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ABSTRACT
The female condom has the potential to protect the health of millions of women at risk of
sexually transmitted infections, including HIV, as well as unwanted pregnancies. Increased
use of the female condom and its positive impact on health is therefore substantial,
particularly in the context of the growing feminisation of HIV/AIDS epidemic and high
maternal mortality as well as high unmet need for contraception. However, female condoms
in Swaziland do not seem to have attracted much attention. Using sex workers, this study
aimed to explore the factors that facilitates and inhibits use of the female condom.
Their main reasons for using the female condom were protection from sexually transmitted
infections and pregnancy prevention. The qualitative interviews revealed that women like the
female condom and prefer it over the male condom because it offers them more options and
moreover they control its use. Other factors that facilitate its use include the fact that it can be
inserted up to eight hours before intercourse and that it can be negotiated as a contraceptive.
Partner objection, cultural and social beliefs, and limited availability served as barriers to the
use of the device.
Some women reported secret use, but a majority had to negotiate its use. Although women
have to negotiate its use with their sexual partners, the fact that the female condom provides
women with an independent method of protection that they can use on their own increases
their ability to control their sexual health. The study indicates the potential benefits of female
condom use in increasing protected sex acts.
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CHAPTER ONE
INTRODUCTION
1.1 Background to the Study
The link between women’s powerlessness and their sexual and reproductive ill health is now
widely recognised and accepted (Amaro et al 2001; Murphy 2003; Fathalla 1998). In fact,
ample evidence has been generated that establishes that women’s health disadvantages often
arise from the underlying gender power inequalities (DCP2 2008; Schoepf 1992), which
severely limit their abilities to protect themselves against infection and unwanted pregnancy
(Elias and Heise 1994; Okojie 1994; Santow 1995). This fact is most evident when measuring
women’s excess disease burden, particularly sexual and reproductive ill-health (WHO 2002).
The AIDS pandemic has also starkly demonstrated this fact (Blanc 2001; Gupta and Weiss
1993); particularly in sub Saharan Africa where women account for 60 percent of all HIV
infections (UNAIDS 2009).

Gender inequality is not the only driver of the HIV/AIDS pandemic, but hampers the overall
well being of women, as Murphy (2003) captures it in the title of her paper, “being born a
female is dangerous for health”. Because of their low social status, women and girls often
lack the ability to determine the course of their own lives. Limited access to economic
resources and fear of violence force many women to yield control over sexual relations to
men (Ankrah 1996; Gupta 2000; Murphy 2003; UNFPA 2000). Thus, in poor countries with
strong male dominance, women usually have little control of their sexual lives, are rarely able
to choose when to have sex, how many children to have or whether to use contraception or
protection against sexually transmitted infections (STIs) (Holtz 2007; Murphy 2003). This is
clearly manifested in the 80 million women who have unintended pregnancies annually,
(Glaiser et al. 2006), the half a million women who die from complications associated with
pregnancy and childbirth every year, which leaves 210 million women with disabilities
(UNFPA 2009), and the 7000 women who are newly infected with HIV every day (GCWA
2006).

Effective prevention methods are available to avert these needless deaths and suffering
(Obaid 2006). However, the female condom is the only prevention tool available that is
uniquely suited to respond to these women’s prevention needs; providing women with their

own source of protection against STIs, including HIV. The device is a soft loose polyurethane
plastic pouch that is 17 centimetres long with a flexible ring at each end to aid insertion and
hold the condom in place during intercourse. The United States Food and Drug Authority
(FDA) approved the female condom as a safe and effective contraceptive and protective
device impermeable to various STI organisms, including HIV (Peters et al. 2010). The device
was developed as an alternative strategy to the male condom, aimed at ensuring a female
controlled safe sex method (Hoffman et al. 2004). Women health advocates trumpeted this
new innovation; a woman initiated device that offers women control over their own health
and survival (Kaler 2004; Shane 2006). This device could provide a life saving choice for
women in Africa and elsewhere who are at risk for HIV and other STIs (PATH/UNFPA
2006). Thus, Daisy Nyamukapa, UNFPA Zimbabwe asserts, “...it [female condom] is a
necessity that determines life or death” (PATH/UNFPA 2006, 5). Therefore, ensuring greater
access to female condoms cannot only help contain the AIDS epidemic, but also give women
control over their sexual lives.

In fact, female condoms are a vital tool in decreasing maternal deaths, improving maternal
health and promoting sexual and reproductive health and rights (CHANGE 2008). The
potential for increased use of the female condom and its positive impact on health is therefore
substantial (Shane 2006), especially in the context of the growing feminisation of HIV/AIDS
epidemic and high maternal mortality as well as high unmet need for contraception.

1.2 Female Condom: Potential for Pregnancy Prevention
The female condoms have the potential to protect the health of millions of women at risk of
unwanted pregnancies, but are not using any form of contraception for one reason or another.
The World Health Organisation (WHO) estimates that in developing countries more than one
third of all pregnancies are unintended (WHO 2004). This has wider implications for the
health of women as unwanted pregnancies are more likely to end in induced abortion (FHI
1995), even when the only available procedures are unsafe and illicit (Kwast and Liff 1988).
In fact, more than half of the unwanted pregnancies end in abortion – and half of those are
performed in unsafe conditions. About 68 000 women die annually from complications of
unsafe abortion (Grimes et al. 2006) and the many millions that survive it suffer extreme
blood loss, infection, pain, damage to internal organs and infertility (Murphy 2003).
Meanwhile, every minute, one woman dies from complications related to pregnancy or
childbirth (WHO 2005). Hence, United Nations asserts that maternal health remains a

regional and global scandal. The odds that a woman in sub Saharan Africa will die from
complications of pregnancy and childbirth during her lifetime are high: one in 16 compared
to one in 3800 in developed countries (UN 2007). Therefore, the saying that “once a woman
gets pregnant she has one foot in the grave” is nowhere else more true than in sub Saharan
Africa, where pregnancy can be the beginning of a journey to the end of a woman’s life (CSA
and PAI 2009). Use of contraception can prevent this whole tragedy and cut maternal
mortality. It is estimated that 90 percent of the abortion related and 20 percent of the
pregnancy related morbidity and mortality, along with 32 percent of maternal deaths could be
prevented by use of contraception (Cleland et al. 2006). By itself this is a very effective
strategy.

Yet 137 million women worldwide lack access to modern forms of contraception (UNFPA
2004; Singh et al. 2004) and those who have access are not using it. Contraceptive prevalence
in sub Saharan Africa is considered to be the lowest in the world; only 13 percent of married
women aged 15-49 use a modern method of contraception, and only 19 percent use any
contraceptive method (Westoff 2002) and an even larger percentage of women – 25 percent
report having an unmet need (Gribble and Haffey 2008). Therefore, it is not surprising that
every year in sub Saharan Africa; 14 million women are confronted with unintended and
unwanted pregnancies (Hubacher et al. 2008) and will face the deadly consequences of
unsafe abortion.

Partner opposition has been put forward as a reason for non-use of contraception. However,
Sedgh et al. (2007) found that it was reported infrequently, but prominent in a few countries
in the sub Saharan African region. They document that more than half of the women who
cited partner opposition indicated that they nevertheless intend to use contraception in the
future. It is rather fear of side effects that accounts for the larger proportion of the reasons
cited for non-use of contraception (Harrison and Rosenfield 1996). Murphy (2003) contends
that many women have access to contraceptives but fear side effects and health complications
of contraception or are contraceptive dropouts – frequently because they were not prepared
for the troubling side effects. Research on barriers to contraceptive use has found that use of
hormonal methods was limited by concerns of severe side effects, especially fear of infertility
(Williamson et al. 2009; Silberschimidt and Rasch 2001; Konje and Ladipo 1999; Sedgh et
al. 2007; Woods and Jewkes 2006). Some women believe that modern contraceptives are not
only unsafe but toxic to women’s health. They fear that the hormonal contraceptives are

likely to have a detrimental effect on their health and render them infertile (Gorishti and
Haffey 1996, 11).

Hence, women’s health advocates are emphasizing the development of contraceptive
methods that do not have the side effects associated with hormonal methods. In addition, they
are advocating for methods that women can initiate and control and do not rely upon the
assistance of the healthcare provider for use and that are immediately reversible
(WHO/UNAIDS 2000). According to Brown et al. (2006) the female condom has virtually
no side effects. Studies have found that when the female condom is used correctly with every
act of sex, there would only be an estimated five unintended pregnancies in one year for
every woman using the female condom (FHI 2001). Research has found widespread
acceptability of the device, where condom promotion campaigns have stressed the
contraceptive function. The studies have further documented sustained use in cases where it
is employed primarily for contraception (Ankrah and Attika 1997; Kerrigan et al. 2004).
Family planning experience has shown that increasing the choice of family planning methods
leads to an increased uptake and more consistent and continued contraceptive use (Mantell et
al. 2008). Thus, it may help address the high unmet need for family planning, as couples will
have access to more methods that meet their needs and preferences.

1.3 Female Condom: Significant Potential for STI Prevention
Sexually transmitted infections (STIs) are taking an enormous toll on health, particularly on
women’s reproductive health (UNFPA 2004); the disease burden of STIs in women is five
times that of men and the impact is particularly evident among women of childbearing age
with the youth being disproportionately infected (WHO 2002, 2006). In fact, next to
complications of pregnancy and childbirth, they are the leading cause of health problems for
women of reproductive age (Glasier et al. 2006; UNFPA 2009). In addition, STIs further
increase the risk of contracting HIV (WHO 2006). Individuals with an STI are two to nine
times more likely to become HIV infected through intercourse with an infected partner than
those who do not have an STI (Population reports 2000).
Women now comprise 50 percent of the people currently living with HIV (UNAIDS 2009).
Gupta (2006, 1) finds it a cruel irony that in AIDS related illness and death, women now
have equality with men - equality that has denied them in life. However, sub Saharan Africa
is unique as there are 61 percent of women living with HIV and 75 percent of young people
infected with HIV are female; for ages 15-24 years the rates of infection among women are

between three to six times that of their male counterparts (UNAIDS 2009). Hence, Lewis
(2004, 1) described the lethality and impact of HIV/AIDS on women as “raging with
Darwinian ferocity in sub Saharan Africa.”

In addition to HIV there are 340 million new cases of curable STIs occurring each year
(WHO 2001, 2006; Shane 2006; UNFPA 2004). Each day, 500 000 young people, mostly
young women are infected with an STI, excluding HIV (UNFPA 2004). WHO (2008)
contends that STIs are among the five most important cases of adults seeking health care and
of healthy productive life lost. They cause high morbidity, pregnancy related complications,
including spontaneous abortions, premature births, still births and congenital infections
(UNFPA 2000). This underscores the need to expand HIV prevention efforts that will
include all available methods, particularly methods that women can initiate (Stein 1990)
given the complexities they are faced with in negotiating safer sex in heterosexual
relationships. Gupta (2000) asserts that ensuring greater access to female condoms and
accelerating the development of microbicides can greatly reduce women’s vulnerability and
help to contain the AIDs epidemic. But, Barbosa et al. (2007) ask that we do not standby and
applaud progress in vaccine and microbicide development, without attending to women’s
immediate needs. The female condom is available now and can offer women dual protection
against STIs and pregnancy, thus ensuring them the needed control over their sexual lives
(Gullob 2000; Shane 2006). Barbosa et al. (2007, 261) contend, “...as a currently available
device that women might use to protect themselves against HIV, the female condom stands
alone”. Dr Piot recommends that making the female condom more accessible is an important
step forward in increasing the prevention arsenal for women (AIDS weekly plus 1996).

A number of studies have shown that female condom use increases the number of protected
sex acts, consequently reducing STIs and the risk of transmission and contracting HIV. A
number of women report alternating between the male and the female condom, thereby
increasing the number of protected sex acts (Hoffman et al. 2003; Hoke et al. 2007; Kerrigan
et al. 2004; Musaba et al. 1998). Dr Steve Sinding, Director General, International Planned
Parenthood Federation sums up the existing research on increased number of protected sex
acts with the following statement: “the female condom works… When it is offered with good
counselling and support, female condom availability results in significantly safer sex… More
choice equals more protection. It’s that simple.” (PATH/ UNFPA 2006, ii).

The female condom is a cost effective contraceptive and STI prevention method in terms of
averting disability adjusted life years (Oxfam 2008). However, it should be noted that this
device does not transform the social forces which lead to women’s vulnerability to infection,
but it redresses some of the injuries of misogyny and sexism and thus reduce women’s
vulnerability to infection (Kaler 2004, 4).

1.4 The Need for Female Condoms in Swaziland
HIV/AIDS is a serious public health problem in Swaziland (Buseh et al. 2002; UNDP 2008).
In fact, Swaziland holds the unenviable position of having the highest HIV prevalence rate
(26 percent) in the world (SDHS 2006/07; Whiteside et al. 2003). And the increasing
incidence of HIV infection among women and particularly girls is dramatic. The Swaziland
Demographic and Health Survey estimated that one in two women aged 25-29 are HIV
positive. It further noted that women become infected earlier, with almost two times as many
girls aged 15-19 testing positive to HIV compared to their male counterparts.

Sackey and Raparla (2001) argue that Swazi women’s (particularly young women)
vulnerability to infection is because of biological and cultural predispositions. However,
Thoraya Obaid asks that “while we recognise the ‘natural’ biological susceptibility of women
to HIV, it is the manmade structural elements of culture, economic and social inequalities that
are significantly pushing HIV infection rates to unacceptable levels among women and girls”
(speech at the annual conference of the Australian society of HIV medicine AUSAID
symposium, on 31 august 2005). Whiteside et al. (2003) also affirms that the issues of
gender, women’s relative lack of power and women’s status in society are critical in
influencing the spread of HIV in Swaziland. The low status of women in Swaziland is further
entrenched by a number of cultural practices like polygamy and widow inheritance (Zwane
2005). In addition, notions of masculinity that equate being a man with dominance over
women, sexual conquest and risk-taking are prevalent in Swaziland (Tobias 2001; PHR 2007)
which further exacerbates women’s vulnerability to infection.

