOPHP and development partners’ resources for making progress.  The methods for carrying out this phase have not been specified, but the consultant team expects that they will pivot around group consensus-building activities with MOPHP staff and focusing on securing concrete, public commitments to detailed action plans and funding scenarios. 

2.3  Methodology

The methodology for assessing the situation in Yemen has been adapted and based on an endorsed approach to RHCS.  This methodology has been utilized in various countries to guide RHCS assessment and improvement processes, bearing in mind that the process is cyclical and that each of the essential elements vary in importance depending on the specific situation within each country. The following framework provides a visual representation of the key elements essential to an integrated and comprehensive approach towards improved RHCS.  This framework has been adapted specifically to the Yemeni context. 

Figure 1: Yemen RHCS Framework
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The framework identifies the different elements that must be present in order to satisfy client demand for and use of reproductive health commodities. Working from top to bottom, the logic is as follows:  the MOPHP is committed to improving maternal and child health in the country.  RHCS is a key condition for achieving these long term goals.  In Yemen, the achievement of RHCS requires adequate financing, a rigorous supply chain, quality services delivery, coordinated partnerships, effective advocacy and an enabling policy environment.  Each of these components requires strong, sustainable capacity.  These terms are complex in that they cover more than one topic, so that 

· Financing includes forecasting, financial management capacity, and funding (including mobilizing and allocating resources from donor and Yemeni sources).  

· Supply chain includes product selection and procurement, the storage and distribution of quality products, and a functioning logistics management information systems (LMIS).  

· Service delivery considers both facility-based and community-based reproductive health/family planning (RH/FP) services and includes staffing patterns and numbers.  

· Coordination examines the effectiveness of MOPHP’s relationships with the key partners including the private sector, non-government organizations (NGOs), and development partners.  

· Advocacy and policy concerns the ability of MOPHP and other stakeholders to provide the policies and leadership required for persuading government and the public of the importance of the importance of RHCS

Finally, capacity, or the ability to work effectively for enacting and implementing the other determinants, underlies the whole scheme. 

Assessment Activities and Products

The assessment visit which took place in May and June 2007 included the following specific activities:

· Literature Review: A comprehensive literature review was conducted on the health sector situation, the MOPHP Population and RH program, and various other components of RHCS in Yemen. All of the documents obtained and reviewed are listed in the References. 

· Key Stakeholder Interviews: The in-country visit included interviews with representatives from the Ministry of Health, United States Agency for International Development (USAID) and United Nations Population Fund (UNFPA), NGOs, and the private sector (see Appendix 1 for list of interviewees). These interviews provided many of the essential observations that are reported throughout this assessment. 

· Forecast of Future Contraceptive Needs:  The team also prepared a forecast of contraceptive needs for 2007 to 2011 based on demographic and programmatic information. 

Consultants relied on a diagnostic guide for this assessment which is organized according to the key RHCS components and reflects the Yemeni context.  The guide provides a series of questions and tables to help assess the current situation and make future projections.  

Context

Yemen faces many challenges in the context of health and specifically reproductive health.   Poverty, closely spaced pregnancies, and low health awareness all combine to compare the country unfavorably with other countries in the region. Communicable diseases such as malaria and tuberculosis are prevalent, particularly in rural areas.  Also common are diarrheal diseases, malnutrition, acute respiratory infections, and complications of pregnancy.  Population growth is among the highest in the world at 3.1% per year, adding an additional strain on the already stretched public health system.  The contraceptive prevalence rate (CPR) is 23% among married women of reproductive age (MWRA). There are twice as many married women in Yemen with an unmet need for family planning as there are women currently using a method (modern or traditional).  In addition, regional disparities are pronounced, with CPR in urban areas at 40.8% and only 17.6% in rural areas.

Figure 2:  CPR and unmet need trends (1991 – 2003)
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Source:  Ministry of Public Health and Population, PAPFAM/Yemen Family Health Survey, 2003

Against this background, it is not surprising to find such discouraging results for important maternal and reproductive health indicators such as a total fertility rate of 6.2, and a maternal mortality ratio (MMR) of 365 per 100,000 live births.

Figure 3: Total Fertility Trends (1991-2003)
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While Yemen is one of the poorest countries in the Middle East, it has recently experienced economic growth, due mainly to exploitation of recently discovered oil reserves.  Since 1998, real growth in gross domestic product (GDP) has averaged about 4% annually, achieving a five-year growth rate of about 21% by 2003.  This trend notwithstanding, government health spending per capita at $10.76, was only about one-third of total health expenditures with almost all of the remaining two-thirds coming from household expenditures in 2003.  Though the government contribution is up from 25% in 1996, it remains one of the lowest in the region.  

In 1978, the year of the Alma Ata Conference, Yemen adopted the Primary Health Care (PHC) approach to public health.  To implement this approach, the government adopted a traditional facility-based, three-tier health delivery system composed of health units, health centers and hospitals.  The system has been gradually expanding and geographical coverage has risen from 10% in 1970 to a theoretical 50% by 2000.
  The Central Statistics Office estimated that in 2003 there were 68 Hospitals, 112 Rural Hospitals, 569 Health Centers (151 with beds and 418 without beds), 2099 Primary Health Care Units and 438 Maternity Centers.  

Table 1: Inventory of health facilities, 2001-2003

	 
	Hospitals
	Rural Hosp
	Health Centres W/ Beds
	Health Centres w/o Beds
	No of PHC units
	Maternity Centres
	Pharmacies & Drugstores
	 

	2001
	74
	 -
	139
	432
	1540
	395
	2205
	2001

	2002
	74
	 -
	139
	536
	1955
	435
	2278
	2002

	2003
	68
	112
	151
	418
	2099
	438
	1952
	2003

	المصدر :مكاتب وزارة الصحة والاسكان بالمحافظات
	Source: Offices of Ministry of Health & Population.

	(…) لاتتوفر بيانات 
	 
	(…) Unavailable Data.

	(-) لاتوجد بيانات 
	 
	(-) Never Data.

	* مراكز الأمومة والطفولة هي نفس المراكز الصحية بدون أسرة وتؤدي نفس الخدمات
	* Maternity Centers are same Health Centres without Bed.

	** منها 20 وحدة صحية اولية مؤقتة
	** Provisional data

	*** بعض المستشفيات لعام 2003م تم تصنيفها مستشفيات ريفية .
	*** Some Hospitals in 2003 are Rural Hosp.


While coverage could be as high as 50% overall, it is estimated that only 30% in rural areas have access.
  MOPHP has also acknowledged that access is considerably lower when it is measured by real availability of services within health facilities, rather than the mere physical presence of facilities. 

In qualitative terms, one MOPHP report has characterized the public sector system as “suffering from numerous structural and service delivery problems, including poor quality services, low staff morale, lack of essential drugs, inadequate operating budgets, under-utilization and leakage of resources.”  The same report mentions lack of equity in distribution of facilities and human resources.  Thus, despite the sizeable number of government health facilities, with human resources in place, lack of services in practice forces many patients to bypass them.  One 1998 study found bypass rates of 42% to 73% for different areas studied.

A 1996 analysis of public health sector employees showed that between 50% and 80% of them received wages that placed them below the poverty level.
  This exacerbates the problems of workers diverting patients from government facilities to their private practices, and the practice of “under the table” payments within the public sector
.  Reported widely, though anecdotally, is diversion of drugs, including contraceptives, from the MOPHP distribution system, and their subsequent sale in the private sector. In light of these types of developments, it is not surprising to read that there is a concomitant issue of financial access to the public sector, with the poorest quartile of the population using public sector health facilities 35% to 65% less often than the top quartile.
  In terms of equity and serving those most in need, these percentages are the opposite of what they should be.

The private medical care sector has been developing rapidly in recent years, particularly in urban areas  Data published in 2002 estimated that there were in the private sector 92 hospitals, 336 polyclinics, 114 health centers, 534 doctors’ offices and almost 2000 retail pharmacies.  While the private sector may be an important and growing source of health services, key informants suggested that its contributions to family planning have thus far been limited.  Furthermore, while low quality of care is an acknowledged problem in the public sector, it is also believed to be widespread in the largely unregulated private sector.  

The private sector provides little in the way of such targeted services as family planning, antenatal care, or health education.  The distribution of private sector facilities does little to alleviate problems of access, as they are often set up on the door steps of public sector facilities.  A 1996/97 survey of four governorates found that those districts with the highest numbers of government facilities also had the highest numbers of private facilities, while those with the lowest numbers of government facilities contained the least number of private facilities.  Finally, the private sector is essentially competing with the public sector for limited qualified health personnel.

Against this background of inadequate performance in both the public and private sectors, MOPHP is currently in the midst of a health sector review process.  The Policy Unit within the MOPHP is guiding this process that is looking at coordination issues, roles and responsibilities and staffing patterns as well as opportunities for integration and decentralization.  All of these aspects of reform have significant implications for RHCS.

Financing

Sustainable and consistent funding for contraceptives and other supplies is critically important as Yemen works towards increasing CPR and meeting existing demand.  This section focuses on the capital required for assuring RHCS considering this important determinant in terms of its sources: public sector budget, donor assistance, and household spending.  This section also looks at background information, trends, and patterns that provide insight on the government’s ability to meet future funding needs. 

The last National Health Accounts (NHA) estimate was for the fiscal year 2003.   While this information is for health generally, it does provide some understanding of the relative roles of public and private sector spending, as well as household contributions.  It shows that private expenditures make up 65% of all expenditures on health. Of this private expenditure, household spending makes up an astounding 96%. In interpreting the importance of this contribution, however, it is important to remember that households are usually not inclined to spend their money on preventive services, including family planning.  

Table 2: Government and Health Expenditure Indicators (2003)

	Indicators
	Value

	Total expenditure on health as percentage of gross domestic product 
	5.2%

	Public health expenditure (% of GDP)
	1.8%

	General government expenditure on health as percentage of total expenditure on health 
	35%

	Private expenditure on health as percentage of total expenditure on health 
	65%

	General government expenditure on health as percentage of total government expenditure  
	4.9%

	Out-of-pocket expenditure as percentage of private expenditure on health 
	95.7%


Source: National Health Accounts team and Partners for Healthy Reformplus, “Yemen National Health Accounts: Estimate for 2003,” Republic of Yemen, Ministry of Public Health and Population, Sana’a 2006.

The findings highlight how little the government is contributing to health.  This is particularly apparent when looking at Yemen compared to other countries in the region.  

Figure 4:  Health Financing Indicators, 2003
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The development of the 2003 NHA is a considerable achievement, and yet the general nature of the main findings also reminds us of the difficulty of obtaining detailed information on funding specific to family planning, contraceptives or reproductive health.  It is for this reason that many discussions about family planning funding are specific to family planning commodity costs – as this is one component where the financial information is relatively easy to quantify.
Funding for Public Sector Contraceptives

Historically, funding for contraceptives has come from a variety of sources which have included the RNE, UNFPA, the World Bank, Department for International Development (DFID), the Social Fund for Development, and USAID.  In Yemen at this time, there does not yet exist one reliable and consolidated source of information for different funders’ contributions.  The consultant team relied on data provided by the different funding agencies, and in some cases even on the memories of staff for information.  This introduces some confusion in the funding history and highlights the need for central MOPHP monitoring and management of funding.  What we have been able to piece together for the period 2004 – 2008 is shown in Table 3, below.  

Table 2:  Funding trend for public sector contraceptives (US$)

	
	2001
	2002
	2003
	2004
	2005
	2006
	2007
	2008

	MOPHP
	
	
	
	
	
	
	$105,820

	

	Social Fund for Development
	
	
	
	$200,000
	
	
	
	

	NPC
	
	
	
	
	
	
	In kind
	

	UNFPA (Dutch)
	$945,453
	$1,034,150
	$1,129,272
	$1,247,014
	$1,286,109
	$1,470,986
	$1,653,338
	

	UNFPA (regular)
	
	
	
	
	$248,561
	
	
	

	DFID
	
	
	
	
	$300,000
	
	
	

	USAID
	
	
	
	$100,000
	
	
	
	

	World Bank
	
	
	
	$600,000
	$200,000
	
	
	$2,500,000

	GTZ
	
	
	
	$63,500
	
	
	
	

	TOTAL
	$945,453
	$1,034,150
	$1,129,272
	$2,210,514
	$2,034,670
	$1,470,986
	$1,759,158
	$2,500,000


Source:  UNFPA and Ministry of Public Health and Population

The table shows that historically the MOPHP has done an excellent job mobilizing resources to meet their requirements. However, due in part to development partner procedures, the Ministry is limited in its ability to conduct long term financial planning. As the table shows, RNE, through its contributions to the UNFPA trust fund, has been the main source of funds.  In 2007, the World Bank committed approximately $2.5 million (US$) for commodity procurement. This funding and the procurement/shipment will have to be completed by the end of 2008.  

The MOPHP Population Sector has indicated interest in committing internally generated funds to support the funding and procurement of RH including family planning commodities.  They would like to model this effort on the positive experiences of the immunization program. In 2007, the Population Sector was allocated 35 million Yemeni Rial (YR) (~US Dollar 185,000) for reproductive health of which 14 million YR (~USD74,700) is to be dedicated to operational costs and the remaining 20 million YR (~USD105,820) is to be used for the procurement of family planning commodities.
  While it is evident that this amount only represents a small portion of the total public sector FP needs, it may indicate a trend for future (and perhaps) increasing funding.  Because of the limited amount allocated to cover the Population Sector operating costs, the sector is advocating that the essential drug supply line item be used to fund the 20 million in family planning supplies.  This would essentially free up this 20 million YR so that the Population Sector would be able to use these funds for operating costs.

Forecast Findings and Requirements

Typically, forecasting commodity requirements has been supported by UNFPA with some additional support from USAID.  Although Population Sector staff play a role in forecasting, especially in terms of providing data, this role appears to be limited.  One of the reasons for this is lack of forecasting skills. 

As part of the RHCS framework development process, JSI consultants conducted an updated forecasting activity.  The complete forecast is included in Appendix 2. The overall objective of the JSI supported forecasting activity was two-fold: 1) to estimate contraceptive requirements for MOPHP’s public sector program, and 2) to develop a procurement and re-supply plan for contraceptives for the next five-year period.    Given that a primary goal of contraceptive security (CS) is to ensure that people can choose, obtain, and use a range of affordable contraceptive methods, it is essential to have an accurate national forecast and plan for re-supply quantities and shipment schedules to meet the national demand.  As such, the quantification exercise focused on conducting an accurate estimation of the quantities of contraceptives needed to support the MOPHP’s family planning program (public sector) for the period of five years (June 2007 to the December 2011). The resulting demand forecast will allow the MOPHP to plan and maintain a full supply of contraceptives for all users and avoid gaps in the supply chain, as well as keep and manage established MOPHP inventory levels.  

Ideally, a contraceptive forecasting exercise involves using historical logistics data to estimate future needs, validated by service statistics, adjusted to reflect program plans, and reality-checked against demographic data.  Following a review of the quality and availability of data necessary for different forecasting methodologies, the JSI consultants determined that to develop a forecast estimating consumption using logistics data or service statistics data was inconsistent and unverifiable.  Both of these methodologies use trends in historical data to predict future patterns of contraceptive consumption, and they can be highly reliable when data are timely, complete, and accurate.  That not being the case in Yemen, we felt that that to provide the most appropriate forecast, it would be best to use a population data-based forecasting method using demographic data from the Family Health Survey and other sources of population and family planning data to estimate future contraceptive demand.  The following table outlines the commodity needs through 2011. We strongly caution that demographic-based forecasts tend to be on the high side, and need to be carefully and frequently validated against logistics and service data as they become available.  Furthermore, it bears underscoring that a demographic forecast is not a long-term procurement plan, but it is an estimate of future needs that can be very useful for strategic planning, logistics system design, resource mobilization, discussion around market dynamics, and long-range financial planning.

Table 3: Five-Year Forecast in Units – MOPHP

	Summary of Total Contraceptive Need for Married Women of Reproductive Age (MWRA) in Union for the Public Sector 
	Units
	2007
	2008
	2009
	2010
	2011

	Pills
	Packs
	1,954,472
	2,068,795
	2,188,329
	2,313,285
	2,443,886

	Microgynon (estimated at 61% of pill mix)
	Packs
	1,192,228
	1,261,965
	1,334,881
	1,411,104
	1,490,770

	Micronor (estimated at 39% of pill mix)
	Packs
	762,244
	806,830
	853,448
	902,181
	953,115

	IUDs
	Pieces
	18,363
	19,437
	20,560
	21,734
	22,961

	Injectables (Megestron + Syringe)
	Vials
	99,939
	105,785
	111,897
	118,287
	124,965

	Condoms
	Pieces
	235,374
	249,142
	263,537
	278,586
	294,314

	Implants
	Sets
	1,080
	1,143
	1,209
	1,278
	1,351


The table below translates the contraceptive requirements into financial requirements. These estimates are based on UNFPA prices. Funding is available to meet the 2008 requirements through the World Bank contributions.  As noted above, however, thus far commitments have been made on a yearly basis, leaving the Population Sector in a position in which future funding and the security of the contraceptive supply are uncertain.

Table 4:  Estimated MOPHP Contraceptive Financing Requirements

	
	2007
	2008
	2009
	2010
	2011

	Pill Requirements
	
	
	
	
	

	 Microgynon (estimated at 61% of pill mix)
	$     298,057
	$        315,491
	$        333,720
	$        352,776
	$        372,693

	Micronor (estimated at 39% of pill mix)
	$      343,010
	$        363,074
	$        384,052
	$        405,982
	$        428,902

	IUD Requirements
	$          4,591
	$            4,859
	$            5,140
	$            5,433
	$            5,740

	Injectable Requirements
	$      100,939
	$        106,843
	$        113,016
	$        119,469
	$        126,214

	Condom Requirements
	$          5,178
	$            5,481
	$            5,798
	$            6,129
	$            6,475

	Implant Requirements
	$        22,683
	$          24,010
	$          25,397
	$          26,848
	$          28,363

	Total MOPHP
	$      774,457
	$        819,758
	$        867,123
	$        916,637
	$        968,387

	Total MOPHP (incl. 8% Shipping Cost)
	$      836,414
	$        885,339
	$        936,493
	$        989,968
	$     1,045,858


The most striking finding that emerges from comparing tables 3 and 4, is the disparity between the projected value of contraceptives required for 2008 (USD 885,339) and the amount purchased with World Bank funds in 2007 (USD 2.5 million).  The large amount of funding committed for 2007 is a unique occurrence.  The World Bank funded “Health Reform Support Project” is expected to end in December 2007.  The project was projected to have excess funding and program managers made the decision to allocate funds (USD2.5 million) for family planning commodity procurement.  However, according to World Bank requirements, all funds will have to be disbursed and goods (i.e., family planning commodities) purchased must be received by the end of 2007.

