
providers disagreed on parity-related bar-
riers to condom use, whereas 46% dis-
agreed on such barriers to injectable use. 

Provider Bias 
Another way in which service providers
may limit access to methods is through bias.
To address this issue, we examined whether
a provider reported never recommending
at least one type of modern method that was
offered at the facility where they work. Be-
tween 10% and 13% of providers reported
that there is at least one modern method
they never recommended (Figure 1). The
higher percentages among doctors could be
a consequence of the small number of physi-
cians in the sample. (The difference between
doctors and other providers was not statis-
tically significant.) In urban areas, the per-
centage of providers who report never rec-
ommending a method is comparable across
provider types, whereas in rural areas,
providers with greater training (nurses and

midwives) are more bi-
ased than those with less
training (maternal and
child health aides and
auxiliary staff).

Among providers who
report never recom-
mending at least one
method, we examined
which methods were 
not recommended (not
shown). These methods
vary by urban-rural lo-

gests that these barriers are imposed by
individual providers rather than at the na-
tional program level. To further investi-
gate this issue, we analyzed facilities at
which multiple providers were inter-
viewed, to determine how frequently
providers disagreed on whether access to
family planning services should be re-
stricted by age, parity, marital status or
husband’s consent.

The results indicate that disagreements
among providers are common. For exam-
ple, in 54% of facilities, providers disagreed
on whether age should be used to restrict
access to condoms. Comparable percent-
ages for disagreement with respect to in-
jectables and the pill were 51% and 43%,
respectively. The percentages disagreeing
were lower for method-specific marriage
and consent barriers (roughly 30% each).
The most variability of disagreement in
provider responses was for method-spe-
cific parity barriers, as only 10% of

cation. In urban areas, providers most com-
monly reported injectables, implants, IUDs
and the pill as never recommended. There
was less bias against female methods in
rural facilities, where the method most
commonly reported to be never recom-
mended was the condom. Thus, despite
greater physical availability of hormonal
methods and higher levels of training in
urban areas, provider bias may preclude
women from using the method most ap-
propriate for their specific needs. 

Process Hurdles
Requiring a woman to wait until her next
menstrual period before receiving the pill,
having an IUD inserted or receiving her
first contraceptive injection is an example
of a process hurdle. Generally, such a wait-
ing time is not appropriate if it is possible
to confirm that a woman is not pregnant
prior to prescribing these methods. This
can be done with a simple pregnancy test
or by obtaining from the woman a recent
history of menses, sexual activity and
pregnancy experience.21 Asking all non-
menstruating clients to delay adopting
these methods may reduce the acceptance
rate because of cost and inconvenience.

To examine process hurdles, we used in-
formation on how providers screen pa-
tients who want hormonal methods or
IUDs. Among providers who work in 
facilities where hormonal methods or
IUDs are supplied, 60% report testing for
pregnancy before providing the pill, an-
other hormonal method or the IUD to a
woman who is not menstruating—65% in
urban areas and 57% in rural areas. This
is an appropriate strategy for providing
these methods during a nonmenstruating
client’s current facility visit.

Among 417 providers who did not men-
tion using pregnancy tests before provid-
ing hormonal methods or the IUD (156
from urban areas and 261 from rural areas),
the most common alternative strategy men-
tioned (35%, or about 13% of all providers)
was to ask the client to return at her next
menses (Table 6). When pregnancy tests are
unavailable or expensive, such a strategy
does not adequately meet the needs of
women who do not want to have children
but are at risk of a subsequent birth. The
better option would be to obtain a history
and try to rule out pregnancy, or (for
women who want the pill) to provide pill
supplies and condoms (mentioned by 19%
of providers), with instructions to use con-
doms until menses begin and then to ini-
tiate the first pill cycle.22 Alternatively,
providers could simply provide condoms
and ask the client to return (as did 32% of
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Table 6. Percentage of family planning providers who report using
screening strategies other than pregnancy tests when providing
hormonal methods (N=417)

Strategy Total Urban Rural

Ask client to return at next menses 34.5 25.0 40.2
Try to induce menses 19.7 21.2 18.8
Supply condoms and ask to return 31.9 35.9 29.5
Supply hormonal method 30.5 34.0 28.4
Supply hormonal method and condoms 18.7 29.5 12.3

Note: This sample is restricted to family planning providers who both work in a facility provid-
ing hormonal methods and report not pregnancy tests when providing hormonal methods.

Figure 1. Percentage of family planning providers who report never having recommended at
least one method, by type of practitioner, according to urban-rural residence
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