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1.
Introduction
Since the introduction of artemisinin-based combination therapies (ACTs) as first-line drug for the treatment of malaria, there has been concern about access to the drugs and affordability of the products in sub-Saharan Africa. The Global Fund to Fight AIDS, Tuberculosis and Malaria launched the Affordable Medicines Facility-malaria (AMFm), which is the first phase of a new global subsidy on ACTs, in November 2008. AMFm is an innovative financing mechanism designed to expand access to ACTs which are the most effective treatment for malaria. The co-payment financing mechanism is applied at the manufacturer level but will enable public and private (both for profit and not-for-profit) suppliers in approved countries to purchase high-quality ACTs at a price reduced to a point that private importers will pay up to 80 percent less than they did as at 2009 (Global Fund pays for the reduced price -- ‘buyer co-payment’-- directly to manufacturers) and the sales prices of ACTs will be the same for both public and private sector first-line buyers (The Global Fund, 2011). The primary objectives of the initiative are to make ACTs available and affordable to all patients through both the public and private sectors, and to delay the onset of artemisinin resistance by displacing artemisinin monotherapies from the market. AMFm Phase 1 is being implemented through nine pilots in eight countries which are Cambodia, Ghana, Kenya, Madagascar, Niger, Nigeria, Tanzania (including Zanzibar) and Uganda.
This initiative is designed so that ACTs will be sold through private shops at a similar price to that of older and less effective drugs, thereby dramatically increasing patients’ access to ACTs. It will ensure that first-line buyers, who operate at the top of the supply chain and are the first point of entry for drugs into the country, maintain any pre-existing purchasing relationships with manufacturers, and to minimise disruption to the operation of the supply chain. Gaining a comprehensive understanding of public and private sector ACT distribution channels is therefore needed to ensure successful implementation of the AMFm, and ultimately maximise ACT access in each country. 

Treatment of Malaria within the Public and Private Sector

In Nigeria, malaria treatment is often sought from both the public and private sector. The retail outlets can be pharmacies, patent and proprietary medicine vendors (PPMVs), grocery stores, market stalls or itinerant hawkers (Patouillard et al, 2010). A description of the various outlets where medicines are obtained is given in Table 1. Earlier studies 
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Table 1: Description of medicine outlets

	Category
	Type of Outlet
	Description

	Public 
	University Teaching Hospital;
Federal Medical Center
	These are tertiary health care facilities designated as referral hospitals but often offer primary, secondary and mainly tertiary health care services; they usually have specialized clinics with qualified personnel and frequently serve as centers for training of health personnel.

	
	General or Specialist Hospital


	These are usually secondary health facilities that often form the largest type of health facility funded by the state government. They are usually located at the local government levels and have a number of admission wards, a pharmacy section, an ambulance and a few residential houses for staff on emergency duties. This type of facility usually is comprised of doctors, nurses, community health extension workers and some support staff.

	
	Primary Health Care Centers
	This is similar to the general hospital in terms of capacity and size, funded by the local government and located in small villages within

the local government. Usually it is manned by one or two nurses with some community health extension workers and a few auxiliary staff.

	Private
	Clinics/

hospitals
	These are health facilities that are owned by individuals who are mostly medical doctors. A few of them are equivalent to the General Hospital and are staffed nurses and some auxiliary staff. There is usually a dispensing section in the clinic, but in some cases, the doctors dispense medications themselves.

	
	Maternity homes
	These are maternity health facilities that are owned by individuals who are mostly midwives.

	
	Pharmacies
	These are outlets owned either by registered pharmacists or individuals/companies who have employed the services of registered pharmacists. They are sometimes large outlets that sell both ethical and non-ethical medicines. Pharmacies are licensed by the Pharmacists Council of Nigeria (PCN) but a number of them operate without licenses

	
	Patent and Proprietary Medicine Vendors (PPMVs)
	These are medium to small sized outlets are registered by PCN to sell non-ethical medicines at the community levels to complement for places where there are no pharmacies. However, a number of them also stock ethical medicines and operate without licenses, especially at the village levels. They are mostly manned by people who have not been trained in any health service delivery area. In most scenarios, the business is established for money making. A few of these PPMVs are owned by nurses.

	
	Non Traditional Outlets
	These are kiosks, shops, supermarkets and stores that sell different kinds of commodities, but also stock some medicines including antimalarials

	
	Itinerant hawkers
	These are mobile individuals who carry a variety of medicines around in the streets for sale; sometimes, they carry their bags with drugs on bicycles, motorcycles or cars. In most cases, they do not have a particular location for the sale of medicines as they move from one point to another looking for potential buyers


have revealed that in 49.6% of the time, malaria treatment was most frequently sought from PPMVs or itinerant drug hawkers (Salako et al., 2001). Although pharmacies appear to be the first point of call for treatment of malaria by residents of urban areas, in rural areas, PPMVs serve as the first point of contact for care in roughly one half of the (Salako et al., 2001), and for 36% of the cases in urban areas. In most cases, the interaction between the patients and the PPMVs is mainly on the basis of self-treatment (Brieger et al., 2004; Oladepo et al., 2007). 
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Before the adoption of the National Anti-Malarial Policy in Nigeria in 2005, only 9-15% of pharmacies and medicine shops had recommended first line ACT treatments in stock, whereas 32% carried monotherapy artesunate, 72% had chloroquine, and 92% stocked sulphadoxine-pyrimethamine (Oladepo et al., 2007; Tetteh & Adeya, 2005) even though less than 25% of PPMVs were aware of the change in the recommended malaria treatment from chloroquine to ACTs, and most had continued provision of nonrecommended drug regimens (Oladepo et al., 2007).

Medicine retailers have an important influence on the availability, quality and price of malaria treatment and within the retail market, ACTs are sold alongside with the non-artemisinin medicines (including chloroquine, amodiaquine, sulphadoxine-pyrimethamine and quinine) by a wide range of providers whose characteristics vary substantially across settings. Presently over 95% of the first-line buyers of ACTs in Nigeria are in the private sector. And within the private sector, earlier studies have shown that distribution chain in different countries had a pyramid shape with fewer suppliers at the top and more numerous suppliers at the bottom (Yadav, 2007; Yadav and Conesa 2008; Shretta and Guimier, 2003; Patouillard et al, 2010). "The number of levels within the chain ranged from zero (in the case where retailers obtained drugs directly from the factory gate) up to four levels (in the case of a chain made up of terminal, two intermediate and primary levels)" (Patouillard et al, 2010). 
This report presents the findings of the mapping of co-paid ACT distribution networks in north-east and north-west geopolitical zone in Nigeria. The indicators for the survey as defined in the terms of reference as follows:
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A. Distribution channels 
a). Suppliers (could be manufacturers, wholesalers or distributors) of antimalarials (others than co-paid ACTs) disaggregated by region, urban and rural areas, public and private facilities;

b). Suppliers of co-paid ACTs disaggregated by region, state, urban and rural areas, public and private facilities; 
c). Flow of antimalarials (other than ACTs) and co-paid ACTs disaggregated by region, state, urban and rural areas, public and private facilities. 
d). Quantity of treatment units of co-paid ACTs in relation to the quantity of treatment units of other antimalarials disaggregated by region, state, urban and rural areas, public and private facilities;

e). Quantity of treatment units of non-co-paid ACTs in relation to the quantity of treatment units of other antimalarials disaggregated by region, state, urban and rural areas, public and private facilities; and 

f). Proportion of co-paid ACTs available in licensed outlets in relation to those found in unlicensed outlets. 

B. Availability 
a). Proportion of outlets that had antimalarials (others than ACT) in stock at the time of survey visit;

b). Proportion of outlets that had co-paid ACTs in stock at the time of survey visit;

c). Proportion of outlets that had non- co-paid ACTs in stock at the time of survey visit;

d). Proportion of outlets reporting no disruption in stock of antimalarials (others than ACT) in the last one month; 

e). Proportion of outlets reporting no disruption in stock of co-paid ACTs in the last one month; 

f). Proportion of outlets reporting no disruption in stock of AMFm co-paid ACTs in the last one week prior to the survey visit; and 

g). Proportion of outlets reporting no disruption in stock of non AMFm co-paid ACTs in the last one month.
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 2.
Objectives 
The objectives of this project are as detailed in the terms of reference for this survey are as follows:

i). Determine geographic coverage of current and potential distribution networks for AMFm co-paid ACTs in north-western and north-eastern Nigeria;
ii). Determine availability of co-paid ACT in the regions;
iii). Identify distribution gaps for AMFm co-paid ACTs in the regions; and
iv). Propose solutions to address the distribution gaps for AMFm co-paid ACTs 
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3.
Methods

3.1
Study population 

Geographically, Nigeria is divided into 36 states and the Federal Capital Territory (FCT). These are further grouped into six-geopolitical zones namely north-west (Sokoto, Kebbi, Zamfara, Jigawa, Katsina, Kano, Kaduna), north-east (Bauchi, Yobe, Gombe, Borno, Taraba, Adamawa), north-central (FCT, Niger, Kwara, Kogi, Nasarawa, Plateau, Benue), south-west (Lagos, Ogun, Oyo, Osun, Ekiti, Ondo), south-east (Anambra, Enugu, Imo, Ebonyi, Abia, Cross River) and south-south (Edo, Delta, Bayelsa, Rivers, Akwa Ibom). 
This survey was carried out in north-western and north-eastern part of the country which is made up of 13 states, and 298 local government areas (LGAs) (Table 2). 
	Table 2: States and local government areas (LGAs) in north-west and north-east of Nigeria

	Zone
	State
	No LGAs

	North West
	Sokoto
	23

	
	Kebbi
	21

	
	Zamfara
	15

	
	Jigawa
	26

	
	Katsina
	34

	
	Kano
	45

	
	Kaduna
	23

	North East
	Bauchi
	19

	
	Yobe
	17

	
	Gombe
	11

	
	Borno
	27

	
	Taraba
	16

	
	Adamawa
	21

	               Total
	13
	298


3.2 Study design

Considering the lean finance and time constraint involved in this survey in relation to the large number of LGAs in the north-east and north-west, a systematic approach was adopted in this survey to determine the 

i). suppliers (could be manufacturers, wholesalers or distributors), 

ii). flow,
iii). quantity of treatment units, and
iv). availability 
of the antimalarials in both licenced and unlicensed outlets in public, private and nongovern-mental organization (NGO) sectors in both rural and urban areas in the regions. 