In traditional Swazi culture, young women have little power to determine their sexual
behaviour (Buseh et al. 2002). Also the population based study undertaken by the Physicians
for Human Rights in Botswana and Swaziland attest that women’s lack of control over sexual
decision-making was increasing women’s vulnerability to contracting the virus (PHR 2007).
In Swazi culture decision-making has traditionally been a male prerogative (Government of

Swaziland 2009). For example, a recent report of the state of the Swazi population reported a
widespread knowledge of birth control, but found actual use not to be reflective of the
knowledge. As a result, women have been subjected to a number of unwanted pregnancies to
the detriment of their own health and survival in order to satisfy their husbands and in-laws
(Government of Swaziland 2009). Also misconceptions about modern contraceptives are also
fairly widespread, further increasing their risk of unplanned and unwanted pregnancies.

In fact, unplanned pregnancies are common in Swaziland: overall 37 percent of births are
unwanted (SDHS 2006/07). As a result, maternal and prenatal morbidity and mortality in
Swaziland remains relatively high, with a maternal mortality ratio of 589 per 100 000 live
births (SDHS 2006/07). Teenage pregnancies are also very common: it was observed that
young people between the ages of 15-19 years accounted for 27 percent of recorded
deliveries (Ministry of Health and Social Welfare Report 2001-2005) which constitute a
substantial percentage of maternal mortality, as well as unacceptably high STI prevalence
rates (WHO 2002-2005): almost 10 percent of the population was treated for STIs in 2008
(Government of Swaziland 2008), indicating prevailing high risk sexual practices in a
country that has alarming rates of HIV. Dr Gill Greer, Director General of International
Planned Parenthood Federation, asked that one should not forget what these statistics
represent, “behind each of these statistics is a complex story, the complex story of a woman
entitled to a life of dignity and meaning” (speech at the 5th International Dialogue on
Population and Sustainable development, on 17 October 2006). The female condom can help
restore the dignity of Swazi women by giving them more control over their sexual lives, and
perhaps in other avenues of their lives as well. As Ankrah and Attika (1997) argue that it has
the potential to open up the possibility of greater equality in sexual relations between men
and women.
However, female condoms in Swaziland do not seem to have attracted much attention. It has
only been largely marketed to the high risk groups (sex workers), leaving out many women in
the general population who could benefit from it. Therefore, its use by the general population
remains miniscule. Also its supply remains low; the national strategic plan 2004-2008
objective was to increase the number of available female condoms from 19 966 in 2004 to
80 000 in 2008 (Avert 2009). This is significantly below the levels needed for it to make an
impact on the HIV/AIDS epidemic, as well as on Swazi women’s reproductive health in
general.

In view of the unpopularity and unavailability of this life saving tool for women this study
seeks to explore women’s experiences with the female condom and since there is such a low
use of the female condom by the general population, sex workers of Lavumisa were chosen
as non-governmental organizations (NGOs), (Nhlangano Aids Training, Information
Counselling Centre (NATICC) and Population Services International (PSI)) have
successfully promoted the female condom use among this group. This study seeks to explore
sex worker’s experiences with the female condom in order to inform female condom
programming and therefore increase access and uptake of this much needed device, as well as
maximize effective and consistent use of the device.

1.5 Objectives of the Study
The main objective of the study is to explore women’s experiences with the female condom.
The specific objectives of the study are to identify factors influencing use and non-use of the
female condom. In particular, the study focuses on the ways in which the device affects
women’s ability to negotiate protection against pregnancy and HIV.

1.6 The Theoretical Framework
This study draws on Eaton and colleagues’ model of unsafe sex behaviour among youth in
South Africa to understand women’s experiences with the female condom. This model
proposes that if we are to understand sexual risk behaviour we need to consider the
interactive effects of factors at three levels: within the person, within his or her proximal
context, and within the distal context (Eaton et al. 2003, 2). It should be noted that these
three domains are not separate they overlap to a certain extent and reciprocally influence each
other. Meyer-Weitz et al. (1998) states that this model considers the difficulties that people
experience in negotiating condom use at the interpersonal level which are made worse by
personal factors such as self-esteem and self-efficacy for condom use and cultural taboos
against frank sexual discussions between men and women.

Figure 1.1 presents a framework for organising the relationship between sexual behaviour,
personal factors and the proximal and distal contexts.

Figure 1.1: The interactive effects of sexual behaviour at the three levels
Distal context

Culture

Structural
factors

Proximal context

Interpersonal
factors

Physical &
organisational
environment

Person

Personal
factors

Behaviour
(sexual)

Source: Eaton et al. (2003)

According to Eaton et al. (2003) personal factors reside within the individual person, such as
cognitions and feelings relating to sexual behaviour and HIV/AIDS (knowledge and beliefs,
perception of low personal risk, intentions, and perceived costs and benefits of undertaking
the health related behaviour), as well as thoughts about oneself including self-efficacy and
self-esteem. These personal factors influence sexual behaviour and HIV risk. The proximal
context encompasses interpersonal relationships and their physical and organizational
environment that impinge upon an individual (Mathews 2005, 147). They include factors
related to interpersonal relationships: negotiating condom use: coercive, male dominated
sexual relationships: relationships with parents and health workers, and peer pressure. The
physical and organizational environment encompasses factors such as place of residence
(urban or rural), and access to condoms (Mathews 2005; Eaton et al. 2003). The distal context
includes cultural factors, such as traditions, the norms of the larger society, the social
discourse within the society and shared beliefs and values, and structural factors such as the
legal, political, economic and organizational elements of a society (Eaton et al. 2003).
Mathews (2005, 147) further argue that discourses that support the unequal distribution of
sexual power between men and women, and the subordination of women’s needs and rights
have an influence on sexual behaviour and HIV risk.

In summary, the theoretical framework discussed above takes into account all the
complexities involved in condom use. As Kaler (2004) commented that in as much as the

female condom is supposed to liberate women from their reliance on men for protection, it is
not sufficient in itself to overthrow the status quo.

1.7 Organization of the Dissertation
This dissertation consists of five chapters. The first chapter provides a background to the
study and outlines the aims and objectives of the study. Chapter two reviews literature of
previous studies on female condoms and identifies the contributions made by these studies
and also identifies the gaps in the literature. Chapter three outlines the methods used in the
study. The research findings are presented in chapter four and the last chapter summaries the
findings of the study and compares it with other studies, and also presents the
recommendations for action.

CHAPTER TWO
LITERATURE REVIEW
2.1 Introduction
Increasing advocacy for the female condom emerged in the context of the growing
feminisation of HIV (Holmes et al. 1990; Hoffman et al 2004). Women’s health advocates
called for the development of female-controlled barrier methods, microbicides and vaccine.
At the XVIII International AIDS Conference in Vienna, CAPRISA reported some promising
results on microbicides. A microbicide gel made from antiretroviral drug tenofovir, proved
effective in preventing transmission of HIV, cutting the overall infection rate by 39 percent
(Abdool-Karim et al. 2010). However, it is still not available for public use as they still have
to confirm the results. The female condom therefore remains the only method of protection
that is under women’s control. The product is known by several brand names in different
countries: Reality, Femidom, Dominique, Care, Feminine, etc. In 2005, a new type of female
condom was developed, the FC2. It retains the form of the FC1, but is made from a synthetic
rubber called nitrile and is available at a lower cost than the FC1. There is also another type
called Condom Feminine (VA), like male condoms it is made of latex and uses a sponge to
secure the condom in the woman’s vagina. However, it is not yet approved by the FDA. This
chapter will review what has been learnt about the female condom and the factors that
facilitate and serve as barriers to its use.

2.2 Acceptability and Use of Female Condoms and Challenges Involved
Many countries rushed to try this female initiated method; it has gained popularity in over 90
developing countries. However, in most of these countries they are not readily accessible and
its use remains low (CHANGE 2008; Shane 2006). Many of the programmes in these
countries are small projects and make the female condom available in randomly chosen
outlets or make it only accessible to the population in pilot studies and experimental
programmes. Hence, Hatzell and Feldblum (2001) conclude that its use remains largely
miniscule because many women who could benefit from it cannot access it or have never
heard of it. It has rather been largely promoted among high risk populations (World
Population Foundation and Oxfam Novib 2007; Oxfam 2008). Macaluso et al. (2000)
observed high levels of female condom acceptability and use among women at high risk of
STIs. In fact, having multiple sexual partners has been demonstrated as the most potent

predictor of female condom use, hence its widespread promotion among female sex workers
(Deniaud 1997; Holmes et al. 2007; Macaluso et al. 2000). However, this marginalises the
female condom because it does not attempt to create demand among the general public
(Oxfam 2008). Furthermore, targeting only high risk groups ensures that the female condom
will never be adopted in a meaningful way (Centres 2008).

Nevertheless, in some countries, such as Brazil, Ghana, South Africa and Zimbabwe, it is
widely used (CHANGE 2008; Brown et al. 2007; Avert 2010). These countries have actively
promoted its use, suggesting that effective programmes can create demand (Hoffman et al.
2004). Research in these countries found three elements that were critical to the programmes
success: offering specific training for healthcare providers, and most importantly offering
counselling to users and lastly ensuring consistent supply of condoms (CHANGE 2006; FHI
2007). Counselling potential users on how to use this device is particularly pertinent because
critics of the female condom claim that it is cumbersome to use and hence the conclusion that
women do not like using it. Warren and Philpott (2003) find this to be a tendency where the
introduction of the technology is not successful and consequently explanation of programme
failure fall too heavily on the product itself, rather than on the failures of the introduction
strategies. Hence, in the female condom information pack it is clearly stated that for the
female condom to provide the greatest public health impact it must be introduced
strategically (UNAIDS/WHO 2000).

However, strategic introduction requires a great deal of funding which Warren and Philpott
(2003) found to be lacking in most of the introduction programmes. Many donors and
governments prefer to fund trials, pilot programmes and studies rather than long-term
commitments (Oxfam 2008), yet for the female condom to provide the envisaged public
health impact it has to be available to the general public, outside the orbits of pilot studies and
experimental programmes (Kaler 2001). Acceptability studies have shown that women are
keen to try this female initiated device and their partners acquiesce to its use and sometimes
have preferred it to the male condom (Gollub et al. 1995; Gollub 2000; Hoffman et al. 2003;
Kerrigan et al. 2004; Vieira et al. 2004). Now the issue is ensuring expanded access, as well
as widespread acceptance and consistent use by the general public for it to provide the
greatest public health impact (Seal and Ehrhardt 1999).

2.3 Use as a Contraceptive
PATH/UNFPA (2006) asserts that women want the means to protect themselves from
unplanned pregnancy and that they are eager to try products that offer them protection. The
female condom provides a physical barrier that offers women simultaneous protection against
conception and STIs (Hoffman et al. 2003; Gollub 2000; PATH/UNFPA 2006). A
randomised control trial among Japanese family planning clients reported pregnancy rates of
0.8 percent among consistent and correct users, and 3.2 percent among typical users (Trussell
1998). While another study in the USA estimated higher pregnancy rates: 9.5 percent (Farr et
al 1994). Even so, there is a consensus that its contraceptive efficacy is in the same range as
those of other barrier methods. Over the course of one year the accidental pregnancy rates
range from 15 percent to 25 percent for actual use to as low as 5 percent for correct use with
every act of intercourse (UNAIDS and WHO 2000).

Women find it easier to negotiate the use of the female condom as a contraceptive than for
disease prevention (Kerrigan et al. 2004; Ray et al. 1995). For example, in the acceptability
study of the female condom in Zimbabwe, several women reported that they were interested
in the method for disease prevention, but were not comfortable to discuss this with their
partner. Instead they would discuss pregnancy prevention. Rivers and colleagues (1998) did a
multi-site study of the impact of the female condom on sexual communication and in
negotiation. They found that women used the contraceptive role of the female condom to
negotiate its use to male partners who were reluctant to use the device. One participant states,
“sometime after the start of the follow up, my husband, began to grow weary of the [female]
condom and no longer wanted to have sexual intercourse [with it]. I told him that I was very
attached to it because it is a good form of contraception and as we had agreed to space out my
pregnancies, he had to accept...” (Rivers et al. 1998). Another participant from Brazil affirms,
“when he doesn’t want to use condoms, I pretended that I could get pregnant, because I was
not taking the pill” (Dias et al. 2006, 72). Another woman in Nairobi explains how she had to
convince her husband who had initially quarrelled with her and stated that he would never eat
a sweet with its wrapping, to try the device by telling him about the side effects she
experienced with the coil and the pill. As a result, “he soon listened because he did not want
any more children” (Mwakisha 1996, 47). Thus, the conclusion that female condoms offer an
option to hormonal methods of contraception (Vijiyakumar et al. 2006).

Negotiating the female condom use for pregnancy prevention has been found to distance the
product from the stigma associated with male condoms and STIs. Usmani (2002) argues that
where it is negotiated as a contraceptive, negotiations proceed without insinuations of
infidelity or guilt. This results in an attitudinal change and consequently ensures wide
acceptability. This is particularly true in Zimbabwe, where the device was marketed as a
“contraceptive sheath”; as a result greater acceptability of the device was reported. Also
South Africa has the second largest market of female condom in the world and this has been
attributed to its strategic introduction programme; It was introduced through family planning
clinics to avoid stigmatising it as being purely for disease prevention (FHI 2007; Mqhayi et
al. 2003). Furthermore, consistent condom use is reported when condoms are the only
contraceptive method used (Wilson et al. 1999).

However, there are few married women who use condoms as their primary method of
contraception. Morroni and colleagues (2003) investigated the prevalence of dual protection
and use of condoms alone among women attending primary health care clinics. They found
that being unmarried among other factors was a strong predictor of dual method and condom
use. This is in accord with Alan Guttmacher Institute (1997)’s finding that unmarried couples
use condoms in greater proportions to prevent unwanted pregnancies. UNFPA (2007)
reported that 20 percent of this group use condoms as a primary method for contraception.
Thus, Sappire (2006) contends that it is plausible that young couples will adopt this device as
a contraceptive option. Gomez and Marin (1996) further argue that many women who never
use condoms may feel that they are making a rational decision based on the risk of
pregnancy. Holmes and colleagues (2007) did a study examining the predictors of female
condom use among African-American women. They found that users of the female condom
were less likely to use oral contraceptives indicating that users of the female condom are
more likely to be people not using contraception; therefore they are more likely to adopt the
method primarily for pregnancy prevention.

