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Abstract

Objectives—To assess clinician provision of hormonal contraception for HIV positive and at-
risk women in Southern Africa.

Study Design—We conducted a nationally representative survey of clinicians (n=1444) in HIV-
prevalent settings in South Africa and Zimbabwe to evaluate evidence-based contraceptive care
and clinician views of hormonal contraceptives for HIV positive and at-risk women. Multivariable
logistic regression was used to analyze differences in contraceptive provision by professional
training and practice setting.

Results—Most providers offered oral contraceptives (85%), but only a small minority
considered them appropriate for women at risk of HIV (27%) or HIV positive women (25%). A
higher proportion of clinicians considered injections appropriate for women at risk of HIV (42%)
or HIV positive women (46%). Very few considered emergency contraceptives appropriate (13%).
Multivariable results showed that family planning training and clinic as compared to hospital
practices, were associated with evidence-based attitudes about contraception for HIV positive or
at-risk women, and greater provision. There were no differences, however, between physicians
and nurses or by HIV training.

© 2014 Elsevier Inc. All rights reserved.
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Conclusions—These findings emphasize the need to improve clinicians’ awareness of
evidence-based guidelines for hormonal contraception for women at high risk of HIV and HIV-
positive women. Evidence-based information that oral contraception and injections are appropriate
is essential. Contraceptive education should be integrated into HIV training to reach at-risk
populations.

Implications—Oral and injectable hormonal contraception are appropriate for HIV positive and
at-risk women; women and clinicians need evidence-based information to ensure women have
access to these effective contraceptive methods.
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Introduction

Contraception is critical preventive health care for women. Use of contraception reduces
unwanted pregnancy, and consequently maternal mortality and unsafe abortion [1-3]; it
enables women to space pregnancies, leading to better health, economic and education
outcomes for women and children [1,4-6]. Unmet need for contraception in developing
countries remains high, especially among HIV positive women who experience high rates of
unintended pregnancy [3,7-9]. HIV positive women may face special barriers to access to
contraception, including misconceptions among clinicians about appropriate methods for
them.

Little is known about how clinicians, including physicians and nurses, address contraceptive
needs of women at risk of or infected with HIV in high-prevalence countries.
Misinformation can put women’s health at risk; women may not get information about or
access to the full range of methods, reducing their chances of consistently using a method
that meets their needs. This analysis used nationally generalizable data to assess clinicians’
hormonal contraception counseling and provision in Southern Africa. Our objective was to
assess whether clinicians offer their at-risk or HIV positive patients evidence-based
contraceptive care and to measure their how counseling and provision of hormonal
contraception may differ based on women’s HIV status.

Materials and Methods

We surveyed nationally representative samples of physicians and nurses about pregnancy
and HIV prevention counseling and provision in South Africa and Zimbabwe. Survey items
were informed by formative research which included qualitative interviews with 60
providers and by previous survey research and the literature on contraception [8]. The
surveys were pilot tested in each country for content and comprehension, and the final
instrument covered professional training, practice setting, patient population, and provider
knowledge, attitudes and clinical practices. The methods have been described in detail
previously [8,10].
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We used a multi-stage, facility-based sampling scheme, where districts were randomly
drawn with probability proportional to size, based on estimated numbers of physicians and
nurses. In South Africa, 12 of 52 districts were drawn and in Zimbabwe 15 of 63 districts. A
facility sample, stratified by facility type (clinic or hospital) was then randomly selected
proportional to size within these districts. Facilities were considered eligible if they provided
family planning or HIV/Sexually Transmitted Infection (STI) services. The sample of
eligible facilities included 187 clinics (100 South Africa, 87 Zimbabwe) and 81 hospitals (30
South Africa, 51 Zimbabwe). Of these eligible facilities, 171 clinics (87 (87%) in South
Africa and 84 (97%) in Zimbabwe) and 75 hospitals (29 (97%) in South Africa and 46
(90%) in Zimbabwe) participated in the study. Facility non-participation was largely due to
inability to contact the facility or refusal. All clinicians in selected facilities who provided
family planning or HIV/STI services were eligible to participate. Clinicians who were
retired, inactive, or lived out of the country were excluded from the sample. The sample
included 258 physicians and 1,714 nurses (220 physicians and 799 nurses in South Africa;
38 physicians and 915 nurses in Zimbabwe).

