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Abstract

Objective: The unique needs of sero-discordant couples are largely missing from many current family planning
efforts, which focus on the prevention of pregnancies in absence of the reduction of the risk of human immu-
nodeficiency virus (HIV) and other sexually transmitted infections (STIs). Conversely, HIV testing and programs
focus exclusively on condom use without discussion of more effective contraceptive methods. In order to
provide information to inform the development of family planning services tailored to the unique needs of sero-
discordant couples, this study examined the contraceptive knowledge, use, and concerns among sero-discordant
couples in urban Rwanda and Zambia.
Methods: This article presents a comparison of family planning knowledge, use, and concerns about contra-
ception among two cohorts of HIV sero-discordant study participants in Rwanda and Zambia.
Results: The results reveal an interesting profile of contraceptive knowledge and use among sero-discordant
couples; in both settings, despite high levels of knowledge of contraception, use of contraceptive methods
remains relatively low. There is a clear gender difference in both the reporting of knowledge and use of
contraceptive methods, and there is evidence of clandestine contraceptive use by women.
Conclusions: Including information on family planning in voluntary counseling and testing (VCT) services in
addition to tailoring the delivery of family planning information to meet to needs and concerns of HIV-positive
women or those with HIV positive partners is an essential step in the delivery of services and prevention efforts
to reduce the transmission of HIV. Family planning and HIV prevention programs should integrate counseling
on ‘‘dual method use,’’ combining condoms for HIV=STI prevention with a long-acting contraceptive for added
protection against unplanned pregnancy.

Introduction

Despite recent progress in some countries, sub-
Saharan Africa continues to experience the most severe

effects of the human immunodeficiency virus (HIV)=acquired
immune deficiency syndrome (AIDS) pandemic.1 In 2005,
there were more adults and children living with HIV, more
new HIV infections, and more AIDS-related deaths in sub-

Saharan Africa than in any other region of the world.1 Of the
estimated 2.3 million children living with HIV worldwide at
the end of 2005, 2 million (nearly 90%) were living in sub-
Saharan Africa, along with more than 12 million orphans on
the continent.1 These high levels of HIV prevalence exist in
countries that also often have high levels of fertility and low
contraceptive use. Sub-Saharan Africa has the lowest rate of
contraceptive use in the world, due to a nexus of issues
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including difficulty in accessing contraceptive supplies, in-
sufficient health care infrastructure, a large rural population,
poor economic development and cultural values placed on
fertility.2,3 As a result, two issues regarding children and the
HIV=AIDS epidemic remain: firstly, the potential for maternal
transmission of HIV from mother to child during pregnancy
or labor, which leads to an increase in pediatric AIDS cases,
and secondly, the growing numbers of children who are or-
phaned when their parents die from AIDS. Comprehensive
HIV=AIDS prevention programs must also address the pre-
vention of unplanned pregnancies among couples living with
HIV, while also providing couples with services and support
to manage their fertility desires.

There is a lack of systematic research on family size pref-
erences and contraceptive use among HIV-positive women in
Africa, and although many studies have examined the de-
terminants of contraceptive adoption in African countries,4

few studies have examined the intersection between HIV and
contraceptive use. Studies on the fertility preferences of HIV-
positive women in the United States have shown poor family
planning uptake; however, women in these cohorts were
often intravenous drug users and are in many ways not
comparable to African women.3 Acceptance of contraception
among HIV-positive African women may well depend on a
number of social, cultural and economic factors, and the
mechanisms through which family planning and VCT ser-
vices are integrated and delivered. Previous studies show that
despite initial uptake of contraception after counseling, con-
traceptive use among HIV-positive women often declines
with time, as pre-sero-conversion fertility desires return in the
context of an environment of low contraceptive use and
cultural constructs that support high fertility.5,6 Thus, al-
though some attention has been paid to the contraceptive
needs of HIV-positive women,7,8 and to the influence of
knowledge of sero-status on contraceptive use,9 there is a lack
of information on the knowledge and concerns surrounding
family planning among those living with HIV.