Outlets that were included for interview are any outlets that sell malaria medicines. These included public and private hospitals, primary health care centres, pharmacies, patent medicine stores, supermarkets, shops in hotels, market stalls and itinerant hawkers. “Medicine markets” in the zones being covered, which contribute largely to the sources of wholesale and retail drug business in Nigeria, will also be identified and evaluated. First-line co-paid ACTs buyers distribution channels will be identified and mapped down to wholesale, terminal supply, and all retail outlets. Availability of co-paid ACTs, non co-paid ACTs and other antimalarials will be determined. The gaps in the distribution of AMFm co-paid ACTs will be identified and possible solutions to address co-paid ACT distribution gaps proffered. 
Key research questions that were addressed at each antimalarials outlet surveyed include: 

1) What type of facility is it?

· What is the type of facility (public or private)?

· Where is it located (region, state, rural or urban area)?

· Is the facility licenced or unlicensed)?

· Is the facility a first-line buyer, manufacturers, wholesalers, distributors or retailer of antimalarial or co-paid ACTs?

2) What is the distribution channel for antimalarials (non-ACTs, ACTs and co-paid ACTs)?

· What are the sources of AMFm co-paid ACTs, and other antimalarials?

· How do antimalarials (non-ACTs, ACTs and AMFm co-paid ACTs) flow from first-line suppliers to the retailers? 

· What are the quantities of treatment units of AMFm co-paid ACTs, non-AMFm co-paid ACTs and other antimalarial available in the outlet in the last one month?

3) Are antimalarials (non-ACTs, ACTs and AMFm co-paid ACTs) readily available?
· Were antimalarials (non-ACTs, non-AMFm co-paid ACTs, and AMFm co-paid ACTs) available in the outlet at the time of visit?

· Has there been any disruption in stock of antimalarials (non-ACTs, non-AMFm co-paid ACTs, and AMFm co-paid ACTs) in the last one month?

· Has there been any disruption in stock of AMFm co-paid ACTs in the last one week?

· What are the reasons why there has been disruption in stock of antimalarials, AMFm co-paid ACTs and non-AMFm co-paid ACTs?
A summary of the steps adopted is provided in Table 3.
3.3
Survey Instruments 

Based on the indicators for this survey, survey tools were prepared and subjected to pilot testing as detailed below. Following the outcome of the pilot study, the instruments were modified and submitted to the Senior Advisor, Supply Chain Management and Strategic Support, Affordable Medicines Facility - malaria (AMFm) Unit, The Global Fund for approval prior to administration for the survey.
3.4
Training and Pilot Testing

A 2-day training of six field officers was carried out on June 2-3, 2011 at Faculty of Pharmacy, Ahmadu Bello University, Zaria. The training covered 

1. ACTs and malaria, and AMFm co-paid ACTs, 

2. Survey objectives and training overview, 

3. Overview of survey methods (key aspects of survey design, and roles and responsibilities of personnel), 

4. Importance of data quality and the consequences of poor-quality data, 

5. Data collection procedures, and 

6. Completing the Medicine Data Collection forms, and

7. Pilot testing 

	Table 3: Summary of steps in the survey

	Step
	Activity

	Pre-survey preparation
	1. Contact/recruit survey personnel.

2. Plan and conduct two-day training of field officers. This will include data collection pilot test.

3. Finalize data collection materials/tools and submit to Global fund for approval.

4. Collect background information on the pharmaceutical sector from Ministry of Health, local authorities and key informants.

5. Prepare survey schedule.

	Planning/preparing for the survey


	1. Select sample of medicine outlets to be surveyed.

2. Finalize list of medicines to be surveyed and book appointments with outlets.

3. Plan schedule of data collection visits and transport/accommodation in the field.

4. Plan regular communications during fieldwork work.

	Data collection in the field (Estimated duration: 6 weeks)
	1. Collect central government procurement data.

2. Confirm appointments with medicine outlets. 

3. Visit medicine outlets and any regional government procurement units and collect data

4. At the end of each day, check data collection forms and resolve missing/ unreliable information.

5. Consultant validates data collection by re-conducting survey at 20% of medicine outlets.

	Data entry, analysis and interpretation
	1. Enter data twice, using double-entry function and verify/correct any inconsistencies.

2. Run “data checker” and verify/correct any suspicious data.

3. Conduct analyses of data.

4. Prepare map(s) and distribution channels

	Reporting
	1. Prepare and submit draft report and submit to Global Fund

2. Prepare and submit electronic final report on receipt of review report from Global Fund

3. Mail printed hard copies of printed report to Global Fund


Thereafter, the officers were divided into 2 groups for pilot testing of two public and two private medicine outlets within Zaria metropolis after briefing. Data were collected in one pharmacy store and ABUTH in Zaria by the first group while the second group collected data from one pharmacy store and General hospital in Zaria. The data collected were analysed and issues arising from the pilot study were discussed. This was followed by discussion of the logistics for data collection by the field officers.
3.5
Sampling Procedure

World Health Organization (WHO)/Health Action International (HAI) method to measure the price, availability and affordability of medicines across countries
 has beeen adapted for this survey. For this purpose, six states (three from each geopolitical zone) were selected at random from computer-generated random number assigned to each of the states in the two zones. In each of the six selected states thus chosen at random, the state capital and three Local Government Areas, LGAs (outside the state capital) were selected at random from the LGAs in the state. In each LGA selected, the administrative headquarters plus two rural areas and two urban towns (or the only urban town, if available, randomly selected) are studied. 
In each survey area, the main public hospital is chosen. A complete list of all public health facilities that have pharmacies, dispensaries, or other medicine outlets within a reasonable distance of not less than 20 km from the main hospital selected is then created provided there are at least five medicines outlets otherwise the distance covered is extended. Four other public medicine outlets (an equal number of outlets for each level of outlet and include a primary health care facility) are then selected at random from the list. Four other public medicine outlets are then selected at random as backup.


Similarly, a list of licensed private medicine outlets (including private clinics, pharmacies, drug stores, markets and motor parks---these two latter places are also used by itinerant hawkers) in the area is obtained from the Ministry of Health or local authority. The field workers contact the relevant authority in the area to enquire about places that typically, or even occasionally, stock antimalarials. As appropriate, other outlets are identified and added to the initial lists. Field workers make notes of all these outlets that are located in the study areas and ensure that they are included in the census. In addition, a snowballing technique will be used where providers of known outlets will be asked to identify other outlets within the local area. From the list, five licensed outlets and five unlicensed outlets that are within 20 km from the main public health facility are selected at random. These outlets are distributed on the basis of the category of outlets (pharmacy, drug store, itinerate hawker, etc) and are those that are closest to the main public health facility. Five other outlets are each selected as backup for licensed and unlicenced outlets.
Since “drug markets” (usually not more than 3 in any zone) serve as major source of medicines for public, private and NGO sectors in Nigeria, Kaduna and Kano drugs markets which are the major drug markets in the two zones are identified through key informants and information that are acquired from the Ministry of Health in the selected states and surveyed. In each of the drug markets, at least 2 patent medicine stores and 3 pharmacy stores were selected at random and surveyed. None of the medicine outlets in the drug markets were registered by the regulatory body; the pharmacy stores where identified by the presence or ownership of a trained pharmacist. Also, the central medical store in each state and NGOs providing medicines to consumers (where there are more than five providing antimalarials in the state, five of them are selected at random otherwise all are selected) are identified and surveyed. Backup NGOs of four are identified as appropriate. First-line buyers (FLB) of AMFm co-paid ACTs in the two zones identified during the course of the survey are equally being surveyed. 
The sampling approach is depicted in Figure 1 and the summary of how the data are being collected (as provided in the proposal) is depicted in Figure 2 and Table 4. 
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Figure 1: States in Nigeria showing the states being surveyed (green), states in north-east and north-west not being surveyed (yellow) as well as other states in the country (white)

	Table 4: Categories of outlets of medicine outlets surveyed

	Public sector
	Private sector
	NGO sector

	
	Licensed
	Unlicensed
	

	· Medical stores

· Tertiary – eg Teaching hospital and Central hospital

· Secondary e.g. General hospitals

· Primary e.g., PHC centres
	· Hospitals

· Clinics 

· Pharmacies

· Patent medicine stores

· Drug/open markets

· Maternity homes
	· Hospitals
· Clinics 

· Pharmacies

· Patent medicine stores

· Drug/open markets

· Maternity homes

· Itinerant hawkers
	· Centres/Societies/

· Hospitals

· Clinics

· Maternity homes


In summary, the number of outlets being surveyed in a study area is determined by the number and type of health care facilities and medicine outlets, as well as the number of towns and rural areas available in the area. In this survey, all data collected from state 


Sampling of geographical areas for survey

Selection of public and private medicine outlets



Figure 2: Data sampling 

capitals and LGA headquarters were considered as data from urban areas as all LGA in the country are considered urban towns or cities. In some of the LGAs the only towns available are often the LGA headquarters and the surrounding rural areas often rely on traditional medicines and travel to nearby towns for treatment. The project number of outlets that were survey in each state is provided in Table 5.


