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Introduction 

Background 

Injectable contraceptives are among the world’s most widely used methods for preventing pregnancy, 

offering women safe and effective protection, convenience, and privacy. A new, lower dose, 

subcutaneous presentation of depot medroxyprogesterone acetate (subcutaneous DMPA or DMPA-SC) 

received regulatory approval in Europe in 2012 and in Niger in 2013. This subcutaneous DMPA product,  

marketed by Pfizer Inc. as Sayana® Pressa, is packaged in the Uniject™ injection system,b which is easier 

to administer than the traditional vial and syringe used for intramuscular DMPA injections (DMPA-IM, 

brand name Depo-Provera®c) (Figure 1). Uniject has also been used as a delivery system for tetanus 

toxoid, oxytocin, and hepatitis B vaccine.4-6  

 

Until recently, injectable contraception has not been 

widely available outside of clinics. Now, because of its 

ease of use, subcutaneous DMPA can be given by lower 

cadres of health workers—and even by women 

themselves, through self-injection. Expanding service-

delivery options through self-injection may reduce 

barriers to access and increase women’s ability to 

manage their own health. An updated label indicating 

Pfizer’s subcutaneous DMPA product, Sayana Press, for 

self-injection was approved by the United Kingdom’s 

Medicines and Healthcare products Regulatory Agency 

(MHRA) in 2015, and the practice has been 

recommended by the World Health Organization (WHO) 

in contexts where women have information, training, and support.1 Based on the MHRA approval, Niger 

authorized the updated Sayana Press label in July 2016.    

 

Niger has the highest total fertility rate in the world, 6.5 children per woman,2,3,7 and the maternal 

mortality ratio is also very high, at 553 deaths per 100,000 live births.8 The contraceptive prevalence rate 

(CPR) remains at just 13 percent for modern methods among all women, with the unmet need for 

contraception at 24 percent among married women.2 The government has committed to introducing 

injectable contraception into the minimum package of services offered at the most peripheral fixed 

facilities of the public health system—the health hut (case de santé). Community health agents (agents de 

                                                           
a Sayana Press is a registered trademark of Pfizer Inc. 
b Uniject is a trademark of BD. 
c Depo-Provera is a registered trademark of Pfizer Inc. 
 

 

Figure 1. Subcutaneous DMPA, under the brand 
Sayana Press, is delivered in the Uniject injection 
system. 
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http://www.pfizer.com/news/press-release/press-release-detail/pfizer_s_sayana_press_becomes_first_injectable_contraceptive_in_the_united_kingdom_available_for_administration_by_self_injection
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santé communautaire—ASC) are currently authorized to offer injectable contraceptives at this level (in 

addition to condoms and pills), but national policy does not support community-based distribution (CBD) 

of injectable contraception by mobile community-based health volunteers, known as relais 

communautaires.  

 

Starting in September 2014, PATH worked with the United Nations Population Fund (UNFPA) and the 

Niger Ministry of Health (MOH) Direction de la Santé de la Mère et de l’Enfant (DSME) to launch pilot 

introduction of subcutaneous DMPA in four districts through public- and private-sector delivery. 

Subcutaneous DMPA was made available in the public sector through ASCs at health huts in the districts 

of Téra and Magaria, and through trained nongovernmental organization (NGO)-sector CBD agents in 50 

villages in the districts of Madarounfa and Mayahi—the first offer of injectables at these levels of the 

health system. 

 

In June 2016, Niger’s Reproductive Health Commodity Security committee decided to scale up 

subcutaneous DMPA nationwide as part of the minimum package of services offered by providers at 

public-sector health huts by the end of 2016. The pilot introduction was hailed as a major success, 

especially in terms of increasing contraceptive use, with 42 percent of all doses administered during the 

pilot project going to first-time users of modern contraception. In September 2016, several delegates of 

the Niger MOH participated in a study tour to learn about CBD and self-injection of subcutaneous DMPA 

in Uganda. 

