
Objective 
To determine how free pregnancy 
testing affects the immediate uptake 
of contraceptives among new family 
planning clients in Zambia and Ghana. 

Methods
FHI 360/PROGRESS conducted a 
randomized study in 2009 and 
2010 within 20 government family 
planning clinics in Zambia and 
Ghana. In each country, five clinics 
were randomly chosen to receive a 
supply of free pregnancy tests and 
five additional clinics were chosen 
as controls. Providers in the inter-
vention clinics were supplied 
pregnancy tests, trained in their use, 
and instructed to use them as 
needed to help rule out pregnancy 
among their clients. Providers in the 
control clinics received no pregnan-
cy tests or information about ruling 
out pregnancy among clients. Prior 
to the intervention, researchers 
gathered baseline data over three 
months on menstrual status, 
contraceptive method desired, and 
method received for more than 
3,500 new clients. After the 
intervention, the project gathered 
the same type of data for three 
months. Baseline and follow-up data 
were compared between the 
intervention and control clinics to 
determine rates of denial of effec-
tive contraceptive methods. By 
tracking the number of pregnancy 
tests used in each intervention 
clinic, the study could estimate the 
cost of each denial of services that 
the tests averted.
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Findings
 Overall, 44% of the clients were 

not menstruating — and thus were 
considered at risk of service denial 
— when they presented for family 
planning services. 

 In Zambia, the baseline rate of 
service denial was similar among 
non-menstruating clients in the 
intervention clinics (15%) and clients 
in the control clinics (17%). At follow-
up, the rate of service denial 
remained at 17% in the control clinics 
but decreased significantly to only 
4% in the intervention clinics.  

 Clients in the control clinics were 
estimated to be 4.4 times more likely 
than clients in the intervention clinics 
(95% confidence interval, 1.3 – 14.4) 
to be denied a family planning 
method in Zambia (p = 0.0034). 

 In the Zambia study, results 
suggested that 17 clients would have 
been denied services if the free 
pregnancy tests had not been 
available. All of the tests used during 
the study in the Zambia clinics cost a 
total of only US $9.81. Hence, the 
estimated cost of a “denial averted” 
was only US $0.57 (i.e., $9.81 divided 
by 17 clients).  

 In Ghana, adding pregnancy testing 
did not significantly increase the 
number of women getting 
contraceptive services. 

Conclusion
Highly sensitive pregnancy test strips 
cost very little and fill an obvious gap 
when a client’s history fails to exclude 
pregnancy. Results from Zambia 
suggest that the availability of free 
pregnancy testing reduced 
contraceptive service denial with 
statistical significance. While the 
inconclusive results from Ghana 
should be noted, the clearly positive 
results in Zambia, the very low cost of 
the intervention, and the risks of 
unintended pregnancy in developing 
countries suggest that free pregnancy 
testing should be made available in 
developing countries where service 
denial to non-menstruating clients 
remains a problem.
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Background
Because of uncertainty about a woman’s 
pregnancy status, family planning provid-
ers in many developing countries routine-
ly deny services to clients who are not 
menstruating.1,2 Although very few of 
these women are actually pregnant,3,4 de-
nial of services can put them at risk of 
pregnancy as they wait for their next men-
ses before returning to a clinic. 

The scope of this problem is large. In many 
countries, nearly half of new family plan-
ning clients visit clinics when they are ei-
ther amenorrheic or between menstrual 
periods. Research in one country suggests 
that nearly half of such clients are denied 
immediate services.5 Other studies sug-
gest a more modest — yet still problem-
atic — proportion ranging from 5% to 16%.6

In response to this problem, a job aid 
called the “pregnancy checklist” was de-
veloped to help family planning providers 
exclude pregnancy with a reasonable de-
gree of certainty.3 Although the job aid 
has been shown to improve access to ser-
vices when used correctly,6 some provid-
ers do not use it because they do not trust 
the checklist or clients’ responses to the 
questions on the checklist.  

In wealthy countries, family planning clin-
ics use pregnancy testing to supplement 
or substitute for the client history on 
which the pregnancy checklist is based. In 
poorer countries, pregnancy tests are of-
ten perceived as too expensive for routine 
use in family planning. However, the price 
of highly accurate pregnancy tests has 
decreased significantly in recent years. 
Programs and donors can now purchase 
simple paper strip pregnancy tests for less 
than US $0.10.7 

In spite of the low price of pregnancy 
tests, few developing countries have 

made pregnancy testing a routine part of 
family planning services. As a result, the 
impact of this service is unknown. 