3.6
Data Gathering Procedure

Data collection commenced in most states in the third week of June 2011. I have earlier 

	Table 5: Projected sampling of outlets

	State 
	Number of outlets to be surveyed

	
	Urban
	Rural
	Public sector
	Private sector
	NGO sector

	
	
	
	
	Licensed
	Unlicensed
	

	Sokoto State
	
	
	
	
	
	

	        State capital
	20
	
	6
	8
	5
	1

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Katsina State
	
	
	
	
	
	

	       State capital
	12
	
	6
	4
	2
	-

	       Dutsinma LG
	10
	5
	6
	6
	3
	-

	       Daura LG
	24
	2
	7
	4
	14
	1

	
	
	
	
	
	
	

	Kaduna State
	
	
	
	
	
	

	        State capital
	18
	
	5
	4
	7
	2

	        Kachia LG
	8
	7
	4
	9
	2
	-

	        Maikwoi LG
	7
	6
	2
	8
	3
	-

	        B/Gwari LG
	9
	7
	1
	14
	1
	-

	Taraba State 
	
	
	
	
	
	

	       Jalingo
	9
	-
	3
	6
	-
	-

	       Mutum Biya
	6
	-
	2
	4  
	-
	-

	       Tella
	5
	-
	1
	4
	-
	-

	
	
	
	
	
	
	

	Bauchi State 
	
	
	
	
	
	

	       State capital
	14
	
	4
	7
	2
	1

	       Katagum
	9
	
	4
	5
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Adamawa State 
	
	
	
	
	
	

	
	
	
	
	
	
	

	       Mubi North
	13
	3
	3
	5
	8
	-

	       Mubi South
	12
	6
	5
	5
	9
	-

	       Michika LG
	12
	10
	9
	8
	5
	-


proposed that four field officers would be assigned to collect data for a period of one week in each of the state capitals and the three LGAs randomly selected for the survey and then proceed to another selected state, as a field officer will be assigned to each of the three randomly selected LGAs and state capital. This plan was based on the assumption that the survey life span was May to August, 2011. Since the survey period was reduced to a period of three months (June to August, 2011), two additional field officers were recruited and a field officer was assigned to each of the six selected states to carry out the collection of data under my supervision with the assistance of two other officers trained for the purpose (one for the north-east and the other for the north-west). Also, pharmacists with no less than five years experience were recruited in the states where they resided or worked for no less than 2 years as field officers for the survey. This became necessary to minimize language barrier and effective communication with the personnel to be encountered in the most of the medicine outlets. Although Borno State was initially selected for the study as one of the states in the north-east, the state was dropped from the survey list because of the problem of insecurity initiated by an Islamic set, Boko Haram, in Borno State. For this reason, Taraba State was randomly selected from the north-east to replace Borno State. Thus the data collection is being carried out in Kaduna, Katsina and Sokoto States in north-west and Adamawa, Bauchi, and Taraba States in the north-east.

3.7
Data Management

Data collected were entered twice into Microsoft Excel. Qualitative data were first categorized before entry into the computer database. The data in the two entries were matched for consistency and any errors detected following double-check of information on data collection formats were corrected prior to analysis. The sorting of data and descriptive statistics of the data as well as plotting of graphs were carried out using Microsoft Excel (Microsoft Inc, USA). Qualitative data were categorized and presented as appropriate. Data comparison was achieved using one-way analysis of variance (ANOVA) or Chi-square test (for proportional data). Descriptions of antimalarials, and co-paid ACT distribution networks in the public, private, rural and urban areas, and NGO sectors were provided. 
5.0 
Findings
5.1
Field Officers Training and Pilot testing

The training program was a success. Following analysis of the findings from the pilot study, the survey instruments were amended as appropriate and forwarded to Global Office for vetting. The final instruments provided in the Appendix were used for the survey. 
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Field Officers with the project coordinator, Dr Patrick Erah (middle), inside Faculty of Pharmaceutical Sciences Building during the Training Section
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Field Officers in the office of the Chief Pharmacists in Zaria during a Pilot testing program

5.2
Medicine Outlets
All the medicine outlets listed in Table 1 were identified in each of the states that were surveyed. Data made available by the Pharmacists Council of Nigeria showed that at the end of 2010 some of the states had very limited number of registered medicine outlets (Table 6). Compared to other parts of the country, the north-east and north-west has much smaller number of outlets. While the number of registered pharmaceutical manufacturers, importers, distributors, wholesalers and retailers in Lagos were 62, 267, 17, 234 and 590, respectively, those of the entire north-east and north-west were 1, 4, 4, 31 and 104, respectively. None of the medicine outlets (pharmacy, and patent and proprietary medicine outlets) in the drug markets in Kano and Kaduna were registered by the Pharmacists Council of Nigeria, but some of the pharmacy shops had pharmacists who could not be ascertained whether they were licensed or not due to the suspicious nature of the operators of the outlets in the drug markets. 
	Table 6:  Licensed pharmacy shops, pharmacists and patent/proprietary medicine outlets in north-eastern and north-western Nigeria as at December 2010

	State 
	Number of outlets and registered pharmacists

	
	Pharmacy
	Registered Pharmacists
	Patent and proprietary medicine

	
	Manufacturers
	Importers
	Distributors
	Wholesalers
	Retailers
	
	

	Adamawa
	
	
	
	4
	22
	52
	28

	Bauchi
	
	
	
	3
	9
	42
	65

	Kaduna
	1
	3
	4
	15
	53
	271
	N/A

	Katsina
	
	
	
	
	4
	34
	5

	Sokoto
	
	1
	
	7
	10
	45
	135

	Taraba
	
	
	
	2
	6
	37
	68


N/A= not available

In each of the states, several unregistered medicine outlets, mainly patent and proprietary medicine outlets, abound. Pharmacy shops are concentrated in urban areas and in many rural areas, pharmacy shops were often not available and the communities rely on medicines from patent and proprietary medicine outlets (if available) and medicine hawkers.
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Medicine hawkers using bicycle (A) or baskets (B and C) to hawk drugs in rural areas and medicine being sold in a kiosk located in a garage with meat and vegetable sellers

5.3
Drug Distribution Channels
5.3.1 Suppliers of Antimalarials

There are many suppliers of antimalarials in the regions surveyed. These are summarised  in Table 7 with the details provided in the Appendix.
5.3.2 Flow of Antimalarials 
The flow of antimalarials in all the regions and States in the north east and north west are similar. However differences exist in the flow pattern in the public versus private sectors and between rural and urban areas. In both public and private sectors in the rural areas, manufacturers, distributors and importers are hardly involved except where they are also wholesalers or operate within the Drug markets. Itinerant hawkers are also not directly connected to manufacturers, distributors or imports unless an encountered with them in the Drug market.

Public Sector

In all the states in the zones surveyed, other than Katsina, drug revolving fund system operates and medicines are distributed from the Central Medical Stores to the general hospitals, and primary health care centres. The antimalarials are either obtained from NGOs or purchased from contractors. Unlike the southern part of the country, the hospitals, clinics and NGOs are mainly concentrated in the urban areas and the landscape is often very large. Many rural areas are difficult to reach and villages can be seen in clusters. In Adamawa and Taraba States, mobile clinics are used for enlightenment programmes to direct people in rural communities to appropriate health facilities on weekly basis. In addition to providing enlightenment programmes on where to receive treatment in the rural areas, Katsina State government uses the mobile clinics as means of distributing free medicines to rural areas. Thus other than patent and proprietary medicine vendors, and medicine hawkers, supply of antimalarials through the primary health care systems is a major source of antimalarials to the rural communities in the north-east and north-west regions in Nigeria.
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A typical primary health care centre (PHC) in Bauchi State
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Dispensing Hall of Federal Medical Centre, Azare, Bauchi State

	Table 8: Distribution of antimalarials to public facilities by Governmemt

	State
	Drug supply system

	Adamawa
	Free medicines provided for malaria treatment. Society for Family Health (SFH) and National Malaria Control Programme (NMCP) have organized seminars on ACTs (but no clear information on AMFm co-paid ACTs) for patent and proprietary medicine vendors and community pharmacists. SFH/NMCP work together to provide AMFm co-paid ACTs in the state.

	Bauchi
	Free medicines provided for malaria treatment, accident victims, pregnant women and children under 5 years.

	Kaduna
	Free medicines provided for treatment of pregnant women and children under 5 years.

	Katsina
	Free medicines provided for malaria treatment, accident victims, pregnant women and children under 5 years. Mobile clinics are used to distribute drugs to rural areas by Community Health Extension Workers. SFH and NMCP have organized seminars on ACTs (but no clear information on AMFm co-paid ACTs) for patent and proprietary medicine vendors and community pharmacists. SFH/NMCP work together to provide AMFm co-paid ACTs in the state but no supply from April.

	Sokoto
	Other than pregnant women and children (receive free antimalarial medicines from Women and Children Welfare Centres), citizens pay for their antimalarials.

	Taraba
	Free medicines provided for treatment of pregnant women and children under 5 years. SFH and NMCP have organized seminars on ACTs (but no clear information on AMFm co-paid ACTs) for patent and proprietary medicine vendors and community pharmacists. SFH/NMCP work together to provide AMFm co-paid ACTs in the state.


Table 8 provides a description of the medicine supply system. In Katsina and Bauchi AMFm co-paid ACTs are supplied by contractors, mostly at the price of non-AMFm co-paid ACTs as the pharmacists had no appropriate information on the AMFM co-paid ACTs. An illustration of the flow of AMFm co-paid antimalarials and other antimalarials in the public sector is provided in Figure 3. 

Private Sector
There is no defined order for distribution of medicines within the private sectors as the system is disorganized. Like other medicines, antimalarials move from manufac-turers to distributors/ wholesalers and retailers, retailers sell to other retailers, distributors sell to distributors and wholesalers, retailer buy directly from importers, etc.  
[image: image14.emf]
Figure 3: Flow of AMFm co-paid ACTs (A) and other antimalarials (B) in the public sectors in north eastern and north western Nigeria (NMCP = National malarial control programme)

The drug markets in Kaduna and Kano States, and to a lesser extent, that in Onitsha head bridge in Anambra State, are major sources of antimalarials. While the manufacturers and distributors engage in large scale marketing from distributors to wholesalers, retailers and the public, each drug market continues to be the favourite to many wholesalers and retailers for the purchase of antimalarials and other medicines because of cheaper prices, and ready availability in a single location. Even patients patronize the drug market as long as they are within the area of location. A flow of AMFm co-paid antimalarials and other antimalarials in the private sector is provided in Figure 4.