PATH’s self-injection research 

While subcutaneous DMPA self-injection studies to date have been promising, they have been mostly in 

high-resource settings, and more information is needed to support women to self-inject subcutaneous 

DMPA safely and effectively across a range of settings. With this goal in mind, PATH is conducting 

operational research on self-injection9 of subcutaneous DMPA in collaboration with ministries of health in 

Senegal and Uganda in order to learn how to support women in these settings to self-inject safely and 

effectively. Results from the Uganda study indicate that 87 percent of Ugandan research participants 

reinjected correctly and on time three months after training, and almost all would like to continue self-

injection.10 Full results of the Senegal study are expected in early 2017.   

 

PATH also conducted interviews in Niger, Burkina Faso, Senegal, and Uganda to understand how 

receptive various stakeholders were to self-injection and to learn the potential pathways for adoption, 

introduction, and scale-up of self-injection. The objectives of these studies were as follows: 

 Understand perceived benefits of and specific concerns about self-injection.  

 Understand what evidence would be required to consider introduction and scale-up of self-injection.  

 Identify sources of self-injection support and resistance. 

 Understand policy considerations for potential introduction and scale-up of self-injection. 

 

http://www.path.org/publications/files/RH_sayana_press_self_inject_fs2016.pdf
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This report describes the results of the stakeholder interviews in Niger, organized by key themes 

identified from the interviews. Insights from the interviews will initiate an ongoing dialogue about self-

injection as a service-delivery option, identify advocacy needs, and shape policy and planning. 

Methods 

With technical assistance from PATH, UNFPA program staff from Niger and Burkina Faso conducted in-

depth interviews with 48 family planning stakeholders in Niger. Some were interviewed individually and 

others in groups of 2 to 5. Participants were sampled purposively to capture a wide range of stakeholders 

familiar with subcutaneous DMPA from organizations active in family planning, including 

representatives from the MOH, representatives of national family planning NGOs, health care providers, 

representatives from donor and intergovernmental agencies, customary chiefs, community leaders, and 

subcutaneous DMPA clients. All those who were invited to participate did so voluntarily. 

 

UNFPA program staff conducted the in-depth interviews in French by following a semi-structured 

interview guide. Interpretation services were used when respondents were not proficient in the French 

language. Interviews were conducted in May and June 2016 in Niamey and in the districts of Magaria and 

Téra. Interviews were recorded with permission of participants except for one, for which a hand-written 

synopsis was used. The audio recordings were transcribed verbatim into French and all interview data 

were analyzed using qualitative software (Atlas.ti 7.0) to identify key themes. This project was reviewed 

by the PATH Research Determination Committee and received a non-research determination.  

Results  

Perceived benefits or advantages of self-injection of subcutaneous DMPA  

Nearly all stakeholders perceived broad benefits associated with subcutaneous DMPA self-injection, 

particularly for women living far from a health facility. Commonly identified advantages included 

increased access, convenience, and time and cost savings. Several respondents agreed that the self-

injection option could attract first time family planning users and increase contraceptive continuation. 

Nearly one-third of stakeholders emphasized that the private nature of self-injection could increase 

confidentiality—of particular importance for unmarried youth and women who lack their husbands’ 

approvals to use contraception. A few respondents mentioned that self-injection could increase women’s 

autonomy and empower them to take charge of their own sexual and reproductive health.  

 

“Imagine the woman has to travel 5 km or more… they have to take transportation to get to a 

health facility… and that we say that the first consultation is done by a health worker… and as to 

the rest, she can stay at home to do the injection herself. That allows her to save, firstly her time, 
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and more importantly, save money on the transportation that she would need to get to the health 

facility.” (Member of MOH district health team) 

 

“[Self-injection] will motivate a lot of people [to start contraception], it’s sure… Because I think, 

today, in the Nigerien context, women want contraception, but there are many constraints in 

society, within the community itself, and they cannot be found out.” (MOH representative)  

 

“And then, it is more advantageous, it’s a type of independence and also it’s discreet. You go into 

your room, you do it without anyone knowing—it’s very discreet.” (subcutaneous DMPA client)  

 

Interviewees believed that self-injection would also benefit the national health system by expanding 

access to modern contraception, particularly in isolated areas. This could help the national family 

planning program meet certain goals (e.g., increase CPR) and reduce client load for service providers.  

