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tributed dual-protection brochures in 28% of visits.
Exit interviews with clients reinforced the findings of

the observations (not shown). The proportion of new clients
who indicated that they were aware of the concept of dual
protection increased from 8% to 50%, and the proportion
who responded to an open-ended question that they were
aware that condoms can protect them from HIV and other
STIs increased from 27% to 51%. Thirty-seven percent of
new clients at Time 2 said that they had taken a dual-pro-
tection or condom brochure from the provider, compared
with just 2% who said at baseline that they had received
any educational materials.

In general, new clients received more extensive dual-pro-
tection counseling than did continuing clients, although
the latter were generally informed of the female condom.
For example, only 56% of continuing clients were told of
the need for dual protection, compared with 74% of new
clients; moreover, 62% of continuing clients were informed
about the female condom, compared with 90% of new
clients. Only half as many continuing clients as new clients
were told about male condoms.

DISCUSSION

The project described here moved the field beyond earlier
HIV and STI integration efforts and their analysis in at least
four ways. First, it was focused on a systems approach that
recognized the interdependence of the family planning ser-
vice delivery system, providers and clients. Second, we ex-
amined the acceptability of dual protection in a society with
relatively low levels of family planning use and within a con-
text of routine family planning services in a limited-resource
setting. Third, the intervention incorporated the female con-
dom into the contraceptive method mix. Finally, it described
the personal involvement of service providers in develop-
ing dual-protection services. 

Implementation of Dual-Protection Counseling
Evidence from a number of sources suggests that service
providers’ counseling practices improve as a result of dual-
protection training and ongoing monitoring and supervi-
sion.14 In this study, providers informed clients of the con-
cept of dual protection and the extent to which their
preferred family planning method provided protection
against HIV and other STIs. They also paid more attention
to STIs, conducted sexual risk assessments, discussed HIV
risk-reduction strategies, demonstrated male and female
condom use, and helped clients develop condom-negoti-
ation strategies.

New clients received more extensive dual-protection
counseling than did continuing clients. When interviewed,
providers said that most continuing clients had already been
exposed to dual-protection counseling—which may have
been true after the first year of the intervention. Providers
also reported that they had limited time for counseling, as
continuing clients usually expected that their family plan-
ning visit would be brief. Consequently, when faced with
large numbers of waiting clients, some providers gave lower

ual behavior increased from 19% and 16% of visits to 34%
and 36%, respectively. Coverage of how to bring up HIV
and STI prevention with the client’s partner increased from
3% to 24% of the visits observed, while the number of vis-
its in which staff talked with clients about how they might
convince their partner to use a condom increased from 0%
at baseline to 18% at Time 2.

Counseling tailored to the client’s personal situation in-
creased from 28% to 67%. In addition, discussions about
the ability of different family planning methods to protect
against HIV and STIs increased from 7% of visits prior to
the dual-protection intervention to 42% of visits at Time
2. In nearly half (49%) of the Time 2 visits that were ob-
served, providers discussed whether the method that clients
had selected (among those who had had an initial method
preference) protected against HIV and other STIs. In con-
trast, such a discussion took place in only 2% of baseline
visits. The providers’ awareness of the importance of STI
assessment was also indicated by the number of clients who
were told that they might have an STI, which increased from
4% at baseline to 22% at Time 2.

Although providers demonstrated the female condom at
most new client visits at Time 2 (80%), counseling regard-
ing the male condom occurred less frequently. Neverthe-
less, actual demonstrations of how to use a male condom
increased from 11% of visits at baseline to 34% at Time 2.
Moreover, an indication of the effectiveness of the counsel-
ing is that 42% of new clients were observed to have taken
at least one female condom at Time 2 (not shown), although
they still were being given out at no charge at that time. Fol-
lowing implementation of dual-protection services, providers
used the flip chart in 47% of the new client visits and dis-

TABLE 4. Percentage of new client visits in which providers
addressed specific components of dual-protection counseling

Indicator Baseline Time 2
(N=88) (N=76)

HIV/STI risk assessment and risk reduction
Discussed client’s sexual behavior 19.4 34.2*
Discussed partner’s sexual behavior 16.4 35.5*
Discussed HIV/AIDS 12.1 42.1*
Discussed client’s STI concerns 9.1 21.1*
Indicated to client that she might have an STI 3.6 22.4*
Discussed how to bring up HIV/STI

prevention with partner 3.0 23.7*

Dual protection family planning counseling
Tailored counseling and education to

client’s personal situation 28.0 67.1*
Compared HIV/STI protective effects of 

different family planning methods 7.0 42.1*
Showed client how to use the male condom 10.5 34.2*
Showed client how to use the female condom † 80.3
Discussed how dual protection could be achieved

by either one or two family planning methods 4.7 75.0*
Discussed if client’s initially preferred method 

provided protection against HIV/STIs 2.3 49.2*
Discussed with client how she might convince

her partner to use a condom 0.0 18.4*
Used dual-protection flip chart † 47.4
Distributed brochures 3.8 27.6*

*Difference is statistically significant at p<.05 by chi-square test. †Female 
condom and dual-protection flip chart were unavailable at baseline.