NGO Sector

Unlike the southern part of the country, there were only few NGOs encountered that were involved in medicine distribution and none was encountered in Adamawa and Taraba States and in rural areas. Society for Family Health (SFH) (working in collaboration with the National Malaria Control Programme in some States) was the only active NGO encountered in four states. Yakubu Gowon Centre activity was noticed in one of the states. Two other NGOs encountered in Kaduna State provided health care delivery to their communities. The flow of antimalarials through the NGO to the comsumers is illustrated in Figure 5. 
Urban and Rural Areas

Most medicine outlets are concentrated within the urban areas. In the rural areas, many dwellers rely mainly on available primary health care centres, patent medicine stores and itinerant hawkers for access to antimalarials and other medicines. The flow of medicines general follow the patterns in the private and public sectors except that the manufacturers and distributors/importers are often not involved.
5.3.3 Quantities of Treatment Units of Antimalarials

The relative quantities units of AMFM co-paid, non-AMFm co-paid and other antimalarials available in north eastern and north western Nigeria in surveyed medicine outlets are shown in Figure 6. There was a significant difference between the quantities of units of the medicines between the north east and north west (Figure 6) and across the States (p<0.05) (Table 9). in relation to the quantity of treatment units of other antimalarials 
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Figure 4: Flow of AMFm co-paid ACTs (A) and other antimalarials (B) in the private sectors in north eastern and north western Nigeria

[image: image16.emf]
Figure 5: Flow of AMFm co-paid ACTs (A) and other antimalarials (B) in the NGO sectors in north eastern and north western Nigeria
There was a significantly higher proportion (p<0.05) of all antimalarials in the urban areas as compared to the rural areas. About twice of the quantities in the public areas were found in the private sector among the outlets surveyed. This is more likely related to the activities of the National Malaria Control Programme and the various efforts of the State governments to control diseases in the States through their different outreach programmes. Unlike the north east, the relative quantities of AMFm co-paid ACTs, non- AMFm co-paid ACTs and other antimalarials were similar in the urban, public and private sectors. In the north east, there were relatively much more quantities of AMFm co-paid ACTs when compared to other antimalarials.  

5.3.4
Licensing of Outlets

In this survey, all public facilities were considered to be licensed (Figure 7). Other than Taraba State, less than 40% of the medicine outlets across the states in the north east and north west in the private sector were unlicensed. These included pharmacy shops, patent and propriety medicine stores, clinics and drug markets. In Taraba State, majority of the outlets in both rural and public areas within the private sector were licensed. All outlets in the drug markets were unlicensed. The relative smaller proportion of pharmacy and patent and propriety medicine outlets licensed in each of the States cannot be unconnected with the ongoing disagreement between the regulatory body, Pharmacists Council of Nigeria (PCN, and the Pharmaceutical Society of Nigeria (PSN) and earlier problem between the PCN and Patent and Proprietary Medicine Vendors Association which has now been resolved.

 
[image: image17] Figure 6: Relative quantities of units of AMFM co-paid, non-AMFm co-paid and other antimalarials available in north eastern and north western Nigeria in surveyed medicine outlets (*p<0.05; **p<0.05) [*over all; ** north east vs north west]
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Figure 7: Proportion of licensed medicine outlets expressed as percentages of outlets surveyed (*p<0.05; **0.74) [*over all; ** north east vs north west]

5.4
Availability of Antimalarials
Across the states in the north east and north west, the availability of the different antimalarials was largely controlled by consumer demand, government policy, location (rural or urban), awareness and the prescription pattern. In the north west, the demand for chloroquine is very low and this was very visible in the drug market in Kano where chloroquine was hardly seen in most shops. While AMFm co-paid ACTs and non-AMFm co-paid continue to thrive along with the other antimalarials, lack of awareness of the purpose, availability and price of AMFm co-paid ACTs continue to have a negative impact on the objectives of AMFm co-payment initiative. 
Proportion of outlets that had antimalarials in stock 

There was no significant different between the proportion of outlets that had antiimalarials other than ACTs in stock at the time of visit in the north east as compared to the north west (P>0.05). The NGOs were only encountered in the north west (Figure 8). 

	Table 9: Quantities of units of AMFM co-paid, non-AMFm co-paid and other antimalarials available in north eastern and north western Nigeria in surveyed medicine outlets 

	
	Co-paid
	Non-co-paid
	Others

	Adamawa State
	
	
	

	Urban
	774,658
	89,916
	218,939

	Rural
	4386
	324
	2371

	Private
	713035
	68570
	146161

	Public
	66009
	21670
	75147

	NGO
	0
	0
	0

	Bauchi State
	
	
	

	Urban
	176236
	259413
	106528

	Rural
	12018
	2702
	9308

	Private
	12006
	16013
	11393

	Public
	154230
	243400
	95135

	NGO
	
	
	

	Taraba State 
	
	
	

	Urban
	48063
	5456
	13527

	Rural
	1477
	557
	857

	Private
	4653
	4787
	6825

	Public
	44887
	1226
	7559

	NGO
	0
	0
	0

	Kaduna State
	
	
	

	Urban
	17223
	49590
	119522

	Rural
	290
	805
	5259

	Private
	4172
	5929
	107140

	Public
	220
	41954
	11105

	NGO
	12880
	1392
	446

	Katsina State
	
	
	

	Urban
	170799
	187056
	129501

	Rural
	940
	584
	2372

	Private
	146362
	103173
	31254

	Public
	25377
	83367
	100384

	NGO
	0
	1050
	235

	Sokoto State
	
	
	

	Urban
	39311
	7916
	15672

	Rural
	355
	82
	1454

	Private
	25979
	6433
	15193

	Public
	887
	93
	633

	NGO
	12800
	1472
	1300


The proportion of outlets that had co-paid ACTs in stock at the time of survey visit were significantly higher in the north east as compared to the north west (Figure 9, p=0.0295). Within the north east, there were similar relative proportions of AMFm co-paid ACTs in the rural areas as compared to the urban areas and the private as compared to the public sector (p>0.05). This can be explained by the high proportion of non-AMFm co-paid ACTs in the north west in the NGO sector (Figure 10). Some of the NGOs provide health care services. Like the AMFm co-paid ACTs, there were similarities in the proportions of outlets that had non-AMFm co-paid ACTs in stock at the time of survey visit in the rural as compared to the urban areas, and in the private as compared to the public sectors.
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Figure 8: Proportion of outlets that had antimalarials other than ACTs in stock at time of survey visit 
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Figure 9: Proportion of outlets that had AMFm co-paid ACTs in stock at time of survey visit (p=0.0295, north east vs north west)
Other than rural areas in Kaduna State and NGOs in Bauchi, Kaduna and Sokoto States,  the proportion of outlets that reported stockout of antimalarials other than ACTs in the preceeding 1 month prior to visit in the rural, urban and private areas as well as public sectors were generally less than 50% (Figure 11). 
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Figure 10: Proportion of outlets that had non AMFm co-paid ACTs in stock at time of survey visit (*p=0.131; **p=0.989) [*Overall; **north east vs north west]
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Figure 11: Proportion of outlets reporting stockout of antimalarials other than ACTs in the last 1 month (*p=0.414; **p=0.151) [*Overall; **north east vs north west]
While artemether/lumefanthrine (6x4, 6.3, 6x2 and 6x1) and Coartem dispersible tablets are the main AMFm co-paid ACTs supplied to the regions by Society for Family Health, IPCA and National Malarial Control Programmes, non-AMFm co-paid ACTs available included Artemether/lumefanthrine (20/120, 80/240), dihydroartemisinin/piperaquine, Lonart DS tablets and Lonart syrup, artemether tablet (x12 and x 6), Coartem tablets (6x3, 6x2, 6x4) artemether injection, artesunate tablets, artesunate/amodiaquine 50/200, and artemether syrup. 
Stockout of Antimalarials
Stockout was considered in medicine outlets with stock of the appropriate antimalarial in relation to the total number of outlets surveyed in each State (Figures 12-14). There was a significant different between the north-east and the north-west in the proportion of outlets reporting stockout of co-paid ACTs in the last one month before the visits to the outlets (p=0.043) (Figure 12). In both rural and urban areas as well as private and public facilities, report of stockout recorded in the States in the north-west was higher than those in the north-east. However, within the private versus public sector and between the rural versus urban areas in the regions, no significant differences were observed. However, significant higher proportions of stockout was observed within the last one week prior to the visits to each of the outlets (Figure 13). However, no significant differences between the north-east and north-west were observed in the proportions of outlets with stockout of non-AMFm co-paid ACTs (Figure 14).
Generally, the stockout of antimalarials was more related to the States than to the products (AMFm co-paid ACTs versus non-AMFm co-paid ACTs). 

Reasons for Stockout of Antimalarials

Generally, many outlets did not stock the products because of lack of awareness of the existence of AMFm co-paid ACTs and the purpose. For most pharmacists (in hospitals and community pharmacies) and patent and proprietary medicine vendors, the survey visits to their outlets was the first times they heard about the co-payment products. They could not identify the difference between the AMFm co-paid ACTs and the non-AMFm co-paid ACTs. 
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Figure 12: Proportion of outlets reporting stockout of AMFm co-paid ACTs in the last 1 month (*p =0.043, north east vs north west)
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Figure 13: Proportion of outlets reporting stockout of AMFm co-paid ACTs in the last 1 week 
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Figure 14: Proportion of outlets reporting stockout of non AMFm co-paid ACTs in the last 1 month 
For those that had had stocked of the AMFm co-paid ACTs, different reasons given for the stockout included:
· No supply from State Medical Store (public facilities) or from first line buyers and distributors (private facilities and NGOs);
· Lack of funds to purchase more (private sector);
· Sale of products at exorbitant prices (private sector);
· None availability of stock (First line buyer); and
· Higher demand by consumers for “double strength” formulations which are not often supplied

5.5
Gaps in Distribution

1. Awareness 
Awareness of the AMFm co-paid ACTs was very poor. There were hardly any of the pharmacists in charge of the drug supply chain management in the Ministries of Health, and the public health facilities that was very familiar with the co-payment initiative or knew how to identify the AMFm co-paid ACTs at the time of visit to their outlets. Thus many of them stocked the co-paid ACTs (where available) and sell them as non AMFm co-paid antimalarials. This was also the case with majority of the patent and proprietary medicine vendors. Although the patent and proprietary medicine vendors had often received some enlightenment programmes on malaria management, no information was provided on the co-paid ACTs.
For retailers, the lack of awareness of the co-payment initiative has created suspicion on the part of the patients because for many of them, only faking of drugs can explain the huge difference in price between the AMFM co-paid ACTS and the non-AMFM co-paid ACTs.

