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hood clinics in one region were out of stock of both male
and female condoms corroborates this finding.13

In addition to the general access obstacles posed by lo-
gistical problems with stock, providers’ minimum-age re-
quirements may impede condom use for adolescent clients.
Younger women may be finding alternative sources for con-
doms, as adolescents in our sample were more likely than
older women to have ever used a condom. Nevertheless, ado-
lescents ought to have access to condoms at clinics as well.

Attitudes toward providing condoms to adolescents war-
rant further investigation. The Zambian national family plan-
ning guidelines promote increased access for this popula-
tion (i.e., through not requiring consent from parents or
guardians, through training providers in the specifics of
adolescents’ needs and in gender-sensitive counseling, and
by designating young adults as a priority for information
and services). These guidelines, however, may require ad-
ditional program strategies to reach full implementation.
For this reason, workshops will be conducted on the re-
productive health guidelines to increase their use.

Family planning clinics are not as well prepared to in-
tegrate STI diagnostic services as they are to add preven-
tive services. None of the clinics test for chlamydia or gon-
orrhea, and fewer than two-thirds of providers have been
trained in any STI diagnostic procedures. Although the study
did not collect information on STI treatment services, short-
ages of STI medications have been reported elsewhere as
a result of the health care reform initiative currently oc-
curring in Zambia.14 The feasibility of integrating STI di-

agnosis and treatment during family planning consulta-
tions requires further study.

The national guidelines for the integration of STI pre-
vention services into family planning clinics are being par-
tially met. Providers are beginning to talk about STI issues
with their clients. However, these conversations are still hap-
pening in only about one-half of consultations, while guide-
lines mandate that these topics be broached in all. Hesitancy
to discuss these issues could reflect difficulties in talking
about sexuality and related topics. Furthermore, providers
clearly felt more comfortable discussing some sexuality top-
ics than others. For example, while 12% of consultations
covered whether the client had concerns about her risks of
contracting an STI, only 4% included a question on her num-
ber of sexual partners. A national situation analysis con-
ducted just one year earlier found similar results—only 5%
of new clients were asked questions that touched directly
on the nature of their sexual relationships.15

Providers admit that barriers to open communication
exist; for example, 19% of those interviewed in a national
study reported discomfort in discussing sexual behavior
and STIs with their clients.16 This finding suggests that ways
to ameliorate communication on sexuality issues should
be discussed with providers and clients. Studies need to
examine which approaches to encouraging discussions on
these issues would be culturally feasible, both for clients
and providers, and what these approaches would require
in terms of intervention inputs (i.e., funding, additional train-
ing and staff, visual aides and other IEC materials).

STI prevention services imply the provision of informa-
tion during client-provider interactions. We looked at one
piece of critical knowledge from the information-exchange
process—the knowledge among women using methods other
than the condom that their method does not offer protec-
tion from HIV and other STIs. We found that both client
and provider characteristics played a role in the transfer of
this information. Although a similar study conducted in
Kenya found that less-educated clients received lower-qual-
ity reproductive health care,17 less-educated clients in our
Zambian study were more likely than better-educated clients
to be told by their provider that their method did not offer
STI protection. However, less-educated clients were less like-
ly than better-educated clients to correctly relate this infor-
mation during their exit interview, whether or not they had
actually received the information during their consultation.
Even when less-educated women (i.e., those with less than
a secondary education) had been informed about their
method, they were less likely than better-educated clients
to be able to report this information at their exit interview.

These findings have several implications. Providers need
to tell every family planning user who receives a new method
about the protection it does or does not provide against
STIs, regardless of the client’s educational level. Repetition
can only reinforce the message. Furthermore, ways of im-
proving communication with less-educated clients need to
be explored, to ensure that the information provided to this
population is, in fact, “received” and understood. For ex-
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TABLE 6. Odds ratios (and 95% confidence intervals) from three logistic regression
models of the determinants of whether women using methods other than the con-
dom who were told about STI protection correctly received that message

Characteristic Model 1 Model 2 Model 3
(N=1,067) (N=952) (N=952)

Client characteristics
Age

13–19 0.70 (0.45–1.10) 0.76 (0.47–1.24) 0.77 (0.47–1.26)
20–29 (ref) 1.00 1.00 1.00
30–39 1.16 (0.68–1.98) 1.09 (0.63–1.89) 1.08 (0.62–1.87)
40–49 0.45 (0.17–1.19) 0.51 (0.17–1.54) 0.49 (0.16–1.50)

Paid employee 1.19 (0.74–1.93) 1.18 (0.72–1.95) 1.12 (0.67–1.85)
Married 0.50 (0.20–1.29) 0.54 (0.21–1.39) 0.61 (0.24–1.59)
Wants no more children 1.24 (0.76–2.03) 1.20 (0.72–2.00) 1.24 (0.74–2.06)
Education

None/primary (ref) 1.00 1.00 1.00
≥secondary 2.04 (1.36–3.05)** 1.82 (1.20–2.76)** 1.64 (1.08–2.50)*

Provider characteristics
Years at clinic na 0.99 (0.91–1.08) 1.02 (0.93–1.13)
Education

Secondary (ref) na 1.00 1.00
>secondary na 0.62 (0.42–0.91)* 0.53 (0.35–0.81)**

Clinic characteristics
Large clinic (A or B level) na na 0.40 (0.24–0.68)**

–2 log likelihood 880.83 787.99 774.69

*p<.05. **p<.01. Notes: Model 1 controls for the effects of client characteristics. Model 2 controls for the effects
of client and provider characteristics. Model 3 controls for the characteristics of clients, providers and clinics. Of
the 1,095 users of a method other than the condom who were observed being told that their method offered
no STI protection, 28 cases are omitted from Model 1 because no data were available on knowledge about method
protection for those women, and an additional 115 cases are omitted from Models 2 and 3 because the provider
connected with those cases could not be interviewed.


