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1 Introduction  

1.1 About the Manual 

This manual describes the methods behind the Model for DMPA-SC Impact, developed by the 
Health Policy Plus (HP+) project, funded by the U.S. Agency for International Development 
(USAID). It consists of the following nine sections: 

1. An introduction to DMPA-SC (Sayana Press) 

2. A description of the potential pathways of change, illustrating the different avenues 
through which DMPA-SC introduction might affect contraceptive use and cost 

3. A brief description of what the model can do for policy-makers 

4. Guidance on how to apply the model 

5. Step-by-step instructions on the inputs to model mCPR impact  

6. Summary graphs for mCPR impact analysis 

7. Summary graphs for youth impact analysis 

8. Step-by-step instructions on the inputs to model cost impact 

9. Tables and graphs for cost impact analysis 

1.2 About DMPA-SC 

Subcutaneous depot medroxyprogesterone acetate (DMPA-SC), currently sold by Pfizer as 
Sayana Press, is a new all-in-one injectable that has been heralded as a possible “game changer” 
(Spieler, 2014) for family planning due to its easy administration by paraprofessionals or even 
clients themselves. After almost three decades of product development, research, and 
introduction, there are over a dozen countries looking to pilot new or scale up existing DMPA-
SC service delivery approaches. Research has shown it is highly acceptable, with providers and 
clients reporting a preference for DMPA-SC over intramuscular DMPA (DMPA-IM) (Burke et 
al., 2014; Polis et al., 2014). Early introduction studies hint at the possibility, perceived or real, 
of fewer side effects (Burke et al., 2014), which are a major determinant of method satisfaction 
and continuation. DMPA-SC represents an important technological advancement of injectable 
contraception and may eventually replace DMPA-IM completely. Yet for all the posited game-
changing advantages of DMPA-SC, it is worthwhile for the family planning community to 
examine how and through what mechanisms we can expect it to have a programmatic impact, 
and what the cost implications are of such impact. 

Furthermore, the introduction of any new medical technology is challenging and brings up-front 
costs for provider training, client education, and changes to information systems and 
procurement and distribution systems. Adoption of DMPA-SC also requires advocacy, policy, 
and regulatory changes and, in the case of self-injection, additional layperson training. Many 
decision-makers and gatekeepers will need to see clear benefits before supporting DMPA-SC 
introduction or scale-up in their country.  

The Model for DMPA-SC Impact uses projections and scenario planning to provide clear 
quantitative estimates to answer these questions.  
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2 Potential Pathways of Change 

Underlying the model is a theoretical “pathways of change” framework (see Figure 1). In the 
framework, HP+ hypothesizes all the ways DMPA-SC introduction might influence 
contraceptive use through three broad avenues of service delivery: facilities, pharmacies or drug 
shops, and community health workers (CHWs).  

 Facilities. Facilities are any type of clinical outlet such as health post, health center, or 
hospital. Where facilities do not already provide DMPA-IM, adding DMPA-SC would 
increase contraceptive use through expanded geographic access. DMPA-SC introduction 
would also simplify logistics, because it requires a single delivery device compared to 
DMPA-IM, which combines two items (a syringe with a vial). The all-in-one feature of 
DMPA-SC is hypothesized to reduce the chance of stockout stemming from stock 
mismatches (having vials of DMPA-IM but not syringes), thus increasing access. 
Simplified logistics should also reduce costs by lowering product transport and storage 
costs (Hudgins and Dowling, 2010). 

 Pharmacies/Drug Shops. Introducing DMPA-SC into commercial pharmacies and drug 
shops can influence the family planning program in several ways:  

o An increase in private provision could shift the cost burden from the public sector to 
clients, thus generating savings to publicly funded services. However, this will 
depend on the private sector setting a price that is reasonable for clients.  

o The self-administration feature of DMPA-SC means that many pharmacies and drug 
shops may newly sell the method to the individual, self-administration market. These 
new service delivery points expand geographic access, and thus might improve 
continuation (assuming these places are closer, more discreet, etc.) and may generate 
cost savings to clients through reductions in travel costs and time. 

o Adding a method to pharmacies and drug shops could increase first-time family 
planning use, if a country’s policies allow for method initiation at drug shops or 
pharmacies. A reference guide and checklist based on World Health Organization 
Medical Eligibility Criteria has been in use for over a decade to support CHW 
initiation of DMPA-IM, and thus a family planning program could explore adapting 
these for use by other para-professionals (see Mueller et al., 2008). 

o It may increase use of contraception by young people, who may prefer to obtain 
family planning commodities at non-traditional outlets such as drug shops. Although 
the model currently does not translate those changes into a change in current 
contraceptive use, by shifting the age profile of contraceptive use, greater use by 
young people may have a long-term impact on fertility and population growth 
through delay of first birth. The model currently does not model these long-term 
impacts.  

 CHWs. The impact of introducing the simple-to-administer DMPA-SC through CHWs 
has effects similar to its introduction in drug shops and pharmacies, via the avenue of 
improved geographic access. Community provision also can save money for the health 
system by using a less expensive cadre of health worker and reducing the time clients 
spend obtaining the method, on the assumption that CHWs are closer to clients than 
facilities and that clients can both initiate services and resupply with community 
workers. Likewise, provision by CHWs might improve continuation (assuming these 
workers are closer, more convenient, or more discreet, etc.) and may generate cost 
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savings to clients through reductions in travel costs and time (assuming a competitive 
private sector price for the method). 

Figure 1. Pathways of Change: How DMPA-SC Introduction Can Influence Contraceptive Use 

and Cost of Provision 

Source: HP+, 2017 

HP+ modelers took the theoretical pathways of change framework as the starting point to 
designing an Excel-based model to quantify these hypothetical pathways. The model looks at the 
effects of increasing access of DMPA-SC, the simplified logistics it offers, potential improved 
continuation, and potential method switching (between IM and SC and from other methods to 
SC). The model then projects the increase in modern contraceptive prevalence rates (mCPR) 
over five years, the change in the method mix, where clients will obtain their methods (method 
sources), the cost of introduction and scale-up, the potential cost savings and to whom 
(government, donors, clients), and the projected return on investment.  

Table 1 shows further, for each pathway, what makes the pathway possible and the factors that 
determine the impact each pathway could have. Some of these impacts will be realized through 
the unique characteristics of DMPA-SC as a method, such as its all-in-one design, simplifying 
logistics, or clients’ preference for the smaller needle, thus preferring it over DMPA-IM. But 
some of these impacts will depend on the policies and service delivery modalities the country 
stakeholders choose. For instance, will CHWs be allowed to provide DMPA-SC? Will advance 
provision for self-injection be available at facilities? Will drug shops or pharmacies become a 
point of sale? Country stakeholders will need to articulate what service delivery design is 
envisioned within five years in order to apply the model and quantify potential impact (see also 
Section 4 on How to Apply the Model). 
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Table 1. How the Model Defines the Pathways to Impact  

Pathway What makes the pathway possible 
What factors determine the impact 

this pathway will have 

Increased access 

Policy and programmatic decisions, 

including for task-sharing, self-injection, 

and where to introduce the method 

How widespread access to IM is 

currently and how much would access 

to injectables change based on 

introduction plans 

Simplified logistics 
The inherent nature of the all-in-one 

design of DMPA-SC 

The extent to which stockouts of 

syringes for DMPA-IM are a problem 

Improved continuation 

Because of better access and fewer 

side effects, women using DMPA-SC are 

less likely to discontinue compared to 

DMPA-IM users 

Non-fertility-related reasons for DMPA-

IM discontinuation and how much lower 

will they be with DMPA-SC 

Method switching 

Either more users have access to a 

wider range of methods or an 

intentional policy encourages a switch 

from DMPA-IM to DMPA-SC 

DMPA-IM users switching to DMPA-SC, 

which has a lower likelihood of 

discontinuation 
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3 What the Model Can Do 

The model operationalizes the pathways of change framework by quantifying the changes a 
country might experience through DMPA-SC introduction and scale-up. The questions it can 
help to answer include the following: 

 What gains in the modern contraceptive prevalence rate (mCPR) are expected from 
DMPA-SC introduction? 

 How are these gains disaggregated by channel (service delivery point) as well as by 
public versus private sector? 

 What is the potential impact of DMPA-SC introduction on the use of family planning by 
young people? 

 What are the impacts of a system-wide replacement of DMPA-IM with DMPA-SC, or 
from DMPA-SC occupying a niche within the total injectables market? 

 How might costs vary under different scenarios of DMPA-SC introduction and scale-up?  

 What are the potential savings from DMPA-SC introduction? 

 What are the costs of national introduction and scale-up? 

 What is the return on investment from DMPA-SC introduction? 

3.1 Model Limitations 

The Model for DMPA-SC Impact is primarily intended as an advocacy and programming design 
tool. The process of defining scenarios and applying the model can help stakeholders generate 
consensus on visions for introduction, scale-up, and service delivery modalities, including policy 
changes that may be needed; thus, it can support overarching strategy development. While it 
can generate rough estimates on number of users/commodities, costs, etc., that can contribute 
to strategy milestones or monitoring tools, it is not intended to replace other, more detailed 
tools for commodity projection/procurement, activity budgeting, etc.1  

Users of this manual should also remember that introduction of DMPA-SC is new, and some of 
the assumptions and default data are based on limited evidence or expert opinion. As more 
evidence is generated on DMPA-SC, stakeholders should use new data and discard default 
values as applicable. 

Finally, like many public health models, the Model for DMPA-SC Impact attempts to simplify 
and quantify complex factors that influence women’s use of contraception, and tries to provide 
impact and costs/savings within the context of the stakeholders’ vision for scaling up DMPA-SC 
introduction over five years, which may or may not get fully implemented. These considerations 
should be taken into account when interpreting and communicating the results of the model 
application to broader audiences.  

                                                        

1 For more resources on DMPA-SC, see the Advocacy Pack for Subcutaneous DMPA on the Reproductive 
Health Supplies Coalition website: www.rhsupplies.org/activities-resources/tools/advocacy-pack-for-
subcutaneous-dmpa.  

http://www.rhsupplies.org/activities-resources/tools/advocacy-pack-for-subcutaneous-dmpa
http://www.rhsupplies.org/activities-resources/tools/advocacy-pack-for-subcutaneous-dmpa
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4 How to Apply the Model 

Applying the model is a relatively straightforward exercise, with five key steps: 

1. Establish the core application team: Since this tool is meant primarily for advocacy 
or strategy development and less as an academic exercise, its application is envisioned by 
nature as an in-country group activity. The core model application group would ideally 
have a modeler familiar with Excel and demographic data, a program manager/expert 
familiar with the national family planning program for the country in question, and two 
or three key stakeholders exploring DMPA-SC scale-up, such as a representative from 
the ministry of health, a major donor, or a major family planning/reproductive health 
bilateral program or service delivery nongovernmental organization (NGO). This team 
should guide the process and engage other stakeholders as needed.  

2. Collect data: The modeler and family planning program expert should collect data (see 
indicator list in Appendix A) and prepopulate the model as much as possible. If time or 
availability is an issue, a consultant can be used. A sample consultant scope of work is 
included in Appendix B. Where local data does not exist, stakeholders can use the 
prepopulated default data.  

3. Determine scenarios: The core application team can help the modeler draft possible 
scenarios of DMPA-SC introduction or scale-up. 

4. Validate results: The core application team should convene a workshop for key 
stakeholders to present the model, the preliminary results, and draft scenarios. During 
this meeting, stakeholders may offer additional data (more recent, local, etc.) and 
alternative scenarios. A sample workshop agenda is found in Appendix C. 

5. Finalize results: After incorporating feedback from the validation meeting with key 
stakeholders, the modeler and family planning program expert should revise the model 
inputs and results and present to the core application team for approval. The final results 
can then be shared with the larger stakeholder group for use in advocacy and strategy 
development.  
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5 Inputs for Modeling mCPR Impacts 

This section gives instructions on entering the data required for the model to work. You should 
read this while viewing the analysis spreadsheet. Note that in the spreadsheet, cells where you 
need to enter data are shaded green, whereas formulas or calculations are in gold-shaded cells. 
In many cases, HP+ has provided default values, usually sourced from current research studies 
or global averages. These default values should be replaced when country-specific data is 
available from such sources as Demographic and Health Surveys (DHS), Service Provision 
Assessments, United Nations (UN) data, or local research studies; or when stakeholder experts 
estimate different figures based on current programmatic experience.  

5.1 Baseline and Endline Year 

Tab: mCPRinput 

Enter a baseline year (for example, 2016). The model assumes DMPA-SC availability is zero in 
the baseline year and that provision to clients would begin the year after the baseline year. The 
model is set at a five-year projection span. For example, if you enter 2016 as the baseline year, 
the projection will run from 2017 through 2021. 

5.2 Define Demographics and Contraceptive Use 

Tab: mCPRinput 

The number of women of reproductive age (WRA) and mCPR inputs are key to understanding 
the universe of women potentially affected by DMPA-SC introduction. 

Baseline WRA 

The model needs to know the number of WRA to allow calculation of the absolute number of 
women using methods. Enter the number of WRA for the baseline year.  

Source: UN Population Division projections are a standard international source. Any other 
reliable source for baseline and endline values is acceptable.  

Projected WRA 

Enter the projected number of WRA through the endline year, or enter the projected annual 
growth in number of WRA through the endline year. 

Source: UN Population Division projections are a standard international source. Any other 
reliable source for baseline and endline values is acceptable.  

Baseline mCPR 

Enter the mCPR for the baseline year as a percentage. 

Source: DHS or other reliable national source. 

Projected mCPR 

Enter the projected mCPR by year through the endline, before including any impact from 
DMPA-SC introduction.  
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Source: Family Planning Estimation Tool, FP2020 calculations, Track 20 calculations, UN 
Population Division projections, or any other reliable source for trend. 

Figure 2. WRA and mCPR, Baseline and Projected (without DMPA-SC Introduction) 

 

5.3 Define Current and Future Family Planning Service Delivery 

Channels 

Tab: Channel 

The structure of the family planning service environment is an important determinant of the 
potential impact of DMPA-SC introduction. Users have the option of defining up to 13 service 
delivery channels for family planning that are currently available in country, and new points of 
service that might begin to provide family planning (such as CHWs or drug shops). These are 
grouped as follows: 

 Public facilities. Up to four types of public sector clinical facilities such as health post, 
center, hospital, etc., that provides family planning services. 

 Private facilities. Up to three types of privately owned clinical facilities. These can be 
either commercial (such as private doctors’ offices) or nonprofit NGO/faith-based 
facilities. 

 CHWs. Up to three types of CHWs that provide family planning services in their own 
communities. 

 Pharmacy. A formal pharmacy that provides a range of medicines, including family 
planning, staffed by a licensed pharmacist. 

 Drug shop. Like a pharmacy, but smaller, more informal, with a smaller array of 
products to sell, and a regulatory status that may be ambiguous. Drug shops in most 
countries are generally staffed by salespeople lacking formal training in drug dispensing.  

 Other. An optional category that can be defined as desired. 

Channel 

In the Channel column, type in any name you wish. Once you type it in here, the name appears 
in all other lists of channel type throughout the model.  

Sector 

Assign each channel to either public or private sector. 

Profit motive 

Assign each channel to public, commercial, or NGO. This designation feeds into the calculations 
of “who pays” for the family planning service.  

Baseline Endline

2016 2017 2018 2019 2020 2021

WRA 3,474,426 3,578,659   3,686,019   3,796,599   3,910,497   4,027,812   

WRA Growth Rate 3.00% 3.00% 3.00% 3.00% 3.00%

mCPR 16.1% 16.5% 17.1% 17.5% 18.0% 18.5%
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Mode 

Assign each channel to either clinical, nonclinical, outreach, or community. 

Figure 3. Family Planning Service Delivery Channels 

 

5.4 Describe Family Planning Method Mix 

Tab: MethodMix 

Current mCPR method mix 

The current method mix is an important determinant of potential impact on health outcomes 
and cost. Enter the current method mix for all channels in the last row in the table, that is, for 
each modern method, the percentage of WRA currently using the method. You can enter up to 
nine methods:  

1. Female sterilization 
2. Male sterilization 
3. Intrauterine device (IUD) 
4. Implant 
5. DMPA-IM 
6. Pill 
7. Condom 
8. Lactational amenorrhea method (LAM) 
9. Other 

Note: The model predetermines the number of modern methods and their names. Do not 
change the names of the modern methods. Do not add or subtract any methods.  

As a check, make sure the total in the “All Modern” column at the far right is the same as the 
total inputted for baseline mCPR in the mCPR Input tab (as described previously).  

Source: You can get the method mix from the DHS or other national survey. 

Method mix by channel 

You then need to enter the method mix by channel, as defined previously. 

Channel/Facility type Sector Profit motive Mode
Public Facility 1 Public Public Clinical
Public Facility 2 Public Public Clinical
Public Facility 3 Public Public Clinical
Public Facility 4 Public Public Clinical
Private Facility 1 Private NGO Clinical
Private Facility 2 Private NGO Outreach
Private Facility 3 Private Commercial Clinical
CHW1 Private NGO Community
CHW2 Private NGO Community
CHW3 Public Public Community
Pharmacy Private Commercial Nonclinical
Drug Shop Private Commercial Nonclinical
Other Private NGO Clinical
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Source: The DHS will have information of method mix by channel or source (public, private, 
CHW, etc.). You can use the information by source to allocate across the channels that you have 
designated.  