 

“We’ve noticed that since the introduction of Sayana Press in our health huts, it has really 

allowed for the improvement of the FP utilization indicator in our district… I think that if we 

could target villages more to introduce it [self-injection] into households so that the woman 

herself becomes aware of how to use Sayana Press herself, I think it can further improve results.” 

(Member of MOH district health team) 

 

“If a person or the client herself can self-administer the product, it will save time for the provider 

as well who can, in turn, do other things.” (Family planning NGO representative) 

  

Perceived challenges or concerns about self-injection of subcutaneous DMPA  

While almost all respondents saw benefits from self-injection of subcutaneous DMPA, they also 

expressed significant reservations. Several participants stated that Niger “is not ready” for self-injection, 

emphasizing the family planning program’s priority to extend injectable coverage to rural zones. Many 

noting that building the capacity of existing ASC and relais communautaires to offer injectables through 

health huts and CBD would be the most effective way to expand access. A few participants thought that 

self-injection could be appropriate for urban, educated women, but pointed out this population already has 

ready access to contraception.  

 

“Today in a country like Niger, where the [contraceptive] prevalence is 12 percent at the last 

DHS, so for me, it is a luxury. I’m sorry to say it, it’s a luxury to want to promote self-injection 

while we have strategies that allow us to reach more people. Self-injection is for people in cities, 

it is for rich people, or people more or less educated people.” (Intergovernmental agency 

representative)  
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“We have distributors within the community, we strengthen their skills, we have relais, we build 

their capacities... That makes for a critical mass of people who can offer this service so that we 

have the maximum number of women who can do that [FP]. But why do we want to reflect on 

self [injection]? Because, I am personally against self-injection because I know that we have an 

arsenal already that we should strengthen.” (Member of MOH regional health team) 

 

Stakeholders also highlighted programmatic and operational challenges related to self-injection. The 

primary disadvantage mentioned was potential for abuse of the product—unsafe or contraindicated use 

resulting from women sharing their subcutaneous DMPA units with others. Respondents also emphasized 

difficulties collecting usage data and managing waste, noting it would be difficult to track how many 

women actually self-injected and that community-level waste management would potentially be 

dangerous. 

 

“Now, another factor that I see, even with oral contraceptives, the woman takes 3 packets, she 

returns home, she gives some to a friend or a neighbor. We know it, in these areas, it is done. 

Now, if we give them the injection, is she not capable of injecting her friends, her co-wives?” 

(Member of MOH district health team) 

 

“The other concern is especially data collection, how is that going to happen? If we introduce 

[self-injection] at the community level, what will be process for data collection? So, that is really 

a concern. Because currently, that is done at health facilities, especially in health huts. They do 

the activity, but in order to collect data, we had to follow them step by step and that is how we 

managed to have them send us their report at the end of every month.” (Member of MOH district 

health team) 

 

Many respondents expressed concern about the capability of rural, low-literate women to self-inject 

correctly, safely, and on time. Several stakeholders mentioned managing side effects would be 

challenging, and this could lead women to discontinue the method without consulting a provider. A few 

participants also expressed that self-injection may make it less likely for women to seek routine health 

services. Contrary to the view that self-injection would increase privacy, a few stakeholders felt that 

storing the product at home could compromise women’s confidential use of contraception and create 

discord within the household.  