Furthermore, people who are living with HIV continue to be sexually active and choosing
whether and when to have children remains their fundamental right. Population Action
International (2008) implies that high rates of unintended pregnancies among people living
with HIV is an urgent health and rights crisis. Preventing unintended pregnancies among
women living with HIV and those at risk is critical for preventing mother to child
transmission of HIV. In Welbourn’s (2006) words “for HIV positive women and girls using a

condom...is a matter of life and death.” Besides, using female condoms could play a major
role in protecting HIV positive women’s sexuality and continued sexual activity as a
fundamental part of their sexual and reproductive rights.

However, the promotion of condoms as a contraceptive method remains somewhat
controversial amongst family planning providers. Proponents against are concerned about
migration from contraceptive methods with higher method effectiveness (Mantell et al. 2000;
Cecil et al. 1998). It should be noted though that the importance of preventing reproductive
tract infections is being increasingly recognised as essential to good reproductive health care.

2.4 Female Condom and STIs Prevention
Perhaps the most significant role of the female condom is its use as a preventative method
against HIV and other STIs. Several laboratory studies show that the material used in female
condoms, polyruthane, is an effective barrier against many common STI organisms, including
HIV and other viruses (FHI 1995). A test simulating sexual intercourse found that the female
condom was impermeable to HIV (Drew et al. 1990). Modelling exercises estimate that the
perfect use of female condoms for one year by a woman having sexual intercourse twice per
week with a partner that is HIV positive can actually reduce the risk of contracting HIV by 90
percent (PATH and UNFPA 2006). French and colleagues did a head to head comparison of
the effectiveness of female and male condoms in preventing new infections. Study
participants were randomly assigned to one of two arms: one receiving training, support, and
supplies for male condom use: the other was equipped in the same way for female condom
use. Findings show that women in the latter group had reduced risk of new STIs compared
with the women in the male arm (French et al. 2003).

A recent study on female sex workers in Madagascar documented a reduced STI prevalence
after short to medium term promotion of male and female condoms. In six months the STI
prevalence declined from a baseline of 52 percent to 50 percent with the use of male condoms
only. After addition of the female condom, STI prevalence dropped to 41 percent at 12
months and 40 percent at 18 months. These studies provide promising evidence of public
health benefits which can be gained by adding the female condom to male condom
distribution (Hoke et al. 2007). However, Hoffman et al. (2003) argue that for the female
condom to be able to offer this added benefit, intervention programs would have to aim at

increasing the proportion of episodes of sex that are protected among women and men who
use condoms inconsistently, or to target those who use protection rarely, if at all.

In addition, the female condom offers more protection because it covers the outer parts of the
clitoris and labia (FHI 1995; WHO/UNAIDS 1997), protecting the woman against herpes
infection or re-infection. Women in South Africa when interviewed on the increased number
of protected sex acts, they kept referring to the safety and coverage provided by the female
condom (Mqhayi et al. 2003; Beksinkska et al. 2001). Also Kerrigan et al. (2004) reported
that some women perceive the female condom to be stronger than the male condom because
of its strength and resistance against breakage. As one participant remarked, “... I trust them
more than male condoms (I have had several of them split)” (Oxfam 2008, 14). And many
women in the acceptability studies have emphasized the fact that the female condom made
them feel more protected and safe (Hoffman et al. 2003; Kerrigan et al. 2004; Ray et al
1995), as cases of men making pinholes or tears in male condoms are not uncommon (Hart et
al. 1999; Pool et al. 2000). In an acceptability study of female condoms in Zimbabwe, women
expressed a deep distrust of their partners. One participant remarked, “men sometimes take
their condoms off during intercourse. You can’t rely on them.” (Ray et al. 1995, 72). Another
participant reiterates, “...all we know is that these male condoms break very often and we are
suspicious they have been tampered with” (Ray et al. 1995, 73). The female condom
therefore, is more appealing in this context because women insert the condom themselves and
know that it is not tampered with.

Welbourn conducted an informal email survey among the e-group members of the
International Community of Women Living with HIV/AIDS to find out about their attitudes
and experiences as HIV positive women of using the female condom. She documented an
interesting, but out of the ordinary finding, one woman stated, “my husband is not positive
and he feels more comfortable if I use a female condom because it protects him better than
using a male condom” (Welbourn 2006, 35). In as much as this may not be technically
accurate as the female condom offers the same amount of protection as the male condom, but
what is significant is that her partner felt more protected.

2.5 Increased Total Number of Protected Sex Acts
One critical question that is usually asked is whether promoting and distributing the female
condom leads to an increased proportion of protected sex acts (Hoffman et al. 2004; Mantell
et al. 2003; Shane 2006). Intervention studies that have tracked the patterns of female
condom use over a period of time (6 months to a year) have documented an increase in the
level of protected sex among participants who were offered female condoms, although at
times the increase is miniscule (Hoffman et al. 2003; Hoke et al. 2007; Kerrigan et al. 2004;
Musaba et al. 1998). A study conducted on STI clinic clients in the US, documented a
significantly higher overall proportion of episodes of sex that were condom-protected – 50
percent compared with 40 percent at baseline. An estimated 25 percent of sex acts were
female condom protected (Artz et al. 2000). Also the study on female sex workers in
Madagascar, reported an increased total number of protected sex acts which subsequently
reduced STI prevalence. With the addition of female condoms the number of protected sex
act increased from 78 percent with male condoms only to 83 percent at 12 months and 88
percent at 18 months (Hoke et al. 2007).

Choi and colleagues did a longitudinal survey on ethnically diverse women attending family
planning clinics in the United States to examine female condom self efficacy, frequency of
and comfort with communication about sex, comfort with device insertion, and traditional
gender role expectations to determine whether these predictors of male condom use have the
same explanatory power for female condom use. They reported a significant increase in the
proportion of vaginal acts protected by either the female or male condom, from 44 at baseline
to 59 at 3 months (Choi et al. 2003). Another study done in South Africa also yielded an
increase in the number of protected sex acts. Although there was no comparison group, the
overall proportion of protected episodes was estimated to be 50 percent at six months
compared with 40 percent at baseline (Mqhayi et al. 2003). Hence, the authors argue that the
availability of female condoms provides couples with more options thus increasing the total
number of protected sex acts. This is illustrated in the study done on sex workers in India, 65
percent of participant sex workers reported the use of female condoms when their clients or
partners did not use the male condom (HLFPPT and TNS 2007).

Also Gullob (2000) observed a synergistic or greater than additive effect where the female
condom was introduced in the context of concurrent male condom availability. An outcome
of greater overall protection, whether measured in behavioural change or disease reduction is

found. In Choi and colleagues study, they found a significant increase in the proportion of
vaginal acts protected by the female condom at 3 months compared to baseline and little
changes in male condom use during the study (Choi et al. 2003). These results also suggest
that female condom use supplements male condom use, which in turn leads to an increase in
overall protection. This supports the view that the more options for disease prevention, the
more likely that people will engage in safer sex (Cecil et al. 1998; Choi et al. 2003; Macaluso
et al. 2000). Hence, advocates of the female condom contend that the female condom can
play an important role in curbing the spread of HIV by filling the protection gap left by male
condoms.

2.6 Empowerment
In the information pack about the female condom, the authors summed up existing research
on the device with the following statement, “the female condom has been shown to contribute
to women’s sense of empowerment” (WHO/UNAIDS 1997). Acceptability studies have also
shown that the female condom contributes to women’s empowerment (Ankrah and Attika
1997; Gullob 2000; Kerrigan et al. 2004; Welbourn 2006) and Kaler (2004) argue that the
female condom is part of a long tradition of empowering women which has animated
women’s health movements for decades. Chege (1999) finds this view of the female condom
as a tool for empowerment to be founded on the observation that women can now protect
themselves and are no longer helpless like in the past where they had to rely on men to use
their (male) condom. This is clearly illustrated in the Preston-Whyte study where the
participants demanded the female condom to free them from their dependency on men.
Actually, they envisaged the possibility of a gender dispensation in which the female condom
may provide a basis for independence from male control. As one participant put it, “…if we
earn money we have power…if we wear them we will be free” (Preston-Whyte 1995, 221).

However, Kaler (2001) argue that this device is for women who are already empowered, who
believe that they have the right to autonomy and is acting on that right by using her own
condom. Hence, the new found sense of autonomy that the female condom is reported to
arouse in women when they handle this device for the first time. As Gollub (2000) reported
that there is some sort of special freedom that women feel when they hold “their own”
condom.
Qualitative studies over the past decade have shown that women view the female condom as
a means of enhancing safer sex bargaining power within the relationship (Hoffman et al.

2004; Green et al. 2001; Okunlola et al. 2006; Rivers et al. 1998). The studies have
established that the female condom changes the dynamics of the dyad, rather than adding to
the burden of what women normally need to negotiate with their partners and raising the risk
of emotional or physical retribution (Ankrah and Attika 1997; Gullob 2000; Kerrigan et al.
2004; Welbourn 2006). As Clement Naunje put it, “it has always been difficult for women to
have the courage of telling a man to put on a condom whenever they are having sex, but this
time around they will have a chance to protect themselves” (Banja Lanatsogolo 2006,
PATH/UNFPA 2006, 11). Gullob (2000) observes, “in the past, the refusal of a man to use
the male condom left women with one option, to refuse sex and a few succeeded. For most
this strategy created an antagonism in the couple which could result in violence, but now this
female initiated tool can be used in ways that are not threatening to the partner”. One
participant from Brazil expresses this, “for me the female condom is better, at least I don’t
have to keep asking him, insisting that he uses it [male condom]. Because all the time that I
insist, there is a fight…then I use the female condom” (Dias et al. 2006, 72). However, a
research gap exists in the use of female condoms in situations of gender based and partner
violence (Harrison 2007 cited in CHANGE 2008). Mqhayi and colleagues did an evaluation
of the introduction of the female condom in South Africa. A third of the women interviewed
indicated that they could use the female condom in situations where their partners refused to
use the male condom. More than two thirds believed that it would be easy to get a partner to
use the female rather than the male condom (Mqhayi et al. 2003).

Studies have further shown that women like the female condom better than the male condom
because it gives them control over their sexual lives (Ankrah and Attika 1997; Dias et al.
2006; Kerrigan et al. 2004; Welbourne 2006). In the acceptability study done in Zimbabwe,
several study participants reported that they liked the feeling of being ‘more in control’ which
this new technology offers them (Kerrigan et al. 2004). Also, a number of respondents in
another study reported feelings of being more in control and confident during sex when using
the female condom than with the male condom or during unprotected sex (Welbourne 2006).
Kaler (2001) attributes this to the fact that, it not only emancipates them from relying on their
male partners to protect them from STIs, but also gives them greater autonomy. As one
respondent bluntly put this feeling, “once I put this in me, what can he do?” Another study
participant remarked, “with the female condom I can take control and I feel more confident”
(Welbourn 2006, 35). Basically it increases their sense of ownership over their bodies and
their sexuality, thereby increasing their self-esteem.

Gollub et al. (2001) found that as a result of using the female condom, 32 percent of subjects
drawn from the STI clinic felt more at ease about their bodies, and 14 percent felt more
comfortable about undergoing a papanicolaou test. In view of this, Gollub (2000) argues that
women’s vulnerability to infection stems from their lack of knowledge about their bodies and
in the resulting void they distance themselves from their bodies. This is manifested in the
results of a group intervention session where women commonly reported feelings of shame,
embarrassment and lack of control over their own bodies, and yet this is the same body we
are asking them to be proactive about protecting (Gollub 2000, 1379). Therefore, the female
condom could help instil in girls the knowledge of and confidence in their bodies. In fact,
Ankrah and Attika (1997) recommend the female condom as a tool for the development of
women’s sexual confidence and autonomy. They assert that this may in a small way open up
the possibility of greater equality in sexual relations between men and women and therefore
its introduction can increase women’s sense of self efficacy and self worth in ways that have
effects beyond the issue of condom use.

For many women the introduction of the female condom has given them a chance to
communicate to their partners about sex, pregnancy, sexually transmitted infections and
family size (FHI 1999; Rivers et al. 1998). In the 1998 study done by Rivers et al. women
reported that the female condom gave them an opportunity to talk to their partners about safer
sex. In Costa Rica, the introduction of the female condom was accompanied by the lessening
of inhibitions in sexual communication and occasional hilarity: “I put it in and; well we had
to try another day because we both nearly died because of laughing. My husband said “to me
it looks like a Costa Rican [coffee] filter bag” and that made us laugh!” (Rivers et al. 1998,
284). A number of women reported a greater degree of male involvement in using female
condoms. Women who had difficulties with insertion asked for or were offered help by
partners and this was unexpected as there is poor sexual communication in this culture. The
authors then assert that this involvement may be essential in encouraging the beginning of a
sexual dialogue between men and women (Rivers et al. 1998).
In Kenya where men are typically responsible for sexual decision making, the study
participants reported that the female condom enabled them to talk about a broad range of
topics, including intimacy and sexual pleasure (Ankrah and Attika 1997). Another study done
by the UK Institute of Education in four countries showed that, the female condom empowers

women in sexual communication and further encouraged dialogue that went beyond sex to
other important issues (Kalckmann et al. 1997).

On the other hand, the Zimbabwean study mentions that if there is too much focus on
women’s empowerment men feel threatened. Some men fear that the female condom might
facilitate increased freedom for women, by providing them with opportunities to engage in
sexual relations out of marriage. Hence, advocates suggest that the marketing of the female
condom is directed at women, but should also involve men.

2.7 Source of Pleasure
Some women find sexual pleasure with the female condom superior to that of the male
condom, as one woman who participated in the Brazilian study of female condom users put
it: “you feel more sensation with the female condom” (Dias et al. 2006, 71). This increased
sexual pleasure is attributed to its soft and lifelike feel. Unlike the latex, the polyurethane
material in the female condom allows the transfer of body heat, thus preserving the sexual
sensitivity and natural pleasure (Spizzichino et al. 2007). As one respondent remarks “it feels
like I am doing it live” (Kerrigan et al. 2004, 26). Additionally, the external ring produces
increased stimulation of the clitoris, enhancing orgasm (Dias et al. 2006; Kerrigan et al. 2004;
Welbourne 2006).