Figure 4. Current Use by Method and Channel 

 

5.5 Define Baseline Health System Structure 

Tab: System 

The structure of the health system is critical to how the model determines the impact of the 
DMPA-SC introduction and scale-up. Input information on the current number of service 
delivery points (SDPs) per channel, average number of family planning (FP) clients per SDP, 
and the percentage of SDPs that offer DMPA-SC and DMPA-IM. In some countries it may be 
important to differentiate between the total number of SDPs and the number that provides 
family planning services. 

Number of SDPs at baseline 

For each channel, enter the total national number of SDPs that offer family planning services. 
This is an important number, because DMPA-SC introduction will only have an impact to the 
extent that family planning SDPs exist.  

Sources: Getting these totals will require some work. There is no recognized, comprehensive 
global source for data on number of SDPs providing family planning services. Sometimes you 
will be able to draw on DHS service provision assessments, national health strategies, or country 
facility assessments. The ministry of health or equivalent ministry housing the national family 
planning program may have this information. 

Average FP clients per SDP at baseline 

For each channel, enter the average number of FP clients per SDP per year. This is also an 
important number, because DMPA-SC introduction will only have an impact to the extent that it 
reaches a significant number of clients.  

Sources: You can estimate this number by dividing the total number of users per channel 
based on DHS data by the total number of SDPs. For example, if, based on DHS data, 450,000 
clients obtain contraception from 1,000 public facility SDPs, there are an average of 450 users 
per SDP.  

Channel F. Steril M. Steril IUD Implant DMPA-IM Pill Condom LAM Other

All modern 

methods

PM PM LARC LARC DMPA-IM SAM SAM SAM SAM

Public Facility 1 0.0% 0.0% 0.7% 3.8% 5.6% 0.8% 10.88%

Public Facility 2 0.00%

Public Facility 3 0.00%

Public Facility 4 0.00%

Private Facility 1 0.3% 0.31%

Private Facility 2 0.00%

Private Facility 3 0.00%

CHW1 1.2% 1.17%

CHW2 0.00%

CHW3 0.00%

Pharmacy 0.3% 2.0% 0.5% 2.77%

Drug Shop 0.5% 0.50%

Other 0.1% 0.4% 0.48%

All Channels 0.0% 0.0% 0.7% 3.8% 6.2% 3.9% 1.0% 0.1% 0.4% 16.11%
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Note: As a check, make sure the total number of clients served (number of SDPs times average 
clients per SDP) does not greatly exceed the total number of family planning users in the 
country. (It’s okay to be a bit higher, since coverage can be somewhat higher than total number 
of users.) 

% that offer DMPA-SC at baseline 

We assume no DMPA-SC provision at baseline, so set this at zero. For countries that may have 
already introduced small quantities of DMPA-SC through pilots, we recommend you keep this at 
zero for the baseline.  

% that offer DMPA-IM at baseline 

For each SDP type, enter the percentage that offer DMPA-IM. This is an important number to 
estimate accurately. Note that the higher the current availability of DMPA-IM, the less the 
impact will be of DMPA-SC introduction at that SDP. 

Source: Obtain this number from a service provision assessment, estimate it from the health 
management information system (HMIS) or logistics management information system (LMIS), 
or interview national family planning staff. There may be some uncertainty around this number, 
and it should be validated at the in-country stakeholder workshop (see Section 4 on How to 
Apply the Model). 

Figure 5. Health System Structure at Baseline 

 

  

Baseline

Channel # SDPs

Avg FP 

clients per 

SDP

% that 

offer 

DMPA-SC

% that 

offer 

DMPA-IM

Public Facility 1 1000 450 0% 90%

Public Facility 2

Public Facility 3

Public Facility 4

Private Facility 1 150 450 0% 90%

Private Facility 2

Private Facility 3

CHW1 500 300 0% 0%

CHW2

CHW3

Pharmacy 1000 500 0% 10%

Drug Shop 1000 500 0% 0%

Other 10000 5 0% 0%

Health system
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5.6 Define Health System Structure at Endline 

Next, you need to define what the system will look like at your endline point (five years after 
introduction).  

Average FP clients per SDP at endline 

As a default, the model assumes that the average number of FP clients per SDP for each channel 
will grow at the same rate as the growth in number of WRA (Figure 6). You have the option of 
entering your own value if you choose not to use the default. Note that if you enter an endline 
value other than the default, it must at least keep pace with growth in number of WRA.  

Figure 6. Projected Growth in Average Number of FP Users per SDP,  

Based on Growth in Number of WRA 

 

  

Number of SDPs at endline 

As a default, the model assumes that the number of SDPs for each channel will remain the same. 
You can opt to enter a value other than the default, e.g., if the country is planning a large 
expansion in its CHW program over the next five years or considering adding family planning 
services via one of its clinical channels where none exist at baseline.  

% of SDPs that offer DMPA-SC at endline 

By channel, enter the percentage of SDPs that will offer DMPA-SC at endline.  

Source: Set these percentages as part of scenario creation. The model allows you to set this 
between 0 and 100 percent for any of the channels.  

Average number of FP clients per SDP

Channel 2016 2017 2018 2019 2020 2021

Public Facility 1 450 464 477 492 506 522

Public Facility 2 0 0 0 0 0 0

Public Facility 3 0 0 0 0 0 0

Public Facility 4 0 0 0 0 0 0

Private Facility 1 450 464 477 492 506 522

Private Facility 2 0 0 0 0 0 0

Private Facility 3 0 0 0 0 0 0

CHW1 300 309 318 328 338 348

CHW2 0 0 0 0 0 0

CHW3 0 0 0 0 0 0

Pharmacy 500 515 530 546 563 580

Drug Shop 500 515 530 546 563 580

Other 5 5 5 5 6 6
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Figure 7. Health System Structure at Endline 

 

  

5.7 Calculating WRA Access to DMPA-SC and DMPA-IM 

This part of the model calculates the baseline and endline access in terms of percentage of WRA. 
It multiplies the number of SDPs by the number of clients per SDP by the percentage that offer 
the method. Next, the model calculates for each channel the additional coverage of DMPA-SC 
beyond the baseline DMPA-IM. This is a very important percentage, because the model 
generates a bump in access-related mCPR only if there is additional DMPA-SC coverage beyond 
the existing coverage for DMPA-IM. In our example, there is only additional coverage for 
CHWs, pharmacies, drug shops, and other (Figure 8). Thus, in this example, introduction of 
DMPA-SC into health facilities and CHWs would generate no additional mCPR via the access 
pathway.  

Endline

Health system

Channel # SDPs

Avg FP 

clients per 

SDP

% that 

will offer 

DMPA-SC

Public Facility 1 1000 522 90%

Public Facility 2 0 0

Public Facility 3 0 0

Public Facility 4 0 0

Private Facility 1 150 522 90%

Private Facility 2 0 0

Private Facility 3 0 0

CHW1 500 348 90%

CHW2 0 0

CHW3 0 0

Pharmacy 1000 580 90%

Drug Shop 1000 580 90%

Other 10000 6 20%
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Figure 8. WRA Access to DMPA-SC and DMPA-IM 

 

5.8 Pathways to Influence 

Tab: Pathways 

In this tab, enter key inputs required to calculate impact on mCPR, via three pathways: 

1. Increased access 

2. Improved logistics 

3. Reduced discontinuation 

A fourth calculation shows the impact on mCPR for youth but does not currently generate any 
additional impact.  

Increased Access 

The first pathway to influence is via increased access.  

% point increase for each method fully available 

This model uses assumptions about the association between increased method availability and 
increased mCPR, based on existing studies. The increase in mCPR for each additional method 
fully available varies according to the country’s original mCPR. Below 20 percent mCPR, an 
access impact factor value is set at 3.75 percent; between 20 and 40 percent of mCPR, the value 
is 7.5 percent; above 40 percent mCPR, the value reverts to 3.75 percent. The access impact 
factor values derive from studies showing that, for each method fully added to the offering of 
services, mCPR rises by 7.5 percent, all other things being equal (Wang et al., 2015; Karim et al., 
2008; Ross and Stover, 2013). The variation according to mCPR level reflects the fact that at the 
low end there is limited demand for family planning, while on the high end demand is relatively 

Baseline Endline Change in Coverage

Channel

% of WRA 

with 

access to 

DMPA-SC

% of WRA 

with 

access to 

DMPA-IM

% of WRA 

with 

access to 

DMPA-SC

% with 

access to 

DMPA-SC

Additional 

coverage of 

DMPA-SC 

beyond 

baseline 

DMPA-IM

Public Facility 1 0.0% 11.7% 11.7% 11.7% 0.0%

Public Facility 2 0.0% 0.0% 0.0% 0.0% 0.0%

Public Facility 3 0.0% 0.0% 0.0% 0.0% 0.0%

Public Facility 4 0.0% 0.0% 0.0% 0.0% 0.0%

Private Facility 1 0.0% 1.7% 1.7% 1.7% 0.0%

Private Facility 2 0.0% 0.0% 0.0% 0.0% 0.0%

Private Facility 3 0.0% 0.0% 0.0% 0.0% 0.0%

CHW1 0.0% 0.0% 3.9% 3.9% 3.9%

CHW2 0.0% 0.0% 0.0% 0.0% 0.0%

CHW3 0.0% 0.0% 0.0% 0.0% 0.0%

Pharmacy 0.0% 1.4% 13.0% 13.0% 11.5%

Drug Shop 0.0% 0.0% 13.0% 13.0% 13.0%

Other 0.0% 0.0% 0.3% 0.3% 0.3%
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saturated. You have the option of changing the values of the access impact factor. However, in 
the absence of country-specific data, we recommend maintaining the defaults.  

Figure 9. Access Impact Factor 

The way the model calculates the additional percentage point increase in mCPR from increasing 
access to DMPA-SC is to multiply the percent change in coverage by the percentage point 
increase for each method fully available. In the example (Figure 10), increased access generates 
an additional 0.15 percentage point increase from CHWs, 0.43 percentage point increase from 
pharmacies, 0.49 percentage point increase for drug shops, and 0.01 percentage point increase 
for the “other” channel, for a total increase of 1.07 percentage points. This represents the 
independent effect of adding DMPA-SC. Remember, countries only see a bump from DMPA-SC 
introduction in channels if DMPA-SC coverage exceeds baseline coverage of DMPA-IM.  

Figure 10. Increased Access 

Improved Logistics 

We hypothesize that DMPA-SC provision, because of its all-in-one delivery mechanism, is 
associated with fewer stockouts due to any mismatch between vials and syringes, translating 
into greater access. Other factors that affect stockouts, such as poor projections, delays in 
ordering, and distribution transport issues, affect DMPA-SC availability the same as other 
family planning methods.  

% of facilities stocked out of syringes but not DMPA-IM vials 

To estimate the impact improved logistics has on availability, enter a value for the percentage of 
facilities stocked out of syringes, but not of DMPA-IM.  

The default assumption is that 10 percent of facilities are stocked out of DMPA-IM syringes but 
not the vial of DMPA-IM. This default is based on opinions of international experts, not from 

mCPR level <20% 20-40% >40%

% pt increase for each method fully available 3.75% 7.5% 3.75%

Channel

Change in 

coverage

% pt increase 

for each 

method fully 

available

% pt increase 

in mCPR Sector

Public Facility 1 0.00% 3.75% 0.00% Public

Public Facility 2 0.00% 3.75% 0.00% Public

Public Facility 3 0.00% 3.75% 0.00% Public

Public Facility 4 0.00% 3.75% 0.00% Public

Private Facility 1 0.00% 3.75% 0.00% Private

Private Facility 2 0.00% 3.75% 0.00% Private

Private Facility 3 0.00% 3.75% 0.00% Private

CHW1 3.89% 3.75% 0.15% Private

CHW2 0.00% 3.75% 0.00% Private

CHW3 0.00% 3.75% 0.00% Public

Pharmacy 11.51% 3.75% 0.43% Private

Drug Shop 12.95% 3.75% 0.49% Private

Other 0.29% 3.75% 0.01% Private

% pt growth from increase in access (public and private sector) 1.07%

% pt growth from increase access in public sector 0.00%

% pt growth from increase access private sector 1.07%
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any empirical study. You can change this value if you have country-specific evidence on 
stockouts.  

The model multiplies that 10 percent by the percentage of potential users affected by stockouts, 
which is the percentage of WRA who have access to DMPA-IM (1.48 percent in our example).We 
then multiply that number by the percentage point increase for each method fully available (3.75 
percent in our example, as defined above), giving the total potential impact if all DMPA-IM was 
changed to DMPA-SC. However, in some model applications there is not a full switch out of 
DMPA-SC, so this product is also multiplied by the switching rate from DMPA-IM to DMPA-SC 
(specified later). That generates a value for percentage point growth from improved logistics of 
.03 percent in our example (Figure 11).  

Figure 11. Calculating the Impact of Improved Logistics 

 

Discontinuation 

We hypothesize that DMPA-SC introduction may lower discontinuation rates of women using 
injectables, thus leading to higher prevalence. The logic behind this hypothesis is based on the 
intrinsic characteristics of the method itself, the expanded service delivery modalities for the 
method, and the potential for policies and program designs that support self-injection. As such 
we have discontinuation affecting model outputs as follows:  

1. Through improved geographic access. Compared to women using DMPA-IM, women 
using DMPA-SC will be less likely to discontinue for access-related reasons. By placing 
DMPA-SC physically closer to women (through nontraditional channels such as CHWs 
and drug shops), women may be less likely to discontinue for access/availability and 
convenience reasons. On average for 56 DHS countries, 2.5 percent of women cite such 
reasons for discontinuing injectable use, but it can vary considerably between countries 
(ICF, 2017). No studies exist currently to estimate the effect that DMPA-SC provision 
would have on reducing access as a reason for discontinuation. 

2. Through increased client tolerance/preference. Compared to women using DMPA-IM, 
women using DMPA-SC will be less likely to discontinue for health/side-effect-related 
reasons. A few studies document that women report fewer health problems and side 
effects with DMPA-SC versus DMPA-IM, or simply prefer it. One study (Polis et al., 
2014) found that women using DMPA-SC reported 25 percent fewer side-effects 
compared to DMPA-IM users, but the study did not compare discontinuation rates. On 
average for 56 DHS countries, 22 percent of women cite health and side-effect reasons 
for discontinuing injectable use (ICF, 2017) 

% of facilities stocked out of syringes, but NOT DMPA-IM vials (of public and private 

facilities and community workers that provide IM) 10.00%
% of WRA impacted by facility stock outs of syringes, but not DMPA-IM vials (weighted 

based on coverage of facilities) 1.48%

% pt increase for each method fully available 3.75%

% pt growth from logistics 0.03%
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3. Through self-injection. Compared to women 
who receive their injection from a provider, 
women who self-inject will be less likely to 
discontinue. It is unclear why self-injection 
might reduce discontinuation. Research from 
Malawi (Burke et al., 2018) and from the United 
States (Kohn et al., 2018) show that DMPA-SC 
users who self-inject have 51 percent (Malawi) 
and 33 percent (U.S.) lower likelihood of 
discontinuation, compared to those who go to a 
provider. In the case of the Malawi study, this 
decrease was regardless of the type or location 
of provider (CHW versus clinical provider). A 
Uganda study also found discontinuation fell by 
46 percent among DMPA-SC self-injectors, 
versus users receiving DMPA-IM from providers 
(Cover et al., 2018). 

To model this potential impact, users need to enter data 
on current discontinuation rates and on the percentage 
decrease in discontinuation from DMPA-SC use, based 
on the future scenarios (i.e., if self-injection will be 
allowed). 

% of women using injectables who discontinue for access-related reasons 

We define access-related discontinuation as discontinuation due to access/availability, or 
discontinuation due to method being inconvenient. Enter the percentage of women using 
injectables who discontinued for reasons related to access. In our example (Figure 12), we used 
2.476 percent (the average for 56 countries and 114 surveys in different years). You can use this 
default value or enter the value for the country you are analyzing.  

Source: The DHS is the best source of data on national-level discontinuation rates. If the DHS 
for your country does not report discontinuation rates, you can use the default average value or 
any local studies or program documents. 

Figure 12. Assumptions to Calculate Impact of DMPA-SC Introduction on Access-Related 

Discontinuation 

 

% decrease in access-related discontinuation associated with DMPA-SC use vs. 

DMPA-IM 

Enter a value between 0 and 100 percent for the expected decrease in access-related 
discontinuation associated with DMPA-SC use versus DMPA-IM. A value of 0 percent means no 
expected decrease; a value of 100 percent means DMPA-SC is expected to reduce access-related 
discontinuation to zero. In the example, we use a value of 50 percent (Figure 12). 

Source: No study exists measuring decrease in access-related discontinuation associated with 
DMPA-SC use versus DMPA-IM use. The authors chose 50 percent as a default value based on 
their expert opinion of family planning programming. 