We received approvals for facility and provider recruitment at the national, provincial,
district and facility levels, as needed. Surveys were completed in 2009 primarily by
telephone in South Africa, due to country size, and were self-administered in Zimbabwe.
The University of KwaZulu-Natal Biomedical Research Ethics Committee, the ethical
review committee at the Medical Research Council of Zimbabwe, the Western Institutional
Review board and the University of California, San Francisco Committee on Human
Research reviewed and approved the study protocol. Participants provided verbal consent
for telephone interviews and self-administered questionnaires included a statement that
completing the questionnaire constituted consent to participate in the study.

The outcomes of interest in this analysis are provision of contraceptives by clinicians and
their perceptions of the most appropriate contraception methods for their female patients
who are at-risk of HIV or HIV positive. We measured whether clinicians currently provide
oral contraceptive pills (yes/no), consider oral contraceptive pills appropriate for female
patients at high risk of HIV (yes/no), and consider oral contraceptive pills appropriate for
HIV infected female patients (yes/no). We also asked whether they provide contraceptive
injections, NET_EN, Depo-Provera, (yes/no), consider injections appropriate for female
patients at high risk of HIV (yes/no), or consider injections appropriate for HIV positive
female patients (yes/no). We asked similar questions about emergency contraception. This
analysis focused on counseling and provision of hormonal contraception.

We asked a series of survey questions about clinician counseling and attitudes and practices
specifically for their patient populations at risk of HIV. We asked whether they routinely
recommend dual methods to protect against pregnancy and HIV/STIs among different
female patients, including women in general, married women, unmarried women, teenagers,
and HIV positive women. We also asked clinicians what they discuss with HIV positive
patients, including pregnancy desire, contraception, pregnancy termination, prevention of
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mother-to-child HIV transmission (PMTCT), and antiretroviral treatment (ART) for HIV.
To gauge whether clinicians feel they can influence health protective behaviors of their
patients, we asked how much influence they feel they have on their patients’ choice of
contraceptive method, correct use of contraception, and method continuation (scale 1-10,
low to high).

Demographic, professional and practice characteristics measured include gender, age,
clinician type (physician, nurse), training in family planning (yes/no), training in HIV
prevention (yes, no), facility type (clinic, hospital), practice location (urban, rural),
proportion of female patients in need of contraception (none, some, half, most, all), and
proportion of patients at risk of HIV (none, some, half, most, all).

We present descriptive statistics by country, including proportions for categorical variables
and means and standard deviations for continuous measures. We used multivariable logistic
regression analysis to model provision of the most common hormonal methods, the oral
contraceptive pill and the injectable, and attitudes about providing each of these methods to
women at risk of HIV and HIV positive women. We assessed how clinician contraceptive
practices and attitudes varied by relevant professional and practice characteristics to help to
inform any needed contraceptive educational and training. All analyses are adjusted for the
facility-based sampling scheme by using standard errors accounting for clustering at the
facility level. Missing values are not included in analyses. Significance was defined as
p<0.05. We used Stata 11.0 (College Station, TX) to conduct analyses.

A total of 1,444 clinicians responded to the survey (614 in South Africa, 830 in Zimbabwe)
for a clinician response rate of 73.2%. The sample is largely female (85.5%), 86% are nurses
and 14% are physicians, reflecting the large share of nurses providing primary health care in
these countries. Ninety-nine percent of clinicians reported they served female patients
needing contraception. Almost two-thirds were trained in family planning (63%) and even
more were trained in HIV prevention (80%). While over half of clinicians have both family
planning and HIV training (57%), it was more common for clinicians with family planning
training to also have HIV training (90%), than for those with HIV training to be trained in
family planning (70%). Physicians were more likely than nurses to report both HIV and
family planning training (67% v. 56%). The sample had representation from urban (48%)
and rural practices (52%), and from hospital-based (55%) and clinic practices (45%).
Seventy percent of clinicians reported that most or all of their female patients needed
contraception, and 70% also reported that most or all were at HIV risk. Forty-two percent
report that most or all of their patients are HIV positive (see Table 1).