For men the feeling is closer to that of sex without a condom because the female condom
does not constrict the penis like the latex male condoms (Edlin et al. 2006). As one truck
driver in the acceptability study in Ghana, remarked, “the female condom is more
pleasant…because it does not feel as tight as the male [condom]” (FHI/population council
2000). Another man upon seeing the female condom for the first time asserted “I think I
would rather use this other [female condom]. I think it’s a lot easier. The girl just put it up
there. The guy still has freedom. I think this would actually work better than the male
condom.” (Seal and Ehrhardt 1999, 100). However, few studies have directly asked men
about their experiences with the female condom. Indirect responses from their partners show
that they like and find it to be better than the male condom. Indirect responses from women in
South Africa found that men felt that sex with the female condom was like flesh to flesh
(Smit et al. 2006). Another participant stated, “it felt like there was no condom” (Smit et al.
2006, 397). Another participant from Brazil said, “he thinks it’s better than the male condom”
another stated, “he liked it! It’s 1000 times better” (Vierra et al. 2004). They all seem to give

emphasis to its non-constricting factor. One participant from Zimbabwe remarked, “because
the material is soft, it does not interfere with his erection which is something every man
worries about” (Ray et al. 1995, 75). Hence, authors assert that it will be more appealing to
men who have erection problems as it has been documented that men’s failure to maintain
erection has sometimes interfered with male condom use (Gollub et al. 1995).

Moreover, it does not have to be removed shortly after ejaculation. Several women from the
Zimbabwean acceptability study commented that their partners liked not having to withdraw
from the vagina immediately after sex, as with the male condom, and that they could even fall
asleep still inside the woman (Ray et al. 1995). In addition, the non latex versions can be used
with any kind of lubricant (JHBSPH et al. 2007 cited from CHANGE 2008), which can bring
added pleasure. Also, because the female condom can be inserted up to eight hours before
intercourse (FHI 2001) it does not interfere with the moment. Interruption of sexual
intercourse has been found to be a serious obstacle to male condom use, thus undermining its
impact in the fight against the HIV pandemic. Higgins and Hirsch (2008) used an inductive
approach to explore the range of sexual motivations and goals and analysed the relationship
these sexual goals and contraceptive practices. They found that respondents had strong
preferences for uninterrupted sexual flow. In fact, the respondents sought sex that was felt as
close and natural as possible, spontaneous and free flowing. The female condom does not
break the spontaneity of the encounter and a number of respondents have reported sex with it
to be as close to sex without a condom.

Randolph et al. (2007) argue that any device that interferes with the pleasures of sex is likely
to be avoided or accepted reluctantly. One woman remarks, “with the male contraceptive I do
not feel anything, and I don’t want my partner to use it”, showing that perceptions of sexual
pleasure tend to override concerns for health protection (Rivers et al 1998, 283). This has
given birth to the growing demand for the promotion of female condoms as a way of
enhancing sexual pleasure for both men and women. The authors argue that the pursuit of
pleasure is one of the main reasons that people have sex; therefore pleasure must be
addressed when trying to motivate people to use condoms and to participate in safer sexual
behaviour (Philpott et al. 2006).

Actually there is growing evidence that shows that promoting pleasure alongside safe sex
messaging can increase the consistent use of condoms and other forms of safer sex. This may

help contain the spread of HIV, as the impact of condoms in the fight against HIV has been
limited by inconsistent use (Hearst and Chen 2004). Actually many studies of why condoms
fail have found that inconsistent and incorrect use are the more likely causes of failure. But
scholars argue that consistent use of condoms vary by the type of relationship, with more
consistent use in high risk relationships (Kerrigan et al. 2004; Hearst and Chen 2004).

The female condoms have other advantages. In the Brazilian study of sex workers, one
female sex worker participant reported that the female condom helps men to maintain their
erection and ejaculate: “I had found clients who use the male condoms had difficulties to
come. With the female condom they come with no trouble” (Dias et al. 2006, 71). Another
sex worker from the study in Zimbabwe stated, “with male condoms men take longer to
ejaculate and this is more tiring if we see many men in one day” (Ray et al. 1994, 74).

Perhaps the most significant advantage of female condoms is that they can be inserted up to
eight hours prior to sexual intercourse. One woman from the Brazil study underscores the
importance of this fact, “when I am going to a date and I know I am going to drink, then I put
the female condom before, because I think it is more safe, because I know that if I drink I can
forget to put it on” (Dias et al 2006, 73). This ensures consistent condom use even in cases of
intoxication.

2.8 Barriers to Female Condom Use
2.8.1 Cumbersome Design
However, as with any other method of HIV prevention and contraception, female condoms
are not a perfect method and they are not universally acceptable. Welbourn (2006) argue that
it is these kinds of concerns that spread widely and gain ground as rumours and make people
have second thoughts about the female condom. In the acceptability studies, several women
reported that they were initially surprised by the large size (Kerrigan et al. 2004; Welbourne
2006) and displeasing appearance (Fernandez 2006). In the study in India, over 75 percent of
respondents felt it was too big when they first saw it (HLFPPT and TNS 2007). One woman
bluntly put it, “the first sight of it is a serious turnoff’’ (Welbourn 2006, 34), another
participant remarks, “I’m put off by the shape” (Fernandez 2006, 194). Some women in
Ghana have nicknamed the method “polytank”, a reference to the large plastic water
containers used throughout the country (FHI/Population Council 2006). However, Welbourn

(2006) contends that the concerns about its appearance appear to be widespread especially
amongst women who do not use the female condom or who have only heard of it.

Because it covers the external female genitalia some women find it unappealing and it is a
commonly cited reason for discontinuation of its use. And some say it makes them feel self
conscious (Fernandez 2006; Kerrigan et al. 2004, Welbourne 2006). Fernandez (2006) finds
these disadvantages to be linked to the preconceived image of condoms, conditioned by the
familiarity with the male condom and the perception of the sexual act from the male
perspective.

They further find it difficult to insert the device (Sapire 1995 and Ruminjo et al. 1996 cited at
Hoffman et al. 2003). One participant put it, “it was not very easy to put it in until I asked
my partner to help. It was sort of irritating me while it was inside, so I had a lot of
lubrication…I tried to put it in myself. I squatted until I had to ask my partner to push it”
(Mantell et al. 2000, 593). Several respondents report that the excessive oiliness and
lubrication of the device make its insertion and use, time consuming and messy (Kerrigan et
al. 2004). This can pose a problem in cultures where men prefer dry sex or consider wet
women dirty.

In-depth interviews and focused group participants from the study in Zimbabwe reiterated
concerns about initial difficulty with inserting this device and discomfort, especially with the
inner ring which several people reported as uncomfortable and even painful at times (Ray et
al 1995). This is more likely if the condom is not positioned so that the inner ring is anchored
around the cervix. However, the participants reported that they were able to overcome these
difficulties by the third or fourth use (Kerrigan et al. 2004). This clearly indicates that barriers
and perceptions are effectively altered with practice particularly when coupled with education
and training. As in the study done on sex workers in India, at the beginning almost half of the
study participants found it difficult to use, but after a year of intensive effort to promote the
female condom, 45 percent of respondents found it easy to use (HLFPPT and TNS 2007).
Moreover, more satisfaction is reported with ability to finally “master” their own protection.

Devanter et al. (2002) argue that women who receive instruction in female condom use along
with opportunities to practice method related skills on pelvic model have an increased
likelihood of using the method, of using it correctly and of viewing it in a favourable light.

2.8.2 Noise
Some studies have reported that certain brands of the female condom are noisy, especially the
first generation female condom (FC1) (Ankrah and Attika 1997; Kerrigan et al. 2004;
Mathews and Harrison 2009; Welbourn 2006), as one woman put, “a wrinkling noise, like a
supermarket bag” but another woman said “once you have the female condom warmed up to
body temperature the noise seems to stop...” (Welbourn 2006, 33). The noise make women
self conscious, as participants from a study in Zimbabwe reported feeling embarrassed by the
noise it caused during sex (Kerrigan et al. 2004). However, it is found that some men have
grown to recognise this sound as a sexual turn on (Welbourn 2006). For example, in Senegal
they use the noise it makes during sex to market the product. They sell the female condoms
with noisy bine beads, an erotic accessory that women wear around the hips. The rustle of the
polyurethane is now associated with the clicking of the beads and so a turn on (Smith 2005).
The nitrile in the second generation female condom (FC2) is found to be less noisy. Women
interviewed in Uganda stated that the new condom was less noisy, more comfortable and well
lubricated (IRIN news 2008).

2.8.3 Partner Objection
As Sacco et al. (1991, 1) commented that “condom use is a unique behaviour because it
typically involves either explicit or implicit agreement between both partners”. In as much as
the female condom was designed to give women greater control over their own protection,
without having to rely on their partners to use a condom, but studies have shown that there is
still a need for partner cooperation if women are to use the female condom successfully
(Hoffman et al. 2004). Vierra and colleagues did a comparative study of the use of female
condoms and male condoms among HIV positive women and women at risk of becoming
infected with HIV, in Brazil. When they asked the participants why they liked the female
condom, the participants reported their partners likes and dislikes (Vierra et al. 2004). This
shows that women place a greater emphasis on their partners’ approval of the method.

Acceptability studies between 1991 and 1993 found that female participants tended to drop
out of the studies before completion mainly due to partners’ reactions (Ankrah and Attika
1997; Deniaud 1997). In the study done in Kenya, the women in the general population as
well as in commercial sex work, dropped out because of their partners’ reactions. In fact,
male partner objection is reported to be the main reason for non use or discontinued use of

the female condom (Oxfam 2008). Although some level of male acceptance seems to
contribute to successful female condom use, Hoffman et al (2003) argue that women who
have greater personal comfort with the method may place less importance on their partner’s
satisfaction.

It should be noted though that the male objection does not deter the demand for the device as
one participant from KwaHlungwane commented, “…if we have this new condom we will
get our men to use …it will help us a lot” (Preston-Whyte 1995, 221).

Nonetheless, it is

critical to find ways to promote the female condom among men. As several studies have
shown that once some men become familiar with the female condom they like the device as
much as, and sometimes more than, the male condom (Gollub et al. 1995; Hoffman et al.
2003; Kerrigan et al. 2004).

According to Rivers et al. (1998), another way of promoting female condoms among men
will be to teach them how to help their partners with insertion and this in turn may help men
to feel that they still have the power and control over the form of protection used. Beksinska
et al. (2006) did a multi-site, randomized, cross over trial to test the performance and
acceptability of the Reality female condom compared to a prototype similar in design and
appearance but made of synthetic latex (FC2). In the study women were asked about male
partner assistance in female condom use. Half of the respondents reported some assistance
with either insertion or removal or both from their male partners. Most of the assistance
comprised complete insertion pushing the device into place after the woman had inserted it or
holding the device in place during penetration. The authors then recommend that the partners
should assist by checking if the device is in place externally, ensure that the device does not
slip into the vagina (invagination) and ensure that the penis does not enter to the side of the
female condom (misdirection).

On the other hand, men may prefer to use the female condom because they are no longer
responsible for protection and that the women had something to use, especially if the men are
drunk (Ray et al. 1995).

2.8.4 Cost
Perhaps the most complex barrier to access of this most needed product has been its cost. In
2008 it had a unit cost of about 18 times higher than the male condom, while giving a

comparative protection (personal communication 2008). Thus in a situation where a couple
could use either a male or female condom, the male condom is clearly the more cost
effective. Conversely, studies have shown that users do not generally switch from male to
female condoms, but often use female condoms in situations where they would have
otherwise had no protection (Oxfam 2008). As sex workers from Zimbabwe reported being
forced to have unprotected sex after they ran out of their supplies and their male partners
were no longer willing to accept male condoms (Ray et al. 1995).

This high cost has led some women to reuse the female condoms (Beksinska et al. 2001;
Deniaud 1997; Kerrigan et al. 2004). Consequently a number of studies were convened to
examine whether repeated washing and drying affects the structural qualities of the female
condom. These studies found that, for two of the main tests (bursts and seam strength tests)
for examining structural integrity and safety standards, results remained well above
manufacturing specifications after eight washes, showing that the structural integrity of the
female condom can endure up to eight washes (Beksinska et al. 2001; Pettifor et al. 2001).
WHO also convened two consultations to address considerations regarding such reuse. Based
on these consultations WHO does not recommend or promote reuse of female condoms. Yet,
recognising the urgent need for risk reduction strategies for women who cannot or do not
access new condoms, the consultation developed a draft protocol for safe handling and
preparation of female condoms intended for reuse. A critical feature of the protocol is the
disinfection step (disinfect using bleach), incorporated as the only known means of
inactivating potentially infectious organisms. But, the decision to reuse female condoms must
ultimately be taken locally (WHO 2002).

2.8.5 Availability
The high cost has resulted in this life saving tool being unavailable and unpopular. In Africa
a woman has a much higher chance of having a stable supply of antiretroviral drugs than
female condoms (Factsheet 2009). Respondents in one study also reported that access to the
female condom was at best sporadic and at worst very limited. Pharmacies appear to be
unaware of its existence and one participant remarks, “every pharmacist I asked didn’t seem
to know what I was talking about...” (Welbourn 2006, 33). In the study in Zimbabwe, women
reported that they could not find the female condom after they ran out of their supplies (Ray
et al .1995). Hence, Kaler (2001) contends that until the retail price of the female condom

makes it more available to ordinary women, it is likely to remain a distant rumour rather a
present reality for the people who hear about it and are so much in need of it.

In 2007, an estimated 26 million female condoms were distributed worldwide (FHC 2007),
this is compared to roughly 11 billion male condoms (CHANGE 2008; UNFPA 2007). This
represents only half of the condoms needed to protect the world population against HIV and
other STIs. Of particular concern is the pitiful number of female condoms that were
distributed, which cover not even half of the lives of women which need to be saved from
HIV. This undermines female condoms’ contribution to the fight against the HIV/AIDS
epidemic as low supply of condoms lead to inconsistent use of condoms (UNFPA 2007).