In particular, little attention has been paid to the contra-
ceptive needs of sero-discordant couples (in which one
member is HIV-positive and one is HIV-negative). A focus on
sero-discordant couples is warranted as these couples are
faced with the dual burdens of high risk of HIV transmission
and risk of pregnancy, and the resultant risk of mother-to-
child transmission of HIV. The challenge is to provide sero-
discordant couples with family planning services that can
allow them to effectively manage both their risks of HIV
transmission and their fertility desires.

In order to provide information to inform the development
of family planning services tailored to the unique needs of
sero-discordant couples, this article examines the contracep-
tive knowledge, use and concerns among two cohorts of sero-
discordant couples in urban Rwanda and Zambia. Both
Rwanda and Zambia have high levels of HIV prevalence and
relatively low contraceptive use. Previous studies have dem-
onstrated that the majority of new HIV infections in these
contexts occur within married or cohabiting couples10; thus,
these settings provide an opportunity to examine knowledge
and concerns surrounding contraceptive use in populations
that have high fertility and low contraceptive, use and in
which married=cohabiting couples represent the greatest risk
group for HIV infection. This article does not focus on issues
of couple communication, fertility desires or the disclosure of

sero-status and its effects on contraceptive use (the couples in
the current data all receive their HIV test results together, thus
negating the issue of sero-status disclosure). Although these
issues are undoubtedly important in shaping a couple’s de-
cision to use contraception, with so little research conducted
on the contraceptive behaviors of sero-discordant couples,
this article focuses only on knowledge and concerns sur-
rounding contraceptive use as a means of establishing whe-
ther there are unique knowledge and concern issues among
sero-discordant couples that need to be addressed in family
planning programming.

Study settings

In 2005, HIV prevalence in Rwanda was estimated at 3% for
persons aged 15–49 years, with higher rates among females
than males (3.6% and 2.3%, respectively).1 In the capital city of
Kigali, HIV infection levels were estimated to be two to three
times higher than in the rest of the country.1 The total fertility
rate (TFR) in Rwanda was estimated at 6.1 children per
woman in 2005, slightly higher than the TFR in 2000 (5.8).11,12

Contraceptive use among married women was 17% for any
method and 10% for modern methods (i.e., oral contraceptive
pill and sterilization), with injectables being the most common
form of modern contraceptive used (5%).11,12 Overall HIV
prevalence in Zambia in 2005 was approximately 16% among
persons 15–49 years, with higher infection levels among
women (18%) than men (13%). In urban areas, HIV infection
among pregnant women declined between 1994 and 2004,
especially among young people aged 15–24 years from 30% in
1994 to 24% in 2004, yet rates in rural areas of Zambia in-
creased slightly from 11% to 12%.1,13 Zambia’s TFR was 5.9
births per woman, and the contraceptive prevalence rate was
relatively low, with only 23% of women of reproductive age
reporting use of a contraceptive method, and only 17% of
these reporting use of a modern method. Among currently
married women, the oral contraceptive pill (12%) and with-
drawal (5%) were the most commonly used modern and
traditional methods.13

Methods

Rwanda Zambia HIV Research Group

The Rwanda Zambia HIV Research Group (RZHRG) cur-
rently operates eight free-standing couples voluntary coun-
seling and testing (CVCT) clinics and two clinical research
centers in two countries in Africa: Project San Francisco (PSF)
in Kigali, Rwanda, and the Zambia Emory HIV Research
Project (ZEHRP) in Lusaka, Zambia. Couples receive joint,
same-day HIV counseling and testing at the CVCT clinics, an
intervention with proven efficacy in reducing HIV incidence
among heterosexual couples in the African setting.14–18 Cou-
ples meeting eligibility criteria are invited to participate in
ongoing clinical studies based at the two research centers.
Couples that agree to be enrolled in studies return to the re-
search centers every 3 months for follow-up visits, during
which time behavioral and clinical data are collected, and
health care, referrals, counseling, and free condoms are of-
fered to study participants. More detailed information re-
garding CVCT recruitment strategy and procedures, HIV
results and demographic characteristics of RZHRG study
participants have been published elsewhere.14,15,19–23
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Study participants