While most clinicians (89%) report that they routinely discuss pregnancy and HIV/STI
prevention with female patients during the same visit, there is some variation in how
frequently they recommend dual methaods, ranging from 94% for HIV positive women to
69% for teenagers (see Table 2). Clinicians were more likely to report dual method
counseling for unmarried women (86%) than for married women (76%). When asked what
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they discussed with HIV patients about pregnancy and childbearing, 97% of clinicians
responded that they discussed mother-to-child transmission, 93% ART and PMTCT, 86%
contraception, 71% patient’s desire for pregnancy, and 42% pregnancy termination; a
greater proportion of clinicians in South Africa (60%) than Zimbabwe (29%) reported
discussing pregnancy termination. In general, clinicians reported that they felt that they
influence their patients’ health protective behaviors, with medium-high reports for their
influence on patients’ choice of contraception (7.5 on a scale of 1 to 10); patients’ correct
use of contraception (8.2), and contraceptive continuation (7.7).

Relatively few clinicians reported that hormonal contraceptives are appropriate methods for
female patients at high risk of HIV, including emergency contraceptive pills (Table 2). Only
27% of clinicians reported that they considered oral contraceptive pills appropriate for
female patients at high risk of HIV, with a lower proportion in South Africa (22%) than
Zimbabwe (30%). One quarter (25%) of clinicians considered oral contraceptive pills
appropriate for HIV positive women, with an even greater difference between South Africa
(12%) and Zimbabwe (35%). While a considerably higher proportion of clinicians
considered injectables appropriate for female patients at high risk of HIV, it was still less
than half (42%), although in the case of injectables, more clinicians in South Africa (59%)
than Zimbabwe (30%) considered them appropriate for female patients at risk of HIV. A
similar proportion considered injectables appropriate for HIV positive women (46%). Only
16% of providers considered emergency contraceptive pills to be appropriate for women at
high risk of HIV and 13% for HIV positive women, with little difference by country. The
large majority of clinicians currently offer oral contraceptive pills (85%) and injectables
(87%) to their patients. They are by far the most frequently provided contraceptives, with
only condoms more widely available (99%). Half of providers offer emergency
contraception (EC).

The multivariable model of provision of oral contraceptive pills (Table 3, column 1) showed
that clinicians in South Africa are significantly less likely to provide them than clinicians in
Zimbabwe (OR 0.48 95% CI 0.28-0.82). Younger clinicians are slightly more likely to
provide oral contraceptives (OR 0.98 Cl 0.96 1.0). Clinicians who reported family planning
training are significantly more likely to provide oral contraceptives, while those who
reported HIV prevention training are less likely. Clinicians practicing in clinics and rural
settings are significantly more likely to provide oral contraceptive pills. The proportion of
patients in need of contraception was not associated with greater provision of oral
contraceptives. In terms of clinician attitudes about oral contraceptive pills for patients at
high risk of HIV or HIV positive women (Table 3, columns 2 and 3), clinicians in South
Africa were less likely to consider them appropriate, while older clinicians and those
practicing in clinics were significantly more likely to consider oral contraceptive pills
appropriate. Clinicians trained in family planning were also significantly more likely to
consider oral contraceptive pills appropriate methods for HIV positive women.Results for
injectable contraceptives (Table 4) in general mirrored those for oral contraceptives, with
younger age, family planning training and clinic/rural practice associated with offering the
method and older age, family planning training and clinic practice associated with
considering injectables appropriate for HIV positive women. Far more South African
clinicians considered the injectable appropriate for women at high risk of HIV and HIV
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positive women than clinicians in Zimbabwe (Table 4, columns 2 and 3).. Training in HIV
prevention was not associated with provision of or attitudes toward oral contraceptives or
injectables for HIV positive or at risk women, other than with lower provision of oral
contraceptive pills.

Discussion

These data indicate that most clinicians in South Africa and Zimbabwe hold overly cautious
views about hormonal contraceptives for women at risk of HIV and HIV positive women.
The majority of nurses and physicians did not view oral contraceptives or injectable methods
as appropriate for women at risk of HIV or HIV infected women. While there was
significant media attention based on the findings of one study on the risks of hormonal
contraceptives, scientific consensus supports that oral and injectable contraceptives are
appropriate for high HIV prevalent populations [11-13]. According to the WHO Medical
Eligibility Criteria for Contraceptive Use, the full range of contraceptive methods are
appropriate for women at risk of or infected with HIV [9]. These nationally generalizable
data highlight the important need for clinician education on hormonal contraceptives. All
women, including HIV positive women, need access to the full range of safe, effective
contraceptive options to promote their health and rights to decide when and whether to have
children.