% of women using injectables who discontinued for access-related reasons 2.476%

% decrease in access-related discontinuation associated with DMPA-SC use vs DMPA-IM 50%

% decrease in access-related discontinuation associated with self vs. provider injection 50%

DHS questionnaires allow women to 

select the following options as to 

why they discontinued their method: 

 To become pregnant 

 Due to becoming pregnant 

 To switch to a more effective 

method 

 Due to health concerns/side 

effects 

 Due to access/availability 

 Due to cost 

 Because the method is 

inconvenient to use 

 Due to husband’s disapproval  

 Due to infrequent sex 

 Due to marital dissolution 

 Because the woman is fatalistic 

 Due to menopause 

 Other reasons 
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% decrease in access-related discontinuation associated with self vs. provider 

injection 

Enter a value between 0 and 100 percent for the expected decrease in access-related 
discontinuation associated with self-injection of DMPA-SC versus provider injection of DMPA-
SC. A value of 0 percent means no expected decrease; a value of 100 percent means self-
injection is expected to reduce access-related discontinuation to zero. In the example, we use a 
value of 50 percent (Figure 12). 

Source: The default value is informed by the studies mentioned previously from Malawi (Burke 
et al., 2018), Uganda (Cover et al., 2018), and the United States (Kohn et al., 2018).  

% of women using injectables who discontinued for side-effect-related reasons 

Enter the percentage of women using injectables who discontinued for reasons related to side-
effects/health concerns. In our example (Figure 13), we used 22.105 percent (the average for 56 
countries and 114 surveys in different years). You can use this value, or enter the value for the 
country you are analyzing.  

Source: The DHS is the best source of data on national-level discontinuation rates. If the DHS 
for your country does not report discontinuation rates, you can use the default average values. 

% decrease in side-effect/health-related discontinuation associated with 

DMPA-SC use vs. DMPA-IM 

Enter a value between 0 and 100 percent for the expected decrease in health-related 
discontinuation associated with DMPA-SC use versus DMPA-IM. A value of 0 percent means no 
expected decrease; a value of 100 percent means DMPA-SC is expected to fully erase the side-
effect/health-related discontinuation associated with DMPA-IM. In the example, we use a value 
of 25 percent (Figure 13), based on a 2014 study measuring percentage decrease in women 
reporting side effects from DMPA-SC versus DMPA-IM (Polis et al., 2014)  

Source: Polis et al., 2014; no other country-specific studies exist.  

% decrease in health-related discontinuation associated with self vs. provider 

injection 

Enter a value between 0 and 100 percent for the expected decrease in health-related 
discontinuation associated with self-injection of DMPA-SC versus provider injection of DMPA-
SC. A value of 0 percent means no expected decrease; a value of 100 percent means self-
injection is expected to reduce access-related discontinuation to zero. In the example, we use a 
value of 50 percent (Figure 13). 

Source: The default value is informed by the studies mentioned previously from Malawi (Burke 
et al., 2018), Uganda (Cover et al., 2018), and the United States (Kohn et al., 2018).  

Figure 13. Assumptions to Calculate Impact of DMPA-SC Introduction on Health-Related 

Discontinuation 

 

% of women using injectables who discontinued for health/side-effect reasons 22.105%

% decrease in health-related discontinuation associated with DMPA-SC use vs DMPA-IM 25%

% decrease in health-related discontinuation associated with self vs. provider injection 50%
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% of women using injectables who discontinue for all other reasons 

Enter the percentage of women using injectables who discontinued for reasons other than 
access/availability and health/side-effects. In our example (Figure 14), we used 17.719 percent 
(the average for 56 countries and 114 surveys in different years). You can use this default value, 
or enter the value for the country you are analyzing. 

Source: The DHS is the best source of data on national-level discontinuation rates. If the DHS 
for your country does not report discontinuation rates, you can use the default average values. 

% decrease in other reason-related discontinuation associated with DMPA-SC 

use vs. DMPA-IM 

Enter a value between 0 and 100 percent for the expected decrease in other reason-related 
discontinuation associated with DMPA-SC use versus DMPA-IM. A value of 0 percent means no 
expected decrease; a value of 100 percent means DMPA-SC is expected to fully erase the other 
reason-related discontinuation associated with DMPA-IM. In the example, we use a value of 0 
percent (Figure 14).  

% decrease in all other reasons for discontinuation associated with self-

injection 

Enter a value between 0 and 100 percent for the expected decrease in discontinuation from all 
other reasons associated with self-injection of DMPA-SC vs. provider injection of DMPA-SC. A 
value of 0 percent means no expected decrease; a value of 100 percent means self-injection is 
expected to reduce access-related discontinuation to zero. In the example, we use a value of 50 
percent (Figure 14). 

Source: The default value is based on the studies mentioned previously from Malawi (Burke et 
al., 2018), Uganda (Cover et al., 2018), and the United States (Kohn et al., 2018).  

Figure 14. Assumptions to Calculate Impact of DMPA-SC Introduction on Discontinuation 

Related to Other Reasons 

 

Calculating the impact of DMPA-SC introduction on discontinuation and mCPR 

With the inputs above, the model calculates the impact of DMPA-SC introduction on 
discontinuation and mCPR. It calculates the decrease in discontinuation rates, after moving 
from DMPA-IM to DMPA-SC for access, health, and other reasons. Separately, it calculates the 
decrease in discontinuation rates, after moving from provider to self-injection. It then sums the 
decrease (in the example 6.764 percent moving from DMPA-IM to DMPA-SC and 21.15 percent 
moving from provider to self-injection) (Figure 15). For impact on mCPR, the model applies the 
decrease due to moving from DMPA-IM to DMPA-SC by the percentage of women using DMPA-
SC (excluding those women who switched to DMPA-SC from a method other than DMPA-IM). 
The decrease in discontinuation due to self-injection is applied only to those women who self-
inject. These calculations produce an increase in mCPR that the model adds on top of the 
increases the other pathways generate.  

% of Women using injectables who discontinued for other reasons (excluding to get pregnant) 17.719%

% decrease in other reason-related discontinuation associated with SC vs IM 0.000%

% decrease in other reasons for discontinuation associated with self vs. provider injection 50%
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Figure 15. Calculating the Impact of DMPA-SC Introduction on Discontinuation 

 

Reaching Young People 

Another pathway for change is via reaching young people. There is some research to suggest that 
offering family planning through pharmacies and drug shops will attract younger clients 
(USAID, 2013), as it affords them more anonymity than a health facility. The model looks at 
where young people currently get their contraceptive methods and what channels are likely to 
drive increases in mCPR from the introduction of DMPA-SC. In doing this, the model looks at 
whether overall growth would be disproportionately skewed toward young people. For example, 
if the mCPR growth is being driven through increased access at pharmacies, and pharmacies 
serve young people at higher rates than other age groups, then youth would make up a higher 
share of the mCPR growth. This pathway does not impact the overall mCPR growth, but rather 
is a subset of results to look at how young people’s contraceptive use might change relative to 
the overall change in mCPR. 

Women of reproductive age population data 

Enter the number of WRA in each of the youth age categories, at baseline and endline of the 
projection. The total number of WRA is populated automatically from the mCPR input tab (see 
example in Figure 16). This information comes from a population census or from the UN 
Population Division’s World Population Prospects.  

mCPR for young people 

Enter the mCPR for the 15–19, 20–24, and 15–24 age groups (see example in Figure 16). This 
information comes from the DHS or national survey, but may not have been reported, in which 
case you have to do your own calculation. Code for doing this from the DHS datasets is available 
on request from the authors. 

Share of modern users who are young 

For each of the youth age categories, enter modern users as a share of total users (see example in 
Figure 16). This information comes from the DHS. 

Decrease in discontinuation after moving from IM to SC

Decrease in access-related discontinuation after moving from IM to SC  1.238%

Decrease in health-related discontinuation after moving from IM to SC  5.526%

Decrease in other reason discontinuation after moving from IM to SC  0.000%

Decrease in discontinuation after moving from provider to self-injection

Decrease in access-related discontinuation after moving from provider to self-injection 1.238%

Decrease in health-related discontinuation after moving from provider to self-injection 11.053%

Decrease in other reason discontinuation after moving from provider to self-injection 8.859%

Total of discontinuation adjustment

Decrease in discontinuation rate from moving from IM to SC 6.764%

Decrease in discontinuation rate from self-injection 21.150%
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Figure 16. Population and Contraceptive Use Data for Youth 

 

 

Distribution of young users by channel 

Using calculations from the DHS, enter for each channel the percentage of all users who are in 
the youth age categories. The model allocates the estimated percentage point increase in mCPR 
to each channel based on the number of youth served by each channel. This is then used to 
calculate the mCPR increase for each age group (Figure 17). 

Figure 17. Distribution of Young Users by Channel 

Distribution of young injectable users by channel 

Using calculations from the DHS, enter for each channel the percentage of all injectable users 
who are in the youth age categories. The model calculates youth DMPA-SC use as a percentage 
of total DMPA-SC use (Figure 18). 

WRA Population Data

Baseline Endline mCPR % of users

15-19 697,561        850,000        4.83% 8.70%

20-24 602,918        750,000        13.21% 20.56%

15-24 1,300,479     1,600,000     8.72% 29.26%

Total 3,474,426     4,027,812     11.15% 100%

Modern Contraceptive Use

Channel

% of all users 

in channel 

who are 15-

19

% of all users 

in channel 

who are 20-

24

% of all users in 

channel who 

are 15-24

% pt increase 

in mCPR from 

increased 

access, endline

% pt increase 

in mCPR from 

improved 

logistics, 

endline

% pt increase 

in mCPR from 

lower 

discontinuatio

n, endline

Total % point 

increase in 

mCPR from 

DMPA-SC 

introduction

Additional 

Users due to 

SP 

% pt increase 

in mCPR 

allocated to 

users 15-19 

years old, all 

pathways

% pt increase 

in mCPR 

allocated to 

users 15-19 

years old, all 

pathways

% pt 

increase in 

mCPR 

allocated to 

users 15-24 

years old, all 

pathways

Public Facility 1 5.2% 18.4% 24% 0.00% 0.02% 0.48% 0.50% 19,997             0.1% 0.5% 0.3%

Public Facility 2 0% 0.00% 0.00% 0.00% 0.00% -                   0.0% 0.0% 0.0%

Public Facility 3 0% 0.00% 0.00% 0.00% 0.00% -                   0.0% 0.0% 0.0%

Public Facility 4 0% 0.00% 0.00% 0.00% 0.00% -                   0.0% 0.0% 0.0%

Private Facility 1 1.3% 15.5% 17% 0.00% 0.00% 0.03% 0.03% 1,048               0.0% 0.0% 0.0%

Private Facility 2 0% 0.00% 0.00% 0.00% 0.00% -                   0.0% 0.0% 0.0%

Private Facility 3 0% 0.00% 0.00% 0.00% 0.00% -                   0.0% 0.0% 0.0%

CHW1 12.1% 25.0% 37% 0.15% 0.00% 0.04% 0.19% 7,460               0.1% 0.2% 0.2%

CHW2 0% 0.00% 0.00% 0.00% 0.00% -                   0.0% 0.0% 0.0%

CHW3 0% 0.00% 0.00% 0.00% 0.00% -                   0.0% 0.0% 0.0%

Pharmacy 8.5% 30.5% 39% 0.43% 0.00% 0.13% 0.57% 22,891             0.2% 0.9% 0.6%

Drug Shop 13.9% 28.3% 42% 0.49% 0.00% 0.06% 0.55% 22,131             0.4% 0.8% 0.6%

Other 23.6% 18.5% 42% 0.01% 0.00% 0.00% 0.01% 579                  0.0% 0.0% 0.0%

Total: 8.70% 20.56% 29.26% 1.07% 0.03% 0.74% 1.84% 74,105             0.8% 2.5% 1.6%
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Figure 18. Distribution of Young Injectable Users by Channel 

 

5.9 Modeling Method Switching 

Tab: Switching 

This model allows you to incorporate the impact of couples switching to DMPA-SC from DMPA-
IM, from other short-acting methods, and from long-acting reversible contraceptives (LARCs). 
Switching methods has cost implications because of how costs vary by method. Switching may 
also have a modest impact on mCPR, because women who switch from DMPA-IM to DMPA-SC 
will have lower discontinuation rates (as described previously). Although switching may shift 
use from methods that are less effective at preventing pregnancy, like condoms and pills, to 
DMPA, the model currently does not capture this effect. However, the analyst could feed results 
into another model like FamPlan or ImpactNow to capture this effect based on shift in method 
mix and impact in terms of pregnancies averted.  

The switching rate is defined as the percentage of users annually that will switch to DMPA-SC 
from another method. The model allows you to set separate switching rates for DMPA-IM, other 
short-acting methods (pills, condoms, LAM, and other), and LARCs (IUD, implant). Note that 
switching can only occur where DMPA-SC is available. Thus, the impact of switching increases 
as DMPA-SC access scales up.  

The model allows you to determine as a policy choice the extent that switching between DMPA-
IM and DMPA-SC takes place. On one end of the spectrum, a country can allow switching to 
occur “naturally,” as a result of client preferences and the broader environment for the supply of 
other methods. On the other end of the policy spectrum, a country can choose to fully replace 
the supply of DMPA-IM with DMPA-SC, either at certain sites or nationally.  

Set the switching rate for DMPA-IM 

Set the switching rate at a value between 0 and 100 percent. You can model a full switch out of 
DMPA-IM to DMPA-SC (that is, where the program discontinues providing DMPA-IM in SDPs 
where DMPA-SC is available) by setting the switching rate at 100 percent. In a side-by-side 
rollout of DMPA-SC, the program would continue to offer both DMPA-IM and DMPA-SC. If 

Channel

% of 

injectable 

users in 

channel who 

are 15-19

% of 

injectable 

users in 

channel who 

are 20-24

% of injectable 

users in 

channel who 

are 15-24

Distribution of 

DMPA-SC 

Users By 

Channel

15-19 DMPA-

SC use as % of 

total DMPA-SC 

use

20-24 DMPA-

SC use as % of 

total DMPA-SC 

use

15-24 DMPA-

SC use as % of 

total DMPA-SC 

use

Public Facility 1 12% 25% 37% 65% 8% 16.3% 24.1%

Public Facility 2 0% 0% 0% 0.0% 0.0%

Public Facility 3 0% 0% 0% 0.0% 0.0%

Public Facility 4 0% 0% 0% 0.0% 0.0%

Private Facility 1 4% 22% 26% 3% 0% 0.8% 0.9%

Private Facility 2 0% 0% 0% 0.0% 0.0%

Private Facility 3 0% 0% 0% 0.0% 0.0%

CHW1 1% 30% 31% 5% 0% 1.5% 1.6%

CHW2 0% 0% 0% 0.0% 0.0%

CHW3 0% 0% 0% 0.0% 0.0%

Pharmacy 8% 26% 35% 18% 1% 4.7% 6.2%

Drug Shop 0% 10% 10% 8% 0% 0.8% 0.8%

Other 12% 10% 22% 0% 0% 0.0% 0.1%

Total 6% 24% 30% 100% 9.5% 24.2% 33.7%
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your policy choice is a side-by-side rollout, enter a value of less than 100 percent. The default 
value is 15 percent (Figure 19) based on unpublished data shared by PATH from experience on 
side-by-side rollout of DMPA-SC. This is an area of emerging evidence from which more robust 
default values may emerge.  

Source: Unless you have data from pilot studies in your own country, we suggest you rely on 
the default values calculated by HP+ from PATH data (unpublished). 

Set the switching rate for other short-acting methods 

Set the switching rate at a value between 0 and 100 percent. Evidence on switching rates from 
other short-acting methods, like pills or condoms, shows an annual rate of about 10 percent 
(Figure 19). 

Source: Unless you have data from pilot studies in your own country, we suggest you rely on 
the default values calculated by HP+ from PATH data (unpublished). 

Set the switching rate for other LARCs 

Set the switching rate at a value between 0 and 100 percent. Given that most women who choose 
IUDs or implants have high satisfaction rates (using likelihood of discontinuation for method-
related reasons as a proxy for satisfaction), there is a low likelihood that women currently using 
LARCs would switch to DMPA-SC. Anecdotal reports on switching rates from LARCs to DMPA-
SC exist, but are not definitive. The model sets a default value of 1 percent (Figure 19). 

Source: Unless you have data from pilot studies in your own country, we suggested you rely on 
the default values. 

Set the switching rate for permanent methods 

We assume no user will switch from a permanent method to DMPA-SC. 

Figure 19. Annual Switching Rate to DMPA-SC 

 

5.10 How the Model Calculates Switching Impact 

Tab: mCPR_calcs 

Based on the switching rates you enter, the model calculates, for each channel, the percentage of 
use of each method after switching. The calculation factors in the percentage of facilities offering 
DMPA-SC at endline to constrain switching to the pool of facilities that offer DMPA-SC. The 
logic is that women can only switch if DMPA-SC is offered. To calculate the percentage of 
women switching to DMPA-SC, the model subtracts the baseline from the endline percentage. It 
then does a straight-line interpolation between baseline and endline to calculate the percentage 
year by year. The example shows the switching calculation for Public Facility 1 (Figure 20). The 
model repeats these calculations for each facility type to determine the overall impact of 
switching.  