2. Sharp practices

Arising from lack of awareness, some State governments (example Katsina State) bought co-paid ACTs as non-AMFM co-paid ACTs under the drug resolving fund programme. Similarly, some pharmacists in the public sector bought and dispensed the co-paid ACTs as non-AMFm co-paid ACTs. In the drug market, some “big” wholesalers purchased the co-paid ACTs from their distributors and deliberately resell them to others as non-AMFm co-paid ACTs to attract much higher prices. Even the price tags on some of the products did not deter them from this sharp practice but was often the point of suspicion from those they cheat. 
3. Available Formulations 
Much of the co-paid ACTs available are not the double strength formulations which many patients prefer because of the number of tablets to swallow. This has a potential negative impact on choice of co-paid ACTs in preference for non-AMFM co-paid ACTs irrespective of the price reduction.  Also, most of the different formulations of ACTs were not available in the outlets when visited limiting the choice of co-paid ACTs in preference for non-AMFm co-paid ACTs.

4. Short supply

Although there has been an increase in the number of treatment units of co-paid ACTs in July and August, 2011, the quantity available in both rural and urban areas is rather small compared to

6.
Challenges

The duration of this project was a major challenge as not much time was available to prepare and carry out the survey. Many of the patent and proprietary medicine outlets surveyed were not licensed by the Pharmacists Council of Nigeria (PCN). Also, National Agency for Food and Drug Administration and Control (NAFDAC) carry out occasional inspection of medicine outlets, particularly pharmacy and patent medicine stores, to eradicate the problem of fake and adulterated medicines. These raised a lot of suspicion as to whether the field officers were from the regulatory bodies and convincing the personnel found in the outlet to accept to provide the information required was often very difficult. Some appointments booked to collect data were turned down by owners of most unlicensed medicine outlets for fear of possible prosecution by law enforcement agents. Where the owners of some of the medicine stores visited were not available at time of visit, those found on duty frequently fail to allow any information to be collected until the owner was available. This required the field officer to either wait until someone able to authorize collection of data was available, or arrange for a return visit. This contributed to delay in data collection and increased hotel bills and transportation costs. In some instances, the large number of clients being attended to in some outlets was also another source of delay as the present of the clients either interrupted data collection or sometimes resulted in abrupt termination of discussion.

Some patent and proprietary medicine vendors sought for written permission from their Association before they could allow data collection. Desirable as this information was, the duration of this survey did not favour such an approach because where the Union failed or delayed in giving permission, the data collection in that State can be entirely compromised as the union leadership has powerful ways of reaching out to members within a short time
The lack of prior information to and education of patent medicine store vendors, not such much as the pharmacists and other health workers, about the co-payment initiative was a major challenge as much time had to be spent on educating the participants about the initiative. 
7
Conclusion and Recommendations
This survey has revealed that at the time of data collection for this survey, the level of awareness about AMFm co-paid ACTs in the north-eastern and north-western Nigeria among the patients (consumers), the health professionals, particularly the pharmacists and other involved in dispensing antimalarials in the public health facilities, as well as patent medicine vendors was very poor. This had a negative impact on both the sourcing and hence the availability of the AMFm co-paid ACTs in the regions. Though Society for Family Health and the National Malaria Control Programme were involved in the distribution of co-paid ACTs in the regions, many of the medicine outlets had not been reached and had no stock of the products. Non-AMFm co-paid ACTs and other antimalarials are still in high demand and the lack of awareness of the reason for the reduced price of co-paid ACTs has created suspicion about the quality of the product by some consumers who now assume that the products are fake and prefer to purchase the non-AMFm co-paid ACTs. It has also resulted in exploitation of innocent medicine dealers and eventually the patients who have to pay much higher prices for the co-paid ACTs owing to sharp practices by some medicine dealers.
Antimalarials, like other medicines, continue to reach the rural and urban communities in the regions surveyed through both licensed and unlicensed outlets. Though unlicensed, the medicine outlets in the drug markets in Kaduna and Kano are major sources of supply of antimalarials. The north-eastern States appear to be getting more co-paid ACTs that the north-western States.

Based on the finding of this survey, the following recommendations are being made:
1. Education of the public, pharmacists and patent and proprietary medicine vendors is critical. The current mass enlightenment programme needs to be intensified and specific education programmes should be conducted separately for pharmacists and patent and propriety medicine vendors. 
2. The First line buyers need to provide effective monitoring system for their sales representatives as pursuit of high volume of sales can drive them to prefer to market non-AMFm co-paid ACTs while playing down on co-paid ACTs. 

3. Majority of medicine dealers patronize the drug markets even though they are illegal sources of medicines. If antimalarials, other than ACTs are dried up in the drug markets, much of the efforts at drying up antimalarials other than ACTs would have been achieved. Proper enlightenment programme needs to specifically target these wholesale outs that contribute largely as a channel for distribution of antimalarials.

4. The Federal Government should be encouraged to raise the tax on non-ACTs imported into the country and impose specific taxes on local production of non-ACTs to discourage distribution in the country.

APPENDIX 

Training Program
	2 June 2011
	

	7:30–8:00 am
	Breakfast

	8.30 – 9.30 am
	Introduction 

• ACTs and malaria

• Co-paid ACTs

• Survey objectives and training overview

	9.30 – 10.15 am
	Discussion

	10.15-10.30 am
	Group Photograph

	10.00 – 10.30 am
	Tea break

	10.30 – 11.30 am
	Overview of survey methods 

• Key aspects of survey design

• Roles and responsibilities of personnel

	11.30-12.00 noon
	Discussion, questions and answers

	12.00 – 1.00 pm
	The importance of data quality and the consequences

of poor-quality data

	1.00 – 2.00 pm
	Lunch break

	2.00 – 3.00 pm
	Data collection procedures

• Preparation for data collection

• Sampling of outlets

• Procedures before, during and after medicine outlet visits

• What to do at the end of data collection

	3.00 – 3.30 pm
	Discussion, questions and answers

	3.30 – 4.00 pm
	Completing the Medicine Data Collection forms

• Instructions for completing the form

• Key rules to remember

	4.00 – 5.00 pm
	Pilot testing

Discussion

	6.00 – 7.30 pm
	Dinner

	3 June 2011
	

	7.30 – 8.30 am
	Breakfast

	8.45 – 9.30 am
	Briefing for data collection pilot test 

	9.30 – 12.30 am
	Pilot test medicine outlets in 2 groups

• Data collection in one pharmacy store and ABUTH in Zaria by group 1

• Data collection in one pharmacy store and General hospital in Zaria by group 2

	12.30 – 1.00 pm
	Lunch break

	1.15 – 2.15 pm
	Discussion of issues arising

	2.15 – 2.30 pm
	• Logistics for data collection

• Final comments, evaluation of workshop

	1.05 pm
	Departure
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Affordable Medicines Facility-malaria (AMFm): Mapping Co-paid ACT Distribution Networks

For Inquiries: Patrick Om Erah, Associate Professor of Clinical Pharmacy & Pharmacy Practice, Faculty of Pharmacy, University of Benin, Benin City, Nigeria Tel: (234)0802-336-0318 / 0805-526-3622  E-mail: p_erah@yahoo.com 
Ref no: AMFm/AND/JA/L2
Date: 20 June 2011
...……………………………………………….

…………………………………………………..

…………………………………………………..

…………………………………………………..

Dear Sir/Madam

Re: Letter of Introduction

As you may already be aware, the Affordable Medicines Facility – malaria (AMFm) is an innovative financing mechanism designed by the Global Fund to expand access to artemisinin-based combination therapies (ACTs) which are now recommended by World Health Organization as first-line medicines for the treatment of malaria. AMFm is expected to promote the use of effective antimalarials and drive out the ineffective medicines from the market by reducing consumer prices to an affordable level through price negotiations with manufacturers, and a buyer co-payment and ensuring safe and effective scale-up of ACT use. AMFm Phase 1 is being implemented through 9 pilots in 8 countries which are Cambodia, Ghana, Kenya, Madagascar, Niger, Nigeria, Tanzania (including Zanzibar) and Uganda. 

In the light of the above, I wish to introduce ---------------------------------------- to you as he will assist in collecting data in your State to determine the availability and present geographic coverage of current and potential distribution networks for AMFm co-paid ACTs as well as identify the distribution gaps for the medicines. This data collection is also being carried out in some other randomly selected states across the country. The outcome of the survey we enable the suggestion of possible solutions to address the distribution gaps for AMFm co-paid ACTs in Nigeria.

Kindly provide ----------------------------------------the relevant assistance needed to achieve the objectives of the survey which is going to help save millions of lives in the country.
Thank you.