Although the vast majority of providers (89%) reported routinely discussing pregnancy
prevention with their patients, only about one-quarter of clinicians thought the oral
contraceptive pill was appropriate for women at high risk of HIV and 35% or less felt it was
appropriate for HIV positive women. More providers reported the injectable was
appropriate, but still less than half overall. Providers in South Africa were more likely to
report the injectable was appropriate for both groups, and providers in Zimbabwe were more
likely to report the pill was more appropriate. These differences largely reflect differences in
the patterns of reported contraceptive method use overall which show that pill use is more
common in Zimbabwe and injectable use more common in South Africa [14].

Similarly, although 1UDs are highly effective contraceptive methods, a previous analysis
showed very few providers reported that either the copper or levonorgestrel-releasing IUD
was appropriate for at-risk or HIV positive women [10], despite data showing they are safe
and acceptable among both groups of women [15-17]. Encouragingly South Africa’s newly-
released contraception guidelines emphasize long-acting methods, and the National
Department of Health is moving forward with a national contraceptive implant introduction
and revitalization of the IUD [18-20]. In Zimbabwe, there are plans to build on the long-
standing implant program and provide training on the new single-rod implant. These efforts
will hopefully increase access to long acting methods for all women, and also specifically
address their safety and effectiveness for women at-risk or infected with HIV.

These low overall rates of support for these effective contraceptive methods for women at
high risk of HIV or HIV positive women likely mean that women are not receiving
information about the full range of methods. High rates of unintended pregnancy generally
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and among HIV positive women specifically mean that improved contraceptive counseling
and access is critical [21].

Results from multivariable analyses with training and practice setting can help to guide
training efforts and show where scarce resources could be most effectively deployed. Family
planning training was associated with more evidence-based views of contraceptives, as well
as greater contraceptive provision. Given the vital importance of contraceptives for women’s
health in HIV prevalent populations, training in family planning should be supported as an
essential investment, especially training based in the WHO Medical Eligibility Criteria for
Contraception [9].

HIV prevention training, on the other hand, was not associated with provision of oral
contraceptives or injectables, or support for use of the method among women at risk of HIV
or HIV positive women. Most women and men receiving HIV prevention counseling and
services also need education and access to safe and effective contraception. The need to link
HIV prevention, treatment and care services with contraception is receiving increasing
attention [5,22,23]. Coverage of contraception in HIV prevention and treatment training
could potentially improve evidence-based contraceptive counseling and provision for
women at risk of HIV and HIV positive women. Integrated services have the potential to
expand health services ability to meet women’s HIV and reproductive health care needs, and
to more efficiently use limited health care resources[24]. Guidance on integration from
agencies like the President’s Emergency Program for AIDS Relief (PEPFAR) in the US
should not only emphasize the need to link services, but also highlight the need to include
the IUD and implant, and support training on the full range of methods for HIV prevention,
treatment and care providers [25].

Despite high rates of reported recommended dual method use, and moderate to high
assessments of provider influence on patients’ behavior, dual method use in both South
Africa and Zimbabwe is low [26,27]. Providers in Zimbabwe were less likely to recommend
dual method use to teenagers, indicating a potential missed opportunity to help young
women protect themselves from HIV and unwanted pregnancy. We also found in a separate
analysis of data from this study [28], that providers were less willing to recommend condom
use to married women, even in Zimbabwe and South Africa where HIV prevalence in the
general population is 14.9% and 17.3%, respectively [29]. Continued efforts to assess how
to improve dual method use and support providers to talk with young and married women
about dual method used are critical. Promoting male and female condom use along with
other highly effective contraceptives is an area that should receive research and program
attention.

Finally, few providers in both countries considered EC appropriate for women at high risk of
HIV (16%) or HIV positive women (13%); higher proportions of providers reported offering
EC (South Africa 64%, Zimbabwe 41%). EC can reduce the risk of pregnancy among
women who have had unprotected sex and who do not wish to become pregnant.
Levonorgestrel EC is safe and effective for all women and should be included in counseling
and both family planning and HIV prevention training. For women who need emergency
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contraception and want long-term contraception coverage, copper 1UDs should also be
considered [30,31].