 

“Like we said, we are illiterate, so, when you say illiterate, even if we give it to them, they will 

keep it. The person is going to say that since the husband is not there, we’ll leave it until the 

husband comes back, and it will expire. And we know that with illiteracy, when we give it to a 

person, the delay [reinjection timing] may not be respected, the person will forget.” (Member of 

MOH regional health team) 

 

“If she manages to do the injection herself, I think one of their concerns is already taken care of 

because they will not have to go to the health center to see the provider. Now, is that a good 
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thing? I don’t think so; we’ll have to explain that even if they self-inject, they’ll have to see a 

provider for follow-up… The risk is that the woman does not think it’s useful to go to the health 

center.” (MOH representative) 

 

Information needs for decision-making on self-injection 

Respondents were divided regarding what information would be needed to authorize subcutaneous 

DMPA self-injection in Niger. About half insisted that a research study would be necessary to generate 

evidence on feasibility. The other half felt the country could move directly into a pilot project or test 

phase—similar to pilot introduction of subcutaneous DMPA by community health agents. Many 

stakeholders said results from self-injection studies in other countries would be inadequate to inform 

decisions about self-injection in Niger, highlighting differences between countries (e.g., religion, literacy 

rates). It was nearly unanimous that, at minimum, a pilot phase would be mandatory before introducing 

self-injection at wider scale.     

 

“Use results from other countries? These countries don’t have the same context. Because 

Uganda… there is what percentage of Muslims compared to Niger? Just religion can change 

things. Because we don’t have the same context, we can’t compare two things that aren’t 

comparable. Perhaps the problems that we will encounter, Uganda has never known… And the 

perception of Nigeriens is not the same as that of Ugandans.” (MOH representative) 

 

“If it was demonstrated elsewhere, why do the studies again? If it was done in Burkina Faso, for 

example, why do another study? To show what, the efficacy? It’s simply about adopting what 

others have done taking into account the context. Because efficacy has been shown, feasibility 

has already been shown… Especially, we often see study conditions there, it’s not always easy, 

and it could slow down the scaling up.” (Family planning NGO representative) 

 

Policy environment for self-injection 

Many stakeholders expressed the opinion that CBD in rural areas would be a more cost-effective model 

for further expansion of subcutaneous DMPA than self-injection, which they perceived would require 

additional time and resources without delivering impact. Stakeholders acknowledged the potential 

influence of self-injection guidance from the WHO or a self-injection label change by Pfizer Inc.d on the 

policy environment, but mainly noted that a significant amount of advocacy would be needed to convince 

the MOH to move toward self-injection. Respondents suggested that advocacy will also be needed among 

religious leaders, who may be reluctant to support self-injection.  

                                                           
d In July 2016 (soon after concluding stakeholder interviews for this report), Niger authorized Pfizer Inc.’s updated product label 

indicating their subcutaneous DMPA product, Sayana Press, for self-injection. 
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“So we will put a lot of means into self-injection to have few results, while we could put few 

means into basic health agents to witness much more impact—that’s the issue.” 

(Intergovernmental agency representative) 

 

“This [subcutaneous DMPA introduction] pilot gave results, extraordinary ones. That is why I 

believe in it, and that is why I say concentrate on that before thinking about self-injection. It’s 

true that it can be done in parallel, but there is support for it [community delivery] here, push for 

it to be done all over Niger very quickly before going [to self-injection].” (MOH representative) 

 

Religious and medical communities were named as likely opponents of self-injection of subcutaneous 

DMPA—religious figures due to general opposition to contraceptive use (particularly for unmarried 

adolescents), and the medical community due to potential reluctance to transfer their technical role to the 

community. Traditional leaders and men/partners were also mentioned as groups that might oppose self-

injection.  