Oxfam (2008) argue that the hold-up in expanding access to female condoms is not at the
user’s end (as women are desperate for this life saving tool), but at the start of the chain. The
main issue is how much money donors and governments are willing to invest in buying
female condoms, support female condom programmes, as well as develop low-cost female
condoms. Recently the international community has been more concerned with improving
access to treatment of HIV (UNAIDS); yes, the gains made in treatment are laudable, but
treatment efforts cannot be sustained without greater progress in reducing the rate of new
infections (UNAIDS 2009). Farah Karimi, Oxfam publicist, admits “the female condom is a
poorly funded invention and has been ignored by policy makers, making it expensive,
unavailable, unpopular, and user-unfriendly” (New Vision 2009 cited from Oxfam 2008, 12).
Nilcéa Freira, Minister, Special Secretariat for Policies for Women, Government of Brazil,
then remarks, “we have the study reports, we know that women use them, so why do people
often portray the female condom as a product that is not user friendly? Is this something that
is just in people’s minds? Aesthetically, I must admit, the female condom is not beautiful. But
that does not mean that one should disqualify the product. Is the male condom such a pretty
thing?”(Oxfam 2008, 28). Hoffman et al. (2004) concludes, “despite both successes and
disappointments, promotion of the female condom remains important, especially in the face
of heterosexually acquired HIV infection rates that are soaring globally.” To this end, Katy
Pepper, the African Programmes Director for the Female Health Foundation commented,
“women are desperate for it. I know they are. I hear it all the time. (In places like)
Crossroads, Khayelitsha, Langa, KwaZulu-Natal, it’s the same thing. (In the 14-nation

Southern African Development Community) SADC countries included. The women are
saying let us give it a chance." (Edmunds 2009).

2.9 Summary
Research has demonstrated that the female condom is an effective, acceptable and desired
dual protection method. Women like it despite initial aesthetic concerns and sometimes have
preferred it to the male condom. Therefore, ensuring access to this much needed device, will
greatly improve women’s health, particularly their sexual and reproductive health which is
responsible for a third of the disease burden. But, more importantly it will save their lives and
ensure them control over their own health and survival.

CHAPTER THREE
RESEARCH METHODOLOGY
3.1 Introduction
This chapter outlines the methodology employed by the study. It draws on qualitative data
from focus group discussions and individual in-depth interviews. The chapter will start by
describing the study setting, Swaziland, as well as the study site and then provides a rationale
for using sex workers. It then describes the research methods used and lastly discusses the
limitations and ethical issues related to this study.

3.2 Study Context
This study was conducted in Swaziland. Swaziland is one of the world’s last remaining
absolute monarchies, ruled since 1987 by His Majesty King Mswati III. This tiny landlocked
country is completely surrounded by South Africa, except for the eastern part which is
bordered by Mozambique. It is one of the smallest countries in southern Africa, covering
17 600 sq kilometres and has a population of 1.12 million (SDHS 2006/2007). The majority
of the population is Swazi, mixed with a small number of Zulus and non-Africans. Swaziland
is known for its strong cultural traditions, practices and norms that have stood the test of time,
principal of which is the cultural annual reed dance and polygamy with the King having 13
wives.

Despite Swaziland being classified as a lower middle income developing country, 66 percent
of Swaziland population live in rural areas and the economy is largely based on agriculture.
The prevailing dry spells and HIV/AIDS have exacerbated the already poor agricultural
performance, thus pushing the country into deeper poverty and hunger (Swaziland report
2008). The 2001 Swaziland Household Income and Expenditure Survey estimated 69 percent
of the population live below the poverty line.

The link between poverty and poor health outcomes is well established in the medical and
sociological literature. Researchers have documented the inverse correlation between socioeconomic status and poor health indicators (Cohen 2006, 1). WHO (2002) contends that
diseases associated with poverty account for 45 percent of the disease burden in poor
countries, it should be kept in mind that these are preventable or treatable diseases. This is
illustrated in the greater disparity in maternal mortality between rich and poor countries.

Rugalema et al. (1999) in the context of HIV, argue that it is not that information, education
and counselling activities are unlikely to reach them, but rather that such messages are often
irrelevant and inoperable given the realities of their lives. He contends that the poor
understand what they are being urged to do, but they do not have the incentives or resources
to adopt the recommended behaviours. Therefore, it is not surprising that Swaziland holds the
unenviable distinction as having the highest HIV level in the world (UNAIDS 2006;
Whiteside and Whalley 2007).

The health situation in Swaziland is further compounded by the fact that 66 percent of the
population live in rural areas where inaccessibility of health services is not uncommon.
Boutayeb and Serghini (2006) argue that inaccessibility of health services contributes to poor
health indicators in the rural areas. Medecin Sans Frontiers (MSF 2009) found that the rural
habitat is organised into a multitude of small, isolated homesteads, far from the main lines of
communication and access to care is difficult for a large number of families. Also the Health
Sector Study (1998) found that rural areas are not well serviced (cited from Zwane 2005).

This study was conducted in Lavumisa. Lavumisa is situated in the southeast edge of the
kingdom of Swaziland on the border with KwaZulu Natal, South Africa. As a border crossing
town Lavumisa receives many visitors. In fact, it is considered a high traffic border town.
Mobile lifestyles are common in this small town of 2000 people (Wines and Lafraniere
2004). The truck drivers make overnight stops and turn to commercial sex workers for sex
(FHI 2003) which is considered high risk sexual behaviour. In fact, Halls (2002) argue that
the prevailing poverty, unemployment and lack of opportunities in this town have forced
many women to turn to transactional sex. Also Tobias (2001) reported that poverty is a key
cause of commercial sex work in Swaziland. Hence, the one hut to hut survey found that one
in four households in the town’s poorer neighbourhood lost someone to AIDS in 2002
(Government of Swaziland 2003).

As mentioned in the first chapter, use of female condoms by the general Swazi population is
very low, despite the unprecedented need for it. In other parts of the world studies have
shown that female condoms are largely marketed among high risk populations and they found
high levels of use among women at risk of HIV infection (Denaiud 1997; Holmes et al. 2007;
Macaluso et al. 2000). However, the most at risk survey found that the female condom was

largely used by sex workers from Lavumisa only (Government of Swaziland 2010). From the
outset it was clear that to accomplish this project’s objectives, the participants would have to
be users of the device. Hence, female sex workers of Lavumisa were chosen as the study
participants. Because sex workers are a sensitive and hard to reach group a ‘trusted associate’
who was going to serve as a ‘go-between’ was needed to introduce the researcher to the
group. The trusted associate had to have good relations with the potential respondents.
NATICC was chosen as a point of entry.

NATICC is a non-profit, faith-based organization that was launched in October 2003 by a
Norwegian missionary nurse and a Swazi nurse because of the concern about the devastating
impact of HIV/AIDS in Swaziland and the lack of involvement of the church in the fight
against the epidemic. The mission of NATICC is to empower the people of Swaziland with
the relevant information and life skills in order to deal effectively with the problems and
threats posed by the HIV and AIDS pandemic, and to reduce the risk of infection by
promoting a change in behaviour, encouraging and supporting those already infected and
affected, and delivering a message of faith, hope and love. Initially, NATICC primarily
worked as an educational vehicle to provide HIV/AIDS information to churches, schools and
public. However, as the need for a free-standing voluntary counselling and testing (VCT)
centre in Nhlangano town and peri-urban became evident, NATICC expanded its services,
and in 2004, a VCT centre was initiated and opened at the NATICC headquarters in
Nhlangano. The need, however, for VCT services stretched beyond the Nhlangano doors, and
as the numbers of people visiting the centre increased, NATICC began a mobile VCT
outreach programme in 2005 to cover many of the rural and difficult to reach communities in
the Shiselweni region. This led further to the establishment of another branch in Lavumisa.
Today the services of NATICC include counselling and testing, HIV prevention, and care and
support. The Lavumisa branch has an additional intervention that targets vulnerable groups
(sex workers).

In 2007, the organization partnered with government to conduct a situational analysis on sex
work in Lavumisa. They identified 30 commercial sex workers. They found low levels of
knowledge about HIV and AIDS amongst this group. They established that sex workers and
their sexual partners do not always use condoms. This was worrisome because a large
number of this group is living with HIV. The need to inform the group about HIV/AIDS, as
well as promote condom use was evident. As a way to increase level of condom use and safer

sex amongst sex workers, NATICC actively promoted the use of the female condom as an
additional method for the practice of safer sex. NATICC trained the sex workers as peer
educators to give health education on HIV/AIDS to other sex workers and long distance truck
drivers. They also distributed information, education and communication (IEC) material and
condoms at the border gate by mounting both mobile and static information desk.

The programme has evolved into a multifaceted community effort to empower sex workers in
ways that go beyond HIV prevention. It now works as a rehabilitation centre for the sex
workers who want to leave the industry. They have opened a car wash for them as an income
generating project for those who want to get out of the trade. Because of their relationship
with this group and the trust that they have built the researcher felt that NATICC would serve
as a good go-between to gain access to the potential respondents. The researcher has a
relationship with the organization (NATICC); she worked as a volunteer between 2007 and
2008. The researcher communicated to the director of the organization about the study and
the need for participants who had used the female condom. The director was willing to
introduce the researcher to the group and recommended potential participants that would
generate a productive discussion. NATICC agreed to pay the respondents 50 Emalangeni for
the interviews. The staff at the Lavumisa branch further helped with organizing the
interviews.

3.3 Qualitative Research
The study relies on qualitative research with the sex workers. The aim of the study is to elicit
women’s experiences and perceptions of the female condom. Therefore, qualitative research
methodology was more suitable for the study. Qualitative implies a direct connection with
experience i.e. ‘lived’ or ‘felt’ (Sherman &Webb 1988). It focuses on exploring in as much
detail as possible, aiming for understanding rather than scope (Punch 1988), involving
consideration of size and magnitude and is usually perceived as being more analytical.
Qualitative methods are usually useful when describing a phenomenon from the subjects’
point of view (Vidich and Lyman 1994), in this case from the users’ perspective. Greenhalgh
and Taylor (1997) contend that the strength of qualitative research is its ability to provide
complex textual descriptions of how people experience a given research issue, in this case
how women experience the female condom. It provides information about people’s beliefs,
opinions and attitudes. Using this approach, the underlying assumptions and attitudes are

examined and the rationale for these are also elicited. It also helps to understand difficulties
encountered by people because of the nature of investigation.

Qualitative methods rely on open-ended questions which help respondents to avoid
predetermined set of answers; this then gives respondents much more freedom to respond in
their own words. This also allows the researcher to be flexible in probing questions,
especially when some issues arise during the interviews. This also requires a researcher to
employ certain skills during the interview such as listening attentively to the respondent.
Probing skills help in establishing what is being said. Respondents can elaborate more on
their answers rather than choosing from a set of answers. The use of qualitative methods
encourages respondents to provide more detailed information than in quantitative methods.

However, collecting and analysing this unstructured information can be messy and time
consuming. Also it is very costly. It requires the researcher to build trust with the
respondents, especially if it is a sensitive topic.

3.3.1Focus Group Discussions
Robinson (1999) defines a focus group as an in-depth, open ended, group discussion of one to
two hours duration that explores a specific set of issues on a predefined or limited topic. He
further asserts that focus groups are a direct method of obtaining, rich information within a
social context. Wong (2008) recommends the use of focus group discussions to obtain
knowledge, perspectives and attitudes about issues and explanations for behaviours that
would be less accessible in responses to direct questions. Wong (2008) underscores the
effectiveness of focus group discussions in sensitive issues, such as sexual topics. Therefore,
two focus group discussions, averaging one and a half hour in length, were used to gain a
deeper understanding of women’s experiences with the female condom. The main objective
of holding focus groups discussions is to get beneath the surface of a particular topic
presuming that respondents will reveal more when they are stimulated by the camaraderie
and comments of others (Kaplowitz and Hohn 1998). Each group consisted of approximately
eight women. The groups were convened with the assistance of NATICC.

Focus groups employ an interviewing technique and Robinson (1999) assert that it is not a
discussion, neither a problem solving session nor a decision making group. It is an interview.
An interview guide was used which provided a framework for the issues to be covered and to

increase comprehensiveness of data collection, as well as make the data collection more
efficient (Wong 2008). The group was asked to reflect on a series of questions posed by the
interviewer, probing the underlying assumptions that gave rise to particular views and
opinions. To ensure the comfort of the respondents, a private room was used and the
interviews were conducted in siSwati. A major advantage of this method is the natural setting
of the focus group. Information is expressed in the participants' own words and context
without having constrained categories. Also in a group members are prone to be open.

However, the problem with focus groups is that confidentiality can be a problem between
participants when interacting in a group situation. A major issue with focus groups is that
there is the possibility of people expressing an opinion which is in line with the rest of the
group even if that opinion is at odds with their own personal one. Also facilitating the group
requires considerable expertise and the interview process needs to be well managed so that
the less articulate can share their views (Robinson 1999).

3.3.2 In-depth Interviews
The focus group discussions were complemented with 10 in-depth interviews to provide the
researcher the opportunity to gain a greater understanding of women’s experiences with the
female condom. According to De Vos (2001) in-depth interviews are focused, discursive and
allow the researcher and participant to explore an issue in detail. The advantage of in-depth
interviews is that they provide a relaxed environment in which to collect information.
Furthermore, people feel comfortable having a conversation with the researcher as opposed to
filling out a survey (Boyce 2006). The researcher engaged with the participants by posing
questions in a neutral manner, listening attentively to participants’ responses and asking
follow up questions and probes based on those responses. An interview guide which served
as a basis for the discussion rather than a rigid roadmap was used. Interviews were conducted
in siSwati and averaged 45 minutes in length and were done in a private room. This enabled
the respondents to be more relaxed.

Conducting in-depth interviews offered several advantages for this study. First, they offered
an opportunity to address sensitive topics that respondents might be reluctant to discuss in a
group setting. In-depth interviews eliminate the negative effects of group dynamics in which
some people are more interested in communicating “politically correct” views, rather than
how they truly feel (Greenbaum 2000). Also it is easy to discuss an issue in-depth with one

person than with a group. In-depth interviews are an effective qualitative method for getting
people to talk about their personal feelings, opinions and experiences.

However, like any data collection tool in-depth interviews have their own disadvantages. For
instance, interviews can be very time consuming and some respondents may become annoyed
if the agreed amount of time is extended. The limitation of using in-depth interview is that
respondent can limit the amount information provided, especially if the researcher keeps on
probing. However, this may be overcome by building trust at the beginning of the interview.
Other disadvantage of using in-depth interviews is that respondents may not be honest. The
large amount of data obtained during the interview can be very time consuming especially
during the transcription and data analysis phases. Boyce and Neale (2006, 3) acknowledge
that “interviews can be a time-intensive evaluation activity because of the time it takes to
conduct interviews, transcribe them, and analyse the results”. In-depth interview does not
necessarily represent the situation of the whole population.