This study had limitations. Providers were asked to report about their practices and we
cannot rule out response bias, particularly for questions about how often they discuss
pregnancy and HIV prevention with patients. We also did not collect detailed information on
the timing or content of family planning or HIV prevention training. The study’s main
strength is the generalizable findings from clinicians on their provision of contraceptives and
attitudes about appropriate methods for women based on age, marital status, and HIV risk or
status. The study included a large sample size of clinicians and a robust probability sampling
strategy. We surveyed both physicians and nurses and included rural and urban as well as
hospital and clinic based providers. This is the only study we are aware of that has measured
contraception and HIV provision practices among a representative sample of providers in
Southern Africa.

These findings emphasize the need to improve providers’ awareness and support for
contraception among women at high risk of HIV and HIV positive women. Access to a wide
range of contraceptive methods is important for women to protect their health and
implement decisions about their families. These results can help to inform ongoing efforts to
integrate family planning and HIV care across the region by showing the importance of
provider training in evidence-based contraceptive care.

Expanding access to the full range of safe and effective contraceptive methods among
women at risk of HIV and HIV positive women is critical to meeting the ambitious FP 2020
goal of significantly reducing unmet need by 2020. Existing safe and effective hormonal
contraceptive methods are a critical tool in our efforts to meet women’s contraceptive needs.
Provider family planning and HIV training should emphasize the full range of safe and
effective methods, including hormonal methods like the pill and the contraceptive injection.
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Table 1