The data presented in this article are based on a cohort of
couples enrolled in the Heterosexual Transmission of HIV in
Africa study. Study participants were cohabiting HIV sero-
discordant couples identified at RZHRG CVCT centers in
Kigali, Rwanda and Lusaka, Zambia. Females were eligible
for participation between the ages of 16 and 45, and for males
between the ages of 16 and 65. Eligible couples were coha-
biting for at least 12 months and planned to stay in Kigali or
Lusaka for 1 year from the date of enrollment. Couples with
incomplete or inconsistent demographic or family planning
data were not included in the study population (less than 5%).
In Zambia, individuals dually enrolled in a randomized fac-
torial family planning trial designed to assess contraceptive
knowledge, use and concerns were eliminated from this
analysis because the informed consent for that study included
information on contraceptive methods, which may have
influenced their knowledge of family planning (a total of 2029
couples were enrolled in all activities in Zambia: of these, 111
dropped out after the consent process, 975 enrolled in the
family planning trial, 471 enrolled in both the family planning
and heterosexual transmission trial, leaving 472 couples who
were enrolled in the heterosexual transmission study only).
From February 2003 to October 2005, 990 couples were tested
at RZHRG CVCT centers in Kigali, Rwanda, of which 961
were eligible for this study. In Lusaka, Zambia, from July 2002
to October 2005, 947 couples were tested, and 472 were eli-
gible for this study. Approval for this study was granted by
the Emory University Institutional Review Board, the Na-
tional Ethics Committee of Rwanda, and the University of
Zambia Research Ethics Committee.

Statistical analysis

Data for this analysis were collected by trained CVCT
counselors and study staff during the clients’ initial visit to the
CVCT clinic and their subsequent enrollment visit at the re-
search site. Data were entered on-site into Microsoft Access
databases, and statistical analyses were performed using SAS
software, version 9.1 (SAS Institute Inc., Cary, NC). Partici-
pants were asked if they had ever or were currently using a
method of contraception, if they had heard of contraceptive
methods (both spontaneous and prompted responses were
recorded), and if they had any worries or concerns about the
methods. These data were collected separately for men and
women using a standard questionnaire.

The outcomes of interest included self-reported knowledge
of modern family planning methods (oral contraceptive pill,
injection, implant [Norplant], IUD, emergency contraception,
tubal ligation, and vasectomy). We do not include condoms in
our list of modern contraceptives, as the focus of the present
study is understanding the knowledge and concerns of sero-
discordant couples surrounding methods used primarily to
avoid pregnancy. Previous studies have shown that while
condoms are effective in lowering rates of HIV transmission,
they are associated with relatively high pregnancy rates.24

Our prevention efforts in these countries also promote con-
doms as a method of HIV prevention, and thus the majority of
couples in the cohorts are already using condoms consis-
tently. We also examine use of modern contraceptives, rea-
sons for stopping use of modern contraceptives (side effects,
desire pregnancy, not available, take a test or other), and

worries or concerns about modern contraception (no worries,
doesn’t work, bad for health, side effects or no opinion). For
knowledge of modern family planning methods, spontaneous
and prompted responses were combined to create a binary
variable coded ‘‘1’’ if the respondent reported knowledge of
that type of contraception (the number of respondents re-
porting prompted knowledge was too small to allow a sepa-
rate analysis of spontaneous and prompted knowledge). The
analysis of contraceptive use was restricted to a subset of
participants who reported knowledge of each particular
contraceptive method; aside from condoms, no couples re-
ported dual method use, so this restriction of the analysis
sample did not omit couples using more than one method.
Similarly, the analyses on reasons for stopping contraceptive
use and worries=concerns about contraception were done on
a subset of participants that indicated ever using that con-
traceptive method. Thus, these sample sizes vary by type.
This analysis examines the distribution of knowledge, use and
attitudes towards contraceptive methods, and compares these
by gender and study site (Rwanda or Zambia), and then by
study site for females and males separately. Chi-square tests
of association and Fisher’s exact test were used to assess the
statistical significance of differences between the genders and
the two study sites.

Results

The demographic profile of study participants is displayed
in Tables 1 and 2. In total, 1,433 HIV sero-discordant couples
are included in this study, 961 from Kigali, Rwanda, and 472
from Lusaka, Zambia. In Kigali, this includes 515 couples
where the female partner is HIV-positive and 446 couples
where the male partner is HIV-positive. In Lusaka, this in-
cludes 277 couples where the female partner is HIV-positive
and 195 couples where the male partner is HIV-positive. The
mean age of female study participants is 29 in Rwanda and 30
in Zambia (range, 16–45) years, while the mean age among
males is 36 (range, 19–64) years in both Rwanda and Zambia.