Method type Annual rate

Short-acting method SAM 10%

DMPA-IM DMPA-IM 15%

Long-acting reversible contraception LARC 1%

Permanent method PM 0%
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Figure 20. Change in Baseline Method Mix from Switching to DMPA-SC, for Public Facility 1 

 

 

Note that these switching calculations are done only on the baseline mCPR, without taking into 
account any preexisting mCPR growth trends, or other effects of DMPA-SC introduction.  

5.11 How the Model Calculates Change in mCPR from a Preexisting 

Growth Trend 

Tab: mCPR_calcs 

The next step for the model is to apply the preexisting mCPR growth trend to the method mix by 
channel. The model does this based on data you enter on mCPR growth (Section 5.2). The model 
calculates growth in mCPR directly proportional to the channel and method mix at baseline. 
Note that, as in the example below for the pharmacy channel (Figure 21), the growth trend is 
expressed as the additional percentage of WRA.  

Figure 21. Additional mCPR from Pre-existing Growth Trend 

Note that, because the preexisting mCPR growth trends applies only to existing methods, growth 
for DMPA-SC will be zero, assuming that DMPA-SC use is zero at baseline.  

Public Facility 1 2016 2017 2018 2019 2020 2021

F. Steril 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

M. Steril 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

IUD 0.70% 0.70% 0.70% 0.69% 0.69% 0.68%

Implant 3.80% 3.79% 3.78% 3.76% 3.73% 3.70%

DMPA-IM 5.59% 5.43% 5.10% 4.64% 4.08% 3.47%

Pill 0.78% 0.77% 0.74% 0.70% 0.65% 0.59%

Condom 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

LAM 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

Other 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

DMPA-SC 0.00% 0.19% 0.56% 1.08% 1.72% 2.43%

Total 10.88% 10.88% 10.88% 10.88% 10.88% 10.88%

Pharmacy 2016 2017 2018 2019 2020 2021

F. Steril 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

M. Steril 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

IUD 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

Implant 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

DMPA-IM 0.00% 0.01% 0.02% 0.03% 0.04% 0.05%

Pill 0.00% 0.06% 0.12% 0.17% 0.23% 0.29%

Condom 0.00% 0.01% 0.03% 0.04% 0.06% 0.07%

LAM 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

Other 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

DMPA-SC 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

Total 0.00% 0.08% 0.16% 0.25% 0.33% 0.41%
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5.12 How the Model Calculates Change in mCPR from DMPA-SC 

Investments 

Tab: mCPR_calcs 

The model takes the additional mCPR that the DMPA-SC introduction generates above the 
preexisting growth trend in mCPR and spreads it across channels. This is based on the mCPR 
bump generated by better access (1.07 percent) and improved logistics (.024 percent). Note that 
the model assigns this entire increase to DMPA-SC only, not the other methods.  

mCPR by method and source after switch adjustment  
+ pre-existing growth trends  

+ DMPA-SC investment 

This section of the mCPR_calcs tab simply sums all the previously calculated changes in mCPR 
by channel and method.  

5.13 mCPR by Method and Source with DMPA-SC Introduction 

Tab: mCPR_calcs 

This section of the mCPR_calcs tab adds mCPR to DMPA-SC associated with lower 
discontinuation rates (Section 5.8). This calculation represents the sum of all the impacts the 
model generates, including preexisting mCPR growth trends. The example (Figure 22) shows 
mCPR rising from 16.11 percent in 2016 to 19.58 percent in 2021. We use these numbers in the 
summary tables and graphs that follow (Section 6 and 7) and feed them into the cost module 
(Section 8).  

Figure 22. mCPR with DMPA-SC Introduction 

 

5.14 How the Model Calculates Youth Impact from DMPA-SC 

Investments 

Tab: Youth 

First, the model allocates the overall increase in mCPR by channel, converting the increase in 
percentage points into the absolute number of additional users. Next, based on the data entered 

All Channels 2016 2017 2018 2019 2020 2021

F. Steril 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

M. Steril 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

IUD 0.70% 0.72% 0.74% 0.75% 0.77% 0.79%

Implant 3.80% 3.91% 4.00% 4.10% 4.18% 4.26%

DMPA-IM 6.22% 6.19% 5.98% 5.63% 5.17% 4.64%

Pill 3.91% 3.96% 3.94% 3.85% 3.72% 3.54%

Condom 1.00% 1.01% 1.01% 0.98% 0.95% 0.90%

LAM 0.10% 0.10% 0.10% 0.11% 0.11% 0.11%

Other 0.38% 0.39% 0.40% 0.41% 0.41% 0.42%

DMPA-SC 0.00% 0.53% 1.33% 2.36% 3.58% 4.92%

All methods 16.112% 16.806% 17.501% 18.195% 18.890% 19.58%
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about the share of users who are in each age group (15–19, 20–24, and 15–24), the model 
estimates the percentage point increase attributable to each age group by channel. This done by 
multiplying the additional users by the share of users in the age group, then dividing by the total 
number of women in that age group. Summing across channels gives the mCPR increase for 
each age group. 

The share of users in each age group is compared to the share of the mCPR increase in each age 
group to see if the increase is disproportionately skewed toward young people. 

Figure 23. Comparing the Share of Users to the Share of mCPR Increase 

 

 

The user enters mCPR data from the latest survey, which may not match the baseline mCPR 
being used for the model. Therefore, the model estimates a baseline mCPR for each age group, 
taking into account the share of users who are in each age group and the current age distribution 
of women. The same calculations are done to estimate an endline mCPR for each age group 
without DMPA-SC investments, based on the endline mCPR entered in the mCPRinputs tab. 
This information is then used to look at mCPR growth in each age group with and without 
DMPA-SC investments. For comparison, the model also calculates what the growth from 
DMPA-SC investments would be if there was no age skew by source.  

Figure 24. Summary of Changes by Age Group 

Finally, the model estimates the age profile of endline DMPA-SC users, based on the results 
above as well as a calculation of the age profile of users who switch to DMPA-SC. The 
distribution of DMPA-SC users by channel is multiplied by the age distribution of injectable 
users in each age group to estimate an age profile of DMPA-SC users. This allows the age profile 
to be skewed toward youth if increases are skewed toward sources that serve young people 
disproportionately. These percentages are then applied to the total number of women who 
switch to DMPA-SC to estimate the age profile of those who switch (this calculation also 
includes DMPA-SC users within the existing growth trend). This is then combined with the age 
profile from the increases in mCPR described previously. Together, this information is used to 
estimate the endline share of DMPA-SC users who fall into each age group (Figure 25). 

Tables comparing 15-19 and 15-24 share in all mCPR versus their share in mCPR increase from DMPA-SC

Ratio

15-19 use as % of all modern contraceptive use 8.7%

15-19 increase in mCPR as % of all increase in mCPR from DMPA-SC 10.4% 1.20                

20-24 use as % of all modern contraceptive use 20.6%

20-24 increase in mCPR as % of all increase in mCPR from DMPA-SC 27.0% 1.31                

15-24 use as % of all modern contraceptive use 29.3%

15-24 increase in mCPR as % of all increase in mCPR from DMPA-SC 37.5% 1.28                

Summary of changes by age group

Baseline

Endline without 

DMPA-SC

Change 

without DMPA-

SC

Change 

from DMPA-SC

Total % pt 

change

Change from 

DMPA-SC if not 

skewed

Total change in 

now skewed

15-19 7.0% 8.3% 1.3% 0.8% 2.0% 0.6% 1.9%

20-24 19.1% 22.1% 3.0% 2.2% 5.3% 1.7% 4.7%

15-24 12.6% 14.8% 2.2% 1.5% 3.6% 1.1% 3.3%

Total 16.1% 20% 3.9% 1.5% 5.5%
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Figure 25. Share of DMPA-SC Users Who Are Young 

 

  

Injectable 

users in each 

age group

SC Users in each 

age group 

(switching/pre-

exisitng growth)

Total DMPA-SC 

users from 

switching/pre-

existing growth

DMPA-SC 

increase users 

(from above) Total

% of DMPA-SC 

users who are 

in each age 

group

15-19 100.0% 8.4% 12,965 6,487 19,452 9%

20-24 8.4% 23.6% 36,581 16,777 53,358 25%

15-24 23.6% 32.0% 49,546 23,264 72,810 34%

Total (15-49) 154,764            62,107 216,871



Modeling the Health and Cost Impacts of DMPA-SC Introduction and Scale-up 

28 

6 Summary Graphs for mCPR Impact Analysis 

Tab: mCPR Impact 

The model offers standard tables and graphs for mCPR impact analysis. These are examples 
from one of the country analyses undertaken. 

Figure 26. Change in mCPR with DMPA-SC Introduction, % of WRA, Existing Trend and 

Additional mCPR from DMPA-SC 

 

 

Figure 27. Change in mCPR with DMPA-SC Introduction, by Method, % of WRA 
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Figure 28. Change in Method Mix with DMPA-SC Introduction, % of Total Method Use 

Figure 29. Change in mCPR with DMPA-SC Introduction, as % of WRA, by Method Group 
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Figure 30. Change in Method Mix with DMPA-SC Introduction, by Method Group, % Total 

Method Use 

 

 

 

  

Figure 31. Change in Method Mix with DMPA-SC Introduction, by Method Group, % Total 

Method Use, Grouped 
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Figure 32. Percentage of DMPA-SC Use Attributable to Various Pathways 

 

 

 

  

Figure 33. DMPA-SC Use by Source, Endline 
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Figure 34. Change in Source Mix, All Methods 

 

 

 

  

Figure 35. Change in Source Mix, Injectables 
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Figure 36. Change in Composition of Injectable Users, DMPA-IM vs. SC 
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7 Summary Graphs for Youth Impact 

Tab: Youth Impact 

The model offers standard tables and graphs for youth impact analysis. These are examples from 
one of the country analyses undertaken. 

Figure 37. mCPR Increases by Age Groups, Baseline vs. Endline 

 

 

  

Figure 38. Share of Users vs. Share of mCPR Increase from DMPA-SC 
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Figure 39. Extent to Which Channels Disproportionately Serve Youth 

If the share of young users at a source is above the average (orange line), then that source disproportionately 

serves young people. If increase in mCPR due to DMPA-SC come from these sources (shown on the first graph), 

it will also be disproportionately skewed toward youth. 
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Figure 40. Youth as Proportion of Current DMPA-IM Users vs. Endline DMPA-SC Users 
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8 Inputs for Modeling the Cost Impact 

The following sections describe the inputs needed for the cost module, how the model carries 
out its calculations, and the analyses it generates. 

8.1 Visit Norms 

Tab: VisitNorms 

Visit norms around health worker time spent with clients, number of visits, and which cadre of 
health worker provides services are key to the cost calculation. The model requires data on such 
visit norms for each method type. The model is already stocked with default values that come 
from the recent Adding It Up costing exercise carried out by the Guttmacher Institute (Darroch, 
2018). You have the option of changing these default values as desired.  

Number of minutes with provider required for initial visit  

In the default row, enter the number of minutes of provider time (30 minutes in Figure 41 for 
pill users). The model assigns this same value to each channel. However, you have the option of 
customizing the value for any channel. 

Number of follow-up visits required  

In the default row, enter the number of follow-up visits required per year (three in Figure 41 for 
pill users, assuming advanced provision of a three-month supply). The model assigns this same 
value to each channel. However, you have the option of customizing the value for any channel. 

Number of minutes with provider required for follow-up visit  

In the default row, enter the number of minutes of provider time (5 minutes in Figure 41) 
required for follow-up visits. The model assigns this same value to each channel. However, you 
have the option of customizing the value for any channel. 

Human resources for health (HRH) cadre 

Enter the cadre name providing the service for each channel. The cadre names are selected from 
a pull-down menu as defined in the Salaries tab. 
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Figure 41. Example of Yearly Visit Norms for Pill User 

 

 

8.2 Value of Client Time 

Tab: ClientTimeCost 

Many of the changes associated with DMPA-SC introduction, including number of facility visits 
required and travel time to seek services, have an impact on client time. Thus, it is important to 
place a value on client time. The model does so by calculating an average hourly wage, based on 
a country’s gross domestic product (GDP) per capita at its purchase power parity (PPP). 

GDP per capita 

Enter the GDP per capita, which you can obtain from https://data.worldbank.org/. In the 
example, we divide the GDP per capita by 260 days by 8 hours per day (US$412/260/8) to get 
an hourly wage of US$0.20. Alternatively, use the official minimum hourly wage (in US$), and 
enter in the Hourly wage row. For the official minimum hourly wage, use local sources. 

Source: GDP per capita in US$ from https://data.worldbank.org/.  

Figure 42. Value of Family Planning User Time 

Pill Visits and Minutes per Year per User

Initial 

visit

# 

followup 

visits

Minutes 

per 

followup 

visit

Total min # visits HRH Cadre

Default: 30 3 5 45 4

Channel
Public Facility 1 30 3 5 45 4 Assistant Nurse
Public Facility 2 30 3 5 45 4 Assistant Nurse
Public Facility 3 30 3 5 45 4 Assistant Nurse
Public Facility 4 30 3 5 45 4 Assistant Nurse
Private Facility 1 30 3 5 45 4 Assistant Nurse
Private Facility 2 30 3 5 45 4 Assistant Nurse
Private Facility 3 30 3 5 45 4 Assistant Nurse
CHW1 30 3 5 45 4 Community Health Worker
CHW2 30 3 5 45 4 Community Health Worker
CHW3 30 3 5 45 4 Community Health Worker
Pharmacy 30 3 5 45 4 PharmTech
Drug Shop 30 3 5 45 4 DrugShopOwner
Other 30 3 5 45 4 Assistant Nurse

Value of FP User Time

GDP per capita (current US$) 412$                       

Daily wage, 260 workdays per year, PPP 1.58$                          

Hourly wage 0.20$                      

https://data.worldbank.org/
https://data.worldbank.org/
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8.3 Client Wait Time 

Tab: Wait Time 

In addition to valuing the time clients spend with providers, the model incorporates client 
waiting time at SDPs.  

Average wait time in minutes 

Enter the number of minutes a client waits on average for services, by channel. The model 
comes with default values that you have the option to change. 

Source: The model includes default values based on international expert opinion (Figure 43). If 
there is a wait time study in your country, use those values.  

Figure 43. Average Client Wait Time 

 

 

8.4 Health Worker Salaries 

Tab: Salaries 

The model requires you to enter data on salaries of health workers. You can enter information 
on up to seven categories of health worker.  

Working hours in a day 

Enter the number of working hours in a day. The default value is 8. 

Working days in a month 

Enter the number of working days in a month. The default value is 21.67. 

Figure 44. Working Hours and Days 

Average Wait Time Per Visit

Default:

Channel Minutes Hours
Public Facility 1 60 1.0
Public Facility 2 60 1.0
Public Facility 3 60 1.0
Public Facility 4 60 1.0
Private Facility 1 30 0.5
Private Facility 2 30 0.5
Private Facility 3 30 0.5
CHW1 0 0.0
CHW2 0 0.0
CHW3 0 0.0
Pharmacy 5 0.1
Drug Shop 5 0.1
Other 30 0.5

Working hours in a day 8

Working days in a month 21.67
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Health worker monthly salary 

You can enter data for up to seven cadres of health worker. Enter the monthly salary, by cadre.  

Source: Typically you will draw on local sources of data for health worker salaries. The model 
includes default salary data by country and cadre from the recent Adding It Up costing 
exercises.  

Figure 45. Health Worker Salaries 

 

8.5 Transport Costs 

Tab: Transport 

The model incorporates the cost of transport clients use to reach SDPs for services. If clients 
walk, the cost is equal to the value of their time spent walking. If they use a vehicle, the cost is 
equal to the value of their time spent in the vehicle plus the cost of the vehicle per km.  

Average distance to SDP (km, one way) 

In the default row, enter the average one-way distance a client has to travel to an SDP. You have 
the option of customizing this value according to channel.  

Source: Use the default value from a study in Madagascar (Kashima et al., 2012) or look for a 
study that analyzes distance to SDP. Studies commissioned by UNFPA on contraceptive 
availability typically include a question about how far family planning clients need to travel to 
obtain their method.  

% FP clients who walk to facility 

Enter a value between 0 and 100 for the percentage of family planning users who walk to a 
facility. The default value is 80 percent (shown in Figure 46). You have the option of 
customizing this value according to channel.  

Average travel speed of FP client, walking (km per hour) 

Enter the average walking speed in km per hour. The default value is 5 km per hour, based on 
standard walking speed (shown in Figure 46). You have the option of customizing this value 
according to channel.  

Average travel speed of FP client, vehicle (km per hour) 

Enter the average client vehicle travel speed in km per hour. The default value is 30, based on 
standard vehicle travel speed in rural areas (shown in Figure 46). You have the option of 
customizing this value according to channel.  