Financial Management Process

In addition to funding limitations, there are a number of financial management processes and procedures that challenge MOPHP’s ability to manage and leverage required funding.  Many of these barriers are not specific to reproductive health.  However, they are contextual factors that will need to be addressed in order to improve the accountability and management of reproductive health funding.  For example, the current MOPHP budget is organized according to established government-wide line items put forth by the Ministry of Finance.  The current nomenclature does not reflect MOPHP functions nor does it allow for evidence-based budgeting and routine monitoring and management, which greatly constrains the Population Sector’s ability to respond to specific needs in a timely manner.  It also results in specific line items (for example, Research) being unspent. Currently, the Policy Division, the Population Sector, and other internal MOPHP stakeholders are advocating for changes in the budget structure to better reflect MOPHP’s overall needs.

The lack of clarity in roles and authority for decision making further challenges the efficient financial management of the reproductive health program.  For example, it does not appear that any one position is responsible for monitoring and managing the various sources of funding for contraceptives.  The above table highlights this issue as the information is gleaned from numerous sources and likely includes gaps and errors.  Without the management of this information, it is difficult to reliably lobby for funding and plan for supplies.

With health sector reform, additional challenges may develop.  For example, governorate level budgets will have to be carefully coordinated and planned with the central level.  Furthermore, if family planning and reproductive health are integrated into an essential drugs package in terms of financing, there is a real threat that it may not be given priority.  Managers will be increasingly called on to make difficult decisions regarding allocation of limited funding. Global experience suggests that such decisions are not likely to prioritize preventive services and supplies such as family planning.

Similarly, as the current example and experience from other countries highlight, using internally generated funds raises an additional set of challenges.  Most notably, the release of funding is often unpredictable in terms of timing and amounts. In 2007, the Population Sector has already experienced this challenge.  According to stakeholders, the Population Sector received 35 million YR for operating costs and the procurement of contraceptives.  However, there appeared to be no formal understanding of either the funding amount or the process for allocation and disbursement. As a result, those who are key sources of information for procurement plans and needs did not know that the MOPHP was engaging in their own procurement.  In addition, the release of the operating budget appears to be a lengthy and challenging process.

Maximizing Resources

An important strategy for RHCS is improving efficiency of available resources to stretch limited budgets further. Some key areas where it may be possible to make efficiency improvements are:

· Improved monitoring and management of existing financial resources; 

· Understanding the cost implications of RH program goals;

· Streamlining procurement and customs operations; and 

· Engaging the total market in achieving national goals.
Financial management  

As indicated above, there are a number of challenges that limit the MOPHP’s ability to effectively manage the funding requirements and budgets for the RH program. Most notably, there is lack of clarity in terms of who has the authority and capacity to make decisions and the current budget structure is not conducive to results based management of the RH program.  

MOPHP has limited capacity to reliably determine funding requirements.  For example, there is limited internal capacity to forecast for RH commodity requirements without outside assistance.    In addition, the MOPHP Population Sector has no clear financial sustainability plan that outlines long-term funding requirements.  In other countries, such plans have been helpful for identifying funding gaps and providing bases from which to advocate for more resources.  Such advocacy takes place at a number of levels including the MOPHP, the Ministry of Finance, the Ministry of Planning and, not least, with donors. It would also hold stakeholders accountable to certain commitments and help coordinate support from varying sources to prevent redundancy and gaps.
Cost implications of RH policies and goals  

The MOPHP is currently drafting an RH Strategy for 2006 – 10. Within this strategy, the Ministry establishes ambitious goals and objectives.  For example, the MOPHP expects to increase CPR to 35%, increase the percentage of health facilities providing quality family planning service, improve the coverage of remote areas, improve statistics, and reduce stock outs.  

While these objectives are critical in addressing the current and future needs of clients and will directly contribute to larger national goals, each has financial implications and will require investment in training, the logistics system, and other RH components.  Similarly, many stakeholders have discussed the need to expand the method mix and to increase access to IUDs.  While such a strategy will require upfront capital investment in training and demand creation activities, in terms of commodity costs it may allow the government to maximize resources.  While choice should never be compromised, it is important for the MOPHP to understand the cost implications of varying method mix scenarios and the financial requirements of the methods in the mix.  The graph below shows how a hypothetical increase in the use of injectables and a corresponding decrease in the use of IUDs would result in an estimated USD 3.6 million in additional procurement costs over 10 years.

Figure 5:  Commodity Cost Scenarios Associated with IUDs vs Implants
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Similarly, in August 2006, there was a ministerial decree establishing family planning products and services as free.  This policy action is deemed an important step in reducing access barriers for clients.  However, as of yet, it does not appear the government has considered the follow-up actions required for this decree to be effective.  Thus far, it does not appear that this policy change has been widely disseminated to the community level and therefore it is not reaching the intended beneficiaries of this change – the current and potential users of contraceptives.  Again, upfront capital investment is required to inform clients and educate service providers. Global experience suggests that eliminating service product fees may bring an increase in demand, and this, in turn, will require additional funding for contraceptives as well as for logistics and service provider capacity.  
Procurement and customs  

As the government relies on external support for the provision of family planning supplies, procurement is currently done through these respective donor mechanisms. However, there still remains a need to coordinate these varying procurements, and to have procurement planning and program management staff who are trained to comply with different funders’ regulations, such as the stringent rules for World Bank-financed procurement in the health sector. 

Total market approach 

The draft Reproductive Health Strategy endorses collaboration with the private sector, and uses the term “total market approach.”  However, as one report notes, the “role of the private sector either as a partner to, or agent for, the public health sector remains largely unexploited.  Such linkages that do exist are informal and largely unregulated, and are characterized by an extensive satellite network of pseudo private services, owned or operated by public sector employees.  Considerable resources are expended by households on private services of unproven quality and cost effectiveness.”

The private and NGO sectors are important contributors to national RH goals.  They are equally important in reducing the financial and resource burden on the government to reach these goals.  While the government has taken some steps to engage the NGO and private sectors through such things as training of and waiving of customs for socially marketed products, it does not appear to be a well delineated or coordinated strategy.  Such a strategy would help rationalize markets and reduce overlap.

In further examining the total market, it appears that the true commercial sector may not be optimally tapped.  Engaging this sector could further diversify and expand the coverage and availability of contraceptives.  The primary goal of such a strategy would likely provide increased access to services and choices to those with the ability and willingness to pay.  It would also help rationalize the public sector’s limited resources, allowing the public sector to focus more intensively on the poor and underserved.

Many of the opportunities to better tap into the comparative advantages of the various private sector channels are method specific.  For example, there is likely not a significant market for female sterilization in the private sector both because of the costs and skill required for such a method as well as the limited number of acceptors of this method (CPR for female sterilization = 1.7%).  However, there may be significant private sector market potential for pills with examples of success generated in numerous countries.  In Yemen, pills are the most popular modern method (CPR= 6.3%) and the skill required for resupplying them is relatively modest. Furthermore, there appears to be moderate gain in the pill market for subsidized socially marketed pills. Social marketing helps transition users and prime the market for the true private sector. To date, it appears that the true private sector has not seen such positive results.  One stakeholder reported that due to poor uptake, Wyeth has stopped distributing family planning products. While this may be due to a lack of existing demand or income for the true commercial sector, it may also be due to the fact that the leakage from the public sector is seriously undermining any potential growth for the private.  

The figure below shows the current source mix as well as the mix with an increase in private sector provision of pills using the current CPR and illustrates the cost savings for the government.  In this scenario, increased reliance on private sector channels for providing oral contraceptives would produce a savings to the public sector of USD 3.3 million over ten years.  This savings only reflects commodity costs.  There would also likely be a savings in terms of service provider time.  In serving fewer clients for resupply methods, public sector providers would presumably have more time to dedicate to other responsibilities (i.e., outreach, counseling on long acting permanent methods (LAPM), etc.).
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Figure 6:  Impact of increased role of private sector pills
SUPPLY CHAIN MANAGEMENT

This discussion covers the management and distribution of reproductive health commodities including contraceptives.  We base the assessment on the key elements of a functioning logistics cycle as shown below:  

Figure 7: Logistics Cycle
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According to the 2003 Yemen Family Health Survey, the majority of family planning users rely on the MOPHP as their source for contraceptives. It is therefore not surprising that the MOPHP system is of most concern to the Population Sector. As such, most of the discussion in this section is dedicated to the public sector’s logistics function with less attention on the Yemen Family Care Association (YFCA) and the Social Marketing Project (SMP) systems.  

For the public sector, we review the intended design of the logistics system as compared to how the system is actually working in practice.

Ministry of Public Health and Population

Structure

The figure below shows the structure of the MOPHP distribution system.  

Figure 8:  Diagram of Public Sector Contraceptive Distribution System
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Source:  Ministry of Public Health and Population, Manual of GHO Contraceptives Supply System
To give a sense of the breadth of the logistics system, we note that below the central level there are 21 governorates and 336 districts.  The system of central, governorate and district storage facilities is intended to serve as a network of almost 3,000 health facilities.  

The system consists of customs plus four tiers of storage.  The tiers are the central warehouse, governorate storage facilities, district storage facilities, and the health facilities.  For all levels below central, we use the term “storage facilities” rather than “warehouse” because these sites vary in nature, some being small warehouses, some storerooms and some just cabinets or drawers.  

According to a translated version of the Manual of System of the Governorate Health Office (GHO) Contraceptive Supply, contraceptives are ordered using the “requisition and supply” form.  Commodities are intended to be issued every 6 months from the central to governorate level, and every three months from both the governorate level and district level.  The current system design includes safety stocks with a minimum pipeline of 19 months and a maximum of 33.  For each tier, the min/max levels are set at 9/15 months for the central level, 5/9 for governorates, 3/6 for districts and 3/2 for facilities.  These levels are extremely high and lead to very  expensive pipelines, with more storage space required, more materials handling, and more cash tied up in inventory than may be necessary. 

The manual details the role of the supervisor with respect to logistics.  Specifically, the manual indicates that the supervisor’s role is to “deliver” contraceptives, collect information, reports and specify needs for contraceptives, train staff and provide feedback information.

Function

Before discussing specific findings, we urge readers to bear in mind the following:  the responsibility of assuring the supply of contraceptives to almost 3,000 health facilities is immense.  Most staff with logistics responsibilities have never received the training, equipment, money, and other resources that are required for operating an effective logistics system.  Many have performed respectably under the circumstances and it is a wonder that the situation is not worse.

We are fortunate to have as a resource three surveys carried out by MOPHP in collaboration with UNFPA, GTZ, and USAID within the last three years.  Taken together they provide a good picture of the contraceptive logistics system as it actually functions within the MOPHP system today.  It is not surprising that the findings are very similar, and it is not necessary to consider all three in detail.  The discussion that follows is based primarily on the GTZ study.  Where there are contrasts or additional findings from the other two studies, we add these in. The GTZ study was conducted in August 2005.  The findings are based on a purposive sample of 129 health facilities and storage sites in Abyan, Al Mahweet, Amran, Hajjah, Ibb, Marib, and Sana’a.  The sample included 7 GHO warehouses, 32 district storage facilities, 29 district hospitals, 24 district capital-located health centers, 11 other health centers, and 30 health units.

This section also includes anecdotal evidence from a focus group discussion with Directors of Reproductive Health from seven governorates. These key informants represent governorates that include both districts that are donor supported as well as districts that are not supported. Invariably, the directors responded to questions concerning the functionality of the logistics system in two ways: one response described the donor supported districts while the other described a very different situation for those not supported by donors.  In addition to characteristics of “haphazard” and “unfair mechanisms” for supply, the directors also suggested that it is difficult to manage the multiple systems.  

Forecasting and financing

Forecasting and financing of supplies as part of the logistics system have been addressed in the Financing section of this assessment.  However, it is worth noting that in addition to the financing needs related to commodities, there is also the issue of financing the logistics system itself.  In many countries, all attention is focused on the cost of the product alone, while investment in these very important functions is often overlooked.  Such things include customs clearance, storage, transport, inventory control, record keeping and reporting, and product quality assurance activities —all of which require financial support in addition to the cost of the product itself.

Procurement and product selection

According to stakeholders, only products on the National Essential Drug List and registered with the Supreme Drug Authority can be procured.  For family planning, the EDL includes 

· Ethinylestradiol/levonorgestrel (30/150 mcrgr)

· Ethinylestradiol/levonorgestrel (50/250 mcrgr)

· Norethisterone

· Copper containing intra-uterine device (IUD)

· Condom

· Spermicide

Neither implants nor injectables are included on this list.  However, stakeholders report that product registration is a relatively fast process. 

In the past, MOPHP has relied heavily on UNFPA to execute procurements.  Experts brought in by UNFPA, and to a lesser extent USAID, have worked with the Population Sector staff to prepare the procurement quantities.  UNFPA-Yemen then works with UNFPA’s central procurement to purchase the requested supplies.  After the quantification is completed it takes about one month to plan to order and approximately two months for the order to be submitted to the shipper and confirmed, and finally about two months are needed for the product to reach Yemen.  This gives a relatively short total lead time of five months.  While nearly all contraceptives are purchased by outside agencies at this time, there is a plan to purchase both contraceptives and other RH supplies using internally generated funds (MOPHP, Social Fund, and National Population Council (NPC)).  Unfortunately, we were unable to assess the capacity of the MOPHP’s procurement system, but it will be important to do so within the context of the RHCS framework.  However, whether the MOPHP coordinates or conducts procurement, there is need for increased capacity and for the roles and responsibilities of this function to be clarified.  Currently, it does not appear that there is one person/unit with the authority and capacity to take on this role. Similarly, it does not appear that there is a coordinating mechanism and indicators that such a person could and should use to monitor the status of these procurements.  For example, in 2005 USAID donated pills for the RH program.  However, the brand was inconsistent with those already in use and these contraceptives were rejected by consumers.  Similarly, UNFPA is procuring using World Bank funds and is operating on the assumption that this procurement reflects the total supply for the public sector.  However, the MOPHP has also received internally generated funds for procurement for 2007/2008.  Although the status of this procurement is unclear, it would be important for this amount to be factored in when planning for the World Bank supported procurements.  Furthermore, experience from other countries has shown that World Bank procedures can be very complicated.  This further supports the need to build procurement management capacity within the MOPHP.

The process of customs clearance is currently not efficient, and is the subject of complaints by both the Population Sector and donors who reported problems including customs staff not being able to process documents written in English and the large number of signatures required.  Clearance delays have been up to six months, which raises the problem of exorbitant demurrage fees.  However, other programs are experiencing more positive results.  For example, the expanded immunization program (EPI) developed interventions to specifically address the customs clearance issues.  The program targeted customs staff in an effort to show them the value of vaccines and the importance of their role in vaccine program successes.

Storage

There appear to be widespread issues related to storage practices. The GTZ survey gathered data on 18 indicators of good storage.  According to the survey, an overwhelming 121 (94%) health facilities and storage sites do not apply or know of the practice of First expiry, First out (FEFO).  Other examples of problems with storage include the following:  82 (63%) sites had a store-in-charge who was not familiar with recommended storage conditions of different contraceptives; 38 (29%) storage sites were poorly kept (ex, not clean, free of debris); 51 (40%) did not have ventilation; and 20 (27%) did not have cabinets or shelves for storage.  This was confirmed by Directors of Reproductive Health from seven governorates who said that some of their districts lack cabinets.

Not revealed by the surveys, but rather by interviews and a site visit, are pressing central level storage problems.  The warehouse where incoming contraceptives are stored is clean and well equipped with pallets and racks and conditions have greatly improved.  However, overall central storage arrangements are not satisfactory.  The warehouse is now full from floor to ceiling.  This existing store is rented, using funds available through UNFPA.  It sometimes occurs that the landlord locks the premises, claiming that the rent is late.  Occasionally in the recent past the electricity has been cut for the same reason.  Of further concern is that consignments of contraceptives purchased with World Bank credits under the soon to expire Health Reform Support Project (HRSP)' are beginning to arrive and there is simply no space for them.  World Bank staff have stated that there may be funds available to rent storage space for this incoming stock.  However, it seems that the Population Sector has yet to start the process for facilitating this resource.

Several stakeholders mentioned the possibility of integrating family planning within the essential drug program.  Essential drugs are now managed by the Drug Supply Department, which anecdotally appears to be limited in its operations.  However, this program has a central warehouse, four regional ones, and storage facilities in most governorates.  Although we were not able to further investigate, it is possible that these spaces could be of use for contraceptives.

Inventory management

The GTZ study did not directly describe the status of inventory management strategies such as “push/pull” systems or use of “safety stocks” or “min/max” levels.  However, in a situation characterized by variable ordering/reporting periods, lengthy stockouts for most products, and staff who are not familiar with the system manual, it is difficult to imagine that a min/max system could work in these circumstances.  The staff in charge of contraceptive logistics at central level have stated that they do not consider this aspect of the system design to be operational.

While it is a positive development that the current system design includes safety stocks, the levels that have been set are very high with a minimum pipeline of 21 months and a maximum of 32.  In many countries it has been possible to operate on pipelines of 12 and 18 months respectively.  This would greatly reduce inventory holding costs.  

There are widespread problems with record keeping.  The GTZ study assessed the completeness of record keeping using two methods.  The first method was to compare the results of physical counts with entries in stock records. Taking into account all contraceptives in the mix, differences between the counts and the records were prevalent in almost all facilities visited.  However, good record keeping was documented in at least five sites.  The second method was to ask staff to locate all of the Mycrogynon within their facility.  In fact at only 17 sites were staff unable to do so, and only half were able to state the correct amount in stock by consulting records.
Distribution

It is difficult to characterize the distribution component of the logistics system.  The information available on quantities of contraceptives distributed by the MOPHP to the governorate level is relatively complete.  In 2006, the system distributed to the governorate level 1,808,018 cycles of oral contraceptives, 906,268 condoms, 28,200  IUDs, 289 implants, 233,610 injectables and 763 vaginal foaming tablets (VFTs). However, issues data is not available below the governorate level and data from the three surveys, and from direct observation, make it clear the contraceptive distribution does not function as intended.  

The tiers, or levels, of the system are linked by a variety of transport arrangements.  According to the GTZ report, in almost all cases, including from the central store to the GHOs, it is the lower level (receiver) who picks up supplies as opposed to being delivered by the higher level.  The means of transport is usually a rented car.  In Abyan public transport is often used.  When asked, staff at about one- third of sites stated that they would prefer to have stock delivered.  Another third stated that they would prefer it if they received the funding to support the transport on a regular basis.  Staff at eight sites stated that supplies should be delivered on supervisory visits.  The preference for having stock delivered was highest at the relatively remote health units, with 21 of 30 (68%) of staff saying that this would work best for them. There is one seemingly positive outcome associated with requesters picking up their own supplies, that is, 110 or 85% of  requesting sites have their stock in hand within one week of preparing their orders.  