In Rwanda, understanding the French language is rela-
tively low, with only 12% of women and 25% of men reporting
that they can understand or read French. Comparatively,
English literacy is higher in Zambia, with 24% of women and
64% of men reporting that they can understand English easily.
In both countries literacy is much higher among men than
among women. Employment rates are similar in both coun-
tries, with more than 50% of men reporting to have year-
round employment, compared to only 25% and 30% of
women in Rwanda and Zambia, respectively.

Knowledge of any modern contraceptive method is high
across the board, with a range of 90–99.8%, indicating that
they know at least one type of modern contraception (Table 3).
In general, women report greater knowledge of contraceptive
methods than men, with the exception of emergency contra-
ception and vasectomy in Rwanda for which men report
higher levels of knowledge (although the difference is not
statistically significant). In Rwanda, knowledge of all other
types of contraception is significantly higher among women
than among men, with the oral contraceptive pill as the most
commonly known contraceptive for both women and men
(97% and 86%, respectively; p< 0.0001). In Zambia, emer-
gency contraception is the only method for which levels of
knowledge are statistically different for women and men,
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with 11% of women and 7% of men reporting knowledge of
the method ( p¼ 0.0532).

Among women, levels of contraceptive knowledge are
generally higher in Zambia, though three out of the eight
possible methods do not reveal statistically significant dif-
ferences between women in the two countries (injectables,
Norplant, and tubal ligation). In both countries, women re-
port the highest levels of knowledge for the oral contraceptive
pill (97% and 99% in Rwanda and Zambia, respectively;
p¼ 0.0015), with the lowest levels of knowledge about emer-
gency contraception (7% and 11%, respectively; p¼ 0.0294).
Overall, men in Zambia report higher knowledge of any
method than men in Rwanda (98% and 90%, respectively;
p< 0.0001); however, knowledge of Norplant, emergency
contraception, and tubal ligation are greater among men in
Rwanda than Zambia. The levels of knowledge among men in
Rwanda and Zambia are not different for injectables, and
vasectomy ( p¼ 0.7039, p¼ 0.3197, respectively).

Despite the fact that these data were obtained from a
sample of cohabiting couples, the reported figures for con-
traceptive use differ for women and men in both Rwanda and
Zambia (Table 4). In general, women report more use of
contraceptive methods than men in both countries. Reported
use is significantly greater for any contraceptive method

( p< 0.0001 in both Rwanda and Zambia), oral contraceptive
pill ( p¼ 0.0006 in Rwanda, p< 0.0001 in Zambia), and in-
jectables ( p< 0.0001 in both Rwanda and Zambia).

Contraceptive use is higher among women in Zambia than
women in Rwanda (59% Zambia, 30% Rwanda [p< 0.0001]).
Interestingly, 52% of women in Zambia report using oral
contraceptive pills, compared to only 15% in Rwanda
( p< 0.0001). The percentage of women reporting use of in-
jectables in Rwanda was 24%, which is greater than the per-
centage of women using oral contraceptive pills in the same
country (15%). This is a reversal of the pattern observed in
Zambia, where 25% of women reported using injectables and
52% report using oral contraceptive pills. Among men, the
only statistically significant differences between the two
countries were among those using any method (at least one)
and those using oral contraceptive pills (both p< 0.0001). Less
than 6% of women and men in both countries reported using
Norplant, IUD, or emergency contraception.

The distribution of worries or concerns about contraceptive
types is displayed in Figure 1. Among persons reporting
knowledge of a contraceptive method, a higher percentage of
respondents report worries or concerns in Rwanda than in
Zambia. The most common concerns are side effects, with
51% of the study population in Rwanda reporting concerns

Table 1. Demographic Characteristics of Study Participants in Kigali, Rwanda

(01 February 2003 to 01 October 2005) and Lusaka, Zambia (23 July 2002 to 01 October 2005)

Total Rwanda Zambia

Total number of participants 2,866 1,922 944
Total number of couples 1,433 961 472
Number of men 1,433 961 472
Number of women 1,433 961 472
Distribution of HIV status among couples