Study Design
FHI 360/PROGRESS conducted a ran-
domized study to determine how free 
pregnancy testing affects the immediate 
uptake of effective contraceptives in two 
developing countries. The study was car-
ried out in 2009 and 2010 in government 
family planning clinics in Central Province, 
Zambia, and in the Central Region of Gha-
na. Both areas are largely rural and are 
marked by poverty, high fertility rates, and 
low rates of modern contraceptive use. 

In both Zambia and Ghana, Ministry of 
Health officials provided the researchers 
with a list of representative health centers 
in the areas. From each country’s list, five 
clinics were randomly chosen to receive a 
supply of free pregnancy tests and five ad-
ditional clinics were chosen to serve as con-
trols. Clients from the intervention clinics 
were compared with clients from the con-
trol clinics on several variables related to 
their contraceptive preferences and uptake.

Data Collection
Before the pregnancy tests were made 
available in the intervention clinics, the re-
searchers collected three months of base-
line data from new clients in both the 
intervention clinics and the control clinics. 
For each client, family planning providers 
used a simple log to anonymously record 
the client’s date of service, contraceptive 
method desired, and method received. If a 
client did not receive a method, the reason 
was documented. Menstrual status was 
also recorded for each client. Menstrual 
status was classified as currently menstru-
ating, postpartum amenorrhea, or inter-
menstrual (between two normal menstrual 
periods). 

After baseline data were collected, the in-
tervention phase of the study began. Pro-
viders in the intervention clinics were 
shown how to properly use the pregnancy 
tests and were instructed to use them as 
needed to help rule out pregnancy among 
their family planning clients. Providers in 
the control clinics received no pregnancy 
tests and no specific instructions about rul-
ing out pregnancy among their family plan-
ning clients. 

Immediately after the pregnancy tests 
were provided to the intervention clinics, 

three months of follow-up data were col-
lected in all 10 clinics in each country. The 
same log sheets that were used to collect 
baseline data were used to collect the fol-
low-up data. Because the researchers 
sought to isolate the effect of pregnancy 
testing when compared with standard care, 
use of the pregnancy checklist was not in-
cluded in the intervention.

Data Analysis
Changes between baseline data and fol-
low-up data were compared between the 
two study groups to determine the effects 
of the intervention. Denial of effective con-
traceptive methods to non-menstruating 
women was the primary outcome as-
sessed. A p-value of less than 0.05 was 
considered statistically significant. The 
number of pregnancy tests used in each 
clinic was also tracked to estimate the cost 
of each denial of services that was averted. 

Menstrual Status
Data were collected from more than 
3,500 new clients. Overall, 44% of the 
clients (similar proportions in Zambia and 
Ghana) were not menstruating when they 
presented for services. Women who were 
not menstruating were considered at risk 
of service denial because of uncertainty 
about their pregnancy status. Among the 
non-menstruating clients in Zambia, the 
proportion who had postpartum/lacta-
tional amenorrhea and the proportion 
who were between menstrual periods 
were equal. In Ghana, nearly two-thirds 
(63%) of non-menstruating clients were 
amenorrheic.

Denial of Contraceptive Services
In Zambia, clients in the intervention and 
control clinics faced similar rates of service 
denial at baseline (15% and 17%, respec-
tively). At follow-up, service denial re-
mained at 17% in the control clinics but 
decreased significantly to only 4% in the 
intervention clinics.  

After accounting for clustering at the 
clinic level and adjusting for inter-menstru-
al status, clients in the control clinics were 
estimated to be 4.4 times more likely than 
clients in the intervention clinics (95% con-
fidence interval, 1.3 – 14.4) to be denied a 
family planning method (p = 0.0034). 

Based on the differences in denial be-
tween baseline and follow-up, 17 clients in 
the Zambia study would have been denied 
services if the free pregnancy tests had 
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...common sense suggests that 
free pregnancy testing would 
make strong public health sense 
in developing countries where 
service denial to non-
menstruating clients remains a 
problem.



not been available. All of the tests used 
during the study in all clinics cost a total of 
only US $9.81. Hence, the estimated cost 
of a “denial averted” was only US $0.57 
(i.e., $9.81 divided by 17 clients). 

The results from Ghana were less clear. At 
baseline, the risks of denial were different in 
the intervention and control clinics (6% and 
14%, respectively). At follow-up, denial rates 
remained relevantly stable in intervention 
clinics (8%) but decreased to 6% in control 
clinics. In Ghana, adding pregnancy testing 
did not significantly increase the number of 
women getting contraceptive services.