Health worker Monthly Hourly Minute

Cadre 1 Community Health Worker 87.99$             0.51$                  0.01$                         

Cadre 2 Assistant Nurse 174.84$           1.01$                  0.02$                         

Cadre 3 Nurse/Midwife 159.42$           0.92$                  0.02$                         

Cadre 4 Medical Doctor 292.65$           1.69$                  0.03$                         

Cadre 5 Obstetrician 300.00$           1.73$                  0.03$                         

Cadre 6 PharmTech 100.00$           0.58$                  0.01$                         

Cadre 7 DrugShopOwner 200.00$           1.15$                  0.02$                         

Health Worker Salaries
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Cost to client per km vehicle travel 

Enter the vehicle travel cost per km for a family planning client. The default value is US$0.10, 
from an international standard (shown in Figure 46). You have the option of customizing this 
value according to channel.  

Distance to drug shop or pharmacy as % of distance to facility 

Enter a value here between 0 and 100 percent. A value of 100 percent means drug shops or 
pharmacies are the same distance as facilities are to clients. A value of 0 percent means clients 
live next door to a drug shop or pharmacy. The default is 75 percent, in other words clients have 
to go 75 percent of the distance to a drug shop or pharmacy compared to traveling to a facility 
(shown in Figure 46).  

Figure 46. Assumptions to Calculate Family Planning Client Travel Costs 

 

  

Avg One-

Way 

Distance 

to SDP 

(KM)

% FP Clients 

Walking

Avg. Client 

Walk Travel 

Speed 

(KM/HR)

Vehicle 

Travel 

Speed 

(KM/HR)

Cost per 

KM 

Vehicle 

Travel

Defaults: 5.49 80% 5 30 0.10$      

Distance to drug shop as % of distance to facility 75%

Channel
Public Facility 1 5.49 80% 5                     30               0.10$      
Public Facility 2 5.49 80% 5                     30               0.10$      
Public Facility 3 5.49 80% 5                     30               0.10$      
Public Facility 4 5.49 80% 5                     30               0.10$      
Private Facility 1 5.49 80% 5                     30               0.10$      
Private Facility 2 5.49 80% 5                     30               0.10$      
Private Facility 3 5.49 80% 5                     30               0.10$      
CHW1 0.00 80% 5                     30               0.10$      
CHW2 0.00 80% 5                     30               0.10$      
CHW3 0.00 80% 5                     30               0.10$      
Pharmacy 4.12 80% 5                     30               0.10$      
Drug Shop 4.12 80% 5                     30               0.10$      
Other 4.12 80% 5                     30               0.10$      
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8.6 Injection Mode 

Tab: InjectionMode 

The choice users make on where to get injected after obtaining either DMPA-IM or DMPA-SC 
will have cost implications. The model requires you to specify, for each channel, where users get 
injected.  

Of women obtaining DMPA-IM, % who inject at the same SDP where they 

obtain the method 

Enter a value between 0 and 100 percent. For facilities and CHWs, the default is 100 percent, 
assuming most women who obtain DMPA-IM from these channels can get it injected by a 
provider at these SDPs. For pharmacies and drug shops, the default is 50 percent (as shown in 
Figure 47), assuming that half of women may purchase DMPA-IM from these channels, but then 
go to a provider to receive the injection. These values should be customized based on the 
country context, i.e., whether pharmacies and drug shops are just points of sale, or are points of 
provision as well. 

Figure 47. Injection Mode, DMPA-IM 

 

  

Of women obtaining DMPA-SC, % who self-inject 

For each year of scale-up, enter a value between 0 and 100 percent. Figure 48 shows a value of 
80 percent for drug shops and pharmacies, and 0 percent for all other channels. You can 
customize the value as you wish. You may want to consider some portion of self-injection at 
facilities, if policies allow for advance provision. 

Channel

Self-

inject

Inject 

where 

obtained

Take to 

another 

SDP

Total 

(must 

sum to 

100%)
Public Facility 1 0% 100% 0% 100%
Public Facility 2 0% 100% 0% 100%
Public Facility 3 0% 100% 0% 100%
Public Facility 4 0% 100% 0% 100%
Private Facility 1 0% 100% 0% 100%
Private Facility 2 0% 100% 0% 100%
Private Facility 3 0% 100% 0% 100%
CHW1 0% 100% 0% 100%
CHW2 0% 100% 0% 100%
CHW3 0% 100% 0% 100%
Pharmacy 0% 50% 50% 100%
Drug Shop 0% 50% 50% 100%
Other 0% 100% 0 100%
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Figure 48. % Who Self-Inject, DMPA-SC 

Channel 2016 2017 2018 2019 2020 2021 
Public Facility 1 0% 0% 0% 0% 0% 0% 
Public Facility 2 0% 0% 0% 0% 0% 0% 
Public Facility 3 0% 0% 0% 0% 0% 0% 
Public Facility 4 0% 0% 0% 0% 0% 0% 
Private Facility 1 0% 0% 0% 0% 0% 0% 
Private Facility 2 0% 0% 0% 0% 0% 0% 
Private Facility 3 0% 0% 0% 0% 0% 0% 
CHW1 0% 0% 0% 0% 0% 0% 
CHW2 0% 0% 0% 0% 0% 0% 
CHW3 0% 0% 0% 0% 0% 0% 
Pharmacy 80% 80% 80% 80% 80% 80% 
Drug Shop 80% 80% 80% 80% 80% 80% 
Other 0% 0% 0% 0% 0% 0% 

Of women obtaining DMPA-SC, % who inject at the same SDP where they 

obtain the method 

For each year of scale-up, enter a value between 0 and 100 percent. Figure 49 shows a value of 
10 percent for drug shops and pharmacies and 100 percent for all other channels. This example 
assumes a service delivery model where employees of drug shops and pharmacies are trained to 
provide injections. You can customize the value as you wish. 

Figure 49. % Who Inject where Obtained, DMPA-SC 

Subtype 2016 2017 2018 2019 2020 2021 
Public Facility 1 100% 100% 100% 100% 100% 100% 
Public Facility 2 100% 100% 100% 100% 100% 100% 
Public Facility 3 100% 100% 100% 100% 100% 100% 
Public Facility 4 100% 100% 100% 100% 100% 100% 
Private Facility 1 100% 100% 100% 100% 100% 100% 
Private Facility 2 100% 100% 100% 100% 100% 100% 
Private Facility 3 100% 100% 100% 100% 100% 100% 
CHW1 100% 100% 100% 100% 100% 100% 
CHW2 100% 100% 100% 100% 100% 100% 
CHW3 100% 100% 100% 100% 100% 100% 
Pharmacy 10% 10% 10% 10% 10% 10% 
Drug Shop 10% 10% 10% 10% 10% 10% 
Other 100% 100% 100% 100% 100% 100% 
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Of women obtaining DMPA-SC, % who take the method to another SDP for 

injection 

For each year of scale-up, enter a value between 0 and 100 percent. Figure 50 shows a value of 
10 percent for drug shops and pharmacies and 0 percent for all other channels. You can 
customize the value as you wish. 

Figure 50. % Who Take the Method to Another SDP for Injection, DMPA-SC 

Channel 2016 2017 2018 2019 2020 2021 
Public Facility 1 0% 0% 0% 0% 0% 0% 
Public Facility 2 0% 0% 0% 0% 0% 0% 
Public Facility 3 0% 0% 0% 0% 0% 0% 
Public Facility 4 0% 0% 0% 0% 0% 0% 
Private Facility 1 0% 0% 0% 0% 0% 0% 
Private Facility 2 0% 0% 0% 0% 0% 0% 
Private Facility 3 0% 0% 0% 0% 0% 0% 
CHW1 0% 0% 0% 0% 0% 0% 
CHW2 0% 0% 0% 0% 0% 0% 
CHW3 0% 0% 0% 0% 0% 0% 
Pharmacy 10% 10% 10% 10% 10% 10% 
Drug Shop 10% 10% 10% 10% 10% 10% 
Other 0% 0% 0% 0% 0% 0% 

 

8.7 Self-Injection Costs 

Tab: Self-Injection Cost 

The model considers training of clients in self-injection as a one-time cost per DMPA-SC user. 
The model uses assumptions on self-injection training components and inputs based on 
published reports and expert guidance (Cover et al., 2017a and 2017b; Di Giorgio et al., 2018).  

Number of minutes a health worker spends training a client on self-injection 

The model assumes that the first time a self-injecting client uses DMPA-SC, she receives 
training from a health worker. For each SDP type, enter the cadre providing the training and the 
number of minutes the health worker uses to train the client on self-injection. Per Figure 51, the 
model uses a default of 48 minutes, based on the published reports and expert guidance 
mentioned above. The model assumes that client time is the same as health worker time in 
training. You can change this default value as desired.  
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Figure 51. Minutes Health Workers Spend on Initial Training of Client on Self-Injection of 

DMPA-SC 

 

 

Number of minutes a health worker spends supervising a client’s first self-

injection 

The model assumes that a health worker supervises a client’s first self-injection. For each SDP 
type, enter the cadre providing the supervision and the number of minutes the health worker 
uses to supervise the client’s first self-injection. As shown in Figure 52, the model uses a default 
of 15 minutes, based on published reports and expert guidance. The model assumes that client 
time being supervised is the same as the amount of time health workers spend supervising. You 
can change this default value as desired. 

Figure 52. Minutes Health Workers Spend Supervising Client’s First Self-Injection of  

DMPA-SC 

Number of minutes a health worker spends on client follow-up 

The model assumes that a health worker follows up soon after a client begins self-injection, 
either through a phone call or an SDP visit. For each SDP type, enter the cadre providing the 
supervision and the number of minutes the health worker uses to follow up with the self-
injection client. As shown in Figure 53, the model uses a default of 10 minutes, based on 
published reports and expert guidance. The model assumes that client time being followed-up is 

Default number of minutes: 48

Channel Cadre Minutes $/minute Total cost
Public Facility 1 Assistant Nurse 48 0.017$         0.81$           
Public Facility 2 Assistant Nurse 48 0.017$         0.81$           
Public Facility 3 Assistant Nurse 48 0.017$         0.81$           
Public Facility 4 Assistant Nurse 48 0.017$         0.81$           
Private Facility 1 Assistant Nurse 48 0.017$         0.81$           
Private Facility 2 Assistant Nurse 48 0.017$         0.81$           
Private Facility 3 Assistant Nurse 48 0.017$         0.81$           
CHW1 Community Health Worker 48 0.008$         0.41$           
CHW2 Community Health Worker 48 0.008$         0.41$           
CHW3 Community Health Worker 48 0.008$         0.41$           
Pharmacy PharmTech 48 0.010$         0.46$           
Drug Shop DrugShopOwner 48 0.019$         0.92$           
Other DrugShopOwner 48 0.019$         0.92$           

Channel Cadre Minutes $/minute Total cost
Public Facility 1 Assistant Nurse 15 0.017$         0.25$           
Public Facility 2 Assistant Nurse 15 0.017$         0.25$           
Public Facility 3 Assistant Nurse 15 0.017$         0.25$           
Public Facility 4 Assistant Nurse 15 0.017$         0.25$           
Private Facility 1 Assistant Nurse 15 0.017$         0.25$           
Private Facility 2 Assistant Nurse 15 0.017$         0.25$           
Private Facility 3 Assistant Nurse 15 0.017$         0.25$           
CHW1 Community Health Worker 15 0.008$         0.13$           
CHW2 Community Health Worker 15 0.008$         0.13$           
CHW3 Community Health Worker 15 0.008$         0.13$           
Pharmacy PharmTech 15 0.010$         0.14$           
Drug Shop DrugShopOwner 15 0.019$         0.29$           
Other DrugShopOwner 15 0.019$         0.29$           
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the same as the amount of time health workers spend following up. You can change this default 
value as desired.  

Figure 53. Minutes Health Workers Spend Following Up with DMPA-SC Clients 

 

 

Supplies used in the self-injection training 

Enter information on the amount and unit cost of the supplies used in the self-injection training. 
Based on published reports and expert guidance, supplies include saline-filled Uniject™ practice 
devices; models for injection practice (salt-filled condoms); and instruction booklets and 
calendars. Figure 54 shows a default value of $1.69 per trainee. You can change this as desired.  

Figure 54. Supplies Used in Self-Injection Training  

8.8 Commodity Costs 

Tab: Commodity Cost 

The model requires you to enter the unit cost for the commodities associated with each family 
planning method. This should be the landed unit costs, i.e., the cost a channel pays to the 
supplier, including any freight and shipping. Note that this is not the yearly cost. Rather, it is the 
cost for each unit of the commodities. The model calculates the number of packs per year per 
client based on the values entered into the CYP tab (discussed in Section 8.10). Note also that 
this is not the price that clients pay. You enter price information separately (discussed in Section 
8.12).  

Unit commodity cost 

Enter the unit cost for each commodity (other than DMPA-SC) in the default row. The model 
assigns this same value to each channel (Figure 55). However, you have the option of 
customizing the value for any channel. For example, the unit cost of a pill packet may be 
US$0.40 for public sector purchasers, but US$0.80 for purchasers in the private, commercial 
sector.  

Channel Cadre Minutes $/minute Total cost
Public Facility 1 Assistant Nurse 10 0.017$         0.17$           
Public Facility 2 Assistant Nurse 10 0.017$         0.17$           
Public Facility 3 Assistant Nurse 10 0.017$         0.17$           
Public Facility 4 Assistant Nurse 10 0.017$         0.17$           
Private Facility 1 Assistant Nurse 10 0.017$         0.17$           
Private Facility 2 Assistant Nurse 10 0.017$         0.17$           
Private Facility 3 Assistant Nurse 10 0.017$         0.17$           
CHW1 Community Health Worker 10 0.008$         0.08$           
CHW2 Community Health Worker 10 0.008$         0.08$           
CHW3 Community Health Worker 10 0.008$         0.08$           
Pharmacy PharmTech 10 0.010$         0.10$           
Drug Shop DrugShopOwner 10 0.019$         0.19$           
Other DrugShopOwner 10 0.019$         0.19$           

2. Supplies for Self-Injection Training 1.69$           
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Figure 55. Commodity Unit Costs  

Default:  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

          

Channel F. Steril M. Steril IUD Implant DMPA-IM Pill Condom LAM Other 

Public Facility 1  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

Public Facility 2  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

Public Facility 3  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

Public Facility 4  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

Private Facility 1  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

Private Facility 2  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

Private Facility 3  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

CHW1  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

CHW2  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

CHW3  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

Pharmacy  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

Drug Shop  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

Other  $ 8.10   $ 3.10   $ 0.50   $ 12.07   $ 0.75   $ 0.40   $ 0.05   $ -   $ -  

          

Packs per year  0.1   0.1   0.2   0.3   4.0   15.0   120.0      

 

Enter DMPA-SC commodity cost 

For DMPA-SC alone, you need to enter the commodity cost year-by-year. You have the option of 
leaving the cost the same over the entire introduction and scale-up period (see Figure 56), or 
changing it depending on your scenario. Similar to the other methods, the model assigns the 
same value to each channel. However, you have the option of customizing the value for any 
channel. 

Figure 56. DMPA-SC Commodity Costs 

 

2016 2017 2018 2019 2020 2021

Default: 0.85$      0.85$      0.85$      0.85$      0.85$      0.85$      

Channel

Public Facility 1 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

Public Facility 2 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

Public Facility 3 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

Public Facility 4 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

Private Facility 1 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

Private Facility 2 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

Private Facility 3 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

CHW1 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

CHW2 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

CHW3 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

Pharmacy 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

Drug Shop 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       

Other 0.85$       0.85$       0.85$       0.85$       0.85$       0.85$       



Modeling the Health and Cost Impacts of DMPA-SC Introduction and Scale-up 

48 

8.9 Supply Chain Costs 

Tab: SupplyChain 

One of the areas where DMPA-SC is hypothesized to save is on supply chain costs, because 
DMPA-SC compared to DMPA-IM occupies less volume and is a lighter product. To estimate the 
savings from DMPA-SC introduction, the model requires you to input values related to supply 
chain costs. International experience with supply chain costs recommend a simple way to cost 
this by setting it as a percentage of the product value. 

Supply chain cost as % of product value 

Enter total supply chain cost as a % of the product value.  

Source: Country-specific values are available in USAID’s 2016 Report on Supply Chain Costing 
Methods.2 The values range between 18 and 38 percent. 

8.10 Couple-Years of Protection (CYP) 

Tab: CYP 

The couple-years of protection factor allows the model to translate number of users of a 
particular method into number of units of commodities required per year.  

CYP factor 

Enter the CYP factor for each method. The model already includes default values based on 
international standards (Figure 57). 

Source: CYP factors can be found in MEASURE Evaluation’s Family Planning and 
Reproductive Health Indicators Database at: 
https://www.measureevaluation.org/prh/rh_indicators/family-planning/fp/cyp.  

                                                        

2 Contact the authors at policyinfo@thepalladiumgroup.com to obtain the report.  

https://www.measureevaluation.org/prh/rh_indicators/family-planning/fp/cyp
mailto:policyinfo@thepalladiumgroup.com
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Figure 57. CYP Factors, by Method 

 

8.11 Indirect Costs 

Tab: Indirects 

In addition to the direct costs of health workers, commodities, and supply chains, the model 
estimates indirect cost of service provision. These include administrative support, 
communications, supervision, etc.  