Discordant male positive, female negative 641 446 195
Discordant male negative, female positive 792 515 277

Age range in years (mean)
Women 16–45 (29.55) 16–45 (29.47) 16–45 (29.70)
Men 18–64 (36.03) 18–63 (35.95) 19–64 (36.21)
All 16–64 (32.79) 16–63 (32.71) 16–64 (32.96)

Table 2. Literacy and Employment Characteristics of Female and Male Study Participants in Kigali,

Rwanda (01 February 2003 to 01 October 2005) and Lusaka, Zambia (23 July 2002 to 01 October 2005)

Rwanda Zambia

Women
(n¼ 961)

Men
(n¼ 961)

Women
(n¼ 472)

Men
(n¼ 472)

Understand French (Rwanda) or English (Zambia)
Easily 33 (3%) 88 (9%) 112 (24%) 300 (64%)
With difficulty 86 (9%) 165 (17%) 194 (41%) 155 (33%)
No 842 (88%) 708 (74%) 166 (35%) 17 (4%)

Read French (Rwanda) or English (Zambia)
Easily 27 (3%) 87 (9%) 93 (20%) 288 (61%)
With difficulty 89 (9%) 154 (16%) 160 (34%) 145 (31%)
No 845 (88%) 720 (75%) 219 (46%) 39 (8%)

Employment
All year 241 (25%) 509 (53%) 141 (30%) 254 (54%)
Part of the year 78 (8%) 105 (11%) 68 (14%) 117 (25%)
Once in a while 100 (10%) 231 (24%) 20 (4%) 27 (6%)
N=A 542 (56%) 116 (12%) 243 (51%) 74 (16%)
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about side effects for oral contraceptive pills, compared with
23% of the study population in Zambia. Similarly, 47% of
persons in Rwanda reported concerns about side effects for
injectables, compared with 15% in Zambia. In Zambia, there
was more concern that contraception was bad for one’s health
for the specific methods of IUD, tubal ligation, and vasec-
tomy. In Rwanda, this was true only for vasectomy, though
11% and 10% of persons were concerned that emergency
contraception and tubal ligation were also bad for one’s
health. In both Rwanda and Zambia, the percentage of
women and men reporting concerns about the efficacy of a
contraceptive method was not higher than 4%.

Discussion

The results reveal an interesting profile of contraceptive
knowledge and use among sero-discordant couples in two
African countries experiencing the dual burden of high levels
of HIV and fertility. In both settings, despite high levels of
knowledge of contraception, use of contraceptive methods
remains relatively low. Interestingly, the levels of reported
knowledge of contraceptive methods were as high as those
reported by women of reproductive age in the demographic
and health surveys of each country. The disconnect between
knowledge and use may reflect the influence of a myriad of

social, cultural and economic factors that inhibit access to and
adoption of contraceptive methods. Knowledge of a contra-
ceptive method clearly does not always translate into method
adoption, and common factors influencing the non-use of
contraception are a lack of female decision-making power,25

poor economic resources,26 low-quality care at family plan-
ning services,27 and desires for large families.28 As in many
sub-Saharan African countries, the need clearly exists to make
contraceptive services more socially and economically acces-
sible to couples, and this need is particularly pressing for sero-
discordant couples, who face issues associated with achieving
fertility desires while also managing the risk of HIV infection.

There is a clear gender difference in both the reporting of
knowledge and use of contraceptive methods. Women re-
ported higher levels of knowledge of contraception in both
study settings pointing to the need to improve men’s
knowledge of contraception. Previous studies have high-
lighted the inhibiting effect that men’s lack of knowledge of,
or negative attitudes towards contraception, have on a
woman’s ability to adopt a method of contraception.28–31 In-
volving men in family planning education, providing family
planning services tailored to the needs of men, and delivering
family planning education directly to men are some of the
mechanisms through which the role of men as barriers
to contraceptive use may be reduced. This is particularly

Table 3. Distribution of Knowledge of Family Planning Method (‘‘Yes’’ or ‘‘No’’) among Study

Participants in Kigali, Rwanda (01 February 2003 to 01 October 2005) and Lusaka, Zambia

(23 July 2002 to 01 October 2005) by Country and Gender

Stratified by country

Rwanda Zambia

Women
(n¼ 961)