 

“Medical personnel, such as medical auxiliaries, are often the bottleneck for the transfer of 

technical power within the community.” (Family planning NGO representative) 

 

“Today, we are in a society that is very, very Muslim. If today we say that we have a 

contraceptive that young people can self-inject, we would have all the religious people on our 

backs. Because it’s as if we are calling young people to depravity.” (MOH representative) 

 

Stakeholders suggested that ongoing advocacy would be needed with decision-makers in order to advance 

self-injection policy change. NGOs and other financial and technical partners were called out as the 

primary advocates for self-injection, along with women’s associations.  

 

“Currently, there is a coalition of NGOs who are in favor of promoting family planning. If this 

idea of self-injection—we can get this coalition that is somewhere advocating for an increase in 

FP resources to take it up; we can put this on the advocacy agenda so that self-injection is 

something that can be promoted in the context of family planning.” (Family planning NGO 

representative)  

 

“I am sure that in the framework of women’s well-being, there are women’s associations that will 

support this action. Besides women’s associations, there are also youth groups that will support 

self-injection. There are NGOs as well that are there, that fight for women’s well-being, that can 

also support it.” (Member of MOH district health team) 
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Self-injection program considerations  

Primary among suggestions for a self-injection program was the need for securing community buy-in 

prior to introduction—including advocacy with local religious and community leaders—followed by 

broad community sensitization efforts. 

 

“The important points when we are going to introduce something new into the community, it’s to 

involve opinion leaders—that means religious leaders, traditional leaders, and also women’s and 

youth associations—so that everyone can understand what we would like to do at the community 

level. Now, these are advocacy meetings; then do awareness raising. Once everyone is aware, 

then, we can introduce self-injection.” (Member of MOH district health team) 

 

“There is also sensitization—we need to intensify it. We have to involve religious and traditional 

leaders; also, we have to plan radio shows where there are community radio stations. So, with 

religious leaders, traditional leaders, and health agents—and then we do a debate on the 

community radio to allow people to call in to give their point of view.” (Health facility 

supervisor) 

 

The importance of thoroughly training women to self-inject was emphasized, including information on 

side effects and infection prevention. The majority of respondents stated there should be no restriction on 

the cadre of provider authorized to train women on self-injection. Stakeholders suggested the need for 

ongoing monitoring of clients to manage side effects, monitor health, and collect usage data.  

 

“Concerns can be surpassed if they [clients] are informed in advance… And knowing the [side] 

effects that can occur in regards to Sayana [Press] administration firstly for these women. And 

that really these women need to be educated first, made aware because you need to know the dose 

to administer… they need to know how to administer that.” (Health facility supervisor) 

 

“In my opinion, self-injection should be promoted with all the providers, it shouldn’t be limited... 

And then we have to broaden it to distributors, pharmacies—meaning pharmaceutical staff must 

have the same skills in this area.” (Intergovernmental agency representative)  

 

“The areas where we targeted women, we need a medical team that will be monitoring them… 

Because we know the limitations and disadvantages of DMPA, because the return to fertility that 

can be a bit late… They’ll just say that it’s because we self-inject ourselves, that’s why it’s 

happening. Maybe I didn’t inject myself properly. So, we must absolutely have a monitoring team 

or a medical team that will try to monitor these women even after the trial period until their return 

to fertility.” (Member of MOH regional health team)  
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Distribution and resupply through pharmacies was debated, and health huts were identified as a natural 

setting for women to obtain the product. Several stakeholders underscored the importance of assuring 

continuous availability of the product, noting that stockouts of subcutaneous DMPA during the pilot 

introduction affected a number of clients.  

 

“I think young people who have a hard time accessing health facilities would be very interested in 

self-injection. Simply go to a pharmacy, get the product, come back incognito, and do their 

injection… when we aren’t married… we don’t admit to having sexual relations. So, this is a way 

that allows these people to do it with the utmost discretion.” (MOH representative) 

 

“If it’s at the pharmacy… the danger is what I told you. Everyone can go get it, even the person 

who is not trained. There, we can sell you anything like that vaccine that we were selling… there 

are even things that might be expired.” (Member of MOH district health team)  

 

“There is no other place besides the health hut. Because women, it’s at the health hut with the 

nurse that she must come get the medicine; because in case of other problems, it’s where we refer 

them.” (Community leader) 

 

Respondents identified youth and educated, urban women as two groups most likely to be interested in 

trying self-injection. Many stakeholders agreed there should be no restrictions on the types of women who 

could opt for self-injection, but several traditional leaders insisted that adolescents should not self-inject.  