Indirect costs as a % of direct costs 

Enter indirect costs as a percentage of direct costs. The default value is 53.5 percent (for sub-
Saharan Africa).  

Source: Adding It Up (Darroch, 2018) 

8.12 Pricing 

Tab: Pricing 

The model calculates what clients pay (if anything) by method and channel based on data you 
input on pricing (user fees). By channel, for each family planning method, you define the unit 
price for the commodity and consultation according to whether it is an initial consultation or 
follow-up visit.  

You have two options for generating unit prices. The first option is to set the unit price as a 
percentage of cost (which includes health worker time, commodity and supply chain costs, 
indirect costs, and any profit margin). In the example (Figure 58), we set the price clients pay in 
the public sector at 0 percent of cost; in effect, they pay nothing for family planning. Meanwhile, 

Method Factor Calculation Per …
Oral contraceptives 15 pill cycles CYP

Condoms (male and female) 120 condoms CYP

Monthly vaginal ring/patch 15 units CYP

Vaginal foaming tablets 120 units CYP

Depo provera injectable 4 doses CYP

Noristerat injectable  6 doses CYP

Cyclofem monthly injectable 13 doses CYP

Copper-T 380-A IUD 4.6 CYP insertion

3-year implant (e.g., Implanon) 2.5 CYP implant

4-year implant (e.g., Sino-Implant) 3.2 CYP implant

5-year implant (e.g., Jadelle) 3.8 CYP implant

Emergency contraceptive pills 20 doses CYP

Standard days method 1.5 CYP adopter

Lactational amenorrhea method (LAM) 0.25 CYP user

Sterilization (male and female)*

- Global 10 CYP procedure
- India, Bangladesh, Nepal 13 CYP procedure
- Other Asian Countries 10.3 CYP procedure
- Latin America and the Caribbean 10.5 CYP procedure

- Africa 9.3 CYP procedure
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we assume that clients pay 100 percent of costs of services from the private sector. This includes, 
for Private Facility 3, a 15 percent profit margin (and the same for pharmacy and drug shops). 
Meanwhile, clients obtaining DMPA-SC from CHWs are assumed to pay only 25 percent of the 
cost. The model then calculates unit price based on this input. As a second option, you can 
simply enter a unit price for each service (initial consultation, commodity, consult, etc.). Repeat 
the process for each method.  

Source: You can typically get information on actual prices or pricing norms from 
knowledgeable family planning program staff in the country. They should take account of prices 
charged in the public sector (if any), the nonprofit sector, and the commercial for-profit sector. 
If it is common for clients to experience hidden fees/additional costs when seeking “free” family 
planning services in the public sector, such as needing to buy a syringe and bring it to the 
facility, or needing to bring consumable supplies if they are choosing IUD or sterilization, 
include those costs in the “price” charged in the public sector cells.  

Figure 58. Illustrative Pricing Assumptions for DMPA-SC 

 

8.13 Who Pays 

Tab: WhoPays 

To understand better who benefits from the potential savings of DMPA-SC introduction, the 
model requires you to define who pays each of the costs. You do this in the WhoPays tab. For 
each cost, by channel, you assign the percentage that each of the funding sources pay. The model 
is set up for five funding sources: public, out-of-pocket (OOP), commercial, NGO, and donor. In 
the example (Figure 59), we are designating 100 percent of the cost of client walk time to OOP, 
regardless of the channel. This is fairly straightforward, since we generally expect clients to 
absorb the cost of their own time.  

DMPA-SC

Profit Margin

Channel % of cost unit price % of cost unit price % of cost unit price % of cost unit price
Public Facility 1 0% -$                0% -$                0% -$        0% -$        0%
Public Facility 2 0% -$                0% -$                0% -$        0% -$        0%
Public Facility 3 0% -$                0% -$                0% -$        0% -$        0%
Public Facility 4 0% -$                0% -$                0% -$        0% -$        0%
Private Facility 1 100% 1.31$              100% 0.90$              100% 1.31$      100% 0.13$      0%
Private Facility 2 100% 1.31$              100% 0.90$              100% 1.31$      100% 0.13$      0%
Private Facility 3 100% 1.50$              100% 1.04$              100% 1.50$      100% 0.15$      15%
CHW1 25% 0.33$              25% 0.11$              25% 0.33$      25% 0.02$      0%
CHW2 25% 0.33$              25% 0.11$              25% 0.33$      25% 0.02$      0%
CHW3 25% 0.33$              25% 0.11$              25% 0.33$      25% 0.02$      0%
Pharmacy 100% 1.50$              100% 0.59$              100% 1.50$      100% 0.08$      15%
Drug Shop 100% 1.50$              100% 1.19$              100% 1.50$      100% 0.17$      15%
Other 50% 0.65$              50% 0.45$              50% 0.65$      50% 0.06$      0%

Initial Consultation Follow-up Visits

Commodity Consult Commodity Consult
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Figure 59. Illustrative Assignment of Who Pays the Cost of Client Walk Time 

 

 

The cost of human resources for health (HRH) time is more complicated because of the diverse 
funding sources (Figure 60). Here, for example, we assign 100 percent of HRH time at the 
public facilities to public financing; 100 percent of HRH cost at Private Facility 1 to the NGO 
financing; 100 percent of HRH time at Private Facility 2 to commercial financing, etc. 

Source: Those knowledgeable of the family planning program in country should be able to 
provide information on financing sources.  

Figure 60. Illustrative Assignment of Who Pays the Cost of HRH 

8.14 Introduction Costs 

The costs described above apply to ongoing provision of services, allowing comparison of a 
baseline with a scenario where DMPA-SC is introduced. The model also calculates an 
introduction cost associated with adding DMPA-SC to the health system and scaling up 

Cost Client Walk Cost Client Walk Cost Client Walk Cost Client Walk Cost Client Walk Cost Client Walk

Public OOP Commercial NGO Donor Total

Channel Cost Client WalkPublic Cost Client WalkOOP Cost Client WalkCommercial Cost Client WalkNGO Cost Client WalkDonor Cost Client WalkTotal

Public Facility 1 0% 100% 0% 0% 0% 100%
Public Facility 2 0% 100% 0% 0% 0% 100%
Public Facility 3 0% 100% 0% 0% 0% 100%
Public Facility 4 0% 100% 0% 0% 0% 100%
Private Facility 1 0% 100% 0% 0% 0% 100%
Private Facility 2 0% 100% 0% 0% 0% 100%
Private Facility 3 0% 100% 0% 0% 0% 100%
CHW1 0% 100% 0% 0% 0% 100%
CHW2 0% 100% 0% 0% 0% 100%
CHW3 0% 100% 0% 0% 0% 100%
Pharmacy 0% 100% 0% 0% 0% 100%
Drug Shop 0% 100% 0% 0% 0% 100%
Other 0% 100% 0% 0% 0% 100%
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throughout the target service delivery channels. This generates a return on investment analysis 
by comparing introduction costs with the potential savings in ongoing service provision costs.  

The model offers two ways to calculate introduction costs: a quick (but less precise) method 
based on a country’s population, and a second, more laborious but more precise, method 
requiring more inputs and time. Both methods feed into the net savings and return on 
investment calculations in the main impact model. 

Introduction Costs: Quick-and-Easy Method 

Tab: Introduction 

The quick-and-easy method calculates introduction costs based on a country’s population; it 
also draws on more in-depth analysis carried out by HP+ in Cameroon and Nigeria (see HP+, 
2018). It will give you a rough sense of the investment required, approximate spending by year, 
and spending by main dimension of introduction.  

Price level index 

First, enter the price level index for your country. Because the costs on which the estimates are 
made derive from Nigeria data, it is necessary to adjust the estimates using the price level in 
your country relative to Nigerian prices. In the example (Figure 61), the price level is set at 42.9. 
The price level values are in relation to the world price level index, which is 100. A level of 42.9 
means prices in your country are 42.9 percent of the world price level. Because the price level 
index in Nigeria is 62.3, that means prices in the example are 69 percent of the Nigerian level. 
Hence the adjustment factor of 0.69 in Figure 61. 

Source: Price level comparison may be found in the World Bank’s International Comparison 
Program databank at: www.worldbank.org/en/programs/icp#5.  

Figure 61. Price Level Adjustment 

 

 

Population 

Enter the population for your country. In the example (Figure 62), the country’s population is 
22,920,000.  

Figure 62. Using Population Size to Estimate Introduction Costs 

Calculating introduction costs 

Using the price index adjustment and population size, the model calculates the fixed and 
variable cost of introduction based on proportions derived from the Cameroon and Nigeria 
exercises. The fixed costs (most of the coordination costs and a proportion of demand creation 

Price Level Adjustment

Price level index                   42.90 

Reference price level index (Nigeria) 62.30              

Adjustment 0.69                

Population         22,920,000 

Fixed Cost 1,502,354$      

Variable Cost 6,890,806$      

Total cost 8,393,161$       

http://www.worldbank.org/en/programs/icp#5
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and research costs) are those that do not vary with the scale of the rollout of DMPA-SC. For 
example, the effort required to change a policy would be fixed. Variable costs (the main one 
being training) vary with the scale of the rollout. For example, training costs would vary with the 
number of providers trained. In the example, total rollout cost is US$8,393,161 of which fixed 
costs account for US$1,502,354 and variable costs US$6,890,806 (Figure 62).  

The model also assigns a proportion of costs to each year of the introduction and scale-up. The 
amount assigned to the first year are for costs incurred before any DMPA-SC services are 
provided, and derive from the experiences in Cameroon and Nigeria. Of the remainder, the 
model applies equal amounts to each subsequent year of scale-up (Figure 63).  

Figure 63. Assigning Introduction Costs by Year 

 

 

The model also estimates introduction costs according to five main dimensions (Figure 64): 

 Coordination: Planning and oversight by the team coordinating the introduction 
activities, ongoing through the process. 

 Demand Creation: Promoting DMPA-SC and providing information about it in the 
community to both women and men. 

 Policy and Advocacy: Creating a supportive environment to facilitate sustainability, 
including changes to laws, policies, regulations, and service delivery protocols and 
standards. Includes technical working groups to revise these policies and guidelines, as 
well as orientation and rollout to the decentralized level to change norms around DMPA-
SC use. Also includes systems adaptation, including for quantification (forecasting and 
supply planning); product registration; adapting the LMIS; integrating DMPA-SC into 
routine HMISs; adapting and institutionalizing DMPA-SC into in-service training or 
continuing education; adaptation of management systems; institutionalizing DMPA-SC 
in preservice training curricula; and building DMPA-SC into the ongoing supervision 
and monitoring and evaluation systems. 

 Implementation Research and Monitoring and Evaluation (M&E): An initial 
feasibility assessment, studies of method acceptability, a pilot of integrating the new 
method into existing family planning services, and ongoing data collection on DMPA-SC 
clients and services for reporting and management purposes.  

 Training: Curriculum development, training of trainers, and initial training of 
providers on how to counsel clients and on injection technique. 

Figure 64. Estimated Introduction Costs by Dimension 

2016 2017 2018 2019 2020 2021 2016 - 2021

Fixed Introduction Cost 226,909$         255,089$        255,089$                   255,089$        255,089$          255,089$      1,502,354$      

Variable Introduction Cost 10,126$           1,376,136$     1,376,136$                1,376,136$     1,376,136$       1,376,136$   6,890,806$      

Total 237,034$           1,631,225$       1,631,225$                    1,631,225$       1,631,225$         1,631,225$   8,393,161$      

Dimension Fixed Variable Total

Coordination 455,334$           45,579$            500,913$                       

Demand Creation 388,470$           2,129,318$       2,517,788$                    

Policy and Advocacy 190,311$           22,334$            212,645$                       

Implementation Research, M&E 458,887$           88,236$            547,123$                       

Training 9,352$               4,605,340$       4,614,692$                    

Grand Total 1,502,354$       6,890,806$       8,393,161$                    
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Introduction Costs: In-Depth Calculation Method 

Tab: See separate spreadsheet3 

The model also includes the option for entering detailed costs for each of the five dimensions of 
introduction described above. Although this second approach will yield more precision, it is not 
meant to substitute for a detailed budget exercise. In this approach, you identify specific 
activities within each category, and assign a unit cost to each activity and number of units per 
year. The model calculates a yearly cost per activity, then sums for a total cost.  

Coordination costs 

Coordination encompasses planning and oversight by the team coordinating the introduction 
activities, and takes place throughout the process. The model is preloaded with coordination line 
items, including for staff, office costs, and meetings (Figure 65). You have the option of adding 
or subtracting items to the list, but you then must adjust the table in the TotCost tab that 
collates and categorizes all introduction costs. For each item, enter the unit cost. The default 
values derive from costs in Nigeria. You have the option of changing any unit cost.  

Figure 65. Default Activities and Unit Costs for Coordination 

 

Next, enter the number of units of each item, per year, from year 1 through year 6. In the 
example (Figure 66), we show units for year 1.4 The model calculates a total cost per year by 
activity (US$112,080 in the example) and for coordination as a whole.  

                                                        

3 Contact the authors at policyinfo@thepalladiumgroup.com to obtain a copy of the spreadsheet.  
4 Activities in year 1 occur before any actual provision of DMPA-SC begins. 

Line Item
Notes

Unit of measure for 

unit costs Unit cost

Coordination Staff

Project Director annual salary 33,600$ 

Deputy, Communications annual salary 25,200$ 

Deputy, M&E annual salary 25,200$ 

Deputy, Policy and Advocacy annual salary 25,200$ 

Deputy, Training annual salary 25,200$ 

Support Staff annual salary 10,080$ 

Office costs annual cost 5,000$    

Coordination Meetings National level quarterly per meeting cost 1,000$    

Coordination Meetings Subnational level 1 one per region per meeting cost 2,000$    

Coordination meetings Subnational level 2 one per district per meeting cost 500$       

mailto:policyinfo@thepalladiumgroup.com
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Figure 66. Example of Coordination Activity Units and Total Costs for Year 1 

 

 

Demand-creation costs 

Demand creation includes activities to promote DMPA-SC and provide information about it in 
the community to both women and men. The model is preloaded with demand-creation line 
items, including for mass media, interpersonal communication, and community engagement 
(Figure 67). You have the option of adding or subtracting items to the list, but you then must 
adjust the table in the TotCost tab that collates and categorizes all introduction costs. For each 
line item, enter the unit cost. The default values derive from costs in Nigeria. You have the 
option of changing any unit cost.  

Figure 67. Default Activities and Unit Costs for Demand Creation 

Next, enter the number of units of each item, per year, from year 1 through year 6. In the 
example (Figure 68), we show units for year 1 and year 2. In the example, year 1 has no costs 
because demand creation begins only after services begin in year 2. The model calculates a total 
cost per year by activity (US$1,514,000 for year 2 in the example) and for demand creation as a 
whole.  

Line Item
Notes

Unit of measure for 

unit costs Unit cost Year 1

Coordination Staff Units Cost

Project Director annual salary 33,600$ 1 33,600$   

Deputy, Communications annual salary 25,200$ 0.5 12,600$   

Deputy, M&E annual salary 25,200$ 0.5 12,600$   

Deputy, Policy and Advocacy annual salary 25,200$ 0.5 12,600$   

Deputy, Training annual salary 25,200$ 0.5 12,600$   

Support Staff annual salary 10,080$ 1 10,080$   

Office costs annual cost 5,000$    1 5,000$     

Coordination Meetings National level quarterly per meeting cost 1,000$    3 3,000$     

Coordination Meetings Subnational level 1 one per region per meeting cost 2,000$    5 10,000$   

Coordination meetings Subnational level 2 one per district per meeting cost 500$       0 -$         

Total 112,080$ 

Line Item
Notes

Unit of measure 

for unit costs Unit cost

Mass media

Design of national mass media campaign one-time cost total cost 300,000$       

Mass media implementation yearly cost per region total cost 200,000$       

Interpersonal communication

Adapt interpersonal communication guidelines one-time cost annual cost 150,000$       

Produce DMPA-SC specific materials per region annual cost 12,000$         

Carry out interpersonal communication activities per region annual cost 120,000$       

Community engagement

Adapt guidelines and techniques for community 

engagment one-time cost annual cost 200,000$       

Carry out community engagement activities per region annual cost 100,000$       
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Figure 68. Example of Demand Creation Activity Units and Total Costs for Years 1 and 2 

 

 

Policy and advocacy costs 

Policy and advocacy encompass a wide range of activities aimed at creating a supportive 
environment introducing and sustaining DMPA-SC, including changes to laws, policies, 
regulations, and service delivery protocols and standards. The model is preloaded with policy 
and advocacy line items (Figure 69). You have the option of adding or subtracting items to the 
list, but you then must adjust the table in the TotCost tab that collates and categorizes all 
introduction costs. For each item, enter the unit cost. The default values derive from costs in 
Nigeria. You have the option of changing any unit cost.  