A mix of order intervals is used within governorates, with some sites ordering monthly and others ordering less frequently using periods of between one and three months.  This means that for the system as a whole there is not a standard order interval, which makes it difficult to implement such concepts as buffer stocks and min/max levels, and this in turn makes it difficult to guarantee continuous stock availability.  A visit to a health unit confirmed this as service providers described that they had no specific ordering period and that they “request when they are low.”

Not explicit in the GTZ study, but often described elsewhere anecdotally, are complaints that local budgets are not sufficient to cover the cost of transport for reproductive health products.  Based on information provided by 101 sites, the average cost per transport between GHOs and lower level facilities is about YR 2,350 (~USD 12). Some donors are currently working with the MOPHP to develop and support distribution plans.  The status of these efforts could not be determined during the assessment visit. 

Because of the vertical nature of the health programs, it appears that many district and health facility staff tend to manage the transport and storage of the contraceptive separately from other stock.  For example, it was reported that supplies from different programs such as EPI and family planning are delivered in separate vehicles to districts and health facilities, a practice that tends to increase overall transport costs – a further constraint given the limited transport budgets often cited as a main cause for infrequent supervisory and resupply visits.

Logistics management information system (LMIS)

Most sites report logistics data.  This is a positive finding.  The GTZ study found that 106 (82%) facilities did forward reports.  About half of the reports are monthly and about half are quarterly.  About 80% of the reports submitted contain data on numbers of clients served by method and/or quantities of individual contraceptives dispensed to users or issued from storage sites.  These reports are handwritten.  One obvious cause of concern is that, as previously indicated, stock records are often inaccurate, and this makes the quality and completeness of the data in the reports doubtful.  Still, to conclude on a positive note, it does reflect well that such a high percentage of sites do report.

What actually happens to logistics reports is something of a mystery, and the GTZ study unfortunately sheds no light on this.  At central level, logistics staff report that the only logistics information they have for governorate level or below is what the central level issues to the governorates.  There is no information on issues and balances below the central level.  Through the logistics information system no information on quantities of contraceptives dispensed to users rises to central level.  However, dispensed to user data does reach the central level through the health management information system (HMIS) system, serving as the basis of many of the Logistics Unit’s decisions and management.  However, because reporting rates for the HMIS information is not known, the confidence in this information is also questionable.

Despite the limitations in the types of logistics data that flow up through the distribution system, what is available at the top is aggregated and stored in an electronic database.  Most available data have to do with receipts and balances at central level, plus issues from central level to governorate level.  Central level logistics managers also track the status of incoming shipments, using information supplied by UNFPA.  However, this does not appear to be routinely done nor do all the decision makers who need this information receive it. 

Capacity and supervision

While training and supervision are not sufficient, there are some positive developments. The GTZ study found that for the sample as a whole, a high 87% of all staff interviewed said they were satisfied with the working environment in general.  Furthermore, average duration in post was 6.6 years, meaning that staff turnover does not appear to be a major problem.  Nested within these positive findings, however, is the fact that 83% of all staff interviewed felt that their knowledge of contraceptive logistics is insufficient to deal with the daily work.

Overall, only about 50% had ever received any training related to their responsibilities for managing contraceptives.  Of those who had received training, less than 50% had received training for such tasks as ordering and receiving, storage, dispensing to clients, distributing to other facilities, calculating needs, and reporting.  For dispensing and distributing the percentages were particularly low at 32% and 24% respectively.   Although 77% of those interviewed felt they knew how to calculate contraceptive needs, less then 5% could correctly define such terms as “average monthly consumption” or “safety stock.”

Only about 30% of all facilities reported having ever received a supervisory visit.  However, responses varied considerably between governorates.  In Abyan, Ibb, and Marib, about 80% of facilities have received supervision specific to logistics.  Only three of all facilities visited in Amran, Hajja, and Sana’a reported such supervision in only two to three facilities.  At the health facilities level, almost all supervision comes from the GHO.  Only eight facilities in the sample overall reported ever having received a supervisory visit from district level.

In response to identified weaknesses in logistics capacity, the Population Sector developed a system operations manual (“Manual of GHO Contraceptive Supply System”) and in 2004 had planned, in collaboration with UNFPA, to begin a nationwide training effort.  The plan was not carried out. It also does not appear that the manual has been formally reviewed for quality and technical rigor.  While not focusing exclusively on this aspect during our assessment, we were able to have the manual translated and can provide the following observations:

· While the manual is a “good start,” it does not appear that it is a fully developed, useful tool for the work place. 

· It contains a good deal of useful information, including organograms and flow charts, job descriptions, forms, and problem solving exercises.  It also has “trouble shooting” tables that give options for solving common problems.  

· However, a serious shortcoming is that it does not yet effectively convey that contraceptive management is a recurring cycle of activities such as receiving, storing, controlling, issuing, ordering, and reporting.  

· Although most of these topics are covered, the steps for the activities are not complete and in some cases they may be stated too briefly to be well understood.  

· It does not appear that it would take significant effort or time to revise the current draft into a more useful manual.  However, doing so should likely be a participatory approach to garner necessary input from all levels of the supply chain.

In addition to ensuring the quality of the content, the manual must be available for staff to use.  According to the GTZ study, copies of the “Manual of GHO Contraceptive Supply System” were found in over half of the facilities visited.  Most staff interviewed, however, were not familiar with it. For example, it was found in six of the seven GHO warehouses, but only two persons at that level were familiar with its contents.  At the health unit level, four of the 30 (13%) sites visited had a copy, but no staff member interviewed was familiar with its contents.

In general, it appears that capacity is not addressed in a sustainable way. Currently, it appears that the donor-supported districts are receiving training and supervision while those that are not supported lack this attention. In addition, there appears to be no routine inclusion of logistics skills in the pre-service training for service providers.

Product availability 

Product availability is a basic criterion for RH commodity security.  The GTZ survey found that while contraceptive pills were available in more than 90% of facilities visited, they were not available at the time of visit in facilities in Amran, Sana’a, and Ibb.  The male condom was not available in 15% of facilities in all governorates.  Depo Provera was not available in 25% of visited facilities in Amran and Sana’a governorates and 37.5% in Hajjah.  The IUD was not available at more than 60% of all facilities; implants were only available in one of the visited facilities in Abyan and Al-Mahweet and in only three facilities in Hajjah.  Neither of these two contraceptives was available in all facilities at the time of visit.  Very significantly, no facility had the complete contraceptive mix in stock.

The GTZ survey found stockouts for the six months preceding the survey in all governorates for Microgynon (mean 43 days) Micronor (40 days), for IUDs in Sana’a and Al Mahweed (48 days), and Depo Provera in Amran and Abyan (46 days).  

In addition to the contraceptives and RH commodities, other supplies, equipment, and furniture are essential for quality RH/FP services. According to the GTZ survey, all governorates surveyed had facilities which did not have syringes to supply Depo Provera at the time of visit. A UNFPA assessment of maternal and neonatal health needs in which a total of 169 facilities were surveyed also examined the availability of these essential supplies. In the following table, we see that most of the sites were stocked out of IUD insertion (93%) and removal (95%) kits. Anecdotal evidence supported this finding and also highlighted a general lack of MVA equipment.

Table 6. Availability of equipments/furniture

	
	HC (n= 52)
	HU (n=67)
	Total
	NB

	Item 
	Yes (%)
	No (%)
	Yes (%)
	No (%)
	Yes (%)
	No (%)
	

	Bed for IUD insertion 
	12
	88
	
	
	
	
	

	IUD implant kit 
	7
	93
	
	
	
	
	

	IUD removal unit
	5
	95
	
	
	
	
	

	Cupboard to keep contraceptive equipments and methods  
	47
	53
	45
	55
	46
	54
	

	Container for sharp tools 
	15
	85
	22
	78
	18
	82
	


Source: UNFPA MNH assessment

Other Logistics Systems

Yemen Family Care Association

The Yemen Family Care Association (YFCA), the national affiliate of the International Planned Parenthood Federation (IPPF), introduced family planning and public service contraceptive distribution in the country in the 1970s. Currently, it receives product from UNFPA, IPPF, and Organon.  YFCA receives approximately 20% of its supplies through the MOPHP.    

In 2006, YFCA distributed 229,328 cycles of oral contraceptives, 17,995 condoms, 2166 IUDs, 851 injectables, and 948 VFTs. The volumes received from IPPF and Organon are not great.  A grant from IPPF provides such items as VFTs and diaphragms, which support the YFCA’s desire to assure choice in its method mix. 

YFCA stores its incoming supplies at its central storage facility and distributes them through 11 health facilities that it manages directly. According to the 2006 annual report, these facilities, in turn, redistribute to 76 additional facilities including sites managed by YFCA, MOPHP, and NGOs. However, YFCA staff have stated that their system ultimately reaches about 250 facilities, which means that there is redistribution taking place that is not reflected in the report .While we did not examine the operations of the distribution system, it is a positive indicator that YFCA tracks the quantities of different products distributed to and through its 11 centers, suggesting an LMIS that functions at least to the second tier of distribution.

Social Marketing Program

The Social Marketing Program (SMP) is implemented by Mary Stopes International with funding from Kreditanstalt fur Wiedraufbau (KFW).  Using these funds, the country office purchases its own contraceptives.  To do so, SMP uses international competitive tendering.  Subsequently, YFCA sells the stock at moderate prices to local wholesalers. In 2006, the SMP sold 354,350 cycles of oral contraceptives, 739,699 condoms, and 17,499 IUDs. According to SMP, they target largely middle- and low-income consumers.

The SMP outsources storage and distribution management to a private company, NATCO, which distributes product through 186 wholesalers and 499 retail sales points.  There are three classes of wholesalers with the largest ones having the capacity to deliver to rural areas, while the smallest are passive operations who serve those retailers who come to them.  The project itself employs a team of detailers who promote the SMP brand – Protec – face-to-face to doctors, midwives, and retail pharmacies.

In Yemen, SMP regulates the prices of its drugs and commodities.  The SMP price structure includes 10% mark-ups for the prime vendor and wholesalers, plus a 20-25% mark-up for retailers, depending on the product.  In addition to managing distribution, NATCO also manages the return of revenues.  SMP staff highlighted the issue of donated contraceptives leaking from the public sector and undermining their competitive position in the marketplace.

Service Delivery

Similar to many countries, Yemen is faced with human resource challenges in delivering health services to the population.  These challenges are not only in having the right mix of trained service providers but also having those who have adequate skills to efficiently provide all RH/family planning services. While human resources is a cross-cutting issue and one that affects all health programs and disease burdens, this assessment examined the impact on family planning, specifically focusing on two key issues: staffing levels and patterns and the capacity of those staff in place. The draft RH Strategy has identified several approaches for addressing these issues, including:

· Increasing the percent of trained community midwives (CMWs) employed through the government, with priority given to remote areas.

· Increasing the number of trained FP service providers, especially female.

· Improving service providers’ skills in counseling and quality management.

· Implementing a policy for CMWs to insert IUDs.

· Routinely using data to monitor and manage service provision.

Staffing

The distribution of staff ranging from hospitals down to the health unit level shows a wide disparity in staffing patterns both in quantity and the range of skill levels in the public sector.   As indicated in a survey of Yemeni midwives in five governorates, the cadre of staff at the lowest service delivery point (the health unit) is typically limited to community midwives and morshedas (female paramedical workers) and, to a lesser extent nurses and trained midwives.
 

Figure 9:  Number of Cadre by Health Facilities Type
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Approximately 45% of health facilities in Yemen provide family planning services. In terms of the numbers of service providers available for family planning and reproductive health service provision, the country is showing improvements for several cadres of staff.  According to the MOPHP (census figures), the numbers of medical assistants and qualified midwives have both increased from 2001 to 2003.  However, the same data indicate that the number of qualified nurses has decreased.

Figure 10:  Trends in numbers of health care providers
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For midwives, this trend is confirmed in a study of five governorates which indicates that there has been a dramatic increase in the numbers of graduates.
  However, a World Health Organization (WHO) study (2004) indicates that the number of midwives in Yemen is just .02 per 1,000 people.
 

Figure 11:  Numbers of midwives in 5 governorates by graduation year
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Source:  Survey of Yemeni Midwives in targeted governorates, BHS Project, USAID. 
As indicated, the national Family Health Survey reports that unmet demand for family planning is 41% in urban and 54% in rural areas.  This disparity suggests that the high unmet demand for family planning in rural areas may be due to insufficient numbers and inadequately devolved staffing patterns.

Several projects are working in partnership with the MOPHP to increase coverage of family planning services in rural areas.  Community-based distribution (CBD) of family planning was piloted by the YG-RHP in 17 villages in eight districts in five governorates.  In this two-year pilot, 34 CBD volunteers were recruited, trained, supervised and provided with a tool kit (containing behavior change communication (BCC), referral cards, and supply of combined oral contraceptives (COC), progestin only pills (POP), condoms, and clean delivery kits). 

The strategy of deploying CBDs is a proven model throughout the world and is an effective means of increasing FP access to hard to reach or rural populations reducing barriers (i.e., geographical, cost, transport) to uptake.  The initial findings from the pilot show some positive results.  However, again borrowing from international experience, the sustainability and quality aspects should not be overlooked as there is ongoing need for refresher training and close ties with health facilities through active supervisory links. Furthermore, the costs associated with this project were great and unless strategies are adopted to lessen the level of investment required, it may prove too costly in reality for replication and scale up. 
The draft RH Strategy highlights the importance of increasing access and coverage to family planning by enabling CMWs to insert IUDs.  While ensuring that supportive legislation and regulations are in place is a  policy function, there will also be a need to roll out a training for this cadre once this policy has been changed.  Similarly, there may be opposition to this devolution among higher cadre of staff.  IUD insertion and removal are often sources of revenue for public and private sector doctors and nurses and therefore these service providers may resist devolving this function to CMWs.  Furthermore, as seen in the product and equipment availability section, numerous sites already lack the equipment needed for insertion and removal.  This is an important consideration when selecting and training CMWs in IUDs.

Quality of Care

In addition to staffing patterns, the quality of service provided at MOPHP facilities may also be a contributing factor to unmet demand.   This is discussed below in terms of training, supervision, and sources of service.

Training

The recent study in five governorates indicates that the percentage of staff trained in family planning was low for all cadres of staff.  Overall, only about half of all health workers are trained in family planning.

Figure 12:  Percent of staff trained in infection prevention and family planning
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Informants report that clients bypass the lower level health facilities because they lack confidence in the skills or in the assurance of product availability.  A 1998 study found bypass rates of 42% to 73% for different areas studied.  In addition to imposing significant geographic barriers and constraints on the client, this is also an indication of the perception (whether true or not) of poor quality services.  Outreach and client-focused strategies are important ways to change these perceptions.  

Similarly, according to the most recent Family Health Survey, side effects are a main reason reported for non-use of family planning.  Again, client perceptions are an important indicator for training needs. This is supported by anecdotal evidence from informants indicating that service providers themselves harbor myths and misconceptions about certain methods and this information is often transferred to the community.  Many stakeholders advocated for refresher training that focuses on Contraceptive Technology updates and counseling to address these issues.  

With the existence of numerous projects focused on select districts, training interventions have thus far appeared to be ad hoc, limited in scope, and dictated by donor project interests.  Again due to lack of resources and capacity at the central level, there does not appear to be a comprehensive national training plan which prioritizes needs, coordinates inputs, standardizes strategies and, finally, links service delivery directly to the logistics system.

Supervision and Guidelines

Supervision and routine on-the-job training are important strategies for capacity building and quality assurance.  They serve to provide health providers with feedback on their performance and allow supervisors to monitor problems and resolve issues in a timely manner. As mentioned, inadequate staffing levels obviously also inhibit adequate supervision. Interviews with health facility staff and other stakeholders revealed that supervision does take place but is often infrequent due to limited transport and time. Supervision specific to RH/FP is also limited due to the vertical nature of programs and is typically focused on sites within the donors’ “supported” districts.  It was reported that higher level staff combine supervision with distribution of commodities – so if district or governorate staff are delivering vaccines, they focus their feedback on the immunization functions of the site. The Midwives Survey also noted that most care providers had stated that the limited number of supervisory visits they had received were always from the governorate level and never from the districts.  Financially and logistically, it will never be possible to achieve adequate coverage from the governorate level and the general tendency for district health offices not to supervise needs to be corrected.

The Population Sector is currently updating the National FP Guidelines. At present, the guidelines include by five manuals: Criteria for Family Planning Services, Manual for the Supply System, Manual for Referral of Family Planning Services, Manual for Education and Communications, and Manual for Preventing Infections. The graph below shows the availability of the existing standards and guidelines by governorate.  Availability differs according to health facility type with lower levels of the health system having less availability of these standards than the higher level facilities. For example, only 17% of health centers and 24% of health units have the Manual for Referral. 
Figure 13:  Availability of Services’ Standards in Five Governorates
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 Source:  UNFPA Needs Assessment of Maternal and Neonatal Health

Source of service and contraceptives

The private sector has an important role to play in increasing access to quality service provision.  According to the most recent national survey, the public sector is the major source of supply with 52% of all MWRA relying on the public sector, followed by NGO/private doctors/hospitals (22%), and pharmacies (21%).  Similarly, by method, the public sector serves as the major source for all methods but condoms whose users rely largely on pharmacies.  Pharmacies are also a significant source for pills (33%) and this may represent a growing market for pills (as the source of both pure private and socially marketed pills).

Figure 14:  Sources of Supply
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Source:  Ministry of Public Health and Population PAPFAM. March 20, 2005. Summary Report of the Yemen Family Health Survey 2003, Draft 20.

Marie Stopes and YFCA have mandates to provide additional sources of service and supply delivery for the client. Marie Stopes as part of the Yemen-German Reproductive Health (YRH) Program focuses on increasing service and supply provision through the private sector. Interventions focus on training and counseling skills targeting public service providers (knowing that many also have private services), pharmacy workers and drug retailers. Marie Stopes also conducts research to better understand client knowledge, attitudes and practices, and develops behavior change interventions and information, education, and communication (IEC) campaigns. Because these IEC campaigns on radio and TV are generic in their messaging, they serve to raise the general awareness of the public.