Men
(n¼ 961) p-value

Women
(n¼ 472)

Men
(n¼ 472) p-value

Contraceptive method
Any methoda 940 (98%) 866 (90%) <0.0001 471 (99.8%) 464 (98%) 0.0382b

OCP 929 (97%) 827 (86%) <0.0001 469 (99%) 458 (97%) 0.0120b

Injectable 926 (96%) 809 (84%) <0.0001 454 (96%) 401 (85%) <0.0001
Implant (Norplant) 674 (70%) 379 (39%) <0.0001 335 (71%) 134 (28%) <0.0001
IUD 453 (47%) 283 (29%) <0.0001 325 (69%) 179 (38%) <0.0001
Emergency contraceptive 71 (7%) 84 (9%) 0.2761 51 (11%) 34 (7%) 0.0532
Tubal ligation 726 (76%) 640 (67%) <0.0001 357 (76%) 202 (43%) <0.0001
Vasectomy 178 (19%) 215 (22%) 0.0364 153 (32%) 123 (26%) 0.0318

Stratified by gender

Women Men

Rwanda
(n¼ 961)

Zambia
(n¼ 472) p-value

Rwanda
(n¼ 961)

Zambia
(n¼ 472) p-value

Contraceptive method
Any methoda 940 (98%) 471 (99.8%) 0.0024b 866 (90%) 464 (98%) <0.0001
OCP 929 (97%) 469 (99%) 0.0015b 827 (86%) 458 (97%) <0.0001
Injectable 926 (96%) 454 (96%) 0.8715 809 (84%) 401 (85%) 0.7039
Implant (Norplant) 674 (70%) 335 (71%) 0.7436 379 (39%) 134 (28%) <0.0001
IUD 453 (47%) 325 (69%) <0.0001 283 (29%) 179 (38%) 0.0013
Emergency contraceptive 71 (7%) 51 (11%) 0.0294 84 (9%) 34 (7%) 0.3197
Tubal ligation 726 (76%) 357 (76%) 0.9705 640 (67%) 202 (43%) <0.0001
Vasectomy 178 (19%) 153 (32%) <0.0001 215 (22%) 123 (26%) 0.1223

aAny method¼ indicated 1 (spontaneous) or 2 (prompted) to knowledge of at least one contraceptive method.
bTwo-sided Fishers exact used, because less than 5 in at least one cell.
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important in an environment in which male desires for large
numbers of children and high HIV prevalence may co-exist;
the involvement of men in family planning programming
may act to reduce both fertility and the heterosexual and
mother-to-child transmission of HIV.

Interestingly, women were more likely to report contra-
ceptive use than their partners, and this was particularly true
for contraceptive methods that did not require male in-
volvement. This points to potential clandestine contraceptive
use, in which women are disecretly using contraception

Table 4. Distribution of Ever Use of Family Planning Method (‘‘Yes’’ or ‘‘No’’) among Study

Participants who Know about the Type of Contraception in Kigali, Rwanda (01 February 2003
to 01 October 2005) and Lusaka, Zambia (23 July 2002 to 01 October 2005) by Country and Gender

Stratified by country

Rwanda Zambia

Women Men p-value Women Men p-value

Contraceptive method
Any methoda 281=938d (30%) 153=866 (18%) <0.0001 278=471 (59%) 191=463 (41%) <0.0001
OCP 142=929 (15%) 81=827 (10%) 0.0006 244=469 (52%) 172=458 (38%) <0.0001
Injectable 220=926 (24%) 98=809 (12%) <0.0001 112=454 (25%) 52=401 (13%) <0.0001
Implant (Norplant) 14=674 (2%) 8=379 (2%) 0.9708 3=335 (1%) 2=134 (1%) 0.6269c

IUD 7=453 (2%) 5=283 (2%) 0.8174 13=325 (4%) 3=179 (2%) 0.1909c

Emergency contraceptive 0=71 (0%) 1=84 (1%) 1.0b 3=51 (6%) 0=34 (0%) 0.2714b

Stratified by gender

Women Men

Rwanda Zambia p-value Rwanda Zambia p-value

Contraceptive method
Any methoda 281=938d (30%) 278=471 (59%) <0.0001 153=866 (18%) 191=463 (41%) <0.0001
OCP 142=929 (15%) 244=469 (52%) <0.0001 81=827 (10%) 172=458 (38%) <0.0001
Injectable 220=926 (24%) 112=454 (25%) 0.7097 98=809 (12%) 52=401 (13%) 0.6714
Implant (Norplant) 14=674 (2%) 3=335 (1%) 0.1696 8=379 (2%) 2=134 (1%) 1.0c