Benefits of Free Pregnancy Testing 
Taken alone, the results from Zambia sug-
gest that the availability of free pregnancy 
testing significantly reduced contracep-
tive service denial in government clinics.  
However, even after discussions with the 
country research team, no explanation 
was found for the results in Ghana, where 
denial rates appeared to drop in control 
clinics but not in intervention clinics. 

The inconclusive results from Ghana pre-
clude an unqualified recommendation for 
free pregnancy testing in family planning 
clinics. However, the evidence from Zam-
bia, as well as common sense, suggests 
that free pregnancy testing would make 
strong public health sense in developing 
countries where service denial to non-
menstruating clients remains a problem. 

Highly sensitive pregnancy test strips 
cost very little and fill an obvious gap 
when a client’s history fails to exclude 
pregnancy. Wider availability of pregnan-
cy tests could have other benefits as well. 
Free testing could encourage women to 
enter the health system. Although they 
may enter so that they can know their 
pregnancy status, those who are preg-
nant can get a timely referral for antenatal 
services. Those who are not pregnant can 
have immediate access to family planning 
services. 

There are other benefits as well. Preg-
nancy tests can help rule out pregnancy 
when a woman using the injectable de-
pot-medroxyprogresterone acetate 
(DMPA) presents more than one month 
late for a re-injection, when she is likely to 
be amenorrheic but is at high risk for be-
ing denied same-day provision of a meth-
od by a provider8 Also, for women who 
are using progestin-only hormonal con-
traceptives, pregnancy testing can reas-
sure those who worry that they are 
pregnant when they experience the nor-
mal side effect of amenorrhea.

Recommendations
Despite the advantages of free pregnancy 
testing, barriers to wider availability still 
exist. The poorest developing countries 
depend on donors such as the United Na-
tions Population Fund (UNFPA) and the 
U.S. Agency for International Develop-
ment (USAID) for contraceptive commod-
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ities. These donations allow countries to 
offer family planning services to their 
populations at little or no cost to clients. 
However, although donors provide com-
plementary products like latex gloves and 
sharps containers, they do not usually 
provide pregnancy tests.
During this study, a three-month supply 
of pregnancy tests for the five interven-
tion clinics in Zambia cost a total of less 
than US $10. Given the very low cost of 
pregnancy tests and their potential role in 
improving women’s access to family plan-
ning, donors should consider providing 
pregnancy tests along with their other 
contraceptive commodities. 
If pregnancy tests do become more wide-
ly available in family planning programs in 
developing countries, a strong role should 
remain for the simple, low-tech pregnan-
cy checklist to help providers rule out 
pregnancy. Because paper strip pregnan-
cy tests cannot detect pregnancy earlier 
than a week or two after a missed period, 
they can be wasted on some women who 
present at a family planning clinic be-
tween menses. A good rule is to take a 
history first, using the pregnancy check-
list if possible, and use pregnancy tests 
only when necessary. Ideally, family plan-
ning providers in developing countries 
should be trained to use both client histo-
ries with the pregnancy checklist and 
pregnancy tests to exclude pregnancy. 
A key next step would be to address pro-
curement considerations, such as logis-
tics and quality control, so that pregnancy 
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Figure 1. Percentage of Clients Who Were Denied Contraceptive Services 
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tests are reliably delivered to family plan-
ning clinics and used correctly. Several 
steps indicate some progress in this di-
rection. In Zambia, the study findings led 
the national Family Planning and Techni-
cal Working Group to decide to scale up 
use of pregnancy tests along with the 
pregnancy checklist in family planning 
clinics. Pregnancy tests will be included in 
upcoming quantification meetings in the 
country where national commodity pro-
curement recommendations will be de-
veloped for the coming year.
In addition, the findings have generated 
interest among the international commu-

nity. At the 2012 annual membership 
meeting of the Reproductive Health Sup-
plies Coalition, the study results contrib-
uted to a decision to pursue pregnancy 
tests as one of the focus technologies by 
the Coalition Caucus for New and Under-
used Reproductive Health Technologies. 
These steps can help to move toward 
more universally providing effective con-
traception on the same day that a woman 
presents for contraceptive services. A 
pregnancy test can help achieve this goal, 
and in turn, contribute to reducing the 
high maternal mortality and morbidity 
rates in many developing countries.

Given the high maternal mortality and morbidity rates in many developing 
countries, every effort should be made to provide effective contraception 
on the same day that a woman presents for contraceptive services.