25 Clinician, practice, and patient-related characteristics of participants (N=1444)

South Africa (n=614) | Zimbabwe (n=830) Total
(N=1444)
Gender, n (%)
Female 547 (89.8) 674 (82.3) | 1221 (855)
Male 62 (10.2) 145(17.7) | 207 (14.5)
Age, median years (range) 43 (23-69) 39 (20-74) 41 (20-74)
Clinician Type, n (%)
Nurse 528 (86.0) 792 (95.4) | 1320 (91.4)
Physician 86 (14.0) 38 (4.6) 124 (8.6)
Training in Family Planning, n (%) 399 (66.0) 503 (61.3) 902 (63.3)
Training in HIV Prevention, n (%) 510 (84.4) 629 (77.1) | 1139(80.2)
Type of Facility, n (%)
Hospital 309 (50.3) 484 (58.6) 793 (55.1)
Clinic 305 (49.7) 342 (41.4) | 647 (44.9)
Location, n (%)
Urban 315 (51.3) 375 (45.4) | 690 (47.9)
Rural 299 (48.7) 451 (54.6) | 750 (52.1)
Proportion of female patients needing contraception, n(%)
Some 108 (17.8) 126 (15.7) | 234 (16.6)
Half 79 (13.0) 105 (13.0) | 184 (13.0)
Most/All 419 (69.1) 574 (71.3) | 993 (70.4)
Proportion of patients at ST risk, n(%)
Some 100 (16.4) 239 (295) | 339(23.9)
Half 112 (18.4) 139 (17.2) | 251 (17.7)
Most/All 397 (65.2) 432 (53.3) | 829 (58.4)
Proportion of patients at HIV risk, n(%)
Some 46 (7.6) 175 (21.5) | 221 (15.6)
Half 92 (15.1) 112 (13.8) | 204 (14.9)
Most/All 470 (77.3) 524 (64.6) | 994 (70.0)
Proportion of patients HIV positive, n (%)
Some 148 (24.7) 367 (71.3) | 515(36.9)
Half 132 (22.0) 160 (20.1) | 292 (20.9)
Most/All 320 (53.3) 269 (33.8) | 589 (42.2)
Routine counseling of condoms with female patients n (%) 542 (89.9) 652 (80.1) | 1,194 (84.3)
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Table 2
Clinician contraceptive practices and beliefs in HIV prevalent countries (N=1444)
South Africa (n=614) | Zimbabwe (n=830) Total
(N=1444)
CLINICIAN COUNSELING
Routinely talks about pregnancy and HIV/STI prevention during same 536 (89.9) 718(88.2) | 1,254 (88.9)
\(Ilzzlutally/always), n(%)
Routinely recommends dual methods to protect against pregnancy and
HIVISTIS to..., n(%)
Women in general 535 (89.5) 634 (77.7) | 1,169 (82.7)
Married women 491 (82.5) 580 (71.5) | 1,071 (76.2)
Unmarried women 536 (90.1) 673 (82.9) | 1,209 (85.9)
Female teenagers 542 (91.4) 432 (53.5) 974 (69.5)
HIV positive women 554 (93.1) 773 (95.1) | 1,327 (94.3)
Clinician discusses with HIV positive patients...
Pregnancy desire 476 (80.1) 525 (64.7) | 1,001 (71.3)
Contraception 523 (88.1) 689 (85.0) | 1,212 (86.3)
Pregnancy termination 354 (59.6) 237 (29.2) 591 (42.1)
Mother-to-child transmission 566 (95.3) 791 (97.5) | 1,357 (96.6)
Therapies, ART and PMTCT 548 (92.3) 764 (94.2) | 1,312 (93.4)
CLINICIAN ATTITUDES and PRACTICES
Influence on patients’ choice of contraception 7.4 (2.4) 7.6 (2.2) 75(2.3)
(scale 1-10), mean (SD)
Eggajence on patients’ correct use of contraception (scale 1-10), mean 7.7(2.3) 85(1.4) 8.2(2.1)
Influence on patients’ contraceptive continuation 7.3(2.6) 8.0 (2.1) 77(24)
(scale 1-10), mean (SD)
Clinician considers contraceptive method appropriate for women at high
(r)lfsllf| v
Oral contraceptive pill, n (%) 130 (21.8) 248 (30.4) 378 (26.8)
Injection (Depo-Provera/NET-EN), n (%) 350 (58.6) 244 (29.9) 594 (42.0)
Vaginal ring 20 (3.3) 54 (6.6) 74 (5.2)
Transdermal patch 37 (6.2) 31 (3.8) 68 (4.8)
Contraceptive implant 25 (4.2) 186 (22.8) 211 (14.9)
Levonorgestrel-releasing 1UD 19 (3.2) 24 (2.9) 43 (3.0)
Copper IUD 27 (4.5) 30 (3.7) 57 (4.0)
Emergency contraceptive pill 106 (17.8) 120 (14.7) 226 (16.0)
Male condom, n (%) 566 (94.8) 737(90.3) | 1,303 (92.2)
Female condom 503 (84.2) 800 (98.0) | 1,303 (92.2)
Clinician considers contraceptive method appropriate for HIV positive
female patients
Oral contraceptive pill, n (%) 74 (12.4) 282 (34.6) 356 (25.2)
Injection (Depo-Provera), n (%) 353 (59.3) 293 (35.9) 646 (45.8)
Vaginal ring 19 (3.2) 53 (6.5) 72 (5.1)
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South Africa (n=614) | Zimbabwe (n=830) Total
(N=1444)
Transdermal patch 34 (5.7) 39 (14.8) 73(5.2)
Contraceptive implant 29 (4.9) 235(28.8) 264 (18.7)
Levonorgestrel-releasing lUD 18 (3.0) 30 (3.7) 48 (3.4)
Copper IUD 24 (4.0) 44 (5.4) 57 (4.0)
Emergency contraceptive pill 69 (11.6) 111 (13.6) 180 (12.8)
Male condom, n (%) 565 (95.0) 711 (87.1) | 1,276 (90.4)
Female condom 519 (87.2) 794 (97.3) | 1,303 (92.2)
Provision of Contraceptives, n (%)
Oral contraceptive pill 482 (79.4) 720 (89.1) | 1,202 (85.0)
Injectible (Depo-Provera/NET-EN) 520 (85.7) 715 (88.5) | 1,235(87.3)
Contraceptive implant 17 (2.8) 207 (25.6) 224 (15.8)
Levonorgestrel-releasing lUD 14 (2.3) 49 (6.1) 63 (4.4)
Copper IUD 95 (15.7) 106 (13.1) | 201 (14.2)
Emergency contraceptive pill 389 (64.1) 332 (41.1) 721 (51.0)
Male condom 599 (98.7) 796 (98.5) | 1,395 (98.6)
Female condom 483 (79.6) 756 (93.6) | 1,239 (87.6)
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Table 3

Clinician provision and beliefs for oral contraceptive pills: multivariable logistic regression