 

“It is a contraceptive method, so there is no ban on one social class/category in terms of access. 

It’s simply the administration technique that has changed a bit, but that has nothing to do [with] 

the clients’ rights to family planning.” (Member of MOH district health team) 

 

“Unmarried girls—no, no. It is not good to teach them this self-injection because it will be very 

controversial, scandalous, in the sense that it is an open door for them.” (Community leader) 

Summary and recommendations  

Stakeholder interviews in Niger revealed cautious support for self-injection of subcutaneous DMPA. 

However, the overall results suggested that this is an advanced service-delivery innovation that may not 

yet fit into Niger’s national family planning strategy. Rather, it should be viewed in the context of broader 

country priorities for the family planning program, which include strengthening existing human resources 

and infrastructure, increasing access to family planning services at health huts in rural areas, and 

potentially through CBD. Self-injection could be a next step, once the current vision is realized. Below, 

we review the study results in terms of the four objectives stated in the Introduction.   

 

Understand perceived benefits of and specific concerns about self-injection  
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Respondents recognized that self-injection of subcutaneous DMPA could be a significant family planning 

innovation, increasing contraceptive access by shifting administration from health providers to women 

themselves. Stakeholders appreciated the potential for self-injection to save women time and money, 

make their family planning use more discreet, and increase their autonomy. At the same time, many 

responses revealed apprehension, such as concern about the ability of women to self-inject safely and 

effectively (including proper reinjection timing), potential for abuse of the product, and challenges with 

waste management and data collection.  

 

Understand what evidence would be required to consider introduction and scale-up of self-injection 

Stakeholders were divided on whether a local self-injection research study would be required for Niger to 

consider policy change to authorize this practice. Some insisted a research study is needed due to Niger’s 

sociocultural and religious context and low literacy rates. Others felt the country could move directly into 

a pilot project or test phase in a few districts. Responses were similarly mixed regarding whether 

operational feasibility studies from other countries could provide adequate evidence for authorizing self-

injection, with many highlighting contextual differences between countries. The consensus was nearly 

unanimous that a pilot phase would be essential before going to scale.  

 

Identify sources of self-injection support and resistance 

NGOs and other financial and technical partners were named as the primary supporters of self-injection. 

Their roles in family planning funding, technical implementation, advocacy with government and 

religious groups, and work to shift sociocultural norms make these groups especially suited to champion a 

self-injection program. Women’s associations and youth groups were also named as important supporters. 

 

Respondents identified religious leaders or groups and the medical community as likely to oppose self-

injection on policy or programmatic levels. Religious figures were named because they generally oppose 

the use of contraception and may believe pervasive myths about family planning. Stakeholders think the 

medical community may be reluctant to cede injectable administration to women, both due to loss of 

power—and their specific role in family planning—and due to a lack of faith that women with limited 

education can effectively self-administer subcutaneous DMPA. In addition, opposition from some 

traditional leaders and men/husbands may limit adoption of self-injection at the community level, since 

women without their husbands’ approvals to use contraception may be reluctant to store the product at 

home.   