The IPPF affiliate, Yemen Family Care Association (YFCA), is a well known NGO. YFCA was the first public service organization to distribute contraceptives in Yemen.  Currently, they reach a reported 250 sites nationwide, through a network of fixed and mobile clinics. YFCA provides maternal and child health (MCH) and RH services including adolescent sexual and reproductive health (ASRH) and post-abortion care (PAC) and have implemented community-based distribution activities.  They also provide training of trainers activities focusing on HIV/AIDS awareness.  
Coordination and Partnerships

In common with most other public health activities, forward progress in RHCS depends heavily on collaboration between individuals and organizations.  When the term “partner” is used in a development context, most people think first of the international partners, or donors, that work with ministries of health to support mutually agreed upon activities.  Given the importance of these partners as investors and technical innovators, this is natural, but donors are not the only partners that contribute to RHCS, and in many ways they are not even the most important ones.  Other partners – active or potential – include:

· MOPHP central level units outside the Population Sector, such as the Directorates General of Finance, Planning, and Primary Health Care.

· Intersectoral bodies such as the Ministries of Financing and Planning, both of which influence the resources that can be made available to the Population Sector and RHCS.

· International development partners including UN agencies, development banks, and bilateral donors.

· Governorate Health Offices and District Health Management Teams, and through them, ultimately health care providers and communities.

· MOPHP programs and units at any level that are involved in logistics and may be candidates for sharing such resources as storage space, transport or information.

· Other service providers that could contribute to improving RHCS such as the Yemeni Population Council, the Yemen Family Care Association, the Yemeni Midwives Association, pharmacies, and private clinics. 

Below we briefly discuss the effectiveness of these organizations in coordinating and partnering and attempt to identify gaps or weaknesses in coordination efforts.

Ministry of Public Health and Population

According to Article 23 of the “Organizational Bylaws of the Ministry of Public Health and Population” for 2004, the General Directorate of Reproductive Health is responsible for, among other components, coordination with partners and stakeholders
.  Due to the nature of RH services as well as the strategies adopted by the Population Sector, there is need to coordinate and collaborate with numerous partners.  

Figure 15:  Organogram of the Ministry of Public Health and Population
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As seen in the organogram above, within the MOPHP, the Population Sector must collaborate programmatically with the other sectors: primary health, curative (especially related to the Medical Private Entities, emergency services, and pharmaceutical and medical supplies), and health planning and development.  In addition, there is obvious need to work closely with other units, specifically, those of finance, policy, and personnel.  In the course of this section, we will see that in some cases the Population Sector has been a very effective coordinator, while in other cases, less so.

Coordinating mechanisms

The need for collaboration among these and other key stakeholders has been identified and resulted in the development of Terms of Reference for a Reproductive Health Steering Committee (RHSC).  According to the TOR, the RHSC is supposed to be a high level group that meets twice a year to oversee population program issues and contributions, policy and strategy guidance, harmonize efforts, and “Strengthen inter-sectoral coordination and cooperation among different ministries and intra-sectoral coordination and cooperation within the different sectors and departments of the MOPHP”.
 Membership includes key ministries (i.e., Finance, Social Affairs, Religious Affairs, Information, and Education) as well as the National Population Council, High Council for Motherhood and Childhood (HCMC), Yemeni Women Association, Social Fund for Development, a representative of the Health and Population Committee at the Parliament, the Higher Institute for Health Sciences, donors and others.  According to stakeholders, this Committee does not meet as scheduled and its impact, if any, is difficult to assess.  

However, a more technical group that mirrors the RHSC mandate is active. The Population Sector chairs the Reproductive Health Working Group (RHWG), a seemingly open forum that meets monthly under the guidance of the Population Sector.  In addition to routine discussions, this group establishes subgroups as needed.  To facilitate coordination, the RHWG has produced a spreadsheet-based map of RH activities that shows the types of programs that various partners support at both central level and by governorate.  Activities are grouped under the following main headings:  Institutional and Human Capacity Building, Norms and Regulations, Service Delivery, Reproductive Health Commodity Security, and Behavior Change Communication.  The map, which seems to be an effective coordination tool, is periodically revised; the latest edition is dated March 2007.  

The RHWG does appear to meet routinely, and in some cases, forward motion on pending activities appears to be good.  This has been the case with the commitment of funding for contraceptive procurements and the development and approval of the RHCS terms of reference (TOR). In other cases, however, the RHWG appears to be unable to overcome bureaucratic delays, as has apparently been the case with the seemingly simple need to print Reproductive Health Registers.  This item appeared on the agenda February 2007, only to be brought up again and discussed at length again in June, with little movement in between.  The RHWG meetings also appear to focus largely on topics of immediate interest with more routine issues seeming to fall off the agenda.  For example, the RHWG would seem to be an ideal venue for sharing and coordinating routinely collected data on funding (commitments, allocations, and disbursements), procurement (shipment schedules and amounts as well as storage issues), and logistics and service statistics. 

International Development Partners

A number of international development partners currently work in reproductive health.  These include UNFPA, UNICEF, World Bank, the European Union (EU), GTZ, KFW, RNE, DFID, and USAID.  These partners appear to value and support the Population Sector’s role in coordination and oversight of the reproductive health programs.  As noted above, some of them are very active in the RHWG, have developed coordinating mechanisms such as the partner matrix and, for the most part, understand the value and contribution the respective partners play and make efforts to share information and coordinate strategies.  However, according to MOPHP staff at both central and governorate levels, it is also the case that some of the donor partners bypass the national systems and central level management in their support to governorates.  This tends to create redundancies in systems and gaps and overlaps in strategies and target areas.  For example, some have reported that the donor practice of focusing on selected districts has in some cases led to the creation of divergent logistics systems in “supported” and “unsupported” districts, a practice that has increased work loads, complicated planning and management, and created perceptions of inequity.  

Governorate Health Offices and District Health Management Teams

Regardless of what planning takes place at the central level, RHCS will produce no impact independently of governorate and district inputs.  This would be true in any case, but the importance of the fact is re-emphasized by MOPHP’s health sector reform (HSR) efforts, with decentralization and integration being key strategies in this effort.  Such important activities as LMIS, storage and transport of RH supplies, improving health workers’ family planning skills, and implementing community-based distribution programs will take place at these levels.  And although some of the development costs of these and other activities may be shared by the international partners, the ongoing recurrent costs of maintaining improvements – for transport and supervision, for example – will need to be supported by the governorates and districts.

.  

To bring about and sustain improvements in contraceptive supply chain management and family planning services, the Population Sector will need to work with the GHOs to assure that adequate funds are available for training and supervision. Within the context of  HSR, if family planning and reproductive health are integrated into an essential drugs package in terms of financing, there is a real threat that as preventive care they may not be given priority.  Global experience suggests that such decisions are not likely to prioritize preventive services and supplies. To avoid, or at least contain, these types of problems, it will be necessary for the Population Sector and RHWG to develop effective ways of influencing practices at these lower levels.

Total Market Coordination

The total market concept was addressed in the Financing Section as a strategy for maximizing resources.  The following focuses on the coordination aspect of total market strategies.

A total market approach refers to the need to not limit family planning/reproductive health efforts to the MOPHP system, but to also take into account the NGO and private sectors as important resources and contributors to national RH goals.  Rather than approaching family planning supplies and services from the perspective of one sector (public, social marketing, private, etc), a total market approach allows stakeholders to take a step back to look at the larger picture and how all relate in consideration of overall impact on family planning.  This approach has been used in several countries (Philippines, Bangladesh, Latin America, etc..) to guide public sector priorities, achieve national family planning goals, and advocate for increased private sector participation in the development of national contraceptive security strategies. Beyond research, advocacy and consensus building, the whole market approach is also about monitoring equitable access to products and services, growing the overall market for contraception, monitoring and collaborating with the private sector, as well as achieving national family planning goals. 

The Reproductive Health Strategy identifies a “total market approach” as one of the methods to be employed to achieve the Populations Sectors goals.  As part of a well orchestrated total market approach, the public sector has certain roles and responsibilities. For example, the public sector  engages and coordinates key stakeholders, regulates and ensures quality, promotes an enabling environment for commercial and NGO participation, and provides a safety net.

Engages and coordinates key stakeholders
In a total market approach, the public sector takes on a stewardship role in which it has the responsibility of monitoring RHCS at all times and coordinating collaborative approaches with stakeholders.  While the Population Sector should be applauded for its efforts to engage the NGOs and social marketing sectors in the RHWG and other coordination efforts, it does not appear that the sector is fully taking on its stewardship role. In a whole market approach, it is ultimately the public sector’s responsibility to ensure that family planning goals are achieved by ensuring that all sectors and services are orchestrated in a way that maximizes resources and ensures that coverage of services and supplies is not lacking for any population segment.  This is not an easy task and it requires Population Sector resources and an understanding and appreciation of the contributions of the various sectors. These roles vary from country to country and even within sectors and therefore without more market segmentation analysis in Yemen (which exceeded the scope of this assessment), it is not possible to fully assess the current situation.  That said, the following table, which lists family planning methods available by source (and for private, also includes anecdotal prices), can be a useful tool for understanding the complete method mix available in country as well as how sectors are complementing each other.

	Method
	Public sector 
	YFCA
	Private sector
	Range of costs at private (YR)

	Combination pills
	( Microgynon 30


	( Microgynon 
	( Microgynon

Yasmin

Gynera

Protec*
	640-650

1800

1050

100

	Emergency contraception
	X
	?
	?
	

	Progestin only pills
	( Micronor


	( Micronor
	(  Micronor

Exluton
	650-100 

	Injectable
	( Megestron


	
	( 
	150

	Male condoms
	( Generic


	
	( 

Protec*

Sure

Simplex

Preventor

Thiqa*
	50 (for 3)

50-100 (for 3)

80 (for 3)

80 (for 3)

50 (for 3)

	Female condoms
	X
	?
	?
	

	Implants
	( Implanon


	
	( Implanon
	250-20,000

	IUD
	( Copper-T


	
	( Protec* 

(private hospitals)
	500

3000-10,000

	Spermicides
	X
	( Pharmatex Foaming Tab
	
	

	Female Sterilization
	(
	( 
	( (private hospitals)
	


* socially marketed/subsidized product

Ensure quality controls and regulation

In addition to overall stewardship, the public sector also takes on the responsibility for ensuring quality controls and regulations of both services and products.  Therefore, as their role in providing services may decrease as other sectors increase their market share, the public sector remains important, as it is responsible for overall quality assurance.  In Yemen, the Supreme Drug Authority and the General Directorate of Medical Private Entities are two organizations that should potentially be engaged in total market considerations.  Unfortunately, we were unable to meet with either during the assessment visit. However, at this point, it does not appear that they have the needed capacity for these roles as there were reports of unlicensed (and ineffective) family planning product on the market.  

Promote enabling environment for private and NGOs

At the same time, it is important for the public sector to also create an enabling environment for private suppliers and service providers. Restrictive importation and tax regulations may limit the number of products available on the market or create artificially high prices. Public sector policies, such as untargeted free programs, or inefficient systems, such as weak supply chains, can also lower demand for contraceptive products and services in the private sector. According to a recent WHO/UNFPA report, there are very few policy barriers to the private sector.  In addition, the government has taken some steps to reduce any existing barriers, such as waiving of customs for socially marketed products.  However, leakage from the public sector supply chain is reported to be a serious threat to the development of the true commercial sector in Yemen.  

Serve as a safety net and extend coverage 
Similarly, once the market is segmented, it would be the responsibility of the public sector to act as a safety net, offering services to groups that, for whatever reason, are not accessing the intended sector.  For example, if it were expected that private pharmacies would focus on provision of pills and condoms to urban women, the public sector should still offer these as part of an appropriate method mix so that those who are not accessing the pharmacies, for whatever reason, will still have access to these methods.  Similarly, certain hard–to-reach populations often have the highest unmet need and are the most difficult and expensive to reach. NGOs and the commercial sectors may not deem it to be economically viable or have the capacity to target such groups. In such situations, it would be the responsibility of the public sector to reach these segments with services and supplies.

Other Potential Partners
There are two important reasons to form partnerships with other national organizations. The first is that the Population Sector will need their assistance to carry out specific parts of the RHCS framework.  The second is that it may be reasonably expected that the international partners will provide resources for implementing parts of the RHCS framework, and sharing these resources with qualified national organizations can help build their capacities and make them more useful assets for future population activities.  Organizations such as the Yemen Family Care Association (YFCA), the Higher Institute for Health Services, and Yemeni Midwives Association are all examples of potential partners who already assist, but could in the future play important new roles in a range of activities including policy formation, demand creation, curriculum development, training, and contraceptive distribution.  

YFCA is a well known NGO.  They directly operate a network of fixed and mobile clinics that provide MCH and RH services, including ASRH and PAC.  They also focus on HIV/AIDS awareness raising activities. YFCA was the first public service organization to distribute contraceptives in Yemen and now they reach a reported 250 sites nationwide.
The High Institute for Health Sciences (HIHS) is one of the most important potential partners for RHCS.  This organization trains paramedics, midwives, physiotherapists, and laboratory technicians.  Importantly, they have main campuses in Sana’a and Aden with branches in 18 additional governorates; only Al-Jauf and Rema are not represented.  They have experience in health worker training, curriculum development and supervisory systems.  HIHS stakeholders said it would be feasible to develop a logistics management training, if they were supported in this undertaking.  They also indicated that it would be feasible to add a supply management module to the midwives training curriculum.  Finally, and significantly, they have provided health worker training to development assistance projects on a contract basis, most recently to the USAID sponsored Basic Health Services (BHS) Project that operates in five governorates.

The Midwives Association’s objectives focus on professional advocacy.  Most of their members are employed in the public sector and they relate closely to the leadership of the MOPHP Population Sector.  With assistance from USAID they carried out a study of midwifery activities in five governorates that exposed a number of important problems that will need to be resolved in order to improve family planning services.  We have made extensive use of this study in the Service Delivery section.

Policies and Advocacy

This section examines the enabling environment for reproductive health and family planning, including government leadership, advocacy, and direct and indirect support to ensure product availability and choice for all women and men who want to use modern contraceptive methods.

Commitment

There is significant commitment to family planning, reproductive health, and population issues in policies and strategies, in part due to its instrumental role in achieving a key goal for the country – reducing maternal mortality –  as well as its impact on other key determinants of progress for the country. References to population, reproductive health, and family planning are well positioned in national policies and strategies in Yemen.  This commitment is likely due to the instrumental role RH plays in achieving key national goals such as reducing maternal and infant mortality, addressing economic issues, and reducing the strain on the limited environmental resources. The following provides an illustrative list of national policies and goals that include or reference family planning:

· National Population Policy 2001-2025

· Women’s Development Strategy

· Poverty Reduction Strategy Papers

· National RH Strategy 2006-2011

· Millennium Development Goal 5 

· Five-Year Strategic Development Plan (2006-2010)

· Yemen’s Strategic Vision 2025 

· National Health Policy

Leadership

Advocacy takes place at numerous levels and by varied stakeholders. And yet, advocacy is an often undervalued role and the capacity to be effective is not a logical part of many of these RH advocates’ skill sets.  That said, key stakeholders in Yemen deserve much recognition for their efforts thus far to elevate RHCS and population issues. Yet their effectiveness in translating this language into meaningful progress is not yet apparent. The following sections outline some of the major RH advocates and examine their leadership and commitment. 

Ministry of Public Health and Population 

The government has demonstrated its support for population and reproductive health issues by establishing the Population Sector within the MOPHP.  The Sector brings recognition of the importance of population issues as well as leadership and resources to focus on these issues.

The Population Sector’s advocacy and policy functions are specific in nature.  Their programs are a critical contributor to the national Millennium Development Goal (MDG) 5 (reducing the maternal mortality ratio by three-quarters by 2015) and as such the MDG 5 has included as one of its targets to increase CPR from 6.1% in 1990 to 19.5% in 2015.  

As a separate sector, the Population Sector is responsible for mobilizing resources for implementation of programs and strategies.  This lobbying is targeted both internally for government support as well as externally to seek donor assistance.  The Sector also identifies and addresses policy gaps or barriers to effective implementation.  For example, stakeholders have recently identified that the lack of policy authorizing CMW to insert IUDs is a barrier to increased coverage and access to long-term methods.  

While family planning does appear to be included in many of the relevant strategies, it also appears that commitment may fall short when it comes to implementing policies and translating this language into action.  This may be due in part to resource constraints and capacity issues noted elsewhere.  There are several ambitious targets attached to many of the goals and included as part of the policy papers, but there seems to be a lack of ability to show progress to these indicators; implying that this commitment may need more follow-through by the MOPHP and Population Sector.  The following table from the draft RH Strategy illustrates some very strong indicators for measuring the family planning and reproductive health program.  However, without investment in the LMIS, for example, it will be impossible to monitor the indicators of 1) reliable quarterly statistics or 2) stockout rates. 

Table 7:   Reproductive Health Strategy Indicators (Draft)

	Indicators
	Recommended level

	 Contraceptives prevalence rate of family planning methods.
	 35% by 2010

	 Percentage of health facilities providing qualified family planning services
	 At least 90% of health facilities

	 Percentage of coverage of remote areas and number of mobile clinics
	 n/a

	 The number of commodities distributed by each system (public, private, social marketing)  +Married years of prevention
	  n/a

	 Precise and reliable statistics available
	 Complete quarterly statistics available at RH Directorate

	 Average of days stock out  per year
	 smaller then 1


Source:  Draft Reproductive Health Strategy, MOPHP

Similarly, while the recent ministerial decree (3/43 for the year 2006) to distribute contraceptives free of charge shows exceptional commitment to increasing access and reducing cost barriers, the policy does not appear to be widely disseminated.  In order to raise awareness of this change in policy, awareness raising efforts need to be supported that target the clients and the service providers.  Furthermore, the cost implications of this policy do not appear to be fully anticipated.  For example, this would likely result in an increase demand for and uptake in the public sector for family planning.  To date, it does not appear the MOPHP has factored in costs for increased supply, systems, and services needed to satisfy the expected demand from this policy change.

One of the challenges for the Population Sector is that in addition to their likely growing advocacy role, they are also tasked with numerous other functions.  It would therefore be beneficial if they better engaged other partners in advocacy efforts.  For example, many of the macro-level advocacy and policy functions (which focus on the multisectoral impact of population growth) may be more suitable for the NPC (obviously in close collaboration with Population Sector when needed).  Similarly, grassroots civil society organizations may prove to be key allies in lobbying religious leaders or mobilizing communities.  Conversely, as discussed in the section on NPC, there are certain functions they are currently doing that may be better suited to the Population Sector and MOPHP.