Figure 69. Default Activities and Unit Costs for Policy and Advocacy 

Next, enter the number of units of each item, per year, from year 1 through year 6. In the 
example (Figure 70), we show units for year 1 and year 2; some activities take place in year 1, 
others in year 2, while others repeat yearly. The model calculates a total cost per year by activity 

Line Item
Notes

Unit of measure 

for unit costs Unit cost Year 1 Year 2

Mass media Units Cost Units Cost

Design of national mass media campaign one-time cost total cost 300,000$       0 -$                     1 300,000$    

Mass media implementation yearly cost per region total cost 200,000$       0 -$                     2 400,000$    

Interpersonal communication

Adapt interpersonal communication guidelines one-time cost annual cost 150,000$       0 -$                     1 150,000$    

Produce DMPA-SC specific materials per region annual cost 12,000$         0 -$                     2 24,000$      

Carry out interpersonal communication activities per region annual cost 120,000$       0 -$                     2 240,000$    

Community engagement

Adapt guidelines and techniques for community 

engagment one-time cost annual cost 200,000$       0 -$                     1 200,000$    

Carry out community engagement activities per region annual cost 100,000$       0 -$                     2 200,000$    

Total -$                     1,514,000$ 

Line Item
Notes

Unit of measure 

for unit costs Unit cost

Training in quantification of DMPA-SC one-time training total cost 20,000$ 

Product registration one-time registration total cost 10,000$ 

Adaptation of LMIS one-time adaptation total cost 10,000$ 

Adapting HMIS at all level one-time adaptation total cost 10,000$ 

Training relevant staff in use of adapted HMIS annual cost 10,000$ 

Establish enabling private sector policies national level annual cost 25,000$ 

Update the national Essential Medicines 

procurement lists national level annual cost 20,000$ 

Update national task shifting policy to allow for 

appropriate community DMPA-SC service delivery 2-year effort annual cost 10,000$ 

Adaptation of management systems ongoing adaptation annual cost 10,000$ 

Adapting and institutionalizing DMPA-SC into in-

service training or continuing education 1-year effort annual cost 25,000$ 

Institutionalizing DMPA-SC in pre-service training 

curricula 5-year effort annual cost 10,000$ 

Building DMPA-SC into the ongoing supervision 

and monitoring and evaluation systems 5-year effort annual cost 10,000$ 



Modeling the Health and Cost Impacts of DMPA-SC Introduction and Scale-up 

57 

(in the example, US$80,000 in year 1 and US$120,000 in year 2) and for demand creation as a 
whole. 

Figure 70. Example of Policy and Advocacy Activity Units and Health System Adaptations; 

Total Costs for Year 1 and Year 2 

 

 

Implementation research and M&E costs 

Implementation research and M&E encompasses costs for pilot studies, development of new 
monitoring systems, and expanded supervision. The model is preloaded with implementation 
research and M&E line items (Figure 71). You have the option of adding or subtracting items to 
the list, but you then must adjust the table in the TotCost tab that collates and categorizes all 
introduction costs. For each item, enter the unit cost. The default values are informed by costs in 
Nigeria. You have the option of changing any unit cost.  

Figure 71. Default Activities and Unit Costs for Implementation Research and M&E 

Next, enter the number of units of each item, per year, from year 1 through year 6. In the 
example (Figure 72), we show units for year 1 and year 2; some activities take place in year 1, 
others in year 2, while others repeat yearly. The model calculates a total cost per year by activity 
(in the example, US$150,000 in year 1 and US$370,000 in year 2) and for research and M&E as 
a whole.  

Line Item
Notes

Unit of measure 

for unit costs Unit cost Year 1 Year 2

Units Cost Units Cost

Training in quantification of DMPA-SC one-time training total cost 20,000$ 1 20,000$         0 -$         

Product registration one-time registration total cost 10,000$ 1 10,000$         0 -$         

Adaptation of LMIS one-time adaptation total cost 10,000$ 1 10,000$         0 -$         

Adapting HMIS at all level one-time adaptation total cost 10,000$ 1 10,000$         0 -$         

Training relevant staff in use of adapted HMIS annual cost 10,000$ 1 10,000$         1 10,000$   

Establish enabling private sector policies national level annual cost 25,000$ 0 -$               1 25,000$   

Update the national Essential Medicines 

procurement lists national level annual cost 20,000$ 0 -$               1 20,000$   

Update national task shifting policy to allow for 

appropriate community DMPA-SC service delivery 2-year effort annual cost 10,000$ 1 10,000$         1 10,000$   

Adaptation of management systems ongoing adaptation annual cost 10,000$ 1 10,000$         1 10,000$   

Adapting and institutionalizing DMPA-SC into in-

service training or continuing education 1-year effort annual cost 25,000$ 0 -$               1 25,000$   

Institutionalizing DMPA-SC in pre-service training 

curricula 5-year effort annual cost 10,000$ 0 -$               1 10,000$   

Building DMPA-SC into the ongoing supervision 

and monitoring and evaluation systems 5-year effort annual cost 10,000$ 0 -$               1 10,000$   

Total 80,000$         120,000$ 

Line Item
Notes

Unit of measure for 

unit costs Unit cost

Initial pilot study in 3 states 2-year study total cost 100,000$        

Qualitative study of user experience with DMPA-SC 50,000$          

Home and self-injection pilot study 2-year study total cost 300,000$        

Development of new system to monitor CHWs total cost 100,000$        

Expanded supervision of scale-up activities

national MOH costs, 

inc. attend training yearly cost 25,000$          

Vehicle for expanded supervision purchase cost 40,000$          

Vehicle fuel, maintenance, insurance yearly cost 5,000$            
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Figure 72. Example of Implementation Research and M&E Activity Units and Total Costs for 

Year 1 and Year 2 

 

 

 

Service delivery training costs 

In addition to the training specified previously under policy, advocacy, and health systems 
adaptations, countries need to train health workers on how to counsel clients and train them on 
injection technique. To calculate these costs, the model uses unit cost by type of trainee, then 
multiplies by number of trainees to calculate total cost by training type. The model allows you to 
enter up to seven different types of health worker cadres in need of training. For each cadre, 
enter the cadre name and the maximum number of participants per training (Figure 73). 

Figure 73. Example of Cadres to be Trained and Maximum Number of Participants  

per Training  

Next, enter assumptions on the structure of the training cascade. In the example (Figure 74), 
there are five master trainers per subnational unit, 10 level 1 subnational units, and 58 level 2 
subnational units. Enter the name of the subnational unit as well.  

Figure 74. Assumptions for Structure of Training Cascade  

Next, enter assumptions for training of each cadre type. The example (Figure 75) shows the 
assumptions required for training of cadre 2, public sector health workers. The model comes 
with default assumptions for all training types, which you have the option to change.  

Line Item
Notes

Unit of measure for 

unit costs Unit cost Year 1 Year 2

Units Cost Units Cost

Initial pilot study in 3 states 2-year study total cost 100,000$        1 100,000$        0 -$                

Qualitative study of user experience with DMPA-SC 50,000$          1 50,000$          1 50,000$          

Home and self-injection pilot study 2-year study total cost 300,000$        0 -$                0.5 150,000$        

Development of new system to monitor CHWs total cost 100,000$        0 -$                1 100,000$        

Expanded supervision of scale-up activities

national MOH costs, 

inc. attend training yearly cost 25,000$          0 -$                1 25,000$          

Vehicle for expanded supervision purchase cost 40,000$          0 -$                1 40,000$          

Vehicle fuel, maintenance, insurance yearly cost 5,000$            0 -$                1 5,000$            

0 -$                1 -$                

Total 150,000$        370,000$        

Cadres in need of training

Cadre name max # participants per training

Cadre 1 Master trainers 35

Cadre 2 Public sector health workers 25

Cadre 3 Private sector health workers 25

Cadre 4 CHWs 25

Cadre 5 Pharmacy staff 25

Cadre 6 Drug shop owners 25

Cadre 7 Other 25

Subnational unit

Number of master trainers per subnational unit 5

Number of subnational units (level 1) 10 States

Number of subnational units (level 2) 58 LGAs
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Figure 75. Assumptions for Cadre 2 Training 

 

 

Using these assumptions, the model calculates unit cost (cost per training) for the various 
training activities (Figure 76).  

Figure 76. Summary of Cost per Training, by Training Activity or Type 

You then need to enter the number of trainees required, by SDP type. Enter the total number of 
trainees in the total column, and the model will assign equal numbers of trainees to each year of 
introduction (Figure 77). 

Provider training Cadre 2

Assumptions on training attendees per training

Trainees 25

National facilitators 0

Local facilitators 3

Other stakeholder participants 5

Introduction Coordinators 0

Other attendees 0

Total people per session 33

Other assumptions

Venue Subnational

Number of training days 2

Trainer prep days 2

Per diem nights trainees 3

Per diem nights facilitators 0

Travel days trainees 2

Travel days national facilitator 0

Travel days local facilitator 0

Travel days introduction coordinator 0

Training activity Unit cost per training

Adaptation of training guidelines 10,535$                                      

Training of trainers 18,911$                                      

Subnational trainings of providers

Public sector health workers 12,373$                                      

Private sector health workers 12,373$                                      

CHWs 4,436$                                        

Pharmacy staff 4,436$                                        

Drug shop owners 4,436$                                        



Modeling the Health and Cost Impacts of DMPA-SC Introduction and Scale-up 

60 

Figure 77. Illustrative Number of Trainees by SDP Type 

 

 

 

You then must translate the information on trainees by SDP type into trainees by cadre. In 
Cameroon, for example, all trainees from hospitals and health centers were assigned to the 
public sector health worker cadre (Figure 78).  

Figure 78. Illustrative Number of Trainees by Cadre 

The model takes the number of trainees by cadre and determines the number of trainings 
required based on the information you entered on maximum number of trainees per event. In 
the example (Figure 79), public sector health workers will require 28 trainings per year over the 
five years of introduction and scale-up.  

Figure 79. Illustrative Number of Trainings by Cadre 

Using the unit training cost you input earlier, the model then calculates the training cost by 
cadre and year. In the example (Figure 80), total training cost is US$5,920,892.  

2017 2018 2019 2020 2021 Total

Facility-based

Hospital                50                50                  50                  50                  50                252 

Health Center              632              632                632                632                632             3,158 

Private faith-based                39                39                  39                  39                  39                197 

Other private              296              296                296                296                296             1,480 

Total Facility-based providers           1,018           1,018             1,018             1,018             1,018             5,088 

Community-based

Public CBD           3,600           3,600             3,600             3,600             3,600           18,000 

CBD (Private)                 -                   -                     -                     -                     -                     -   

Drug shop owners                  33                  33                  33                100 

Community Pharmacies                  34                  34                  34                101 

Total community-based providers           3,600           3,600             3,667             3,667             3,667           18,201 

Grand total 4,618         4,618         4,685           4,685           4,685           23,289         

SDP Type
No. of providers

2017 2018 2019 2020 2021 Total

Master trainers 50                                                 35                   35                          120                           

Public sector health workers 682                                               682                                             682                  682                    682                        3,411                       

Private sector health workers 336                                               336                                             336                  336                    336                        1,678                       

CHWs 3,600                                            3,600                                          3,600              3,600                 3,600                     18,000                     

Pharmacy staff -                                                -                                              34                    34                      34                          101                           

Drug shop owners -                                                -                                              33                    33                      33                          100                           

Other

Total 4,668                                            4,618                                          4,720              4,685                 4,720                     23,409                     

Number of trainings, by year
2017 2018 2019 2020 2021 Total

Master trainers 2                                                   -                                              1                      -                     1                            4                               

Public sector health workers 28                                                 28                                               28                    28                      28                          140                           

Private sector health workers 14                                                 14                                               14                    14                      14                          70                             

CHWs 144                                               144                                             144                  144                    144                        720                           

Pharmacy staff -                                                -                                              2                      2                        2                            6                               

Drug shop owners -                                                -                                              2                      2                        2                            6                               

Other

Total 188                                               186                                             191                  190                    191                        946                           
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Figure 80. Illustrative Training Cost 

 

 

  

The model then produces a summary of costs by year for each dimension of introduction and 
scale-up (Figure 81). 

Figure 81. Summary of Illustrative Introduction and Scale-Up Costs 

These totals in turn feed into the return on investment calculations (section 9.8).  

2017 2018 2019 2020 2021 Total

Master trainers 37,823$                                       -$                                            18,911.25$    -$                  18,911.25$           75,645$                   

Public sector health workers 346,437$                                     346,437$                                   346,437$        346,437$          346,437$              1,732,185$              

Private sector health workers 173,219$                                     173,219$                                   173,219$        173,219$          173,219$              866,093$                 

CHWs 638,748$                                     638,748$                                   638,748$        638,748$          638,748$              3,193,740$              

Pharmacy staff -$                                              -$                                            8,872$            8,872$              8,872$                   26,615$                   

Drug shop owners -$                                              -$                                            8,872$            8,872$              8,872$                   26,615$                   

Other

Total cost 1,196,226$                                  1,158,404$                                1,195,058$    1,176,147$      1,195,058$           5,920,892$             

Category Year 1 Year 2 Year 3 Year 4 Year 5 Year 6 Total

Demand -$                    1,514,000$         864,000$            864,000$            864,000$            864,000$            4,970,000$         

Coordination 112,080$            118,080$            108,080$            108,080$            108,080$            108,080$            662,480$            

Policy and Advocacy 80,000$              120,000$            65,000$              30,000$              30,000$              30,000$              355,000$            

Research, M&E 150,000$            370,000$            180,000$            30,000$              30,000$              30,000$              790,000$            

Training 1,206,761$         1,158,404$         1,195,058$         1,176,147$         1,195,058$         5,931,427$         

Total 342,080$            3,328,841$         2,375,484$         2,227,138$         2,208,227$         2,227,138$         12,708,907$       
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9 Tables and Graphs for Cost Impact Analysis 

The model offers the following standard tables and graphs for cost analysis. These are examples 
from one of the country analyses undertaken. 

9.1 Total Savings by Year 

Tab: PivotTotSav 

The model calculates yearly savings, for each of the five years of the scale-up. In the example, 
the country saves US$5,108,443 in the first year (2017), rising to US$52,033,094 in year 5.  

Figure 82. Projected Savings from DMPA-SC Introduction 

 

9.2 Savings by Year and Individual Cost Item 

Tab: PivotTotSav 

The model produces detailed yearly savings on each cost item, for each year of the scale-up 
(Table 2). In addition, it will calculate the cumulative savings by cost item over the five years of 
scale-up.  

Table 2. Projected Savings from DMPA-SC Introduction, by Year and Individual Cost Item 

Cost Item 2017 2018 2019 2020 2021 2017-2021 

Client walk time  3,179,993   8,290,356   15,270,630   23,944,165  34,033,416   84,718,560  

Client time at SDP  982,270   2,420,627   4,291,029   6,539,523   9,088,070   23,321,519  

Client time in vehicle  81,768   193,614   333,737   498,373   682,227   1,789,719  

Client direct travel cost  108,259   256,342   441,861   659,836   903,255   2,369,552  

Commodities  144,006   385,404   722,860   1,149,693   1,654,259   4,056,221  

HRH  294,123   708,475   1,236,075   1,861,759   2,563,923   6,664,355  

Indirect  234,563   585,636   1,048,766   1,612,258   2,258,312   5,739,535  
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Cost Item 2017 2018 2019 2020 2021 2017-2021 

Freight & Ins  23,635   59,063   105,687   162,140   226,434   576,959  

Procurement  2,045   5,473   10,265   16,326   23,490   57,598  

Storage  45,511   117,142   214,047   333,815   472,681   1,183,195  

Distribution  22,271   57,325   104,746   163,356   231,312   579,010  

Management  10,633   28,458   53,376   84,893   122,150   299,511  

Quality control  -   -   -   -   -   -  

Waste disposal  1,972   4,927   8,816   13,525   18,889   48,129  

Total  5,131,049   13,112,842   23,841,893   37,039,663  52,278,417  131,403,864  

9.3 Total Savings over Scale-Up Period, by Individual Cost Item 

Tab: PivotTotSav 

The model also displays the same information as above in graph form for the cumulative savings 
over the five years of scale-up by cost item (Figure 83).  

 Figure 83. Total Savings from DMPA-SC Introduction, by Cost Item 
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9.4 Who Pays, by Funding Source 

Tab: PivotWhoPay 

The model displays, for the two scenarios, where the funding comes from for the family planning 
program. In Figure 84, the vast majority of the funding is from clients themselves.  

Figure 84. Who Pays for Family Planning Services, Baseline versus After DMPA-SC 

Introduction 

 

 

9.5 Savings from DMPA-SC Introduction, by Source of Funds and 

Year 

Tab: PivotWhoPay 

The model displays savings by year and funding source. In Figure 85, the vast majority of 
savings are to clients.  

Figure 85. Who Saves from DMPA-SC Introduction 
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9.6 Savings per Family Planning User from DMPA-SC Introduction 

Tab: PivotUsers 

The model illustrates savings per family planning user by year. In Figure 86, savings rise from 
US$0.72 in 2017 to US$5.33 by 2021.  