Patrick Om Erah  BPharm, MPharm, PhD

Survey Coordinator
Mapping Co-paid ACT Distribution Networks in North-East and North-West Geopolitical Zone in Nigeria
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.Form 1: Schedule of Outlets:
LIST OF MEDICINE OUTLETS TO BE SURVEYED

 (To be completed by the field officer)
State:……………… Local Govt:…………………… Area (Rural or Urban): ……………

	Site ID
	Name of outlet
	City/Town/

Village
	Street Number

	
	Public Facility
	
	

	S1
	
	
	

	S2
	
	
	

	S3
	
	
	

	S4
	
	
	

	S5
	
	
	

	
	Public facility backup
	
	

	S6
	
	
	

	S7
	
	
	

	S8
	
	
	

	S9
	
	
	

	
	Private Facility (Licensed)
	
	

	S10
	
	
	

	S11
	
	
	

	S12
	
	
	

	S13
	
	
	

	S14
	
	
	

	
	Licensed private facility backup
	
	

	S15
	
	
	

	S16
	
	
	

	S17
	
	
	

	S18
	
	
	

	S19
	
	
	

	
	Private Facility (Unlicensed)
	
	

	S20
	
	
	

	S21
	
	
	

	S22
	
	
	

	S23
	
	
	

	S24
	
	
	

	
	Unlicensed private facility backup 
	
	

	S25
	
	
	

	S26
	
	
	

	S27
	
	
	

	S28
	
	
	

	S29
	
	
	

	
	NGO Facility 
	
	

	S30
	
	
	

	S31
	
	
	

	S32
	
	
	

	S33
	
	
	

	S34
	
	
	

	
	NGO backup 
	
	

	S35
	
	
	

	S36
	
	
	

	S37
	
	
	

	S38
	
	
	

	S39
	
	
	

	
	Drug markets 
	
	

	S40
	
	
	

	S41
	
	
	

	S42
	
	
	

	S43
	
	
	

	S44
	
	
	

	
	Drug market backup
	
	

	S45
	
	
	

	S46
	
	
	

	S47
	
	
	

	S48
	
	
	

	S49
	
	
	

	
	Central medical store
	
	

	S50
	
	
	

	S51
	
	
	

	
	OTHERS
	
	

	S52
	
	
	

	S53
	
	
	

	S54
	
	
	

	S55
	
	
	

	S56
	
	
	

	S57
	
	
	

	S58
	
	
	

	S59
	
	
	

	S60
	
	
	

	S61
	
	
	

	S62
	
	
	

	S63
	
	
	

	S64
	
	
	

	S65
	
	
	

	S66
	
	
	

	S67
	
	
	

	S68
	
	
	

	S69
	
	
	

	S70
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.Form 2: Consent Form Information Sheet


OUTLET SURVEY

(To be read to/ read and signed by the person providing information)

Reason why we are conducting this survey?

We want to determine the availability of antimalarials so that the availability of appropriate medicines and treatment for malaria in Nigeria can be improved. We hope to hold discussions with you. We feel that your experience providing antimalarial medicines to the community can contribute much to our understanding and knowledge of how we can improve malaria treatment.

I would like to ask you some questions about (1) the type of antimalarial medicines you stock, (2) sources where you get your supplies, (3) whether you have had any stock outs, and (4) find out about experience as it relates to problems with the distribution and antimalarials. In addition, I would like to ask your permission to check and see what antimalarial medicines are available in your outlet and I can make a note of this.

Duration of the interview?

I do not intend to take too much of your time. The interview should not be more than 20 minutes. Looking through your stock of antimalarials may take about 5 to 10 minutes (depending on the availability of antimalarials).

Are there any disadvantages or advantages involved in taking part?

No. However there are no individual benefits but in answering our questions you will help us improve our understanding of how to increase the availability of malaria treatment for the benefit of everyone living in your area and other parts of Nigeria. Unfortunately, we are not in a position to assist with financial or other problems that we come across, nor can we provide malaria treatment to your shop/facility. However, we hope that you will participate since your views are important for the study and the results from the study will improve the availability of antimalarials.

Will the information provided cause me or my business any troubles?

We are not from any regulatory body and not here to inspect your business. No information about this specific outlet will be passed on to the regulatory authorities and we will not share individual information about you or other participants with anyone beyond our research team and the sponsor of this project who also initiated and are funding price reduction in ACTs in many countries including Nigeria. Your name, address or any other information that could identify you personally will not be recorded with the information you provide. The knowledge gained from this research will be shared in summary form, without revealing individuals’ identities. We will share this information with other interested organizations or individuals who may find the information useful in improving availability of malarial treatment.

What will happen if I refuse to participate?

Participation in the research is voluntary. You are free to decide if you want to take part or not. If you do agree, you can change your mind at any time. You can refuse to answer any specific questions, or stop the interview at any time. If you chose not to answer a question, stop the interview or even not participate at all in the study it will not affect your working conditions today or in the future.

Can I ask any questions?

Yes. You can ask them now or later or you may contact the Project Consultant (name and address above).
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INTERVIEWS CONSENT FORM
Outlet Survey

.(To be read to the person providing information).

[image: image26]
OR

 .(To be read and completed by the person providing information). 

[image: image27]
Mapping Co-paid ACT Distribution Networks in North-East and North-West Geopolitical Zone in Nigeria

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Affordable Medicines Facility-malaria (AMFm): Mapping Co-paid ACT Distribution Networks

For Inquiries: Patrick Om Erah, Associate Professor of Clinical Pharmacy & Pharmacy Practice, Faculty of Pharmacy, University of Benin, Benin City, Nigeria Tel: (234)0802-336-0318 / 0805-526-3622  E-mail: p_erah@yahoo.com 
.Form 3: Data Collection Format A


OUTLET SURVEY

(To be completed by the field officer)

Part A
1. State: ----------------------------- Local Govt area: -----------------------------      Site ID: -----------

2. Area: 
Name: ……………………..  [   ] Rural      [   ] Urban area
3. Category:
[   ] Public       [   ] Private       [   ] NGO

4. Type:    
   [   ] First-line buyer     [   ] Manufacturers     [   ] Wholesalers     

                           [   ] Distributors     [   ] Retailer 
5. Licensed:     [   ] Yes       [   ] No
Part B 

1. Products normally stocked/retailed?       [   ] AMFm co-paid ACTs     [   ]  Other antimalarials

2. Sources of AMFm co-paid ACTs?    [   ] Directly from first-line buyers          [   ] from wholesalers       [   ] from manufacturer     [   ] from other retailers        [   ] from ‘drug market’

3. Sources of non AMFm co-paid ACTs     [   ] Directly from first-line buyers          [   ] from wholesalers       [   ] from manufacturer     [   ] from other retailers       [   ] from ‘drug market’

4. Outlet currently has AMFm co-paid ACTs in stock?   [   ] Yes      [   ] No

5. Outlet currently has non-AMFm co-paid ACTs in stock?   [   ] Yes      [   ] No

6. Outlet currently has antimalarials (other than ACTs) in stock?   [   ] Yes      [   ] No

7. Any stockout of antimalarial (other than ACTs) in the last one month?     [   ] Yes      [   ] No

8. Any stockout of AMFm co-paid ACTs in the last one month?    [   ] Yes      [   ] No
9. If yes, what product and pack size? See list of ACTm products......................................................... 

..............................................................................................................................................................
10. Any stockout of AMFm co-paid ACTs in the last one week?     [   ] Yes      [   ] No
11. If yes, what product and pack size? See list of ACTm products......................................................... 

..............................................................................................................................................................
12. Any stockout of non-AMFm co-paid ACTs in the last one month?      [   ] Yes      [   ] No

13. Reasons given in outlet why there has been stockout of AMFm co-paid ACTs? 

.......................................................................................................................................................

14. Reasons given in outlet why there has been stockout of non-AMFm co-paid ACTs? 

........................................................................................................................................................

15. Reasons given in outlet why there has been stockout of antimalarials, other than ACTs? 

........................................................................................................................................................

16. Other reasons that impact on availability of AMFm co-paid ACTs? .........................................

17. Quantities of treatment units of AMFm co-paid ACTs distributed/dispensed in the last one month:

	S/N
	Products
	Supplier
	Treatment Units

	
	Name
	Formulation
	Indicate C for children or A for adult 
	Name
	Location
	Category (private, public or NGO)
	Name of First-line Buyer who supplies this drug
	

	
	Coartem (Artemether 20mg/Lumefantrine 120mg)
	6x1 tablet
	
	
	
	
	Novartis
	

	
	Coartem (Artemether 20mg/Lumefantrine 120mg)
	6x2 tablet
	
	
	
	
	Novartis
	

	
	Coartem (Artemether 20mg/Lumefantrine 120mg)
	6x3 tablet
	
	
	
	
	Novartis
	

	
	Coartem (Artemether 20mg/Lumefantrine 120mg)
	6x4 tablet
	
	
	
	
	Novartis
	

	
	Coartem (Artemether 20mg/Lumefantrine 120mg)
	6x1 dispersible tablets
	
	
	
	
	Novartis
	

	
	Coartem (Artemether 20mg/Lumefantrine 120mg)
	6x1 dispersible tablets
	
	
	
	
	Novartis
	

	
	Combisunate (Artemether 20mg/Lumefantrine 120mg
	6x1 tablet
	
	
	
	
	Ajanta
	

	
	Combisunate (Artemether 20mg/Lumefantrine 120mg
	6x2 tablet
	
	
	
	
	Ajanta
	

	
	Combisunate (Artemether 20mg/Lumefantrine 120mg
	6x3 tablet
	
	
	
	
	Ajanta
	

	
	Combisunate (Artemether 20mg/Lumefantrine 120mg
	6x4 tablet
	
	
	
	
	Ajanta
	

	
	Falcimon (Artesunate 50mg+Amodiaquine 153mg) 
	12+12 co-blister tablets
	
	
	
	
	Cipla
	

	
	Falcimon (Artesunate 50mg+Amodiaquine 153mg)
	 6+6 co-blister tablets
	
	
	
	
	Cipla
	

	
	Falcimon (Artesunate 50mg+Amodiaquine 153mg)
	 3+3 co-blister tablets
	
	
	
	
	Cipla
	

	
	Artemef (Artemether 20mg/Lumefantrine 120mg): 
	6x1 tablets
	
	
	
	
	Cipla
	

	
	Artemef (Artemether 20mg/Lumefantrine 120mg)
	6x2 tablets
	
	
	
	
	Cipla
	

	
	Artemef (Artemether 20mg/Lumefantrine 120mg)
	6x3 tablets
	
	
	
	
	Cipla
	

	
	Artemef (Artemether 20mg/Lumefantrine 120mg)
	6x4 tablets
	
	
	
	
	Cipla
	

	
	Artemether 20mg/Lumefantrine 120mg) 
	6x1 tablets
	
	
	
	
	Ipca
	

	
	Artemether 20mg/Lumefantrine 120mg)
	6x2 tablets
	
	
	