 

Understand policy considerations for potential introduction and scale up of self-injection 

As noted above, stakeholders expressed a strong preference for building Niger’s existing family planning 

program, with the majority feeling that access to injectables for the largest number of Nigerien women—

especially in rural areas—could be achieved by first scaling up the offer of injectables at health huts, and 

potentially even through CBD, rather than through self-injection. Several stakeholders insisted that efforts 

should first focus on building the capacity of currently underutilized cadres of health workers—including 

relais communautaires—to offer a minimum package of family planning services. 
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Results of this study indicate that authorization from the Minister of Health—backed, at minimum, by 

evidence from a local pilot project—would be necessary to introduce self-injection in Niger. Citing the 

religious and sociocultural context, some stakeholders held the opinion that a local feasibility study would 

also be required. At the same time, stakeholders within the MOH made it clear that even these measures 

cannot assure Niger’s readiness to adopt self-injection. The majority of stakeholders felt that a 

coordinated advocacy effort would be needed.  

 

Recognizing Niger’s level of readiness for self-injection is to acknowledge that external factors 

influencing policy (e.g., WHO practice guidelines, updated product label, and evidence from other 

countries) are, on their own, not likely to influence country leaders to move quickly toward self-injection 

policy change. Readiness to adopt self-injection will build upon the national scale-up of injectables at 

health huts and the expanded capacity of the health workforce to offer women a wider range of 

contraceptive methods closer to where they live. These conditions assure broad familiarity and comfort 

with provider-administered subcutaneous DMPA by women and providers alike, setting the foundation 

for adoption of the self-injection option in the future.  

 

Recommendations 

Below are some recommended actions for generating evidence, designing programs, and changing 

policies related to self-injection of subcutaneous DMPA that emerged from the stakeholder interviews: 

Implications for generating evidence on self-injection 

 Consider conducting a pilot project to gather robust data on the feasibility of self-injection in Niger—

offered in the context of informed choice. Emphasis should be on evidence related to women’s ability 

to inject themselves correctly and on schedule, the ability to monitor side effects and women’s health, 

waste disposal, and data collection procedures. 

 Include a diverse array of women in any pilot project, including married and unmarried adolescents 

and women with varying levels of education and literacy, from both rural and urban areas. Assess the 

characteristics of women who choose to self-inject, and who can do so competently.  

 Include qualitative questions assessing women’s (including married and unmarried adolescents) and 

men’s perceptions of self-injection. 

 Proactively link stakeholders in Niger with stakeholders in countries that have initiated self-injection 

programming. 

Implications for advocating policy change 

 Promote policy change that would allow CBD of injectables, in addition to condoms and pills, as an 

intermediate step on the pathway to authorizing self-injection of subcutaneous DMPA.  

 Engage with stakeholders interested in subcutaneous DMPA self-injection to disseminate emerging 

evidence on the feasibility, acceptability, and impact of self-injection from the region. Include 
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evidence such as cost-effectiveness, contraceptive prevalence rates, and contraceptive continuation 

rates.  

 Engage NGOs, family planning financial and technical partners, and women’s associations to conduct 

family planning advocacy with the government and religious leaders, expanding political support for 

women’s access to contraception and self-injection practice. Conduct community-level advocacy with 

religious leaders, customary chiefs, community advisors, and community groups prior to initiating a 

self-injection program. 

Implications for designing programs and communications activities 

 Encourage stakeholders in Niger to engage with stakeholders in other settings where self-injection 

programming is underway (e.g., Uganda) to learn how various issues of concern—waste 

management, data collection, preventing product abuse—might be addressed.  

 Following an initial pilot project, consider introducing self-injection in Niger through a small-scale 

launch or phased introduction approach, allow for evaluation of program components, and fine tune 

operational aspects prior to wider-scale introduction.  

 Integrate an evidence-based adolescent service-delivery component into any self-injection program, 

ensuring both married and unmarried adolescent girls have access to a wide range of contraceptive 

methods and services that uphold their sexual and reproductive health and rights. 

Study limitations 

This study was designed to elicit opinions from key stakeholders involved in family planning policy and 

program implementation in Niger, including subcutaneous DMPA clients. Perspectives of representatives 

from private outlets such as pharmacies and drug shops, which could have interesting implications for 

subcutaneous DMPA distribution, are lacking.  
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