RHCS Framework

The Population Sector has taken responsibility for steering the RHCS framework as a road map for strengthening commodity security in the country.  However, this sector will need to work closely with other key stakeholders and will be responsible for overseeing many aspects of implementation. RNE, UNFPA, GTZ, World Bank, and USAID have championed the initiation of the process, but clear leadership needs to come from the MOPHP. Leadership is needed to ensure the completion and eventual implementation of the strategy, including coordination of activities. 
Donors can also continue to be strong allies for RHCS.  In particular, UNFPA and USAID both have global strategies supporting commodity security. With this support come technical assistance, advocacy, and funding. It is important for the Population Sector to better understand the support available from these groups.  Specifically, UNFPA has been and continues to be the lead UN agency for promoting RHCS and therefore has been intensifying its engagement on RHCS at the global, regional, and country levels.

Health Sector Reform

The health sector policy environment is in flux. Currently, the MOPHP is guiding a health sector review process that is looking at coordination issues, roles and responsibilities and staffing patterns as well as opportunities for functional integration of vertical programs and decentralization for improved management and increased authority and delegation.  Many, if not all, of these aspects of ‘reform’ have significant logistics implications.

Due to the expected length in rolling out this process and the pressing needs of the reproductive health program, it is difficult for population sector to align current strategies with this process.  Therefore, all stakeholders have agreed that the RHCS framework and program should focus on its vertical needs.  However, the Population Sector will need to continue to monitor this process, proactively determining the impact on the population sector and making necessary adjustments for issues such as integration (especially those related to the logistics and health information systems).  Similarly, as indicated in the Financing and Supply Chain sections, the decentralization of funding and management will affect the security of family planning commodities and will likely require some advocacy at the governorate and district levels to ensure family planning and RHCS are fully supported. 

National Population Council

The NPC are responsible for developing the national Population Policy, and conducting a yearly Population Conference.  In addition, they have been effective in lobbying for the inclusion of family planning “language” in key Presidential statements – an effective strategy in changing perceptions and attitudes about family planning in the country.  With the Prime Minister as the Chair and multisectoral representation of their board, the NPC also identifies cross-sectoral implications and opportunities to elevate population issues.

However, it appears that the NPC is also taking on functions such as implementation that may be better positioned within the appropriate line ministries.  For example, strategies such as integrating population and family planning issues into school curricula may be more appropriate activities for the Ministry of Education and MOPHP.  Similarly, awareness raising about family planning and population may also be better positioned within the MOPHP.  If the NPC and MOPHP and other stakeholders were to better rationalize their functions, each could on its core competency.  For the NPC, this would be policy, advocacy, and resource mobilization. Again, it is important for these functions to be well coordinated with the Population Sector to ensure relevance and alignment with the current strategies and funding needs. 

This role clarity and coordination can often be challenging but its importance can not be stressed enough.  For example, the NPC recently participated in a south to south conference in which they were able to leverage in-kind donations of IUDs for the public sector.  However, there appears to have been a breakdown in communication between the MOPHP and NPC resulting in uncertainties regarding storage, quality and customs.  This experience also served to highlight a policy gap.  It appears that Yemen does not have a policy for donated products. This policy could have served as guidance for the country in this matter.  The WHO model policy for donated drugs is appended in Appendix 3 (http:///whqlibdoc.who.int//hq/1999/WHO_EDM_PAR_99.4.pdf), and may serve as a point of departure for developing a national policy.

As mentioned, NPC engages stakeholders across many sectors.  One of the challenges of such a mandate is to find messages that resonate with these stakeholders’ varying interests. Family planning is a key strategy to curb population growth and therefore contributes to other sectors and national goals (such as education, poverty reduction, environment/water issues).  It does not appear that such correlations have thus far been used to advocate for support for RHCS. A useful tool for this argument is RAPID. It describes the impact of population growth on the economy, agriculture, school, and health infrastructure needs and can be a convincing tool in lobbying a broader audience.  

Civil society and other potential advocates

To date, it does not appear that there has been much advocacy by civil society organizations within Yemen.  Women’s groups, religious leaders, and other community based groups may prove influential and serve as logical champions for grassroots and national advocacy.  A recent article in Women’s eNews in March 2007 illustrates the impact and potential of partnering with religious leaders.  The article, “Yemeni Activists Couple Contraception with Islam”, describes how YFCA in partnership with the Ministry of Religious Affairs, the NPC, and UNFPA, trained “some of the country’s most powerful sheikhs and imams to spread the message.” Other important yet to be tapped advocates include Cabinet members and those working with the Gulf Countries Cooperation (GCC) – which may prove to be key funder of population issues. 

While other social issues do receive media attention, family planning and contraceptive product availability appear to be only modestly referenced.  In terms of the MDGs, the link between family planning (CPR) and MMR could be used more effectively.  The following graph clearly shows the correlation between the two and this could prove a powerful tool for additional financial and resource support for family planning. 

Figure 16: Maternal Mortality and Contraceptive Prevalence
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We append in Appendix 4 a more developed example of such an advocacy tool developed from various graphs and statistics used in this report, in this case in support of supply chain improvement.

Coordination of advocacy roles

As indicated above, there appears to be much overlap in terms of advocacy roles in Yemen.  The following table serves to provide an illustrative description of the types of roles each of these stakeholders could and likely should be focusing on:

Table 8: Illustrative advocacy functions
	Advocate
	Illustrative advocacy functions

	Population Sector
	· Leverage funds and support for RH program support and RHCS Framework and hold stakeholders accountable for commitments

· Establish and oversee RH programmatic policies 

· Set measurable targets and monitor progress of indicators that support RH policies

· Resource and implement policies

· Link RH program indicators to national goals (i.e., CPR impact on maternal mortality)

· Understand core competencies of and lobby donor partners, civil society, and NPC to advocate for RH among respective target groups

· Coordinate RH program advocacy efforts of key stakeholders

· Develop effective and responsive evidence-based advocacy messages

· Oversee outreach and community-based advocacy messages to ensure quality content

	NPC
	· Conduct yearly Population Conference

· Lobby for routine inclusion of effective messages regarding population in presidential statements

· Establish, update, and fund the national population policy

· Elevate population and family planning issues to broader audiences (showing impact on economy, burden on schools and infrastructure, etc.)

· Develop macro-level messages that resonate with intra-ministerial level, parliamentarians, the GCC and other broader stakeholders

· Engage the media as a communicator of key RH messages

	Civil society (YFCA, religious leaders, women’s groups, grassroots organizations)
	· Develop effective messages that resonate at the community level 

· Target influential community leaders and population segments

· Develop and implement innovative messaging techniques 

· Organize and mobilize community messages supporting RH programs

· Engage the media as a communicator of key RH messages


Capacity

Maintaining the progress already made, and overcoming varied problems discussed in the preceding sections, requires that all concerned with RHCS have the capacity to do the work expected of them.  In this final section before making recommendations we discuss some of the issues related to building capacity.  We have considered the problem in two ways:

· Creating overall RHCS management capacity within the Population Sector

· Taking advantage of capacity that already exists in Yemen 

The Population Sector

According to Article 23 of the Bylaws, the Population Sector and specifically the Reproductive Health unit have the responsibility for all functions related to guidance and oversight of reproductive health programs within the public sector, providing policy guidance and setting strategies to ensure the program is achieving measurable progress.  Implicit in these responsibilities are monitoring and evaluation, coordination of training and capacity building, mobilizing resources, collaborating with key partners, and setting standards.

In examining the capacity needs within the Population Sector, it appeared that staff were able and dedicated to their jobs and to improving reproductive health.  In our focus group discussions with the Population Sector staff, all were candid in their acknowledgement that they currently lack the capacity to fulfill the mandate summarized above.  Gaps in capacity were typically categorized three ways: 1) skills, 2) staffing levels, and 3) resources (funding, systems, and equipment).  

Skills

Concerning skill needs, it appears that all staff have the clinical or technical skills for their respective position.  However, sector staff noted that they were lacking in management skills (planning, budgeting, reporting, oversight/supervision).  A common problem seen in many countries is that staff rise in the ranks from clinicians or other “on the ground” positions to roles of managers; yet rarely are these staff provided the training for these new responsibilities.  

Examples of specific skill deficits cited by the staff include the following:  quantitative and qualitative analysis (for both HMIS and LMIS data); computer skills; report and proposal writing; supervising and performance monitoring; and planning and budgeting.   In addition, many expressed the need to be “refreshed” in their specialty to ensure they are up to date in state of the art practices.  For example, staff expressed the need for contraceptive technology updates and logistics skills for forecasting and procurement management.

The training coordinator for the Population Sector is responsible for coordinating all trainings through a national training plan.  However, due to resource constraints, the coordinator tends to respond to donor project needs, developing training plans specific to the donor sponsored projects or interests.  As a result, rather than having one coordinated national training plan, the coordinator manages several donor specific training plans.  As mentioned earlier, many donor interests are at the governorate level or lower and therefore training resource typically bypass the central level needs.  However, the coordinator does recognize this and makes efforts to identify and include management training needs for the central level whenever possible.  It appears that the entire Population Sector staff are aware of this issue and not only does it limit opportunities for skill development, it also seems to affect their morale.

There was much discussion related to mechanisms for knowledge transfer and capacity building.  Staff expressed concern about limited time for trainings and poor quality of trainings in the past.  Training methods suggested included: exchange visits/study tours, both on and off-site courses, on the job trainings, online trainings, cascade training and working with management consultants. All of these suggestions can make sense, depending on the assumptions on which each is based.  

Infrastructure and resources

Not only did staff identify skill needs, they also recognized numerous deficits in infrastructure and resources that limit their ability to perform their jobs effectively. One example came from the HMIS unit which reported that the governorate level enters the HMIS data into a computer program and sends this hard copy to the central level.  This results in the central level staff having to re-enter this data, limiting time they could be spending on analysis or other core functions.  There were also many examples of staff limiting their planning to 3 month increments or focused on specific donor mandates due to funding constraints.  Similarly, insufficient funding restricts transport (and therefore supervision) as well as printing of training materials, forms and registries and guidelines and standards. Lastly, unclear procedures and processes limit performance.  For example, procurement requires the input from numerous decision makers yet no clear process or division of authority appears to be in place. These inefficiencies severely hamper the central level staffs’ ability to perform their functions effectively.

Other stakeholders also sited as a challenge within the Population Sector that it is unclear who has responsibility for what functions and who has the authority for decision making.   Centralized decision making does not appear to be unique to the Population Sector.  However, it does leave individual staff members with little authority to act.

Again, staff appear to be fully aware of the limitations.  When asked what resources are needed to improve productivity concerning RHCS activities, they gave the following answers: simplified procedures, funds for transport, computer hardware and software, electronic data transfer from governorates, support for data entry, automation of routine data-based reports and books and reference materials.  

Staffing levels

Another limitation expressed is a lack of staff.  The actual staffing needs are unclear at this point as it would be expected that staff would be alleviated much unnecessary work as a result of efficiency gains from improved skills and systems.  

Another important issue raised concerned incentives, and with this we arrive at an important concern that is difficult to address and, therefore, often ignored.  Staff were candid about their hopes for incentives, or forms of compensation that would provide encouragement for learning new skills and working more efficiently.  To be equally candid, it is the case that MOPHP resources for financial compensation are extremely limited, and donors normally will not agree to pay salary supplements.   This raises the question, what can be done to respond to this important staff concern?  As consultants who do not represent the stakeholders, but rather advise them, we have to be very careful here.  

Local Resources for Capacity Building

Resources for capacity building already exist in Yemen and it is important to incorporate them into RHCS planning.  We have not performed an extensive inventory of relevant organizations, and this should be an early step in RHCS plans.  We can, however, give three examples of how taking advantage of pre-existing capacities should speed up implementation and in some cases enhance the national environment for RHCS.

The first example concerns the Higher Institute for Health Sciences, already described in the Coordination Section.  With its network of governorate level centers and its pre-service and in-service health worker training and training of trainers capacities, this important educational institution appears to be well positioned to assist with training at governorate, district and health facility levels.  Although logistics training is not part of their current program, it would be useful to institutionalize capacity in Yemen and the HIHS is a good candidate.

A more modest resource but never the less a useful one is the Yemeni Midwives Association.  They have already been active in advocacy for allowing CMWs to insert IUDs and their members have participated extensively in midwife training.

Another different type of local capacity to leverage is the donor assisted projects that operate at governorate and district levels.  For many years it has been the practice of donors to specify target governorates and districts and provide them with extensive support through projects that seek to provide basic health services as close to home as possible.  Population Sector leadership has acknowledged that this approach has produced many useful results that can be disseminated beyond the projects in which they originate. 

As already noted, however, these projects tend to provide subsidized support systems for their target districts and have usually done little to empower governorates to manage districts, or the central ministry to manage national systems.  As the targeted district approach is likely to endure, MOPHP should consider a sort of “systems development tax approach” in which these highly decentralized projects continue model building activities in target districts, but also provide governorate wide or district wide support for selected man agent support systems, such as logistics and health worker training and supervision.  

Recommendations

Financing

The overall recommendation is for the Population Sector to develop and implement a long term approach to financial management and planning for RH programs and supplies.  

Forecasting and Quantification

1. The MOPHP Population Sector will need assistance in 1) conducting actual forecasts/quantifications, 2) developing the capacity within the MOPHP to take on this function and 3) ensuring that resources are in place to support this function.  

2. The Population Sector Logistics Unit should plan to review and update RH commodity forecast at least every six months.  As both data quality and capacity to do the work improves, the updates should become more frequent (some countries update their forecasts monthly).

· As part of the quantification exercise, it is recommended that the stakeholders collect total in-country RH commodity inventory.

· Until logistics data is improved (both in quantity and quality), the forecasts will be based primarily on demographic data and confirmed with logistics data and service statistics.

· Once logistics data is more reliable, forecasts will be based primarily on logistics data.  As this shift takes place, forecasters will validate their results using demographic data and service statistics.

3. Basic information technology (IT) training and updated computer hardware and software applications (basic M.S. Office applications and data base applications [Pipeline] will be required by the logistics unit to conduct their core functions.   

4. Initially quantification will focus on contraceptives, and later expand to other reproductive health products. It is premature to make specific recommendations for forecasting the broader group of products. However, the Logistics Unit should begin to collect and evaluate logistics data for this diverse group of products. 

Financial management

5. The Population Sector should identify staff to be responsible for commodity forecasting and RH programmatic funding.    
· These functions will require significant coordination and monitoring efforts and agreed upon and clearly defined terms. To facilitate consistency in data and routine monitoring and sharing of information, those responsible could track and report out on the following financial indicators
· Source of funding
· Amount of funding committed, allocated and disbursed by year
· Volume and value of donations committed, and  procured by year
· Funding trends for all sources and products
The RHInterchange may be a useful resource in tracking contraceptive funding from donors as well as shipment schedules.  It can be resourced at  http://rhi.rhsupplies.org/rhi/index and a screen shot for Yemen is included in Appendix 5.
6. The Population Sector should assure that all stake holders inside and outside MOPHP are informed of what may be expected of them in terms of providing information.  Along this line, the Sector should plan to hold quarterly meetings with donors and other funders to ensure that funding information is accurately captured.

7. It would also be important to map out who needs this funding information and for what purposes (i.e., advocacy/resource mobilization, to reconcile against forecasted need and identify funding gaps, for procurement, planning, etc) and to share the relevant information with each. The monthly RHWG meetings may be an appropriate venue for sharing such information.

8. The Population Sector should assure that the staff with these new responsibilities have the basic computer skills and financial skills required for doing the work.

9. The Population Sector should continue to support efforts to move to a results oriented budgeting. 

· Specifically, the Population Sector can work closely with the Policy Unit of the MOPHP and provide them with important information and justifications.  The above mentioned indicators from the improved financial tracking and management interventions will be useful in this regard.

· The Policy Unit should also involve the Population Sector staff in discussions about how to frame a new results oriented budget to ensure that it is aligned to basic functions but not so detailed that it places additional procedural (management or tracking) barriers.

10. The Population Sector should develop a financial sustainability plan.  For this activity, the following clarifications are provided. A financial sustainability plan will help all stakeholders understand the intended direction of the program as well as potential gaps in its support.  Financing for RH supplies, their promotion, supply chain management, and service delivery can come from diverse sources including government, donors, households, and private companies including these sources. 
· The EPI program has developed a Financial sustainability Plan.  Lessons learned in the development and implementation of this should be factored into the development of a comparable plan for reproductive health. 

· Within this plan, MOPHP should commit to making modest, but growing, contributions to financing the reproductive health program.  As procurement capacity within the MOPHP is not yet strengthened, it is recommended that the MOPHP initially fund programmatic costs and advocate for investment in MOPHP procurement capacity strengthening.  Until procurement capacity is strengthened, they should continue to leverage support for contraceptives from donors and partners.  
· The financial implications of MOPHP policy changes or strategies should be considered and costed.  

· For example, strategies focusing on altering the method mix (promotion of LAPM, emphasis on IUDs or implants) will have cost implications in terms of commodities as well as in terms of training inputs.  

· There are financial implications for the recent policy change authorizing free contraceptives.  In other countries, such decisions have increased demand in the public sector requiring additional funding for purchases and placing additional pressures on the existing supply chain. Finally, this change also brings along costs associated with disseminating the new policy and monitoring the progress of implementation.

· The Population Sector budget development and forecasting activity should be done in advance of and aligned with the broader MOPHP annual budget exercises.

Mobilize resources

11. Although the MOPHP has indicated plans to increase internally generated funding support for RH, it is likely that significant donor support will be needed especially in the near future.  Such support could help ensure that the MOH develops the capacity and focus to successfully sustain the RH program in the years to come.  Donors are often willing to provide financial and technical support to focused program improvement efforts. A two or three year “family planning program initiative” would create valuable focus and should provide enough time to address key issues
12. To help ensure sustained financing for RH services and supplies, it will be important to strengthen and further institutionalize the topic of RHCS within the partner meetings, health summits, stakeholders' conferences, and other meetings. Advocacy and policy strategies should clearly articulate the MOH and donor commitment to financing contraceptives and provide evidence for support from untapped advocates.  (see policy/commitment section)

Supply Chain
Stakeholders should support extensive efforts to  upgrade the operations of the public sector supply chain, nation-wide and top to bottom.  The availability of an appropriate mix of contraceptives at all times is an absolute prerequisite to good quality family planning services.  Despite the many problems that characterize the supply chain at this time, upgrading this system represents one of the best opportunities for bringing measurable improvement. 
1. As a first step in improving the supply chain, the Population Sector should hold as soon as possible a “design workshop,” during which system operators from facility, district, governorate and central level will systematically discuss and agree upon all aspects of the system design.  More detail on this point is provided in recommendation 7, below.

2.  The Population Sector must resolve problems with lengthy delays in customs for its incoming supplies.  Within the Sector, designate a small group of staff to work on this problem and propose solutions.  Among their early activities should be:

· Meet with customs staff and make a detailed list of the steps required for the entire clearance process.

· Meet with EPI staff (or others with positive lessons to share) to learn about the approach they use, which is reported to be relatively efficient.