	
	Ipca
	

	
	Artemether 20mg/Lumefantrine 120mg) 
	6x3 tablets
	
	
	
	
	Ipca
	

	
	Artemether 20mg/Lumefantrine 120mg)
	6x4 tablets
	
	
	
	
	Ipca
	

	
	Artesunate 50mg+Amodiaquine 153mg
	6+6 tablets
	
	
	
	
	Ipca
	

	
	Artesunate 50mg+Amodiaquine 153mg
	12+12 tabs
	
	
	
	
	Ipca
	

	
	Artesunate 50mg+Amodiaquine 153mg
	3+3 tablets
	
	
	
	
	Ipca
	

	
	Arsuamoon (Artesunate 50mg+Amodiaquine 150mg)
	6+6 co-blister tabs
	
	
	
	
	Guilin
	

	
	Arsuamoon (Artesunate 50mg+Amodiaquine 150mg)
	12+12 co-blister tabs
	
	
	
	
	Guilin
	

	
	Arsuamoon (Artesunate 50mg+Amodiaquine 150mg)
	3+3 co-blister tabs
	
	
	
	
	Guilin
	

	
	Artesunate 100mg/Amodiaquine 270mg
	3x1 tablets
	
	
	
	
	Sanofi-aventis
	

	
	Artesunate 100mg/Amodiaquine 270mg
	3x2 tablets
	
	
	
	
	Sanofi-aventis
	

	
	Artesunate 50mg/Amodiaquine 135mg
	3x1 tablets
	
	
	
	
	Sanofi-aventis
	

	
	Artesunate 25mg/Amodiaquine 67.5mg
	3x1 tablets
	
	
	
	
	Sanofi-aventis
	


18. Quantities of treatment units of non-AMFm co-paid ACTs distributed/dispensed in the last one month:

	S/N
	Products
	Supplier
	Treatment Units

	
	Name
	Formulation
	Indicate C for children or A for adult 
	Name
	Location
	Category (private, public or NGO)
	Name of First-line Buyer who supplies this drug
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


19. Quantities of treatment units of other antimalarials (non-ACTs) distributed/dispensed in the last one month:

	S/N
	Products
	Supplier
	Treatment Units

	
	Name
	Formulation
	Indicate C for children or A for adult 
	Name
	Location
	Category (private, public or NGO)
	Name of First-line Buyer who supplies this drug
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.Form 3B: Data Collection Format B

FIRST-LINE BUYER, DISTRIBUTOR, WHOLESALER OR MANUFACTURER SURVEY

(To be completed by the field officer)
Part A
1. State: ----------------------------- Local Govt area: -----------------------------      Site ID: -----------

2. Area: 
Name: ……………………..  [   ] Rural      [   ] Urban area
3. Category:
[   ] Public       [   ] Private       [   ] NGO

4. Type:            [   ] First-line buyer     [   ] Manufacturers     [   ] Wholesalers     

                           [   ] Distributors     [   ] Retailer 
5. Licensed:     [   ] Yes       [   ] No
Part B 

1. Antimalarial products normally sold/distributed in the outlet:                                                                           [   ] AMFm co-paid ACTs     [   ]  Other antimalarials

2. If not first-line buyer or manufacturer, source of AMFm co-paid ACTs?   [   ] Directly from first-line buyers          [   ] from wholesalers       [   ] from manufacturer     [   ] from other retailers            [   ] from ‘drug market’

3. Sources of antimalarials other than AMFm co-paid ACTs?    [   ] Directly from first-line buyers          [   ] from wholesalers       [   ] from manufacturer     [   ] from other retailers        [   ] from ‘drug market’

4. Outlet currently has AMFm co-paid ACTs in stock?   [   ] Yes      [   ] No

5. Outlet currently has non-AMFm co-paid ACTs in stock?   [   ] Yes      [   ] No

6. Outlet currently has antimalarials (other than ACTs) in stock?   [   ] Yes      [   ] No
7. Category of outlets where AMFm co-paid ACTs are supplied to or that buy the products?  

[    ] Private facility     [    ] Public facility      [    ] NGO

8.
Category of outlets where non-AMFm co-paid ACTs are supplied to or buy the products?                                                                                [    ] Private facility     [    ] Public facility      [    ] NGO

9.
Category of outlets where other antimalarials (other than ACTs) are supplied to or buy the products?  [    ] Private facility     [    ] Public facility      [    ] NGO

10. Problems often encountered by the outlet in the distribution channel? -----------------------------------


------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------
11. Any stockout of antimalarial (other than ACTs) in the last one month?  [   ] Yes      [   ] No

12. Any stockout of AMFm co-paid ACTs in the last one month?   [   ] Yes      [   ] No
13. If yes, what product and pack size? See list of ACTm products......................................................... 

..............................................................................................................................................................
14. Any stockout of AMFm co-paid ACTs in the last one week?     [   ] Yes      [   ] No
15. If yes, what product and pack size? See list of ACTm products......................................................... 

..............................................................................................................................................................
16. Any stockout of non-AMFm co-paid ACTs in the last one month?    [   ] Yes      [   ] No

17. Reasons given in outlet why there has been stockout of AMFm co-paid ACTs? 

.......................................................................................................................................................

.......................................................................................................................................................

18. Reasons given in outlet why there has been stockout of non-AMFm co-paid ACTs? 

........................................................................................................................................................

........................................................................................................................................................

19. Reasons given in outlet why there has been stockout of antimalarials, other than ACTs? 

........................................................................................................................................................

........................................................................................................................................................

20. Other reasons that impact on availability of AMFm co-paid ACTs? 

................................................................................................................... .....................................

.........................................................................................................................................................

20. Quantities of treatment units of AMFm co-paid ACTs distributed/dispensed in the last one month:

	S/N
	Products
	Supplier
	Treatment Units

	
	Name
	Formulation
	Indicate C for children or A for adult 
	Name
	Location
	Category (private, public or NGO)
	Name of First-line Buyer who supplies this drug
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


21. Quantities of treatment units of non-AMFm co-paid ACTs distributed/dispensed in the last one month:

	S/N
	Products
	Supplier
	Treatment Units

	
	Name
	Formulation
	Indicate C for children or A for adult 
	Name
	Location
	Category (private, public or NGO)
	Name of First-line Buyer who supplies this drug
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


22. Quantities of treatment units of other antimalarials (non-ACTs) distributed/dispensed in the last one month:

	S/N
	Products
	Supplier
	Treatment Units

	
	Name
	Formulation
	Indicate C for children or A for adult 
	Name
	Location
	Category (private, public or NGO)
	Name of First-line Buyer who supplies this drug
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.Form 4:
Weekly Field Report 

 (To be completed every week by the field officer and submitted to the coordinator and Coordinator along with photocopies of completed forms)
Name of Officer ………………………………….. Mobile: …………………………

Survey State:……………… Local Govt:…………………… Area …………………….

FIRST-LINE BUYERS:     

No. of outlets visited: ……………… No. of outlets where data was collected ………
MANUFACTURER:     

No. of outlets visited: ……………… No. of outlets where data was collected ………

DISTRIBUTOR.WHOLESALER:     

No. of outlets visited: ……………… No. of outlets where data was collected ………

PUBLIC FACILITIES:

	
	No. of outlets visited
	No. of outlets where data was collected

	Rural area
	
	

	Urban area
	
	

	Tertiary facility
	
	

	Secondary facility
	
	

	Primary facility
	
	


PRIVATE FACILITIES:

	
	No. of outlets visited
	No. of outlets where data was collected

	Rural area
	
	

	Urban area
	
	

	Licensed
	
	

	Unlicensed
	
	


NGO FACILITIES:

No. of outlets visited: ……………… No. of outlets where data was collected ………
Problems encountered…………………………………………………………………………

…………………………………………………………………………………………………..

…………………………………………………………………………………………………..

Please indicate your next schedule……………………………………………………………

…………………………………………………………………………………………………..

Signature …………………………   Date …………………………………..
FORM 5: ADDITIONAL WORKSHEET

Class of drugs: ..........................................................................    Site ID: ................................................................

	S/N
	Products
	Supplier
	Treatment Units

	
	Name
	Formulation
	Indicate C for children or A for adult 
	Name
	Location
	Category (private, public or NGO)
	Name of First-line Buyer who supplies this drug
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Mapping Co-paid ACT Distribution Networks in North-East and North-West Geopolitical Zone in Nigeria

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Affordable Medicines Facility-malaria (AMFm): Mapping Co-paid ACT Distribution Networks

For Inquiries: Patrick Om Erah, Associate Professor of Clinical Pharmacy & Pharmacy Practice, Faculty of Pharmacy, University of Benin, Benin City, Nigeria Tel: (234)0802-336-0318 / 0805-526-3622  E-mail: p_erah@yahoo.com 
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Weekly Field Report 

 (To be completed every week by the field officer and submitted to the coordinator and Coordinator along with photocopies of completed forms)
Name of Officer ………………………………….. Mobile: …………………………

Survey State:……………… Local Govt:…………………… Area …………………….

FIRST-LINE BUYERS:     

No. of outlets visited: ……………… No. of outlets where data was collected ………
MANUFACTURER:     

No. of outlets visited: ……………… No. of outlets where data was collected ………

DISTRIBUTOR.WHOLESALER:     

No. of outlets visited: ……………… No. of outlets where data was collected ………

PUBLIC FACILITIES:

	
	No. of outlets visited
	No. of outlets where data was collected

	Rural area
	
	

	Urban area
	
	

	Tertiary facility
	
	

	Secondary facility
	
	

	Primary facility
	
	


PRIVATE FACILITIES:

	
	No. of outlets visited
	No. of outlets where data was collected

	Rural area
	
	

	Urban area
	
	

	Licensed
	
	

	Unlicensed
	
	


NGO FACILITIES:

No. of outlets visited: ……………… No. of outlets where data was collected ………
Problems encountered…………………………………………………………………………

…………………………………………………………………………………………………..

Please indicate your next schedule……………………………………………………………

…………………………………………………………………………………………………..