ORAL CONTRACEPTIVES (OC) Provides oral contraceptives Considers OC appropriate | Considers OC appropriate
for for

woman at high risk of HIV HIV infected women
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OR [95% Cl]

OR [95% Cl]

OR [95% Cl]

CLINICIAN

Country
Zimbabwe (reference)
South Africa

Age (years)

Professional Training
Physician (reference)
Nurse

Trained in Family Planning
Trained in HIV Prevention

PRACTICE & PATIENT POPULATION
Type of Facility

Hospital (reference)

Clinic
Urban Location

Proportion of Female Patients in need of
Contraception

Some (reference)
Half
Most/All
Proportion of patients at risk of HIV
Some (reference)
Half
Most/All
N
Model Chi-Square(df)

0.48"" [0.28 0.82]
0.98" [0.96 1.00]

0.64 [0.34 1.20]
1.74"* [1.18 2.55]

0.59% [0.38 0.89]

472" [2.558.75]
0.39°% [0.22 0.69]

1.33[0.73 2.45]
1.38 [0.91 2.08]

0.79 [0.37 1.69]
0.59 [0.32 1.09]
1,304

X2 (11) = 58.2

0.50"** [0.36 0.68]

1.03""" [1.02 1.04]

0.51[0.25 1.02]
1.25[0.93 1.68]

0.98 [0.69 1.40]

1.97°*" [1.40 2.76]

0.86 [0.62 1.20]

0.82 [0.50 1.35]
0.96 [0.65 1.41]

0.89 [0.55 1.45]
0.90 [0.62 1.31]
1,301

X2 (11) = 83.9

0.23"* [0.15 0.34]

1.02""" [1.01 1.04]

0.79 [0.43 1.46]

1.50% [1.09 2.06]
0.93 [0.62 1.49]

1.78"* [1.25 2.53]

0.74[0.52 1.05]

0.67 [0.39 1.13]
0.89 [0.59 1.34]

0.94 [0.56 1.57]
0.98 [0.66 1.46]
1,299

X2 (11) = 90.0

p< 0.05;

*

*
p< 0.01;

*%

*
p<0.001
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Clinician Practices and Beliefs for Injectable Contraception: multivariable logistic regression

Professional Training
Physician (reference)
Nurse

Trained in Family Planning

Trained in HIV Prevention

PRACTICE & PATIENT
POPULATION

Type of Facility
Hospital (reference)
Clinic

Urban Location

Proportion of Female Patients in need of
Contraception

Some (reference)
Half
Most/All

Proportion of patients at risk of HIV
Some (reference)

Half

Most/All
N

Model Chi-Square(df)

0.99 [0.44 2.21]

1.61°% [1.15 2.26]
0.67 [0.41 1.08]

3.55" " [1.96 6.40]

0.29°** [0.16 0.53]

1.37[0.73 2.56]

1.83"" [1.19 2.81]

0.76 [0.42 1.35]
0.70[0.42 1.17]
1,304

X2 (11) = 52.4

1.22[0.77 1.95]
1.28 [0.96 1.70]

1.00 [0.70 1.45]

1.90°** [1.36 2.66]
0.89 [0.65 1.22]

0.93 [0.60 1.45]
1.37 [0.96 1.97]

0.60% [0.37 0.97]
0.78 [0.54 1.11]
1,301

X2 (11) = 1414

INJECTIBLES Provides Injectable Considers Injectable Considers Injectable
appropriate appropriate
for woman at high risk of HIV for HIV infected women
OR [95% CI] OR [95% CI] OR [95% ClI]

CLINICIAN

Country

Zimbabwe (reference) . o .
South Africa 0.91 [0.53 1.55] 3'20*** [2.36 4.35] 2.66*** [1.92 3.67]
Age (years) 0.98" [0.96 1.00] 1.03""" [1.02 1.04] 1.02"** [1.01 1.04]

1.24[0.84 1.83]

1.38" [1.07 1.77]
0.89 [0.63 1.24]

1.76"" [1.24 2.50]
0.96 [0.68 1.35]

0.85 [0.56 1.31]
1.21[0.85 1.74]

0.59% [0.39 0.90]
0.75[0.53 1.07]
1,299

X2 (11) = 101.0

*
p< 0.05;

*%

p<0.01;

*%

*
p <0.001
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