· Prepare a brief written guide that documents the correct process.

3. The Population Sector should make improving the quality and completeness of reported logistics data a major theme in system design and training activities at governorate level and below.  This will support key activities in forecasting and distribution.   Practical steps that will help to achieve this result are

· Strengthen the capacity of central level staff to independently carry out forecasting responsibilities.
· Carry out good quality training in support of  implementing the nationwide logistics system that emerges from the design workshop.

· Create a monitoring and supervision capacity to support implementation of the new system.

4. The Population Sector should contact the PIU of the Health Reform Support Project for assistance in securing storage space for the incoming World Bank funded contraceptive procurements. World Bank staff have indicated that the Health Reform Support Project may have funds that can be used for this purpose. The acute storage problem at the moment arises from the fact that the existing warehouse is full, and supplies from the $2.5 million Bank procurement are starting to arrive.  

5. Develop a long term resolution to the serious storage problem at central level. There are basically three options to consider:

· Expand storage capacity.  The options for doing this are to use storage space available through other programs; rent additional space; or construct new space.

· Lower inventories at the central level.  This implies larger inventories at governorate level or more frequent and smaller deliveries to the central warehouse from suppliers, or both.

· Institute direct deliveries from port to governorates, at least in some cases.  For Aden and southern Yemen it does not make sense to bring supplies up to Sana’a to take up limited storage space and incur the costs of being shipped back.

6. The central storage problem is one for which additional study will be required.  Topics that need to be covered include:

· For expanded storage options, space available, space requirements, equipment requirements, and atmospheric control requirements

· For the lowering inventory level option, space available at regional or governorate levels, space requirements, equipment requirements, and atmospheric control requirements

· For all of these options, capital and recurrent costs must be estimated.

7. The Population Sector should lead a process to rationalize the distribution process at the governorate level and below.  Use the design workshop as an opportunity to enlist support from governorate and district levels, as well as international partners. The details for the final system should come out of the “design workshop process” recommended in point 2, above.  However, while that step is pending, we can  make a number of provisional recommendations for the types of issues that the workshop will clarify:

· Eliminate the practice of some sites reordering and reporting on a monthly basis and some sites on a quarterly basis. Put all sites below governorate level on a regular schedule for reordering/reporting.  

· Eliminate the practice of some sites picking up their own supplies while for other sites supplies are delivered.  Plan for suppliers – primarily the Governorate Health Offices – to deliver stock to health facilities and District Health Offices. 

· Plan to purchase transport services locally, rather than acquire vehicles for this purpose.  This is already a widespread practice.

· Reduce the proposed pipeline length form its existing 19/33 month min/max levels to a shorter length.

· Automate the logistics management information system.  The upgraded system should have the following characteristics:

· Reporting to cover quantities of contraceptives dispensed to users, quantities in stock, and quantities lost.

· Streamline reporting levels and processes

· Data input into LMIS at governorate level.

· Electronic data transfer from governorate to central levels, where this is possible.

· Feed back reports provided by central level to lower levels

8. The points listed above should be documented in a revised and upgraded logistics manual, which should have the following characteristics:

· Separate sections for work to be carried out at central, governorate, district, and health facility levels

· Each section should contain the following sub sections:  job descriptions and step by step instructions for receiving, storing, controlling, issuing, ordering and reporting.

· An appendix that gives examples of the different forms filled in and with instructions on what to enter in each field and where to find the required data.

9. Develop a training roll out plan that will provide the following:

· Strategy and schedule for systematically covering all of the governorates.

· Specification of the staff, materials, equipment and financing required.

10. The Population Sector should consider how to take advantage of the High Institute for Health Sciences as a training resource, with its experienced trainers and physical presence in 18 governorates.

11. Very importantly, whatever plan is developed must correctly coordinate logistics training with family planning services training.  The correct sequence of activities must be observed in order to get good results.  That sequence is:

· Fill the pipeline for facilities, districts and governorates, so that all stock outs are eliminated and quantities of supplies sufficient for the newly established maximum levels are in place at all sites.

· Carry out logistics training for the new system in which the following skills will be taught: receiving, storing, controlling, issuing, ordering and reporting.

· Carry out family planning services training, which should include building capacity for community outreach.

· Recognize that it may be most  efficient to integrate logistics and family planning services training for some staff, especially health facility-based care providers.

12. The overall training strategy must include realistic plans for facilitating logistics supervision from the district level.  This could be achieved through a district level training strategy wherein district supervisory staff and facility staff are trained together. This will require reliable funding for transport, a point covered in the next recommendation.

13. Related to the need for supervision, develop a long term transport strategy for distributing contraceptives, and for supervision.  Based on three recent surveys, we know that hiring local transport is viable in many cases in terms of the availability of vehicles for hire.  However, it is not clear how this can be financed so that transport becomes scheduled and reliable.  Some informants say that there is not enough money to cover this cost in the governorate and district budgets.  Others say that the money would be sufficient, if used efficiently.  The transport guidelines developed by GTZ will be a useful point of departure.

14. The Population Sector should consider allocating resources to create a public health logistics training capacity at the HIHS.  There are few health activities that do not require logistics support and there is a significant potential market for these services with development assistance projects.  This is an opportunity to strengthen an important national resource.

Service Delivery

Plan and carry out a nation-wide program to expand and improve family planning services.  Very importantly, this stream of activities must be coordinated with plans for supply chain improvement, so that it is assured that all sites have the complete method mix available before family planning services training takes place.

1. The Population Sector should ensure the options identified in the RH Strategy to increase the number of trained family planning service providers, especially female, are sufficiently resourced.  Priority should be given to rural areas. One method already implemented in Yemen is recruiting women from remote areas with the expectation that these women will return to their community to practice, be hired by the local health council.  Another is to provide these women with incentives to stay in these communities by providing them with lodging.

2. Donors and other partners should commit to aligning service delivery interventions within existing MOPHP structures and systems and coordinating their plans and efforts with the central level.  While partners may focus on the lower levels, it is important for them to realize the role of the central level and to support the Population Sector functions accordingly and strengthen MOPHP systems as needed.

3. Within the Population Sector, the Family Planning Unit should assure that quality of care standards, guidelines and other resources are available for family planning providers at all levels

· Work with primary and family health units to make supervision strategies more effective

· Work to maximize the amount of supervision that takes place from the district level

· Pilot appropriate technologies to address gaps in service provider needs in hard to reach areas.  Cell phones may be an appropriate strategy to supplement supervision visits and provide immediate feedback to providers.  

· Health registries are also an important tool for service providers to manage and understand their catchment area needs and as such should be available at all times.  Donors have addressed the immediate needs but steps should be taken to ensure that registries are routinely printed and disseminated and therefore always available.

4. The Population Sector should strengthen coordination and collaboration between major service providers. The Yemeni Midwives Association, Yemen Family Care Association, the social marketing program and the public sector service provision should all be well orchestrated to help ensure quality, reduce gaps in target groups and areas and share strategies.  With such a high unmet need in Yemen, these groups should not be competing against each other for clients. Rather, they should ensure that their services are well segmented to reach their respective target groups.

5. The Population Sector should continue to advocate for devolution of responsibility for IUD insertion and removal to the community midwife cadre.  Advocacy efforts will also need to target the cadre who currently are authorized to insert and remove IUDs, particularly physicians and nurses. As the policy change could have direct implications for personal compensation, these cadres could be a barrier to the devolution.  One strategy to generate support is to convene family planning conferences for public and private doctors and nurses.  Such conferences could focus on the public health benefits of family planning and provide contraceptive technology updates.  

Once policies are authorized and opposition subsides, resources must be available to carry out the required training.  Also important is the guarantee that those identified for training are either at sites with the required equipment for IUD insertion and removal or that equipment is procured and provided to sites with newly trained providers. 

6. The Population Sector should focus IEC strategies initially on reducing barriers to those with existing family planning demand.  Until the existing unmet need is reduced, it is NOT recommended to create additional demand.

· Leverage the Social Marketing program’s behavior change capacities to support improving services.  For example, knowledge, attitudes and practices (KAP) studies to learn more about consumer behaviors or informational messages for the public, coordinated with health work training activities.

· Strengthen the quality of family planning services through contraceptive technology updates, outreach and other trainings will help reduce the community’s negative perception of public family planning service providers.  These trainings should be integrated into pre-service training (with support from the High Institute for Health Sciences) and factored into in-service interventions such as training and supervision.

· Tap into grass roots or community resources (such as women’s groups, teachers, local council leaders, religious leaders) to support provider outreach activities.  Not only will this stretch the limited resources of the health providers, these highly respected leaders also add credibility to the messages.

7. Efforts should be made to inventory the availability of reproductive health equipment – which is essential to ensuring quality service provision and RH commodity security.  One suggestion is to include these indicators in the health facility assessment to understand generally gaps in equipment and supply needs.

8. Although successes have not been sufficiently documented, the CBD strategy should be further supported.  While important to coordinate the implementation of these programs through the MOPHP, the specific strategies can vary from governorate to governorate.  For example, some CBD programs may provide incentives while others do not; some may be “educators” while others are “distributors” and still others may target certain catchment groups.  These projects should be well documented and lessons learned shared.

Coordination and Partnerships

Tap into the core competencies of existing and potential partners at all levels, form specific expectations of how each could contribute to RHCS, and systematically work to realize the potential benefits of these relationships.  

1. In support of Article 23 of the MOPHP’s By Laws, the Population Sector should work to formalize collaborative opportunities (meetings, briefings, etc) with the other sectors: primary health, curative (especially related to the Medical Private Entities, emergency services, and pharmaceutical and medical supplies), and health planning and development and other units (i.e., the finance, policy and personnel units).  

2. The Population Sector should host a meeting to present the RHCS Framework (when it is finished) to garner ownership and commitment for activities and ensure activities are consistent with other program areas and priorities..  

3. The Population Sector should work to activate high level Reproductive Health Steering Committee (RHSC). Groups like the RHSC have played key roles in resource mobilization and policy formation in many countries within the context of the GFATM and other global funds.  The Population Sector should attempt to give the committee reasons to meet.  Presenting the RHCS Framework is one example of a reason; presenting forecasts and their financial implications and presenting funding trends are others.

4. At the program implementation level, the Reproductive Health Working Group does appear to meet routinely.  Some participants have observed that participation varies depending on interest in the agenda.  This may be the one reason for another apparent weakness of the group – a lack of continuity and follow up.  For purposes of maintaining interest in the RHCS Framework, the Population sector should develop a list of indicators for tracking Framework implementation.  Examples of indicators include:

· Funding allocations, disbursements and needs.

· Routine reporting of contraceptive procurement related information, such as shipment amounts, dates of arrival, issues related to customs, that would help stakeholders better understand procedural barriers and better plan for storage, transport. 

· Updates on supply chain improvement activities, including numbers of staff trained, expansion of geographical coverage of the improved system and problems encountered in implementation

· Service statistics updates and efforts to upgrade and expand family planning services. 

5. Donors and partners commit to effectively sharing and coordinating with the Population Sector.  One possible strategy would be the development of an MOU that would outline points of contact who have decision making authority within the Population Sector.  

6. Conduct a market segmentation analysis and develop an active strategy for total market coordination that clearly outlines roles of both public sector and private sector actors.  In doing this, it is important to recognize the comparative advantages of the public and private sectors.  This approach has been used in several countries (Philippines, etc) to guide public sector priorities, achieve national family planning goals and advocate for increased private sector participation in the development of national contraceptive security strategies. As part of a well orchestrated total market approach, the public sector has certain roles and responsibilities. For example, the public sector: 

· Engages and coordinates key stakeholders
· Ensure quality controls and regulation: 

· Promote enabling environment for private and NGO’s.

· Serves as a safety net and extends coverage.  
7. A study confirming the existence and determining the impact of leakage of public sector contraceptives on the private sector should be conducted.  The SMP and other stakeholders may want to help fund and support such a study as it has direct impact on their market shares.

8. Through a total market approach, stakeholders should assess and understand the prices of contraceptives available through the various sources.  This may be a useful exercise for partners to update and share occasionally.  For example such information helps partners identify leakage, as well is if sectors are overlapping unintentionally in their prices. It will also help identify and avoid costly competition between sectors (due to undercutting of prices). The successful stabilization of prices between public and private sectors is a cornerstone of financial viability of the program.
Policies and Advocacy

The Population Sector should use the RHCS framework activity to strengthen its capacity for advocacy.  As foreseen in the preceding discussion of Coordination and Partnerships, the concept of advocacy must include the ability to communicate and persuade at all levels of the system.
1. The Population Sector has taken responsibility for steering the RHCS Framework and using it as a road map for strengthening commodity security in the country.  This leadership must be continued to ensure the completion and eventual implementation of the strategy, including coordination of activities. 
2. The National Drug Authority, Population Sector and other key stakeholders should review the National Essential Drug List revision process and ensure it includes implants and injectables.

3. To support the RHCS Framework, it is important for the Population Sector to better understand the support available from donors and partners who have global strategies supporting commodity security. 

4. The Population Sector will need to continue to monitor the health sector review process, proactively determining the impact on the population sector and making necessary adjustments for issues such as integration (especially those related to the logistics and health information systems).  

5. Similarly, the decentralization of funding and management that may result from the health sector review process will affect the security of family planning commodities and will likely require some advocacy at the governorate and district levels to ensure family planning and RHCS are fully supported. 

6. There are numerous stakeholders involved in advocacy of population, family planning and reproductive health issues.  It is important to rationalize these roles to reduce overlap and ensure appropriate messaging.  The following table serves to provide an illustrative description of the types of roles each of these stakeholders could and likely should be focusing on:
Table 9: Illustrative advocacy functions
	Advocate
	Illustrative advocacy functions

	Population Sector
	· Leverage funds and support for RH program support and RHCS Framework and hold stakeholders accountable for commitments

· Establish and oversee RH programmatic policies 

· Set measurable targets and monitor progress of indicators that support RH policies

· Resource and implement policies

· Link RH program indicators to national goals (i.e., CPR impact on maternal mortality)

· Understand core competencies of and lobby donor partners, civil society, and NPC to advocate for RH among respective target groups

· Coordinate RH program advocacy efforts of key stakeholders

· Develop effective and responsive evidence-based advocacy messages

· Oversee outreach and community-based advocacy messages to ensure quality content

	NPC
	· Conduct yearly Population Conference

· Lobby for routine inclusion of effective messages regarding population in presidential statements

· Establish, update, and fund the national population policy

· Elevate population and family planning issues to broader audiences (showing impact on economy, burden on schools and infrastructure, etc.)

· Develop macro-level messages that resonate with intra-ministerial level, parliamentarians, the GCC and other broader stakeholders

· Engage the media as a communicator of key RH messages

	Civil society (YFCA, religious leaders, women’s groups, grassroots organizations)
	· Develop effective messages that resonate at the community level 

· Target influential community leaders and population segments

· Develop and implement innovative messaging techniques 

· Organize and mobilize community messages supporting RH programs

· Engage the media as a communicator of key RH messages


7. The Supreme Drug Authority, the Population Sector and the Policy Unit should collaborate to develop a policy for donated products. The WHO model policy for donated drugs can be resourced at http:///whqlibdoc.who.int//hq/1999/WHO_EDM_PAR_99.4.pdf, and may serve as a point of departure for developing a national policy.
8. As the National Population Council is a natural advocate for macro-level awareness raising and advocacy, it is recommended that they identify and develop effective messages and correlations between the impact of population growth on issues such as education, poverty reduction, environment/water issues.  A useful tool for this is RAPID.  It describes the impact of population growth on the economy, agriculture, school, and health infrastructure needs and can be a convincing tool in lobbying a broader audience. The tool is accessible electronically at http://www.constellagroup.com/toronto/software/RAPID/RapmanE.pdf. 
9. In ensuring that policies are translated into action, it is essential that the Population Sector and other stakeholders develop specific, measurable, accurate, realistic and timely (SMART) indicators to show progress.  Similarly, it is essential that strategies to achieve these targets and goals are adequately funded and resources.
10. The National Population Council is holding its Population Conference in October 2007.  This is an important opportunity for the MOPHP and other key stakeholders to join forces, harmonize messages and collectively advocate for these important issues. If time permits, it would also be a very timely opportunity to showcase findings from the above mentioned RAPID analysis.
Capacity Building

The key recommendation for Capacity Building is to ensure that all concerned with RHCS have the capacity to do the work expected of them.  

1. As referenced earlier, it is recommended that donors and partners establish MOU’s with the MOPHP.  Within this MOU, donors and the Population Sector should identify central level management responsibilities required and to account for the training and resource needs within the agreed support. The Population Sector could establish a “systems development tax approach” in which decentralized projects continue activities in target districts, but also provide support for management support systems, such as logistics and health worker training and supervision.  

2. In addition to skills and resources, central level staff also must have the authority to act and make relevant decisions.  It is recommended that roles and responsibilities within the sector are reviewed and levels of authority and decision making are clarified.

3. Resources for capacity building already exist in Yemen and it is important to incorporate them into RHCS planning.  Taking advantage of pre-existing capacities, such as the HIHS, should speed up implementation and in some cases enhance the national environment for RHCS.

4. Donors and partners should commit to supporting and buying into parts of a comprehensive  national training.  Such a plan will take the place of training plans that are currently segmented by district, intervention or donor need.

5. The Training Coordinator within the MOPHP should develop quality standards for major training activities, and assure that implementers abide by them.  For example:

· Curricula will be based on adult learning theory 

· Instructional methods will be participatory

· Training will be skills based, with problem solving exercises

· Training methods and curricula will be tested, evaluated and revised before implementation

· Print materials  will be professionally prepared, though not overly fancy

· Budgets are realistic, covering all required costs

· Implementation schedules are realistic and coordination with other implementation activities is correct

Next Steps

By this point readers have reviewed detailed discussions of the six determinants of RHCS, plus summaries of recommendations for each of them.  It will be useful to conclude this report by reflecting again on how this material will be used for developing the RHCS Framework and by considering criteria for making the framework an effective one.

As noted in both the executive summary and the body of the report, this assessment has been the first phase in a three phase process for producing and launching the framework.  The next step in this process is to receive feedback (including corrections, suggestions and reactions) on this report from key RHCS stakeholders as basis for framework development.  

In order for the assessment to be of any practical value it is necessary to follow through with the remaining two phases and produce a viable RHCS Framework.   To the diverse group of MOPHP staff, local partners, and international development partners who will work together to produce the Framework, we propose the following definition of “viable:” In order to accomplish its goals, the Framework must include: 

· Comprehensive approaches to solving the RHCS problems that are defined in ways that clearly articulate roles, identify specific resource requirements, and facilitate incremental, manageable implementation. 