Signature …………………………   Date …………………………………..
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�Typical villages in north-eastern and north-western Nigeria





�


Appearance of a typical pharmacy or patent medicine store in north-eastern and north-western Nigeria
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I hereby certify that I have read the information about this study and that I understand the nature and purpose of the study. I have been given opportunity to ask questions which have been answered satisfactorily and has consented to participate in the study.





Name (please print name): _____________________________





Signature: ___________________    Date: _____________________





Time:  ________________________








I hereby certify that I have followed the information sheet to explain this study to the participant, and that s/he understands the nature and the purpose of the study. S/he has been given opportunity to ask questions which have been answered satisfactorily and has consented to participate in the study.





[   ] please tick The interviewee agrees to be interviewed





Name (please print name): _____________________________





Signature: ___________________    Date: _____________________





Designee/Investigator’s Time:  ________________________
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� The HAI guidelines recommend monitoring indicators in six geographic areas across four service delivery sectors: (1) public sector hospitals and clinics, (2) the formal commercial sector, (3) the unlicensed commercial sector, and (4) ‘other’ not-for-profit organizations (where present). Selection of survey facilities, for generating data on prices to patients in both the private and public sectors, uses a sampling approach which selects one central area, the major urban centre (usually the capital of the geographical area (e.g. country, province or state), combined with three other administrative areas chosen randomly from a list of areas that can be reached within one day’s travel from the central area. In each of the four identified areas, at least five public health facilities are selected, including the main public hospital. The choice of private sector pharmacies sampled is based on their proximity to the public health facilities surveyed; at least five pharmacies per survey area should be included. Private sector not-for-profit facilities (e.g. a nongovernmental organization) will also be selected if they are present, applying the same methodology. This results in a basic sample size of up to 120 outlets, assuming no sub-national stratification. This sampling approach has sufficient power to test for differences in levels and trends that are of national policy significance (WHO/HAI, 2008).
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Sheet1

		Quantity of treatment Units										Proportion of licensed and unlicensed premises

				Co-paid		Non-co-paid		Others				State		Licensed		Unlicensed		Total		%				State		Urban		Rural		Private		Public		NGO

		Adamawa State										Adamawa State												Adamawa		64.3		44.4		28.8		93.3		0.0

		Urban		774,658		89,916		218,939				Urban		45		25		70		64.3				Bauchi		83.3		41.2		55.2		100.0		0.0

		Rural		4386		324		2371				Rural		12		15		27		44.4				Taraba		93.3		88.9		88.9		100.0		0.0

		Private		713035		68570		146161				Private		15		37		52		28.8				Kaduna		70.0		38.1		35.9		100.0		100.0

		Public		66009		21670		75147				Public		42		3		45		93.3				Katsina		55.3		25.0		44.3		94.4		100.0

		NGO		0		0		0				NGO		0		0								Sokoto		63.6		20.0		46.7		100.0		100.0

		Bauchi State										Bauchi State

		Urban		176236		259413		106528				Urban		20		4		24		83.3

		Rural		12018		2702		9308				Rural		7		10		17		41.2

		Private		12006		16013		11393				Private		16		13		29		55.2

		Public		154230		243400		95135				Public		11		0		11		100.0

		NGO										NGO		0		1		1		0.0

		Taraba State										Taraba State

		Urban		48063		5456		13527				Urban		28		2		30		93.3

		Rural		1477		557		857				Rural		8		1		9		88.9

		Private		4653		4787		6825				Private		24		3		27		88.9

		Public		44887		1226		7559				Public		12		0		12		100.0

		NGO		0		0		0				NGO		0		0		0

		Kaduna State										Kaduna State

		Urban		17223		49590		119522				Urban		28		12		40		70.0

		Rural		290		805		5259				Rural		8		13		21		38.1

		Private		4172		5929		107140				Private		14		25		39		35.9

		Public		220		41954		11105				Public		19		0		19		100.0

		NGO		12880		1392		446				NGO		3		0		3		100.0

		Katsina State										Katsina State

		Urban		170799		187056		129501				Urban		52		42		94		55.3

		Rural		940		584		2372				Rural		1		3		4		25.0

		Private		146362		103173		31254				Private		35		44		79		44.3

		Public		25377		83367		100384				Public		17		1		18		94.4

		NGO		0		1050		235				NGO		1		0		1		100.0

		Sokoto State										Sokoto State

		Urban		39311		7916		15672				Urban		21		12		33		63.6

		Rural		355		82		1454				Rural		1		4		5		20.0

		Private		25979		6433		15193				Private		14		16		30		46.7

		Public		887		93		633				Public		6		0		6		100.0

		NGO		12800		1472		1300				NGO		2		0		2		100.0

		North East		Co-paid		Non-co-paid		Others				North East		Co-paid		Non-co-paid		Others

		Urban		998,957		354,785		338,994				Urban		93		31		124		75.0

		Rural		17,881		3,583		12,536				Rural		27		26		53		50.9

		Private		729,694		89,370		164,379				Private		55		53		108		50.9

		Public		265,126		266,296		177,841				Public		65		3		68		95.6

		NGO		0		0		0				NGO		0		1		1		0.0

		North West		Co-paid		Non-co-paid		Others				North West		Co-paid		Non-co-paid		Others

		Urban		227,333		244,562		264,695				Urban		101		66		167		60.5

		Rural		1,585		1,471		9,085				Rural		10		20		30		33.3

		Private		176,513		115,535		153,587				Private		63		85		148		42.6

		Public		26,484		125,414		112,122				Public		42		1		43		97.7

		NGO		25,680		3,914		1,981				NGO		6		0		6		100.0

		NE & NW		Co-paid		Non-co-paid		Others				NE & NW		Co-paid		Non-co-paid		Others

		Urban		1,226,290		599,347		603,689

		Rural		19,466		5,054		21,621

		Private		906,207		204,905		317,966

		Public		291,610		391,710		289,963

		NGO		25,680		3,914		1,981
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		Quantity of treatment Units										Proportion of licensed and unlicensed premises

				Co-paid		Non-co-paid		Others				State		Licensed		Unlicensed		Total		%				State		Urban		Rural		Private		Public		NGO

		Adamawa State										Adamawa State												Adamawa		64.3		44.4		28.8		93.3		0.0

		Urban		774,658		89,916		218,939				Urban		45		25		70		64.3				Bauchi		83.3		41.2		55.2		100.0		0.0

		Rural		4386		324		2371				Rural		12		15		27		44.4				Taraba		93.3		88.9		88.9		100.0		0.0

		Private		713035		68570		146161				Private		15		37		52		28.8				Kaduna		70.0		38.1		35.9		100.0		100.0

		Public		66009		21670		75147				Public		42		3		45		93.3				Katsina		55.3		25.0		44.3		94.4		100.0

		NGO		0		0		0				NGO		0		0								Sokoto		63.6		20.0		46.7		100.0		100.0

		Bauchi State										Bauchi State

		Urban		176236		259413		106528				Urban		20		4		24		83.3

		Rural		12018		2702		9308				Rural		7		10		17		41.2

		Private		12006		16013		11393				Private		16		13		29		55.2

		Public		154230		243400		95135				Public		11		0		11		100.0

		NGO										NGO		0		1		1		0.0

		Taraba State										Taraba State

		Urban		48063		5456		13527				Urban		28		2		30		93.3

		Rural		1477		557		857				Rural		8		1		9		88.9

		Private		4653		4787		6825				Private		24		3		27		88.9

		Public		44887		1226		7559				Public		12		0		12		100.0

		NGO		0		0		0				NGO		0		0		0

		Kaduna State										Kaduna State

		Urban		17223		49590		119522				Urban		28		12		40		70.0

		Rural		290		805		5259				Rural		8		13		21		38.1

		Private		4172		5929		107140				Private		14		25		39		35.9

		Public		220		41954		11105				Public		19		0		19		100.0

		NGO		12880		1392		446				NGO		3		0		3		100.0

		Katsina State										Katsina State

		Urban		170799		187056		129501				Urban		52		42		94		55.3

		Rural		940		584		2372				Rural		1		3		4		25.0

		Private		146362		103173		31254				Private		35		44		79		44.3

		Public		25377		83367		100384				Public		17		1		18		94.4

		NGO		0		1050		235				NGO		1		0		1		100.0

		Sokoto State										Sokoto State

		Urban		39311		7916		15672				Urban		21		12		33		63.6

		Rural		355		82		1454				Rural		1		4		5		20.0

		Private		25979		6433		15193				Private		14		16		30		46.7

		Public		887		93		633				Public		6		0		6		100.0

		NGO		12800		1472		1300				NGO		2		0		2		100.0

		North East		Co-paid		Non-co-paid		Others				North East		Co-paid		Non-co-paid		Others

		Urban		998,957		354,785		338,994				Urban		93		31		124		75.0

		Rural		17,881		3,583		12,536				Rural		27		26		53		50.9

		Private		729,694		89,370		164,379				Private		55		53		108		50.9

		Public		265,126		266,296		177,841				Public		65		3		68		95.6

		NGO		0		0		0				NGO		0		1		1		0.0

		North West		Co-paid		Non-co-paid		Others				North West		Co-paid		Non-co-paid		Others

		Urban		227,333		244,562		264,695				Urban		101		66		167		60.5

		Rural		1,585		1,471		9,085				Rural		10		20		30		33.3

		Private		176,513		115,535		153,587				Private		63		85		148		42.6

		Public		26,484		125,414		112,122				Public		42		1		43		97.7

		NGO		25,680		3,914		1,981				NGO		6		0		6		100.0

		NE & NW		Co-paid		Non-co-paid		Others				NE & NW		Co-paid		Non-co-paid		Others

		Urban		1,226,290		599,347		603,689

		Rural		19,466		5,054		21,621

		Private		906,207		204,905		317,966

		Public		291,610		391,710		289,963

		NGO		25,680		3,914		1,981





Sheet1

		



Co-paid

Non-co-paid

Others

Treatment units



Sheet2

		



Co-paid

Non-co-paid

Others

North Eastern Nigeria



Sheet3

		



Co-paid

Non-co-paid

Others

North Western Nigeria



		



Urban

Rural

Private

Public

NGO



		





		