3.4 Sampling Procedure
In order to accomplish the objectives of the study, participants had to be recruited on the
basis of their experience with the female condom hence purposive sampling was used to
recruit participants. Maxwell (1997) defined purposive sampling as a type of sampling in
which “particular settings, persons or events are deliberately selected for the important
information they can produce that cannot be gotten as well from other choices” (p.87) (cited
from Clark and Creswell 2008, 201). This type of sampling allows the researcher to identify
the specific individuals who have the information the researcher needs related to the research
questions. The aim of the study was to gain insights and understanding of the factors that
facilitate and inhibit female condom use. Therefore, the researcher had to identify specific
individuals who had used the female condom.

Selection was made using expert judgement. The researcher felt it would be best to use
women who had used the device more than five times because they have passed the first stage
of female condom use which is generally associated with difficulty to use and negative
attitudes towards the female condom (Hoffman et al. 2004). Therefore participants were
selected on the basis of the number of times that they had used the female condom. The sex
workers were asked about the number of times they had used the device. If it was five times
or more she was eligible to participate in the study. However, interviewees are not created

equal: some are informative, others are unwilling to talk, and still others can talk for hours
without saying anything useful. Morse (1994, 228) states that in general terms a good
informant, “has the knowledge and experience the researcher requires, has the ability to
reflect, is articulate, has the time to be interviewed and is willing to participate in the study”
(cited from Palys 1997, 137). The researcher sought the help of the staff of NATICC to
identify the individuals that would be able to generate the most productive discussions. Out
of the people that had confessed to using the female condoms, the site manager of the
Lavumisa branch recommended women that would produce a fruitful discussion.

3.5 Skills used during the Interview
According to Fontana and Frey (1994) establishing rapport is very critical in gaining entrance
to the respondents. This was more important because the interview was on a sensitive issue,
experiences with the female condom, also involved a hidden population (sex workers).
Glesne and Peshkin (1992, 94) argue that rapport in qualitative inquiry should be a “distancereducing, anxiety-quieting, trust-building mechanism.” As mentioned earlier, the researcher
was introduced to the group (sex workers) by the director of NATICC. He explained my role
and requested them to be cooperative. This helped to build trust in the participants. I
conducted informal discussions with the group to establish the number of times they had used
the female condoms. If it was more than five times then they were selected to participate in
the study. Danlap and Johnson (1998) in the context of drug dealers assert that the ‘go
between’ is critical because he explains the researcher's role to the dealer and helps arrange
an initial meeting between the researcher and the seller. Once the go-between has provided an
initial introduction, the researcher marshals the communication skills necessary to convince
the respondents to allow further contact and conversations. Another key element in gaining
ability to talk with this group is the availability of funds to compensate respondents for
interviews. As mentioned earlier NATICC agreed to pay the respondents 50 Emalangeni for
the interviews.

As a researcher I had to demonstrate listening skills, by showing keen interest on what the
respondent were saying and at the same time be able to analyse an interview while
participating in it. Chirban (1996) maintains that good listening skills improve the discussion
in a relationship and move the participants from a static role. Moreover, when a person feels
that someone is actually listening to him/her this encourages him/her to talk more. Josselson
(in Collins 1998, 8) states that “at the root of unstructured interviewing is an interest in

understanding the experience of other people and the meaning they make of the experience”.
This also afforded me the opportunity to have a broader understanding of their experiences
with the female condom.

3.6 Data Analysis
All the interviews were tape recorded and field notes were taken during the interviews for
key points. Interviews were conducted in siSwati; this was done in order for the respondents
to be able to express themselves freely. Then later the interviews were transcribed and
translated into English. This study used interpretative analysis to analyse the data that had
been given.

Bochner (2001) states that “qualitative inquiry honours people’s stories as data that can stand
on their own as pure description of experience or be analyzed for connections between the
psychological, sociological, cultures and political and dramaturgic dimensions of human
experience to reveal larger meanings (cited from Patton 2002, 478). Therefore, the actual
words and behaviours of the participants were used to assist in answering the research
question Trauth and Jessup (2000, 12) state that “the objective of interpretive research is to
piece together people's words, observations, and documents into a coherent picture expressed
through the voices of the participants”. The first step was to produce verbatim transcripts of
the entire discussion and compare it with the handwritten notes in order to fill in the gaps. I
then identified the major themes and organised them into different sub-headings or categories
to make it easier to compare similarities and differences.
3.7 Ethical Considerations
Ethical approval for this study was received from the University of KwaZulu Natal, and the
researcher made every effort to adhere to the ethical standards in undertaking this project. De
Vos (2000, 63) contends “ethics is a set of moral principles that are suggested by an
individual or group, are subsequently widely accepted, and offer rules and behavioural
expectations about the most correct conduct towards experimental subjects”. Babbie (2001)
affirms that anyone involved in research needs to be aware of the general agreement about
what is proper and improper in scientific research. Before the interview I provided the
women with a background of the study and what was involved in it and then asked for their
consent to participate in the study and for permission to use the tape recorder. I made sure
that respondents signed the consent form which stated the aims of the study. I also gave them

the assurance of confidentiality and also the fact that respondents have a right not to respond
to questions which make them uncomfortable. In the consent form I stated that the
respondents can feel free to withdraw from the study.

Obtaining informed consent implies that all possible or adequate information on the study,
the procedures that will be followed during the investigation, the possible advantages,
disadvantages and dangers to which respondents may be exposed, as well as the credibility of
the researcher, be rendered to potential subjects or their legal representatives (Williams et al.
1995). De Vos (2000) also argues that participants must be legally and psychologically
competent to give consent and they must be aware that they would be at liberty to withdraw
from the investigation at any time.

Sieber (1982) defines confidentiality as a continuation of privacy, which refers to agreements
between persons that limits other’s access to private information. This is further supported by
De Vos (2000) who attests that “confidentiality indicates the handling of information in a
confidential manner”. For this study the researcher obtained respondents’ permission to use
the tape recorder during the interview and they were assured that all information provided
will remain confidential. All the information obtained from participants was treated
confidentially.

3.8 Reliability and Validity
Reliability means that the measurement made are consistent, and if same experiment is
performed under the same conditions; the same measurements will be obtained (Goddard and
Melville 2001). Bostwick and Kyte (1993, 113-20) defines reliability “as accuracy or
precision of an instrument, as the degree of consistency or agreement between two
independently derived sets of scores; and as the extent to which independent administrations
of the same”. They further argue that the more reliable the instruments and observations, the
more consistent and dependable the results. Basically this means that after I have conducted
the research, I should be able to compare previous studies finding with those of this study, to
see if is there are any similarities and differences. Mitchell (1979) state that a high level
intercoder agreement is evidence that a theme has some external validity and is not a figment
of the investigator’s imagination (cited from Ryan and Bernard 2000, 785). Bernard (1994)
argues that the validity of a concept depends on the utility device that measures it, as well as

the collective judgement of the scientific community that a construct and its measure are
valid. Valid measurements make valid data, but validity itself depends on the collective
opinion of researchers (cited from Ryan and Bernard 2000, 786).

To ensure the validity of the study, the interviews were only conducted by the principal
investigator of the study in order to maintain high quality of data. All the interviews were
tape recorded and field notes were taken during the interviews for key points. This helped in
ensuring the reliability of data. I also made use of studies in female condoms conducted in
Zimbabwe, South Africa, Kenya, Ghana Brazil and Italy.

3.9 Limitations
Due to the high sensitivity of the topic of sex, some respondents did not talk openly at the
beginning of the interview. Some respondents felt that I was too young to be discussing such
issues with them and they would try to use words that were not vulgar. It took time for the
researcher to build trust with participants that facilitated full and honest representation. In
addition, because of the low use of the female condom by the general population, the study
was limited to sex workers of Lavumisa and they are not representative of the general female
population. Sex workers are a specific group of women and it is argued that they are more
likely to be in control of sexual decision making than other women. Furthermore sex workers
are hard to reach and are highly mobile and move regularly between regions and towns. In
addition, the sample size was relatively small; therefore it is not possible to make
generalizations to the entire population.

3.10 Summary
This study is purely qualitative and used focus group discussions which were complemented
with in-depth interviews. Since, the study dealt with sensitive issues, it was imperative for the
researcher to employ relevant skills during the interviews, including establishing rapport and
listening skills. Ethical considerations were also discussed that include informed consent and
confidentiality of the information provided by respondents. Lastly, limitations of the study
were discussed.

CHAPTER FOUR
RESULTS
4.1 Introduction
This chapter outlines the main findings from the focus group discussions and in-depth
interviews. The women interviewed ranged in age from 22 and 40 years and the majority
(63%) had a long-term partner. Levels of education were relatively low, with the majority
(63%) having never attended school. Four fifths of the participants reported that they were
living with HIV. All the participants were not using hormonal contraceptives they were rather
relying on condoms for preventing pregnancy. This chapter attempts to highlight and explain
some of the factors that facilitate use and non use of the female condom. In addition, it
focuses on how women negotiate female condom use and their general experiences with this
device.

4.2 Acceptability of the Female Condom
The participants were very appreciative of the female condom. In fact, the majority of the
participants like the female condom and even prefer it over the male condom reporting
greater satisfaction with this female-initiated device. They reported using the female condom
regularly arguing that it was easier to negotiate as they initiate and control its use. It also
helps facilitate consistent condom use as it provides them with an additional method to
practice safer sex:
“I like the female condom better because it gives me control in sexual matters.” (IDI
#5)
“I like the female condom, I just wish I had gotten it earlier, I would not be where I
am today.” (IDI #9)
“I prefer it because it is easier to use since I initiate its use, unlike the male condom
which I have to ask him to wear. And when he refuses there is nothing I can do
because I cannot really force him to wear it.” (FGD #2)

However, some of the women reported that they occasionally face difficulties in negotiating
use with some clients and long-term partners who view it unfavourably because of the big

size of the female condom. Nonetheless, participants were not deterred by male opposition as
they almost always resort to other means, like secret use of the female condom:
“... there are times when a client does not the bulge and that is when you have to
resort to other strategies like secret use.” (IDI #2)

The majority of respondents use the female condom in commercial relationships. However,
initial use was reported to be with regular partners or spouses because they felt that they
needed to gain experience and confidence in the method before using it with their clients.
Participants were asked to reflect on the impressions they had when they first saw the female
condom. Most women reported that their first impression of the female condom was
generally negative and this was related to its appearance and size. Also some participants had
concerns about touching their genitals. They also had fears that the female condom may
cause trauma to the lower genital tract or it may get stuck in their vagina. However, their
initial negative perceptions of the device were replaced with more positive reactions after
using it several times.
“When I first saw it, I thought: Yo! Could it be that my vagina is that big. But after
using it I realised that it just takes the shape of it.” (FDG #1)
“In the beginning I had such silly thoughts about it, thinking that it is too big, it will
tear the wall of my vagina or may slip up and get stuck inside my vagina or the inner
ring will injure the penis. But after using it, I realised that I was just being silly.” (IDI
#3)

4.3 Factors Facilitating the Use of Female Condoms
4.3.1 Perception of Risk
One factor that has been found to be critical to the adoption of condoms, whether male or
female is individual perception of risk. Therefore accurate assessment of one’s own risk is
vital in the adoption of safer sexual practices, such as condom use. It was evident from this
study that the participants perceived themselves to be at an increased risk for STIs as well as
pregnancy. When asked why they were using this newly introduced device they frequently
cited how unsafe sex may predispose them to STIs and HIV re-infection as the majority of
them are already living with the virus. And the fact that they are having sex with different
partners (truck drivers, police officers, etc) further increases the risks.

“When having sex with about three different people in a day the risk of getting
diseases are high and to ensure that you do not get those diseases you have to use
condoms.”(IDI #3)
“In this industry you meet someone today and you do not know him or where he
comes from and what he has in his blood. You just have to use condoms or you will
find yourself with some unknown disease.”(FGD #2)
“The people that we meet we do not know them. You do not know if they are on ARVs
or what and you do not want a person giving you a new strain of HIV that is resistant
to treatment or affecting your CD4 count.”(FGD #1)

They also had concerns about malicious men who are living with HIV and are on a mission to
infect them [sex workers] on purpose because they think that they got it from them. One
participant explains,
“Some men are very vindictive, they have HIV or any other STI and they want to
spread it all over. They usually target us [sex workers] with the aim of infecting us
all, arguing that they got it from us so they have to take it back to where it belongs. So
to avoid all this you have to use condoms.” (FGD #1)

4.3.2 Greater Control
Participants found the female condom to be a welcome additional method, particularly
because they feel that they control its use. Therefore, it offers them an independent method of
protection that they can use on their own. In the interviews participants stressed that this
method gave them greater autonomy. In all the interviews participants articulated that it was
hard to enforce the use of the male condom because its use greatly relied on the cooperation
of the male partner. However, this new method gives them an opportunity to take an active
role in the practice of safe sex as they can use it independently. With the advent of the female
condom participants now offer the male partner a choice between the male or female
condom. This then leads to an increased number of protected sex acts because if a man
refuses the male condom then the woman use the female condom.
“The female condom came to free us from being controlled by men... Now I do not have to
keep asking a man for protection. I ask him, if he refuses I just wear my [female] condom.”
(IDI #6)

“The reason at times we find ourselves engaging in unprotected sex is because the use
of the male condom is dependent on the man. It is tiring having to keep asking a man
for protection because every time you ask he will come up with all kinds of excuses.
However, with the female condom there is no need to keep begging a man for
protection, you ask once and if he refuses, guess what I can wear mine [female
condom]” (FGD #1)