IUD 7=453 (2%) 13=325 (4%) 0.0329 5=283 (2%) 3=179 (2%) 1.0c

Emergency contraceptive 0=71 (0%) 3=51 (6%) 0.0705b 1=84 (1%) 0=34 (0%) 1.0c

aAny method¼ indicated 1 (past, not now) or 2 (now) for use of any of the contraceptive methods.
bTwo-sided Fishers exact test used, because 0 observations in one cell.
cTwo-sided Fishers exact test used, because less than five in cell(s).
dDenominator is 938—not 940—because two individuals had tubal ligation or vasectomy. This was not an option for this variable, so these

values are missing for ever use of any method.
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FIG. 1. Distribution of worries or concerns about contraception among those who know about contraceptive type in Kigali,
Rwanda (01 February 2003 to 01 October 2005) and Lusaka, Zambia (23 July 2002 to 01 October 2005).
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without the knowledge of their partners, behavior that has
been reported in other African nations.32 This behavior may
allow women who have differing fertility desires to their
husbands to avoid further pregnancies. More attention is
needed to counseling sero-discordant couples on the risks of
unprotected sex and providing them with information to
allow them to safely manage their fertility intentions.

Fears of side effects were the dominant concern reported
from both men and women for almost all contraceptive
methods. Although the reporting of fears of side effects was
greater in Rwanda, a sizeable proportion of respondents in
Zambia also reported this concern. Previous studies have
demonstrated that fears of side effects are often a barrier to the
adoption of contraceptive methods, and such concerns often
result in a reliance on traditional forms of contraception (e.g.,
withdrawal).33,34 Many of these concerns are often ill-founded
and are the consequence of misinformation on contracep-
tion.35 These results again point to the need for targeted
family planning education that can dispel many of the myths
that surround the use of modern contraceptive methods. Al-
though such information is required by all reproductive age
adults in high fertility settings such as Rwanda and Zambia,
family planning programs must recognize the unique needs of
sero-discordant couples, in terms of the need to reduce the
risk of HIV infection. Fear of side effects of contraception may
be exacerbated in HIV-positive women who are particularly
sensitive about maintaining their health status6; family plan-
ning programs must recognize this and make the discussion
of the relationship between contraceptive use and HIV disease
central to HIV and family planning counseling.

The cohorts of couples analyzed here are not representative
of the general adult population; they represent couples who
opted to attend for HIV testing and to enroll in research
studies. This potential lack of representation is the main lim-
itation of this study. However, there are currently no na-
tionally representative data sets that are both couple-based
and include the sero-status for each partner; the data pre-
sented here is a unique opportunity to understand the con-
traceptive, attitudes and behaviors of couples at high risk of
HIV transmission.

Conclusions

Despite high levels of contraceptive knowledge, use of
methods to prevent pregnancy remained low among sero-
discordant couples. Although the levels of knowledge among
sero-discordant couples largely reflect those seen in the re-
productive age population of each country, the unique needs
of sero-discordant couples in terms of balancing fertility de-
sires and HIV risk, mark them out as a key target group for the
prevention of heterosexual and mother-to-child HIV trans-
mission. These needs are, however, largely missing from many
current family planning efforts, which focus on the prevention
of pregnancies in absence of the reduction of the risk of HIV
transmission.36 Both existing family planning and HIV ser-
vices need to recognize these dual needs, and there is clearly a
need to further integrate the two types of service. Including
information on family planning in VCT services in addition to
tailoring the delivery of family planning information to meet
to needs and concerns of HIV-positive women or those with
HIV-positive partners is an essential step in the delivery of
services and prevention efforts to reduce the transmission of

HIV. However, such efforts must also recognize the social
and cultural environments in which couples exist, and include
efforts to reduce these barriers to contraceptive adoption
through the promotion of couple-based counseling and the
involvement of men in family planning programs.
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