· Significant investment in developing capacity and systems at the central level to meet expectations of good outcomes at lower levels

· Commitment by all partners to support the MOPHP in implementing its chosen systems

· Proposals for specific improvements based on high sensitivity to management skills within the MOPHP

· High priority for activities that strengthen national institutions
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IUD Implant scenario

		This Forecast is demographic based.  It keeps EVERYTHING constant (CPR, MMX, source, etc) except for population growth

		Table 1. Population Growth

		Year		2003		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		Annual increase				0.0370		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310

		Total population		20,356,700		21,109,898		21,764,305		22,438,998		23,134,607		23,851,780		24,591,185		25,353,512		26,139,471		26,949,794		27,785,238		28,646,580		29,534,624

																								aver. Increase		0.0310		aver. increase		0.0310

		Table 2..  All WRA 15-49

		Total WRA		2003		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		22.7%		4,620,971		4,791,947		4,940,497		5,093,653		5,251,556		5,414,354		5,582,199		5,755,247		5,933,660		6,117,603		6,307,249		6,502,774		6,704,360

		Table 3. WRA 15-49 in Union (WRAinU)

		% WRA in Union		2003		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		67.4%		3,114,534		3,229,772		3,329,895		3,433,122		3,539,549		3,649,275		3,762,402		3,879,037		3,999,287		4,123,265		4,251,086		4,382,869		4,518,738

		Table 4. National CPR and WRAinU Users 2004-2010

		Total CPR - Mod. Meths (including ster.)		2003     WRAinU		2004     WRAinU		2005        WRAinU		2006        WRAinU		2007        WRAinU		2008        WRAinU		2009        WRAinU		2010        WRAinU		2011        WRAinU		2012        WRAinU		2013        WRAinU		2014        WRAinU		2015        WRAinU

		13.4%		417,348		432,789		446,206		460,038		474,300		489,003		504,162		519,791		535,904		552,517		569,646		587,305		605,511

		Table 5. CPR and WRAinU Users 2004-2010, by Method Mix

		Switched CPR for IUD and implant to see cost difference (all else constant)		Combined 2000 (CPR=13.4% Mod. Meth. for WRAinU)		CPR as % of Modern Methods      Total		2003 Total WRAin U Users (by method)		2004       Total    WRAinU   Users         (by method)		2005    Total    WRAinU   Users         (by method)		2006    Total    WRAinU   Users         (by method)		2007    Total    WRAinU   Users         (by method)		2008    Total    WRAinU   Users         (by method)		2009    Total    WRAinU   Users         (by method)		2010        Total    WRAinU   Users         (by method)		2011        Total    WRAinU   Users         (by method)		2012        Total    WRAinU   Users         (by method)		2013        Total    WRAinU   Users         (by method)		2014        Total    WRAinU   Users         (by method)		2015        Total    WRAinU   Users         (by method)

		Pills		6.3%		47.0%		196,216		203,476		209,783		216,287		222,992		229,904		237,031		244,379		251,955		259,766		267,818		276,121		284,681

		IUD		0.2%		1.5%		6,229		6,460		6,660		6,866		7,079		7,299		7,525		7,758		7,999		8,247		8,502		8,766		9,037

		Injectables		1.3%		9.7%		40,489		41,987		43,289		44,631		46,014		47,441		48,911		50,427		51,991		53,602		55,264		56,977		58,744

		Condoms		0.4%		3.0%		12,458		12,919		13,320		13,732		14,158		14,597		15,050		15,516		15,997		16,493		17,004		17,531		18,075

		Implants		3.4%		25.4%		105,894		109,812		113,216		116,726		120,345		124,075		127,922		131,887		135,976		140,191		144,537		149,018		153,637

		Sterilization (M&F)		1.8%		13.4%		56,062		58,136		59,938		61,796		63,712		65,687		67,723		69,823		71,987		74,219		76,520		78,892		81,337

		Other (foam, jelly, diaphram,)				0.0%		- 0		0		0		0		0		0		0		0		0		0		0		0		0

		Total Users		13.4%		100.0%		417,348		432,789		446,206		460,038		474,300		489,003		504,162		519,791		535,904		552,517		569,646		587,305		605,511

		Table 6. Ministry of Health portion of Modern Method Users (WRAinU) for 2004-2015

				Public Sector Source				2003 Public Sector (WRAinU Users (by method)		2004       Public Sector    WRAinU Users         (by method)		2005    Public Sector    WRAinU Users         (by method)		2006    Public Sector    WRAinU Users         (by method)		2007    Public Sector    WRAinU Users         (by method)		2008    Public Sector    WRAinU Users         (by method)		2009    Public Sector    WRAinU Users         (by method)		2010        Public Sector    WRAinU Users         (by method)		2011        Public Sector    WRAinU Users         (by method)		2012        Public Sector    WRAinU Users         (by method)		2013        Public Sector    WRAinU Users         (by method)		2014        Public Sector    WRAinU Users         (by method)		2015        Public Sector    WRAinU Users         (by method)

		Pills		52.3%				102,621		106,418		109,717		113,118		116,625		120,240		123,967		127,810		131,772		135,857		140,069		144,411		148,888

		IUD		47.8%				2,977		3,088		3,183		3,282		3,384		3,489		3,597		3,708		3,823		3,942		4,064		4,190		4,320

		Injectables		48.6%				19,678		20,406		21,038		21,690		22,363		23,056		23,771		24,508		25,267		26,051		26,858		27,691		28,549

		Condoms		12.4%				1,545		1,602		1,652		1,703		1,756		1,810		1,866		1,924		1,984		2,045		2,109		2,174		2,241

		Implants		47.8%				50,617		52,490		54,117		55,795		57,525		59,308		61,147		63,042		64,996		67,011		69,089		71,230		73,439

		Sterilization (M&F)		71.7%				40,196		41,683		42,976		44,308		45,681		47,098		48,558		50,063		51,615		53,215		54,865		56,565		58,319

		Other (foam, jelly, diaphram)		0.0%				- 0		0		0		0		0		0		0		0		0		0		0		0		0

		Total Users		52.1%						0		0		0		0		0		0		0		0		0		0		0		0

		Source		Pill		IUD		Injectables		Male Condom		F.Sterlilization		Total

		Public hospital/health centre		52.3		47.8		48.6		12.4		71.7		52.1

		Table 7. Total Contraceptives WRAinU (Public sector)

				CYP conversion		Units		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015		2016

		Pills		15		Packs		1,596,266		1,645,751		1,696,769		1,749,369		1,803,599		1,859,511		1,917,156		1,976,587		2,037,862		2,101,035		2,166,168		2,233,319		0

		IUDs		3.5		Pieces		882		910		938		967		997		1,028		1,060		1,092		1,126		1,161		1,197		1,234		0

		Injectables		4		Vials		81,623		84,153		86,762		89,451		92,224		95,083		98,031		101,070		104,203		107,433		110,764		114,198		0

		Condoms		120		Pieces		192,236		198,195		204,339		210,674		217,205		223,938		230,880		238,038		245,417		253,025		260,868		268,955		0

		Implants		3.5		Sets		14,997		15,462		15,941		16,436		16,945		17,470		18,012		18,570		19,146		19,740		20,352		20,982		0

		Sterilization (M&F)		--				0		0		0		0		0		0		0		0		0		0		0		0		0

		Other (foam, jelly, diaphram)		--				0		0		0		0		0		0		0		0		0		0		0		0		0

		* Note: the CYP for Injectables is 4 which reflects the 3 month injectable CYP.  It is suggested that the public sector only procure the 3-month.



lpatykew:
Applied same % as IUD



IUD Implant cost analysis

		

						2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

				Total (IUD: .2/Implant: 3.4)		$   983,670		$   1,014,164		$   1,045,603		$   1,078,017		$   1,111,435		$   1,145,890		$   1,181,412		$   1,218,036		$   1,255,795		$   1,294,725

				Total (IUD: 3.4/Implant:.2)		$   671,046		$   691,849		$   713,296		$   735,408		$   758,206		$   781,710		$   805,943		$   830,927		$   856,686		$   883,243

						$   312,624		$   322,315		$   332,307		$   342,609		$   353,229		$   364,180		$   375,469		$   387,109		$   399,109		$   411,481		$   3,600,432





IUD Implant cost analysis

		2006		2006

		2007		2007

		2008		2008

		2009		2009

		2010		2010

		2011		2011

		2012		2012

		2013		2013

		2014		2014

		2015		2015



Public funding needs based on increased Implant CPR (3.4) and decreased IUD CPR (.2)

Public funding needs based on constant IUD (3.4) and Implant (.2) CPR

Total (IUD: .2/Implant: 3.4)

Total (IUD: 3.4/Implant:.2)

Commodity cost scenarios associated with IUD vs. Implant 
(all other factors constant)

983465.835480439
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781472.57475783

1181166.90309021
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1255534.35247567
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1294455.91740241

882974.989998087



IUD Implant Total Need

		Table 1. Summary of total contraceptive need for WRA in Union (public sector)		CYP conversion		Units		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		Pills		15		Packs		1,596,266		1,645,751		1,696,769		1,749,369		1,803,599		1,859,511		1,917,156		1,976,587		2,037,862		2,101,035		2,166,168		2,233,319

		Microgynon (estimated at 61% of pill mix)						973,723		1,003,908		1,035,029		1,067,115		1,100,196		1,134,302		1,169,465		1,205,718		1,243,096		1,281,632		1,321,362		1,362,324

		Micronor (estimated at 39% of pill mix)						622,544		641,843		661,740		682,254		703,404		725,209		747,691		770,869		794,766		819,404		844,805		870,994

		IUDs		3.5		Pieces		882		910		938		967		997		1,028		1,060		1,092		1,126		1,161		1,197		1,234

		Injectables		4		Vials		81,623		84,153		86,762		89,451		92,224		95,083		98,031		101,070		104,203		107,433		110,764		114,198

		Condoms		120		Pieces		192,236		198,195		204,339		210,674		217,205		223,938		230,880		238,038		245,417		253,025		260,868		268,955

		Implants		3.5		Sets		14,997		15,462		15,941		16,436		16,945		17,470		18,012		18,570		19,146		19,740		20,352		20,982

		Sterilization (M&F)		--				0		0		0		0		0		0		0		0		0		0		0		0

		Other (foam, jelly, diaphram)		--				0		0		0		0		0		0		0		0		0		0		0		0

		Table 3. MOH Contraceptive Requirements and Estimated Cost at UNFPA Prices (WRAUnion)		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		Pill Requirements

		Microgynon (estimated at 61% of pill mix)		$   258,757		$   266,779		$   275,049		$   283,575		$   292,366		$   301,430		$   310,774		$   320,408		$   330,341		$   340,581		$   - 0

		Micronor (estimated at 39% of pill mix)		$   297,783		$   307,014		$   316,532		$   326,344		$   336,461		$   346,891		$   357,645		$   368,732		$   380,162		$   391,947

		IUD Requirements		$   234		$   242		$   249		$   257		$   265		$   273		$   282		$   290		$   299		$   309

		Injectable Requirements		$   87,629		$   90,346		$   93,147		$   96,034		$   99,011		$   102,081		$   105,245		$   108,508		$   111,872		$   115,340

		Condom Requirements		$   4,495		$   4,635		$   4,779		$   4,927		$   5,079		$   5,237		$   5,399		$   5,567		$   5,739		$   5,917

		Implant Requirements		$   334,771		$   345,148		$   355,848		$   366,879		$   378,253		$   389,978		$   402,068		$   414,532		$   427,382		$   440,631

		Total MOH		$   983,670		$   1,014,164		$   1,045,603		$   1,078,017		$   1,111,435		$   1,145,890		$   1,181,412		$   1,218,036		$   1,255,795		$   1,294,725

		Contraceptive Prices		Pill		Pill		Injectable		Condom		IUD

				Micronor		Microgynon		(3 months)						Implant

		UNFPA 2007 unit prices		0.45		0.25		1.01		0.022		0.25		21



lpatykew:
The low IUD requirement is likely driven by lack of capacity.  This estimate should consider in any IUD training that may happen in the coming year.

lpatykew:
2008 UNFPA price



HMIS data

		HMIS data (# = # of commodities distributed)

				Beneficiaries of FP				Oral										Injectables						Implant						Condom						VFT						IUD								Total CYP

				New		Revisit		New		Revisit		# of Microgynon		# of Neogynon		# of Micronor		New		Revisit		# of Injectables		New		Revisit		# of Implant		New		Revisit		# of condom		New		Revisit		# of VFT		New		Revisit		removal		# of IUD

		2004		129,521		369,442		83,471		302,544		530,722		16,335		247,231		16,893				41,268		750		15		753		13,814		11,847		366,386		4,674		6,038		19,387		16,662		19,512				22,653

		CYP										35,381		1,089		16,482						10,317						2,636						3,053						162								79,286		148,405

		Mix										23.8%		0.7%		11.1%						7.0%						1.8%						2.1%						0.11%								53.4%		100%

		2005		131,431		494,900		95,437		461,446		719,811		8,142		457,185		24,915		39,959		61,859		1,194		106		1,203		12,341		12,119		454,070		4,573		4,672		16,138		18,075		22,845				23,480

		CYP										47,987		543		30,479						15,465						4,211						3,784						134								82,180		184,783

		Mix										26.0%		0.3%		16.5%						8.4%						2.3%						2.0%						0.1%								44.5%		100.0%

		2006		133,626		519,191		99,130		396,785		722,728		1,808		441,811		25,249		48,336		73,372		844		114		865		8,576		25,944		455,734		2,293		2,283		13,167		14,870		19,389		2,989		18,837

		CYP										48,182		121		29,454						18343						3027.5						3797.7833333333						109.725								65929.5		168,964

		Mix										28.5%		0.1%		17.4%						10.9%						1.8%						2.2%						0.1%								39.0%		100.0%

		HMIS 'consumption' vs Logistics Issues comparison

				2004 "consumption"		2004 Issues		2005 "consumption"		2005 Issues		2006 distribution		2006  Issues

		# of Microgynon		530,722		843,529		719,811				722,728

		# of Neogynon		16,335		10,460		8,142				1,808

		# of Micronor		247,231		457,637		457,185				441,811

		# of Injectables		41,268		77,535		61,859		148788		73,372

		# of Implant		753		1,570		1,203		2467		865

		# of condom		366,386		735,408		454,070		816136		455,734

		# of VFT		19,387		14,267		16,138		35990		13,167

		# of IUD		22,653		34,500		23,480		27650		18,837

		CYP: HMIS "consumption" vs. Logistics issues

				2004				2005				2006

		CYP		HIMIS		Issues		HMIS		Issues		HMIS		Issues				2006 Mix based on CYP

		# of Microgynon		35,381		56,235		47,987		- 0		48,182						29%

		# of Neogynon		1,089		697		543		- 0		121						0%

		# of Micronor		16,482		30,509		30,479		- 0		29,454						17%

		# of Injectables		10,317		19,384		15,465		37,197		18,343						11%

		# of Implant		2,636		5,495		4,211		8,635		3,028						2%

		# of condom		3,053		6,128		3,784		6,801		3,798						2%

		# of VFT		162		119		134		300		110						0%

		# of IUD		79,286		120,750		82,180		96,775		65,930						39%

		Total		148,405		239,318		184,783		149,708		168,964						100%

								543		0.01

								47,987		0.61

								30,479		0.39

		CYP Conversion factors						79,009		1.00

		Pills		15

		IUDs		3.5

		Injectables		4

		Condoms		120

		Implants		3.5



lpatykew:
Nagi indicates that Sana'a data may be off for Microgynon in 2006



HMIS data
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Public sector MIX based on CYP from "consumption" data



Source mix scenario

		This Forecast is demographic based.  It keeps EVERYTHING constant (CPR, MMX, source, etc) except for population growth

		Table 1. Population Growth

		Year		2003		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		Annual increase				0.0370		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310

		Total population		20,356,700		21,109,898		21,764,305		22,438,998		23,134,607		23,851,780		24,591,185		25,353,512		26,139,471		26,949,794		27,785,238		28,646,580		29,534,624

																								aver. Increase		0.0310		aver. increase		0.0310

		Table 2..  All WRA 15-49

		Total WRA		2003		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		22.7%		4,620,971		4,791,947		4,940,497		5,093,653		5,251,556		5,414,354		5,582,199		5,755,247		5,933,660		6,117,603		6,307,249		6,502,774		6,704,360

		Table 3. WRA 15-49 in Union (WRAinU)

		% WRA in Union		2003		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		67.4%		3,114,534		3,229,772		3,329,895		3,433,122		3,539,549		3,649,275		3,762,402		3,879,037		3,999,287		4,123,265		4,251,086		4,382,869		4,518,738

		Table 4. National CPR and WRAinU Users 2004-2010

		Total CPR - Mod. Meths (including ster.)		2003     WRAinU		2004     WRAinU		2005        WRAinU		2006        WRAinU		2007        WRAinU		2008        WRAinU		2009        WRAinU		2010        WRAinU		2011        WRAinU		2012        WRAinU		2013        WRAinU		2014        WRAinU		2015        WRAinU

		13.4%		417,348		432,789		446,206		460,038		474,300		489,003		504,162		519,791		535,904		552,517		569,646		587,305		605,511

		Table 5. CPR and WRAinU Users 2004-2010, by Method Mix

				Combined 2000 (CPR=13.4% Mod. Meth. for WRAinU)		CPR as % of Modern Methods      Total		2003 Total WRAin U Users (by method)		2004       Total    WRAinU   Users         (by method)		2005    Total    WRAinU   Users         (by method)		2006    Total    WRAinU   Users         (by method)		2007    Total    WRAinU   Users         (by method)		2008    Total    WRAinU   Users         (by method)		2009    Total    WRAinU   Users         (by method)		2010        Total    WRAinU   Users         (by method)		2011        Total    WRAinU   Users         (by method)		2012        Total    WRAinU   Users         (by method)		2013        Total    WRAinU   Users         (by method)		2014        Total    WRAinU   Users         (by method)		2015        Total    WRAinU   Users         (by method)

		Pills		6.3%		47.0%		196,216		203,476		209,783		216,287		222,992		229,904		237,031		244,379		251,955		259,766		267,818		276,121		284,681

		IUD		3.4%		25.4%		105,894		109,812		113,216		116,726		120,345		124,075		127,922		131,887		135,976		140,191		144,537		149,018		153,637

		Injectables		1.3%		9.7%		40,489		41,987		43,289		44,631		46,014		47,441		48,911		50,427		51,991		53,602		55,264		56,977		58,744

		Condoms		0.4%		3.0%		12,458		12,919		13,320		13,732		14,158		14,597		15,050		15,516		15,997		16,493		17,004		17,531		18,075

		Implants		0.2%		1.5%		6,229		6,460		6,660		6,866		7,079		7,299		7,525		7,758		7,999		8,247		8,502		8,766		9,037