4.3.3 Distrust of Men
Also, women reported that they prefer the female condom because it is controlled and
initiated by them and they therefore feel more protected because they felt that they could not
trust men. They expressed concern about men tampering with the male condom. In addition,
the participants reported a number of cases where men had removed the male condom during
intercourse or pricked the male condom. They felt that the female condom eliminates the
opportunities for men to manipulate this device as the woman can place the female condom
autonomously and hence she can trust that it is not torn or otherwise manipulated by the
partner. This therefore motivates women to use this device as it guarantees their protection.
Some women felt that the female condom provides them with protection against the risk of
pregnancy.
“Men cannot be trusted; they always manipulate their [male] condoms. You see they
always make pinholes in the condoms because they want to give us diseases, but with
the female condom there is no room for them to manipulate it as I insert it myself.”
(FGD #1)
“men manipulate their condoms all the time, either they will remove them during
intercourse or they will make pinholes, and what is sad is that you will be busy
thinking that you are protected when he is taking you for a fool. But the female
condom guarantees my protection because I can trust that it is not torn.” (FGD #2)
“Men cannot be trusted to act in our best interests. He can wear the condom at the
start of the act and then remove it later or he will just tear it. I think it is best that we
depend on ourselves. The female condom is just for that, to liberate us from men.”
(IDI #6)
“…men are generally not trustworthy; they deliberately put holes in the male
condoms at times so they can get their partners pregnant.” (IDI #2)

4.4.4 Provides an Alternative to Problems of Male Condoms
The female condom has physical characteristics that offer some advantages over the male
condom. Firstly, polyurethane or nitrile female condoms are less likely to cause an allergic
reaction than the latex male condom, thus offering the participants an alternative method to
use in such cases.
“...the male condom would give me a serious rash and burning sensation and as a
result I would find myself engaging in unprotected sex more often... So the female
condom was really an answer to my problem.” (IDI #7)

Also, women argued that the female condom is better lubricated than the male condom. Some
of the women reported that the male condom at times becomes dry and causes them pain,
especially when the sexual act is prolonged. They also reported that in commercial
relationships they are usually dry because there is no foreplay. Therefore, the female condom
was appealing in this instance because it has enough lubrication.
“Some clients take forever to come and then the male condom gets dry and then it
starts to hurt. However, this does not happen with the female condom, even if he can
take five hours it is still smooth because of the oil.” (IDI #5)
“...there is no time to make you wet. So the female condom has got a lot of oil that
compensates for the fact that you are not turned on, so it does not hurt.” (FGD #1)

In addition, the material that the female condom is made of is stronger than the latex male
condom and hence more resistant to breakage. When participants were asked what they liked
about the female condom they kept mentioning that the female condom was stronger than the
male condom; reporting that it never breaks, even during vigorous sex. This makes them feel
safer and more protected.
“The female condom does not tear even during vigorous sexual acts, however, that
cannot be said for its counterpart [male condom] which breaks all the time.” (IDI #9)
“The female condom is strong, it never breaks. Since I have started using (2006) it
has never broken, but I have had several splits with the male condom, I cannot even
count.” (IDI #5)

“I feel safer with the female condom because I know that no matter what he can do it
is not going to break.” (IDI #7)

The effectiveness of female condoms was emphasized by participants who had experienced
breakages with the male condoms. One participant remembered when parts of the male
condom remained inside her vagina and she had to go to the hospital for it to be removed.
“…so now I prefer the female condom because I know that nothing can happen to it.”
(IDI #2)

Because the material is strong, they also perceive it to be less permeable to STIs. And the fact
that it is big, covering a larger surface area, thus it provides more protection. Some
participants referred to it as Noah’s oak, stating that it catches everything:
“…because it is big, it catches everything, even pubic lice.” (FGD #1)

It should be noted though that this finding is not technically correct as female condoms do not
protect against pubic lice, however it is worth noting that participants feel more protected
with the female condom. This therefore makes them prefer the female condom. One
participant even recommended that the female condom is the only method that is protected
for safer sex because it does not easily break. Condom breakage is much more common with
the male condom.

4.3.5 Sexual Pleasure
Because women feel more protected with the female condom, it allows them to relax and
hence enjoy the sexual experience. Participants reported that the use of male condoms brings
a greater deal of anxiety because most of the time they are worried about breakage thus they
cannot fully enjoy the sexual experience.
“When I am using the male condom, I have to stay alert so I can keep checking if he
still has it [male condom] on or if it is not broken. But with the female condom, I just
relax and let nature takes its course.” (FGD #2)

In addition, the female condom brings added pleasure. The majority of the participants
reported feeling greater sexual pleasure with the female condom than the male condom.

“…with the male condom I do not feel anything, but with the female condom there is
more sensation.” (IDI #1)
“…it feels like the real deal.” (FGD #2)

It was reported by some women that the external ring of the female condom produces greater
sexual pleasure because it stimulates the clitoris and the inner ring massages the head of the
penis. However, some participants reported that the inner ring of the female condom at times
creates discomfort. Other participants disputed this arguing that the discomfort was signalling
that the device is not properly inserted. There was an agreement that if it is properly inserted
with the inner ring resting on the cervix there should be no discomfort.

They also reported that their partners preferred the female condom because it does not
compromise their sexual pleasure. Participants explained that their partners liked the female
condom because it is not tight and does not constrict the penis as the male condom. Others
liked the fact that men were no longer responsible for protection, but this belief was more
prevalent among educated partners. The majority of women reported that men were in
general indifferent to female condoms.

4.3.6 Timing of Insertion
Perhaps the greatest advantage of the female condom is that it can be inserted up to eight
hours before sexual intercourse. Therefore it does not interrupt the sexual sequence.
However, the participants did not value this fact much; they were rather more interested in
the fact that it ensures them protection at all times, even in extreme cases. The participants
preferred to wear the female condom before venturing outside at night. In Swaziland there is
a saying that once it becomes dark it becomes a bush, meaning that you are not safe at night.
The participants used this saying to explain why they wore the female condom at night. One
participant related a story of how she was gang raped by nine men at night:
“...luckily I was wearing the female condom. Well it does not make it better, but I was
comforted by the fact that I was protected from diseases and pregnancy.” (IDI #4)
“I wear the female condom when going out at night... no one knows the day of death,
therefore it is best to be always protected. And the female condom ensures our
protection at all times.” (FDG #2)

Other participants reported that they usually wear the female condom when going out to drink
or partying. They explained that they usually find it difficult to insist on use of condoms after
consuming too much alcohol and that at times they totally forget about them. Also men are
more likely to take advantage of women when they are drunk because they are more
vulnerable and this increases their risk of unprotected sex.
“When I know that I am going to drink, I wear the female condom because I know
that once I get drunk I will forget or I may not be able to insist on condom use.” (IDI
#1)
“The time when one is more vulnerable to practice unprotected sex is when you are
drunk. ...because your perception is decreased and also that is the time when men are
more likely to take advantage of you.” (FGD #1)

In addition, the female condom does not require a fully erect penis for it to be inserted. For
men the fact that there is no need to sustain an erection while putting a condom in place
removes a commonly reported source of anxiety (Gullob and Stein 1993). This also ensures
consistent condom use as failure to maintain an erection has been found to interfere with
male condom use (Gullob et al. 1995). Participants found the female condom more appealing
to use with men who usually report that they have a reaction to the male condom or it affects
their erection.
“You know the good thing about female condoms is that it does not have any side
effects. When you ask men to use the male condom, they will tell you all kinds of
stories from how it interferes with their erection to how it gives them a rash, but with
the female condom there is no excuse.” (IDI #1)
4.3.7 Use as a Contraceptive
As mentioned earlier the female condom offers simultaneous protection against STIs and
conception, this therefore offers women another method of contraception. The majority of the
participants could not tolerate the side effects of hormonal contraceptives and this factor
served as an incentive to use the female condom as it does not have any known side effects.
“The injection gave me terrible side effects, so did the pill and then I decided to stop
using hormonal contraceptives altogether. Consequently I would have closely spaced
children. The female condom was like a messiah to me because it is not systemic so it

does not affect me in anyway and now I am practising contraception like any other
woman.” (FGD #2)

In addition, when condoms are the only method used for preventing pregnancy they are used
consistently. Participants explained that the reason they used condoms consistently was
because they were not using other methods for preventing pregnancy. The majority of the
participants were not using hormonal contraceptives and therefore relied on condoms for
contraception.
“The reason I use condoms all the time is because I am not using other
contraceptives, so I am relying on it for contraception.” (IDI #8)
“What drives us at times to engage in unprotected sex is when you are using
something else for contraception because you know that after all you are protected
from pregnancy. So you give it to him and he will take whatever he takes and leaves
whatever as long as it is not a baby.” (IDI #1)

They also reported that it was easier to access condoms than other family planning methods
as the health care providers are often judgemental of young women accessing contraceptives.
Access is a major barrier to use of contraceptive methods.
“It is difficult to access family planning when you are young (16 years), the only thing
that you have access to are condoms, and well the male condom we do not really
control its use, so the female condom is the best option.” (IDI #6)

4.4 Factors Inhibiting Use of the Female Condoms
4.4.1 Needs Practice
There was a consensus among the women that use of the female condom needs a great deal of
practice because in the initial stages users find it difficult to insert the device.

Most

participants experienced difficulties in inserting and properly positioning the device when
they first started using this method. The women reported that they often had to deal with
discomfort and even pain at times. These factors may discourage some women from using
this device. However, with continued use these difficulties disappeared and many of the
women highlight the importance of experience with using the devise. The women pointed out
that female condom use becomes easier with practice.

“At first, it is not comfortable; at times the inner ring hurts. But as I continued using
it I realised that the problem was not the inner ring rather it was that I had not
properly inserted it.” (FGD #1)
“In the beginning it is not good. I mean you have to insert something in you and that
was really uncomfortable because I was not used to that, and I would be so conscious
of it. But as I continued I got used to it and now I love it.” (IDI #10)
“You try it and it is uncomfortable or hurts, but you have to try again. You do not
have to say well it is difficult and then give up.” (FGD #2)

However, they mentioned a feeling of satisfaction that came with being able to master the use
of this woman initiated device at the end. The women reported that the support they received
from friends helped to overcome some of the initial difficulties they experienced with the
female condom. Participants explained that they were able to overcome the initial difficulties
because of the advice from friends who had experience with the female condom. Their
friends often encouraged them to be patient until they obtained experience in using this
method.
“At the end it was worth every bit. It felt like I had achieved something big. I guess it
is big because it is our condom, it was made for us. So, one should be proud to finally
know how to use it.” (IDI #6)
“It took me five months to master its use and so many times I gave up, but my friend
insisted that I keep trying. She was very supportive and without her I would not have
learnt how to use it.” (IDI #6)

4.4.2 Previous Use of Condoms
One factor the women identified as critical for the use of female condoms was past
experience of male condom use. The participants reported that it was difficult to convince
someone who has never used condoms to accept the female condom. The challenge therefore
was how to convince men who had never used condom to accept the female condom.
“…a person who has never used a condom in his life can never accept the use of
female condoms.”(FGD #2)

“When a client refuses the use of a female condom, then you should know that he has
never used a condom in his life.” (FGD #2)

4.4.3 Cultural and Social Attitudes
Use of condoms whether female or male has been stigmatized often due to cultural, social as
well as religious attitudes about sex and condoms (CHANGE 2008). Condoms are often seen
as appropriate only for use in commercial or casual partnerships. In fact, condoms are
associated with promiscuity and disease. This belief makes it difficult to negotiate the use of
condoms in marital or long-term partnerships. Often there is a widespread resistance to the
use of condoms in this type of partnerships. Participants had difficulty negotiating use of
female condoms with long-term partners. They perceived the use of condoms with long-term
partners as a violation of trust. They frequently found it difficult to suggest the use of
condoms in these partnerships as it introduces an element of suspicion in the relationship and
is usually perceived to be threatening or confrontational. They reported that it may lead to
distrust and their partners may see it as sign that they are not using condoms in commercial
partnerships which may result in violence.
“It is not easy to ask for condoms with regular partners or spouses. It always gets
emotional.” (IDI #9)
“Commercial relationships are different from steady relationships. In these
relationships there is the assumption that you have to use condoms with the other
guys, not with them as they are your primary partners and are entitled to skin to skin
sex. So requesting the use of condoms with them is suggestive of not using condoms in
the commercial partnerships and may resort to violence.” (FGD #2)

In addition, negotiating condom use involves communication about disease prevention.
Participants were not comfortable discussing disease prevention, especially with long-term
partners because it raises suspicions. This is worsened by the Swazi culture which prohibits
frank sexual discussions between men and women.
“culturally it is not appropriate to discuss sex with men... It is suggestive of being
easy.” (FGD #1)

Female condom use is further compounded by the fact that it has to be inserted before
intercourse to give it time to warm up to the body heat, lest it will make a noise.

Traditionally, however, Swazi women are expected to be passive and submissive when it
comes to sexual matters. Women who ask for the use of condoms are often perceived as
sexually experienced or promiscuous. This therefore puts women in an awkward position
because when men find them wearing the female condom they judge them as easy women.
The participants reported that some men when they find them wearing the female condom
they called them names such as ‘whores’, and they are perceived as sexually available.
“…men call you all kind of names.” (FGD #2)

Nonetheless, participants are not deterred by this as they have come to accept themselves and
this kind of job they are doing, opting to protect themselves rather than worrying about other
people’s perceptions of them. However, this may pose a challenge to some women who are
more conservative and are particularly concerned about their social reputation.

4.4.3 Partner Objection
In as much as the female condom was made to give women greater control over safer sex
practice without relying on their partners for protection, women still feel the need to gain
partner approval. At times participants tried to negotiate the use of the female condom with
their partners, but were unable to get their partners to cooperate. This is particularly true with
partners who still prefer skin to skin sex and view condoms as a violation of intimacy. And
insisting on condom use at times may result in violence. Given the nature of the relationship
they may be able to refuse sex; they have a direct approach “no condom, no sex” or request
that clients accept the female condom as part of the deal. But such a strategy may not be
possible with long-term partners because in Swazi culture women are not allowed to refuse
sex to a man, especially if she is married to him.
“…it is difficult… Some men do not want condoms, the moment you suggest them,
they get angry and threaten to beat you.” (IDI #2)
“At times you have to practically beg the client to accept the condom as part of the
deal, even bring your price down if need be, so that you may use the condom.” (FGD
#2).