Figure 86. Cost Savings per Family Planning User from DMPA-SC Introduction 

 

 

9.7 Savings as % of Overall Family Planning Spending 

Tab: PivotUsers 

The model shows, by year, savings from DMPA-SC introduction as a percentage of overall 
spending on family planning (Figure 87).  

Figure 87. Cost Savings from DMPA-SC Introduction as a Percent of Overall Spending 
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9.8 Return on Investment 

Tab: ROI 

Return on investment (ROI) is a general term that encompasses a series of financial calculations 
that compare the amount of return on an investment relative to its cost. The model makes the 
following ROI calculations, illustrated in Figure 88.  

Simple ROI. Simple ROI is a standard way to analyze the efficiency of an investment that 
compares the amount of return on an investment to its cost. A positive ROI signals that the 
savings outweigh its cost. A negative ROI signals that the cost outweighs its savings. Here, we 
calculate ROI as a percentage based on cumulative savings and cumulative cost. ROI can be 
calculated at any interval along the life of an investment, and here we calculate ROI at one-year 
intervals. In our example (Figure 88), the five-year ROI is 62 percent.  

Net present value (NPV). NPV is the difference between the present value of cash inflows 
and the present value of cash outflows over a period of time. NPV is typically used in capital 
budgeting to analyze the profitability of a projected investment or project. A key input for 
calculating NPV is the discount rate, which is the rate used to compare alternative uses of the 
funds invested. In this model, we used a default discount rate of 5 percent. A positive net present 
value indicates that the projected earnings generated by a project or investment (in present 
dollars) exceeds the anticipated costs (also in present dollars). Generally, an investment with a 
positive NPV will be a profitable one, whereas one with a negative NPV will result in a net loss. 
The five-year NPV in our example is US$39,497,904.  

Internal rate of return (IRR). IRR is a metric used in capital budgeting to estimate the 
profitability of potential investments. It is a discount rate that makes the NPV of all cash flows 
from a particular project equal to zero. IRR calculations rely on the same formula as the NPV 
does. Generally speaking, the higher a project's internal rate of return, the more desirable it is to 
undertake. In this example, the five-year IRR is 109 percent.  

Payback period. The payback period is the length of time required to recover the cost of an 
investment. Typically, the shorter the payback period, the more attractive the investment. In 
Figure 88, the payback period is 2.44 years.  

Figure 88. Illustrative ROI Analyses 

 

  

Return on Investment Analysis 2016 2017 2018 2019 2020 2021

1-year 2-year 3-year 4-year 5-year

Simple return on investment -52% -4% 2% 25% 62%

Net present value (5,369,143)                     (916,306.16)                  468,104.74                    12,823,571.54              39,497,904.98              

Internal Rate of Return (IRR) 12% 77% 109%

Payback period (years) 2.44                          
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Appendix A. Indicator List 

Module 

(mCPR or 

cost) 

Tab Indicator Instruction 

mCPR mCPR input Baseline and endline year Any value you choose 

mCPR mCPR input WRA (women of reproductive age) Enter value for baseline year 

mCPR mCPR input Projected annual increase in WRA 
Enter projected annual growth in % or 

number, through endline year 

mCPR mCPR input 
mCPR (modern contraceptive prevalence rate) 

for WRA, baseline 
Enter as % 

mCPR mCPR input mCPR WRA projection Enter yearly, through endline 

mCPR Method mix mCPR method mix by channel 
Enter % of WRA using each method by 

channel 

mCPR Channel Types of channels, baseline Enter names of channels 

mCPR System 
Number of service delivery points (SDPs) that 

offer FP (family planning), by channel 
Enter total for country, by type 

mCPR System 
Average FP clients per SDP, by channel, 

baseline 

Enter average # of clients per SDP per 

year 

mCPR System 
% of SDPs that offer DMPA-SP, by channel, 

baseline 
By channel, % that offer DMPA-SP 

mCPR System 
% of SDPs that offer DMPA-IM, by channel, 

baseline 
By channel, % that offer DMPA-IM 

mCPR System Number of SDPs by channel, endline Enter total for country, by type 

mCPR System 
Average FP clients per SDP, by channel, 

endline 

Enter average # of clients per SDP per 

year 

mCPR System 
% of SDPs that offer DMPA-SC, by channel, 

endline 
By channel, % that will offer DMPA-SC 

mCPR System 
% of SDPs that offer DMPA-IM, by channel, 

endline 
By channel, % that will offer DMPA-IM 

mCPR Pathways 
% pt mCPR increase for each method fully 

available  
Enter value 

mCPR Pathways 
% of facilities stocked out of syringes, but not 

DMPA-IM 
Enter a value 0–100% 

mCPR Pathways 
% using injectables who discontinued for 

access-related reasons 
Enter % 

mCPR Pathways 
% decrease in access-related discontinuation 

associated with DMPA-SC use vs. DMPA-IM 
Enter value 0–100%  

mCPR Pathways 
% decrease in access-related discontinuation 

associated with self vs. provider injection 
Enter value 0–100%  

mCPR Pathways 
% using Injectables who discontinued for 

health/side-effects 
Enter value 0–100%  

mCPR Pathways 

% decrease in health/side-effects-related 

discontinuation associated with DMPA-SC use 

vs. DMPA-IM 

Enter value 0–100%  
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Module 

(mCPR or 

cost) 

Tab Indicator Instruction 

mCPR Pathways 
% decrease in health-related discontinuation 

associated with self vs. provider injection 
Enter value 0–100%  

mCPR Switching Annual switching rate, short-acting methods Set rate 

mCPR Switching Annual switching rate, DMPA-IM Set rate 

mCPR Switching 
Annual switching rate, long-acting reversible 

contraception (LARC) 
Set rate 

cost Channel Sector (public or private) Define for each channel 

cost Channel 
Profit motive (public, nongovernmental 

organization [NGO], commercial) 
Define for each channel 

cost Channel 
Mode (clinical, nonclinical, outreach, 

community) 
Define for each channel 

cost Visit norms 
Initial visit human resources for health (HRH) 

minutes 
Enter by channel and method 

cost Visit norms # of follow-up visits Enter by channel and method 

cost Visit norms Follow-up visit HRH minutes Enter by channel and method 

cost Visit norms 
HRH cadre (which cadre provides service to 

client) 
Enter by channel and method 

cost Salaries Working hours in a day Enter number of working hours in a day 

cost Salaries Working days in a month Enter number of working days in a month 

cost Salaries Health worker monthly salary Enter the monthly salary for each cadre 

cost 
Client time 

cost 
Average value of FP user time (US$ per hour) Enter hourly value of client’s time in US$  

cost 
Client wait 

time 
Average client wait time per SDP visit Enter average time in minutes, by SDP 

cost Who pays 
% financed by source (public, client, 

commercial, NGO, donor) 
Enter % by channel and cost type  

cost Pricing 
Unit price of initial consult, follow-up consult, 

and commodity 
Enter by channel and method 

cost 
Commodity 

cost 

Unit cost of commodity by method (other than 

DMPA-SC) 
Enter by channel and method 

cost 
Commodity 

cost 
Unit cost of DMPA-SC 

Enter by channel, yearly, for each year of 

scale-up 

cost 
Injection 

mode 
% of DMPA-IM users that self-inject Set to 0% 

cost 
Injection 

mode 

% of DMPA-IM users that inject where they 

obtain DMPA-IM 
Enter value 0–100% 

cost 
Injection 

mode 

% of DMPA-IM users that obtain elsewhere 

and take to facility to inject 
Enter value 0–100% 

cost 
Injection 

mode 

% of DMPA-SC users that self-inject, by year, 

over the scale-up period 
Enter value 0–100% 

cost 
Injection 

mode 

% of DMPA-SC users that inject where they 

obtain, by year, over the scale-up period 
Enter value 0–100% 
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Module 

(mCPR or 

cost) 

Tab Indicator Instruction 

cost 
Injection 

mode 

% of DMPA-SC users that obtain elsewhere 

and take to facility to inject, by year, over the 

scale-up period 

Enter value 0–100% 

cost Transport Average client km to facility, one-way Enter value by channel 

cost Transport % of FP clients walking to facility Enter value 0–100% by channel 

cost 
Client travel 

cost 

Distance to drug shop as % of distance to 

facility 
Enter a value 0–100% 

cost 
Client travel 

cost 

Average travel speed of FP user, walking (km 

per hour) 
Enter value by channel 

cost 
Client travel 

cost 

Average travel speed of FP user, vehicle (km 

per hour) 
Enter value by channel 

cost 
Client travel 

cost 
Cost per km for client travel in vehicle Enter value by channel 

cost Indirects Indirect costs as % of direct costs Enter value 

cost CYP 
Couple-years of protection (CYP) factors, by 

method 
Enter value by method 

cost Supply chain Supply chain cost as % of product value Enter value 

cost Supply chain 
Procurement and handling costs as % of total 

supply chain costs 
Enter value 

cost Supply chain 
Storage and warehousing costs as % of total 

supply chain costs 
Enter value 

cost Supply chain 
In-country distribution as % of total supply 

chain costs 
Enter value 

cost Supply chain 
Management cost as % of total supply chain 

cost 
Enter value 

cost Supply chain 
Quality control costs as % of total supply chain 

costs 
Enter value 

cost Supply chain 
DMPA-SC volume reduction compared to 

DMPA-IM 
Enter value 

cost Supply chain 
Average DMPA-SC waste disposal savings per 

visit 
Enter value 

cost Supply chain 
DMPA-SC transport savings from lighter 

weight 
Enter value 

cost Introduction  Price level index Enter value 

cost Introduction  Population size Enter value 
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Appendix B. Sample Consultant Scope of Work 

Sample Scope of Work for Data Collection and Model Application 

Background and Context 

After over a decade of research and pilot introduction, DMPA-SC is ready for programmatic 
integration into national family planning programs. The Health Policy Plus (HP+) project, 
funded by USAID, has developed a simple spreadsheet model to help answer questions about 
the impact of DMPA-SC introduction on modern contraceptive rates (mCPR), and on cost, 
savings, and return on investment. [Local entity/ies is/are] currently supporting the 
introduction of DMPA-SC in [Country], with a focus on [insert focus]. [Country application 
team] will be working with other key stakeholders to apply this model in country so as to help 
inform decisions on optimal scale-up approach for DMPA-SC. 

Scope of Work 

[Employer] requires a local consultant to assist with this DMPA-SC model application. The 
duration of this activity is estimated to be up to 30 days, over the course of two or three months. 

The local consultant will need to work with a small team, as well as engage with key partners 
and stakeholders, such as [XXX], and other partners working in family planning/reproductive 
health.  

Responsibilities will include the following: 

1. Supporting the collection of data requirements for the model. This will include relaying 
detailed knowledge of the service delivery structure of family planning provision in the 
country in the private and public sector, information on where injectables can be 
accessed and who can provide them, and identifying local data sources for statistics 
(such as average family planning service provision times, distance to facilities, local 
charges to clients for family planning services, and method provision) that are not 
available from the country’s demographic and health surveys (DHS) or are out of date. 

2. Facilitate a small core advisory group/application team. This team, comprising 
representatives from [XXX], and 1–3 other key stakeholders, will advise [employer/lead 
modeler] on the input data, scenarios, workshop agenda, and participant list, and will 
review final results. 

3. Arrange for local logistics for [modeler/family planning expert] team visit and 
application workshop [only if international technical assistance is being used]. One or 
two staff will travel to [Country] to conduct a two-day workshop with up to 30 
stakeholders to apply the model. The consultant will take the lead on all logistics, 
assisting with local travel arrangements; identifying venue options; assisting with 
procurement paperwork; coordinating workshop logistics such as the development of the 
agenda, invitation letters, etc.; and ensuring a smooth planning process in coordination 
with the core advisory group. The consultant will also participate in the application 
workshop, support day-of logistics as needed, take meeting notes, and write a workshop 
report. A format/template will be provided. 

4. Support the finalization of the application results, including input into a PowerPoint 
presentation and a final report. 
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Deliverables  

The consultant will be expected to deliver the following results corresponding to the above 
activities: 

1. Timely delivery of data requested by the team lead modeler (20–30 types of data, 
indicator list will be shared) and technical input/feedback on preliminary model data 
and scenarios, as well as input into the draft workshop presentation materials. 

2. Minutes of advisory group meetings. The group will have a kickoff meeting of 
approximately 1.5 hours, 1–3 planning meetings prior to the workshop, and at least one 
meeting post-workshop. 

3. Workshop planning documents:  

a. Agenda with input from the advisory group  
b. Final participant list, developed in partnership with the advisory group 
c. Procurement documentation needed to secure venue, refreshments, and other 

workshop needs 

4. Workshop report and review of/feedback on final PowerPoint presentation and written 
report. 

Criteria for Selection 

This consultancy is based in-country. The ideal candidate will have knowledge of the family 
planning/reproductive health service delivery context in the country and previous experience in 
stakeholder engagement, facilitating group decision-making, and organizing workshops. The 
consultant should be functional in [language requirements].  

Please send a CV, a short proposal/cover letter (1–2 pages) of how you would support this 
activity, and a price quotation or daily rate. The proposal should address the following selection 
criteria: 

1. Technical expertise 
a. Understanding of the family planning service delivery context in the country 
b. Adept with numbers 

2. Past experience  
a. At least five years of experience working in family planning/reproductive health 

in the country 
b. Degree in public health, related health field, or public management 
c. Experience in stakeholder engagement 
d. Experience in group decision-making 
e. Experience in workshop design and management 

3. Availability, skills, and tools to undertake the assignment 
a. Available to work beginning in [timeline] 
b. Fluent in [language requirements] 
c. Ability to perform simple spreadsheet tasks 
d. Ability to take accurate meeting notes and generate meeting reports 
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References  

Provide at least two references from past consultancies with government or nongovernmental 
organizations. 

[add application procedures/email or web address] 
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Appendix C. Sample Workshop Agenda 

Application of DMPA-SC Impact Model: Workshop Agenda   

Workshop objectives: To bring together family planning stakeholders in [Country] and explore 
the possible impact and cost/savings of adding DMPA-SC to the method mix under various 
scenarios.  

Day 1 

Time Session Speaker(s)/Moderator(s) 

8:00 am Registration  

8:30–9:30 am Welcome, introductions, objectives of 

workshop, assigning rapporteurs 

Facilitator: 

Officiant:  

Other remarks:  

9:30–9:50 am Overview of DMPA-SC Presenter:  

9:50–10:40 am Experiences from other countries Presenter:  

10:40–11:00 am  Coffee break 

11:00–11:45 am Current DMPA-SC efforts in [Country] Presenter:  

11:45–12:30 am Overview of the DMPA-SC impact model Presenter: [Modeler] 

12:30–1:30 pm Lunch  

1:30–3:00 pm  [Country’s] health system – today and in the 

future  

Facilitator:  

3:00–3:45 pm  Pathway to change assumptions (could 

include switching rate assumptions) 

Presenter: [Modeler] 

3:45–4:30 pm Who injects now, who will inject in future 

(both DMPA-IM and DMPA-SC) – task-shifting 

policies 

Facilitator:  

4:30–5:00 pm  Wrap-up and expectations for tomorrow 
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Day 2  

Time Session Speaker(s)/Moderator(s) 

8:00–8:30 am Registration  

8:30–9:30 am Welcome, summary of previous day’s work Rapporteurs report out from Day 1 

Facilitator reviews outstanding 

issues/parking lot items  

9:30–10:45 am Costing validation 

 Average facility visits 

 Average visits (other – community-

based distribution, pharmacy, shops) 

 Travel for services 

Facilitator: [Modeler] 

10:45–11:05  Coffee break 

11:05 am – 

12:00 pm 

Costing validation continued 

 Service time (client and provider) 

 Time value 

Facilitator: [Modeler] 

12:00–12:45 pm Commodity costs  

 Incurred by donor 

 Incurred by client 

Facilitator: [Modeler] 

12:45–2:00 pm Lunch—facilitator makes edits during this time 

2:00–3:00 pm Introduction costs Facilitator: [Modeler] 

3:00–3:30 pm Wrap-up and expectations for tomorrow 
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Day 3 

Time Session Speaker(s)/Moderator(s) 

8:00–8:30 am Registration  

8:30–9:30 am Welcome, summary of previous day’s work Rapporteurs report out from Day 2 

Facilitator reviews outstanding 

issues/parking lot items  

9:30–10:45 am Look at revised model results given previous 

two days’ inputs 

Presenter: [Modeler] 

10:45–11:00 am  Coffee break 

11:00 am– 

12:15 pm 

Key messages, how to use results?  

Implications for scale-up  

Facilitator:  

Commentators: 

12:15–1:00 pm Wrap-up and next steps 

Close of workshop 

 

1:00–2:00 pm Lunch provided 

2:00–4:00 pm Workshop planning team: meet to debrief and develop a follow-up action plan to 

finalize the model results and report 

  



For more information, contact:

Health Policy Plus

Palladium

1331 Pennsylvania Ave NW, Suite 600

Washington, DC 20004

Tel: (202) 775-9680

Fax: (202) 775-9694

Email: policyinfo@thepalladiumgroup.com

www.healthpolicyplus.com
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