		Sterilization (M&F)		1.8%		13.4%		56,062		58,136		59,938		61,796		63,712		65,687		67,723		69,823		71,987		74,219		76,520		78,892		81,337

		Other (foam, jelly, diaphram,)				0.0%		- 0		0		0		0		0		0		0		0		0		0		0		0		0

		Total Users		13.4%		100.0%		417,348		432,789		446,206		460,038		474,300		489,003		504,162		519,791		535,904		552,517		569,646		587,305		605,511

		Table 6. Ministry of Health portion of Modern Method Users (WRAinU) for 2004-2015

		Scenario reduces PILL source by public sector from 52.3% to 25% (assuming private can take over much of market -- see condom)		Public Sector Source				2003 Public Sector (WRAinU Users (by method)		2004       Public Sector    WRAinU Users         (by method)		2005    Public Sector    WRAinU Users         (by method)		2006    Public Sector    WRAinU Users         (by method)		2007    Public Sector    WRAinU Users         (by method)		2008    Public Sector    WRAinU Users         (by method)		2009    Public Sector    WRAinU Users         (by method)		2010        Public Sector    WRAinU Users         (by method)		2011        Public Sector    WRAinU Users         (by method)		2012        Public Sector    WRAinU Users         (by method)		2013        Public Sector    WRAinU Users         (by method)		2014        Public Sector    WRAinU Users         (by method)		2015        Public Sector    WRAinU Users         (by method)

		Pills		25.0%				49,054		50,869		52,446		54,072		55,748		57,476		59,258		61,095		62,989		64,941		66,955		69,030		71,170

		IUD		47.8%				50,617		52,490		54,117		55,795		57,525		59,308		61,147		63,042		64,996		67,011		69,089		71,230		73,439

		Injectables		48.6%				19,678		20,406		21,038		21,690		22,363		23,056		23,771		24,508		25,267		26,051		26,858		27,691		28,549

		Condoms		12.4%				1,545		1,602		1,652		1,703		1,756		1,810		1,866		1,924		1,984		2,045		2,109		2,174		2,241

		Implants		47.8%				2,977		3,088		3,183		3,282		3,384		3,489		3,597		3,708		3,823		3,942		4,064		4,190		4,320

		Sterilization (M&F)		71.7%				40,196		41,683		42,976		44,308		45,681		47,098		48,558		50,063		51,615		53,215		54,865		56,565		58,319

		Other (foam, jelly, diaphram)		0.0%				- 0		0		0		0		0		0		0		0		0		0		0		0		0

		Total Users		52.1%						0		0		0		0		0		0		0		0		0		0		0		0

		Source		Pill		IUD		Injectables		Male Condom		F.Sterlilization		Total

		Public hospital/health centre		52.3		47.8		48.6		12.4		71.7		52.1

		Table 7. Total Contraceptives WRAinU (Public sector)

				CYP conversion		Units		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015		2016

		Pills		15		Packs		763,034		786,688		811,075		836,218		862,141		888,868		916,422		944,831		974,121		1,004,319		1,035,453		1,067,552		0

		IUDs		3.5		Pieces		14,997		15,462		15,941		16,436		16,945		17,470		18,012		18,570		19,146		19,740		20,352		20,982		0

		Injectables		4		Vials		81,623		84,153		86,762		89,451		92,224		95,083		98,031		101,070		104,203		107,433		110,764		114,198		0

		Condoms		120		Pieces		192,236		198,195		204,339		210,674		217,205		223,938		230,880		238,038		245,417		253,025		260,868		268,955		0

		Implants		3.5		Sets		882		910		938		967		997		1,028		1,060		1,092		1,126		1,161		1,197		1,234		0

		Sterilization (M&F)		--				0		0		0		0		0		0		0		0		0		0		0		0		0

		Other (foam, jelly, diaphram)		--				0		0		0		0		0		0		0		0		0		0		0		0		0

		* Note: the CYP for Injectables is 4 which reflects the 3 month injectable CYP.  It is suggested that the public sector only procure the 3-month.



lpatykew:
Applied same % as IUD



Source mix cost analysis

		

						2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

				Constant source mix		$   671,046		$   691,849		$   713,296		$   735,408		$   758,206		$   781,710		$   805,943		$   830,927		$   856,686		$   883,243

				Reduce public source of pills (52.3%-25%)		$   381,835		$   393,672		$   405,876		$   418,458		$   431,430		$   444,805		$   458,594		$   472,810		$   487,467		$   502,579

						$   289,211		$   298,176		$   307,420		$   316,950		$   326,775		$   336,905		$   347,349		$   358,117		$   369,219		$   380,665		$   3,330,788
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Source mix Total Need

		Table 1. Summary of total contraceptive need for WRA in Union (public sector)		CYP conversion		Units		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		Pills		15		Packs		763,034		786,688		811,075		836,218		862,141		888,868		916,422		944,831		974,121		1,004,319		1,035,453		1,067,552

		Microgynon (estimated at 61% of pill mix)						465,451		479,880		494,756		510,093		525,906		542,209		559,018		576,347		594,214		612,635		631,626		651,207

		Micronor (estimated at 39% of pill mix)						297,583		306,808		316,319		326,125		336,235		346,658		357,405		368,484		379,907		391,684		403,827		416,345

		IUDs		3.5		Pieces		14,997		15,462		15,941		16,436		16,945		17,470		18,012		18,570		19,146		19,740		20,352		20,982

		Injectables		4		Vials		81,623		84,153		86,762		89,451		92,224		95,083		98,031		101,070		104,203		107,433		110,764		114,198

		Condoms		120		Pieces		192,236		198,195		204,339		210,674		217,205		223,938		230,880		238,038		245,417		253,025		260,868		268,955

		Implants		3.5		Sets		882		910		938		967		997		1,028		1,060		1,092		1,126		1,161		1,197		1,234

		Sterilization (M&F)		--				0		0		0		0		0		0		0		0		0		0		0		0

		Other (foam, jelly, diaphram)		--				0		0		0		0		0		0		0		0		0		0		0		0

		Table 3. MOH Contraceptive Requirements and Estimated Cost at UNFPA Prices (WRAUnion)		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		Pill Requirements

		Microgynon (estimated at 61% of pill mix)		$   123,689		$   127,523		$   131,477		$   135,552		$   139,754		$   144,087		$   148,553		$   153,159		$   157,907		$   162,802		$   - 0

		Micronor (estimated at 39% of pill mix)		$   142,344		$   146,756		$   151,306		$   155,996		$   160,832		$   165,818		$   170,958		$   176,258		$   181,722		$   187,355

		IUD Requirements		$   3,985		$   4,109		$   4,236		$   4,368		$   4,503		$   4,643		$   4,787		$   4,935		$   5,088		$   5,246

		Injectable Requirements		$   87,629		$   90,346		$   93,147		$   96,034		$   99,011		$   102,081		$   105,245		$   108,508		$   111,872		$   115,340

		Condom Requirements		$   4,495		$   4,635		$   4,779		$   4,927		$   5,079		$   5,237		$   5,399		$   5,567		$   5,739		$   5,917

		Implant Requirements		$   19,692		$   20,303		$   20,932		$   21,581		$   22,250		$   22,940		$   23,651		$   24,384		$   25,140		$   25,919

		Total MOH		$   381,835		$   393,672		$   405,876		$   418,458		$   431,430		$   444,805		$   458,594		$   472,810		$   487,467		$   502,579

		Contraceptive Prices		Pill		Pill		Injectable		Condom		IUD

				Micronor		Microgynon		(3 months)						Implant

		UNFPA 2007 unit prices		0.45		0.25		1.01		0.022		0.25		21



Cost associated with increased private sector source of pills (public sector: 25%)

Cost associated with constant source mix for pills (public sector: 52%)

lpatykew:
The low IUD requirement is likely driven by lack of capacity.  This estimate should consider in any IUD training that may happen in the coming year.

lpatykew:
2008 UNFPA price



Total Need

		Table 1. Summary of total contraceptive need for WRA in Union (public sector)		CYP conversion		Units		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		Pills		15		Packs		1,593,188		1,642,577		1,693,497		1,745,995		1,800,121		1,855,924		1,913,458		1,972,775		2,033,931		2,096,983		2,161,990		2,229,011

		Microgynon (estimated at 61% of pill mix)						971,845		1,001,972		1,033,033		1,065,057		1,098,074		1,132,114		1,167,209		1,203,393		1,240,698		1,279,160		1,318,814		1,359,697

		Micronor (estimated at 39% of pill mix)						621,343		640,605		660,464		680,938		702,047		723,811		746,249		769,382		793,233		817,823		843,176		869,314

		IUDs		3.5		Pieces		14,968		15,432		15,911		16,404		16,912		17,437		17,977		18,535		19,109		19,702		20,312		20,942

		Injectables		4		Vials		81,465		83,991		86,595		89,279		92,047		94,900		97,842		100,875		104,002		107,226		110,550		113,977

		Condoms		120		Pieces		191,865		197,813		203,945		210,268		216,786		223,506		230,435		237,578		244,943		252,537		260,365		268,437

		Implants		3.5		Sets		880		908		936		965		995		1,026		1,057		1,090		1,124		1,159		1,195		1,232

		Sterilization (M&F)		--				0		0		0		0		0		0		0		0		0		0		0		0

		Other (foam, jelly, diaphram)		--				0		0		0		0		0		0		0		0		0		0		0		0

		Table 3. MOH Contraceptive Requirements and Estimated Cost at UNFPA Prices (WRAUnion)		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		Pill Requirements

		Microgynon (estimated at 61% of pill mix)		$   258,258		$   266,264		$   274,518		$   283,028		$   291,802		$   300,848		$   310,175		$   319,790		$   329,703		$   339,924		$   - 0

		Micronor (estimated at 39% of pill mix)		$   297,209		$   306,422		$   315,921		$   325,715		$   335,812		$   346,222		$   356,955		$   368,021		$   379,429		$   391,192

		IUD Requirements		$   3,978		$   4,101		$   4,228		$   4,359		$   4,494		$   4,634		$   4,777		$   4,925		$   5,078		$   5,235

		Injectable Requirements		$   87,460		$   90,172		$   92,967		$   95,849		$   98,820		$   101,884		$   105,042		$   108,299		$   111,656		$   115,117

		Condom Requirements		$   4,487		$   4,626		$   4,769		$   4,917		$   5,070		$   5,227		$   5,389		$   5,556		$   5,728		$   5,906

		Implant Requirements		$   19,654		$   20,264		$   20,892		$   21,540		$   22,207		$   22,896		$   23,605		$   24,337		$   25,092		$   25,869

		Total MOH		$   671,046		$   691,849		$   713,296		$   735,408		$   758,206		$   781,710		$   805,943		$   830,927		$   856,686		$   883,243

		Contraceptive Prices		Pill		Pill		Injectable		Condom		IUD

				Micronor		Microgynon		(3 months)						Implant

		UNFPA 2007 unit prices		0.45		0.25		1.01		0.022		0.25		21



lpatykew:
The low IUD requirement is likely driven by lack of capacity.  This estimate should consider in any IUD training that may happen in the coming year.

lpatykew:
2008 UNFPA price



WRA in Union

		This Forecast is demographic based.  It keeps EVERYTHING constant (CPR, MMX, source, etc) except for population growth

		Table 1. Population Growth

		Year		2003		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		Annual increase				0.0350		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310		0.0310

		Total population		20,356,700		21,069,185		21,722,329		22,395,721		23,089,989		23,805,778		24,543,758		25,304,614		26,089,057		26,897,818		27,731,650		28,591,331		29,477,663

																								aver. Increase		0.0310		aver. increase		0.0310

		Table 2..  All WRA 15-49

		Total WRA		2003		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		22.7%		4,620,971		4,782,705		4,930,969		5,083,829		5,241,427		5,403,912		5,571,433		5,744,147		5,922,216		6,105,805		6,295,085		6,490,232		6,691,429

		Table 3. WRA 15-49 in Union (WRAinU)

		% WRA in Union		2003		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015

		67.4%		3,114,534		3,223,543		3,323,473		3,426,501		3,532,722		3,642,236		3,755,146		3,871,555		3,991,574		4,115,312		4,242,887		4,374,417		4,510,023

		Table 4. National CPR and WRAinU Users 2004-2015

		Total CPR - Mod. Meths (including ster.)		2003     WRAinU		2004     WRAinU		2005        WRAinU		2006        WRAinU		2007        WRAinU		2008        WRAinU		2009        WRAinU		2010        WRAinU		2011        WRAinU		2012        WRAinU		2013        WRAinU		2014        WRAinU		2015        WRAinU

		13.4%		417,348		431,955		445,345		459,151		473,385		488,060		503,190		518,788		534,871		551,452		568,547		586,172		604,343

		Table 5. CPR and WRAinU Users 2004-2015, by Method Mix

				Combined 2000 (CPR=13.4% Mod. Meth. for WRAinU)		CPR as % of Modern Methods      Total		2003 Total WRAin U Users (by method)		2004       Total    WRAinU   Users         (by method)		2005    Total    WRAinU   Users         (by method)		2006    Total    WRAinU   Users         (by method)		2007    Total    WRAinU   Users         (by method)		2008    Total    WRAinU   Users         (by method)		2009    Total    WRAinU   Users         (by method)		2010        Total    WRAinU   Users         (by method)		2011        Total    WRAinU   Users         (by method)		2012        Total    WRAinU   Users         (by method)		2013        Total    WRAinU   Users         (by method)		2014        Total    WRAinU   Users         (by method)		2015        Total    WRAinU   Users         (by method)

		Pills		6.3%		47.0%		196,216		203,083		209,379		215,870		222,561		229,461		236,574		243,908		251,469		259,265		267,302		275,588		284,131

		Microgynon

		IUD		3.4%		25.4%		105,894		109,600		112,998		116,501		120,113		123,836		127,675		131,633		135,714		139,921		144,258		148,730		153,341

		Injectables		1.3%		9.7%		40,489		41,906		43,205		44,545		45,925		47,349		48,817		50,330		51,890		53,499		55,158		56,867		58,630

		Condoms		0.4%		3.0%		12,458		12,894		13,294		13,706		14,131		14,569		15,021		15,486		15,966		16,461		16,972		17,498		18,040

		Implants		0.2%		1.5%		6,229		6,447		6,647		6,853		7,065		7,284		7,510		7,743		7,983		8,231		8,486		8,749		9,020

		Sterilization (M&F)		1.8%		13.4%		56,062		58,024		59,823		61,677		63,589		65,560		67,593		69,688		71,848		74,076		76,372		78,739		81,180

		Other (foam, jelly, diaphram,)				0.0%		- 0		0		0		0		0		0		0		0		0		0		0		0		0

		Total Users		13.4%		100.0%		417,348		431,955		445,345		459,151		473,385		488,060		503,190		518,788		534,871		551,452		568,547		586,172		604,343

		Table 6. Ministry of Health portion of Modern Method Users (WRAinU) for 2004-2015

				Public Sector Source				2003 Public Sector (WRAinU Users (by method)		2004       Public Sector    WRAinU Users         (by method)		2005    Public Sector    WRAinU Users         (by method)		2006    Public Sector    WRAinU Users         (by method)		2007    Public Sector    WRAinU Users         (by method)		2008    Public Sector    WRAinU Users         (by method)		2009    Public Sector    WRAinU Users         (by method)		2010        Public Sector    WRAinU Users         (by method)		2011        Public Sector    WRAinU Users         (by method)		2012        Public Sector    WRAinU Users         (by method)		2013        Public Sector    WRAinU Users         (by method)		2014        Public Sector    WRAinU Users         (by method)		2015        Public Sector    WRAinU Users         (by method)

		Pills		52.3%				102,621		106,213		109,505		112,900		116,400		120,008		123,728		127,564		131,518		135,595		139,799		144,133		148,601

		IUD		47.8%				50,617		52,389		54,013		55,687		57,414		59,194		61,029		62,921		64,871		66,882		68,955		71,093		73,297

		Injectables		48.6%				19,678		20,366		20,998		21,649		22,320		23,012		23,725		24,460		25,219		26,001		26,807		27,638		28,494

		Condoms		12.4%				1,545		1,599		1,648		1,700		1,752		1,807		1,863		1,920		1,980		2,041		2,104		2,170		2,237

		Implants		47.8%				2,977		3,082		3,177		3,276		3,377		3,482		3,590		3,701		3,816		3,934		4,056		4,182		4,312

		Sterilization (M&F)		71.7%				40,196		41,603		42,893		44,222		45,593		47,007		48,464		49,966		51,515		53,112		54,759		56,456		58,206

		Other (foam, jelly, diaphram)		0.0%				- 0		0		0		0		0		0		0		0		0		0		0		0		0

		Total Users		52.1%						0		0		0		0		0		0		0		0		0		0		0		0

		Source		Pill		IUD		Injectables		Male Condom		F.Sterlilization		Total

		Public hospital/health centre		52.3		47.8		48.6		12.4		71.7		52.1

		Table 7. Total Contraceptives WRAinU (Public sector)

				CYP conversion		Units		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015		2016

		Pills		15		Packs		1,593,188		1,642,577		1,693,497		1,745,995		1,800,121		1,855,924		1,913,458		1,972,775		2,033,931		2,096,983		2,161,990		2,229,011		0

		IUDs		3.5		Pieces		14,968		15,432		15,911		16,404		16,912		17,437		17,977		18,535		19,109		19,702		20,312		20,942		0

		Injectables		4		Vials		81,465		83,991		86,595		89,279		92,047		94,900		97,842		100,875		104,002		107,226		110,550		113,977		0

		Condoms		120		Pieces		191,865		197,813		203,945		210,268		216,786		223,506		230,435		237,578		244,943		252,537		260,365		268,437		0

		Implants		3.5		Sets		880		908		936		965		995		1,026		1,057		1,090		1,124		1,159		1,195		1,232		0

		Sterilization (M&F)		--				0		0		0		0		0		0		0		0		0		0		0		0		0

		Other (foam, jelly, diaphram)		--				0		0		0		0		0		0		0		0		0		0		0		0		0

		* Note: the CYP for Injectables is 4 which reflects the 3 month injectable CYP.  It is suggested that the public sector only procure the 3-month.
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Appendix

		Data sources

		WRA in Union CPR (13.4%): 2003 Family Health Survey

		Source		Pill		IUD		Injectables		Male Condom		F.Sterlilization		Total

		Public hospital/health centre		52.3		47.8		48.6		12.4		71.7		52.1

		Avg population growth 3.5 (2004) and 3.1 (2004-2015)										WDI

		Population based on 2003 Census stats (20,356,700)

		Population growth rate based on HDI figures

		Estimated mix of pills: based on HMIS data
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