4.4.4 Time Consuming
Because the female condom needs time to adjust to body heat it therefore poses a challenge in
cases of sporadic sex acts. The participants perceived the delay needed for the female

condom to adjust to body heat that it might serve as a barrier to the use of this method as they
cannot ask the clients to delay sex while they wait for the method to adjust to their body heat.
Therefore, use of this method could make them lose clients:
“in this kind of work time is everything, you cannot ask a client to wait for 15 minutes
whilst waiting for the condom to adjust to your body heat. He will just say okay and
go get someone else.” (IDI #6)

Thus they found it to be more appropriate with pre-planned sex, which gives them time to
insert it beforehand. They also found it difficult to use this device when selling sex on the
streets stating that there was no private and safe place to insert the device.
“...there is just no place to insert the female condom when selling on the streets. You
cannot go to the dark corners as there is danger there... so it is only possible with the
first client because you will come wearing it from home.” (IDI #5)

4.4.6 Limited Availability
The greatest barrier to the use of female condoms is the limited availability. Participants
reported that the device was only available at NATICC. So when one cannot go to NATICC
there was no other place to access the device. And when NATICC runs out of stock they are
forced to have unprotected sex with men who refuse to use the male condom.
“The only place where one can get the female condom is NATICC. ... and when
NATICC runs out of stock there is no other place to get them and we are forced to
engage in unprotected sex with the clients who do not want the male condom.” (IDI
#6)
“The female condom seems to be unavailable in other places. One time when
NATICC was out of stock I went to the clinic but they told me that they have never had
it... the nurse did not even know that there was a female condom in Swaziland.” (IDI
#4)

This limited availability has led some participants to reuse this device despite clear
instructions from counsellors to use one condom per sexual act. In the individual in-depth
interviews participants confessed to using one condom with more than one client. It should be
noted that this is the same condom that was used with the first client and it has not been

cleaned. The majority reported using one condom with three clients. They found this to be the
only way of ensuring that they do not run out of stock.
“... I usually use one condom with three clients.” (IDI #3)
“...because of the limited supply I use one condom the whole night” (IDI #6)

4.5 Strategies they use to Negotiate the use of Female Condoms
4.51. Communication
Despite the female condom being a woman initiated device the majority of the participants
reported the need to negotiate its use with partners whether commercial or long-term partners.
Participants suggested that one has to be strategic when requesting the use of condoms, as
negotiations are usually contentious and sometimes result in emotional or physical
retribution. The participants underscored the need for communicating with partners when
negotiating the use of the female condom. They usually discuss disease prevention. This
helps them assess their partner’s feelings about the use of condoms. They often use their own
discretion to determine if it is safe to request the use of condoms. If they perceive their
partners as disapproving they use it covertly. The majority of women preferred to use the
female condom covertly in order to avoid male disapproval.
“Communication. You have to talk to your partner; you do not just leave things to
chance.” (FGD #2)
“You assess the person’s attitudes towards condoms and then you can tell if it is safe
to suggest condoms… with other participants you can just tell that this one cannot
agree to the use of condoms instead it will trigger violence.” (IDI #2)

Other participants found it difficult to discuss disease prevention, particularly with long-term
partners. They suggest use of female condoms for contraception purposes as women usually
take responsibility for pregnancy prevention. They reported that requesting the use of the
method for pregnancy prevention takes away the emotional baggage associated with condoms
and facilitate continued use.
“It is not easy to discuss disease prevention with long-term partners, they always
perceive it as a question of trust and then it gets too emotional. It is best to just talk
about pregnancy.” (FGD #2)
“If you do not want a fight, just say you are using it to prevent pregnancy.” (IDI #2)

It should be noted though that they are interested in it for disease prevention and to a lesser
extent for pregnancy prevention. A majority of participants were able to convince their
partners to use the female condom by telling them about the side effects they experience with
hormonal contraceptives.
“I talked to him about the side effects that I had experienced with the pill and
injection and then requested that we use the female condom as it is not systemic, so
there are no side effects.” (FGD #2)

Other participants reported using other strategies to convince their partners to use the female
condom. They convinced their partners that sex would be more enjoyable with the female
condom than the male condom. The majority of the participants found this strategy to work as
men usually complain that the male condom reduces sensation.
“You know the reason that people do not like using condoms is because it decreases
pleasure, but when you tell them that this particular condom increases the pleasure
they are usually willing to try it.” (FGD #2)

Interestingly, the device was recommended to the participants by a friend and they were
willing to try it on the basis that it will maintain or even heighten sexual pleasure.
“…I wanted to see if my friend was telling the truth. Well she was right, there is more
sensation and now I have fallen in love with it.” (IDI #6)

4.5.4 Experimentation
For many women the primary reason for initial use of the female condom is for sexual
experiment. Participants reported that they first tried the female condom to see how sex
would feel while using this device. Also female condoms are a novel method in Swaziland.
Therefore some men are driven by curiosity and the desire to experiment with the female
condom. Participants reported some of their clients come and specifically request female
condoms. It should be noted though that novelty wears off after using it several times.
“Some clients come and practically beg you to use the female condom and they even
offer to pay more.” (IDI #5)

4.5.5 Secret Use
When communication fails most women resort to secret use. A number of the individual indepth interviews yielded an interesting finding of secret use of the female condom when
partners refused the use of condoms. The participants explained how they often find
themselves in an awkward position when men refuse to wear the male condom. In these cases
men offer to pay more money for sex without a condom. However, the availability of the
female condom has ensured that they practice safe sex all the time. When clients refuse the
use of condoms, participants use the method secretly. Covert use is usually necessary with
drunk partners. However, they emphasized that it is important to make sure that the client
does not find out that the female condom is used secretly because if he does he may resort to
violence.
One of the dilemmas we are frequently faced with in this kind of work is that you ask a
client to use a condom [male] and he offers you more money for sex without a
condom. This is very difficult because you look at the money and think of how much
you need it. You have to make a hard choice, either to refuse sex and go home empty
handed or engage in unprotected sex. And to be honest with you a majority of us
always went with the latter option as we are doing this thing for money. But now, you
just pretend to him that you are not going to use a condom and you just go to the
toilet and insert the female condom and everyone is happy.” (IDI #3)

Another participant reported the unusual finding of covert use of the female condom with her
regular partner. The regular partner did not find out about female condom use until after five
months of secretly using the method.
“My boyfriend has never liked condoms, every time I suggest the use of condoms he
will tell me one story after another and it was irritating because they are just excuses.
Then I resorted to the female condom, I would insert it before I go to bed and then ask
him to turn off the lights. All I had to do was guide him when he enters to avoid
misrouting.” (IDI #6)

A small number of participants felt that there was no need to ask the partner for the use of the
female condom as they control its use. They felt that if the woman requests female condom
use it is likely to give him an opportunity to refuse use.

“The female condom came to free us from being controlled by men. I see no reason to
go back and ask permission from a man for protection.” (IDI #6)
“If you talk about it he will then want to convince you otherwise. Just do not open that
window.” (FGD #2)

The problem though with not talking opens the possibility of using two condoms at the same
time. At least one participant reported a case where they used both female and male condoms.
The use of male and female condoms at the same time may be dangerous as the condoms
may cause friction, which may result in breakage. This therefore underscores the need for
greater communication in all sexual encounters.

4.6 Female Condom an Alternative to Male Condom
One critical public health question that has to be answered is whether promotion of both
female and male condoms results in higher level of protection than does promotion of the
male condom alone (Hoffman et al. 2004). And for the female condom to do that it has to
supplement the male condom rather than replace it. As the whole point of another method is
to provide additional protection to the couple and for the female condom to bring this added
benefit it has to be used in cases where the couple would otherwise have unprotected sex
rather than replacing the use of the male condom. This would not be a viable option as the
female condom is expensive.

The findings suggest that the female condom complements the male condom rather than
replaces it. The participants reported using both methods in different situations. In fact, they
mentioned using the female condom in cases where they could not persuade the man to use
the male condom. Therefore, the female condom has provided women with an alternative
method of protection.
“The arrival of the female condom has really helped a lot. It has provided us with an
alternative. When a man refuses the male condom then I propose the use of the female
condom. Then he is left with no option but to comply.”(IDI #10)

Furthermore, participants reported using protection more often since the arrival of the female
condom stating that they were alternating the use of the method for specific situations. For
example, they use the female condom with intoxicated partners, or partners that are opposed
to male condoms.
“You use your own discretion to assess the situation. You determine whilst talking
what kind of a client you have and there are people you know that can never agree to
the use of condoms, so for those you do not even bother because you will be wasting
your energy. Just tell him how much you charge and go to the toilet and insert the
female condom.” (FGD #2)

There was a consensus that the advent of the female condom has made it possible to practice
safer sex with long-term partners. Participants explained that in the past they found it difficult
to ask men to use the male condom because they are usually associated with disease and
promiscuity. However, they found it easier to use the female condom because they are able
to convince their partners to use this method to prevent pregnancy.
“It is difficult to insist on condom use with your steady partner when you have been in
the relationship for a long time because it always comes across as a question of trust
and is always accompanied with accusations. But the female condom helps you avoid
all that drama because you do not have to ask him for anything. You just tell him that
you are using a new method of contraception that has no side effects, female
condom.” (IDI #2)

This shows that the female condom is not a replacement of the male condom, but rather
expands the options for safer sexual behaviour, particularly for women. The social and
economic power imbalances that usually exists in sexual relationships puts women in a
precarious position and makes it difficult for them to insist of condom use. The female
condoms, however, do not eliminate the need for sexual negotiation, but increases women’s
power and control over safer sex and hence provide an alternative to the male condom.
Therefore this woman initiated device is an essential supplement to the male condom and fills
an important niche.

4.7 Summary
It is evident from the findings that the female condom offers women a much needed and
effective alternative to the male condom given unequal power relations and male partners’

frequent refusal to use condoms, mainly because they do not require the same degree of
cooperation as well as initiative from the male partner. Hence it is their preferred method for
the practice of safer sex. However, female condoms are not a perfect method, they have
unique challenges. But they are certainly an effective, acceptable and desired dual protection
method which can greatly improve women’s health, particularly their sexual and reproductive
health.

CHAPTER FIVE
CONCLUSION
5.1 Introduction
To date, the female condom remains the only approved female-initiated method that offers
dual protection against STIs (including HIV), as well as pregnancy. This device offers
women a method of protection that they can use independently. In fact, it affords women an
opportunity to take a proactive role in safer sex practices in spite of the prevailing gender
inequalities and power imbalances in sexual relationships. Since gender inequality is the
major driver of HIV/AIDS in Swaziland, female condoms have an essential role to play in
stemming the tide of the epidemic. They can provide a life saving choice to women at risk of
HIV and other STIs, as well as unwanted pregnancies. Thus, improving women’s sexual and
reproductive health and ensuring their own survival. Hence, the participants find the device to
be a necessary and welcome additional option especially for those who have trouble using the
male condom or other family planning methods. However, certain limitations must be
acknowledged in interpreting the results of this study. First, the data are not generalizable to
the entire population because they are based on a relatively small sample. In addition, the
study was carried out with a select group of women, sex workers. It is hypothesized that sex
workers are more likely to be in control of sexual decision making than other women given
the contractual nature of the relationship (Dietz et al. 1998). Nevertheless, the study does
provide some insights into the factors that facilitates and inhibits use of the female condom.

5.2 Summary of Results
The study found that the participants prefer the female condom over the male condom
because it offers them more options and furthermore they control its use. Of relevance here is
the issue of female control and safety that this product seems to afford women. Across all
interviews the participants articulated that the male condom does not guarantee safety
because men usually manipulate the use of condoms by sometimes making pinholes in them.
Therefore, they found the female condom to be appealing as women insert it themselves
without depending on men. Hence, they can be sure that it is not torn or otherwise tampered
with. Furthermore, the participants perceived the female condom to be stronger and more
resistant to breakage than its male counterpart. They reported feeling more protected with the
female condom. Other studies of the female condom have also emphasized the fact that the

female condom made women feel more protected and safe (Dias et al. 2006; Gullob 2000;
Hoffman et al. 2004; Kerrigan et al. 2004; Ray et al. 1995). This feeling is to a greater extent
attributed to the widely held perception that the female condom is stronger and therefore
more resistant to rupture (Beksinska et al. 2001; Dias et al. 2006; Vierra et al. 2004;
Welbourne 2006).

Perhaps the significant contribution of the female condom to public health is that it widens
the options for safer sex. The findings support the notion that the more options available the
more likely it is that couples will use protection. The participants reported that they used
protection more since the advent of the female condom. Firstly, because those who had
negative reactions to the latex male condoms now had an alternative method to use. The
female condom is an option for women who are not in a position to negotiate the use of the
male condom either because of cultural or personal constraints. Literature has also shown that
when there are more alternatives available, couples are more likely to use protection (Cecil et
al. 1998; Choi et al. 2003; Macaluso et al. 2000). Hence, there was a reported increase in the
proportion of protected sex acts although miniscule at times, where there was access to
female condoms along with male condoms (Hoffman et al. 2003; Hoke et al. 2007; Kerrigan
et al. 2004; Mantell et al. 2003; Musaba et al. 1998). Also contraceptive experiences show
that expanding the range of options increases the likelihood that each couple will find the
method that meets their needs (Ross et al. 2001). Participants found the female condom to be
a welcome alternative to hormonal contraceptives. This was emphasized by participants that
had experienced side effects with hormonal contraceptives.

The majority of the participants reported alternating between the two methods. The
participants reported using both methods in different situations. In fact, they mentioned using
the female condom in cases where they could not persuade the man to use the male condom.
In other words, the female condom was used in cases where there would otherwise have
unprotected sex. This therefore suggests that the female condom complements the male
condom, which in turn leads to increased overall protection. Therefore alternating the two
methods may facilitate consistent condom use and hence help stem the tide of the HIV/AIDS
epidemic. As inconsistent condom use has been shown to undermine the potential of
condoms in the fight against HIV/AIDS (FHI 1998).

The fact that the female condom is woman-initiated affords women an independent method
of protection that they can use on their own. Therefore, it emancipates them from their
reliance on men to use the male condom for protection. Participants cited that they found it
difficult to insist on male condom use because its use is entirely contingent on the
cooperation of the male partner. However, with the advent of the female condom they were
no longer dependent on men for protection; instead they offer the male partner a choice
between his or her condom. This therefore, puts women in a stronger position than trying to
persuade a man to use the male condom if he does not want to. Hence, the conclusion that the
female condom enhances women’s safer sex bargaining power (Green et al. 2001; Hoffman
et al. 2004; Okunlola et al. 2006; Rivers et al. 1998). Previously when a man refused to use
the male condom, the one and only option for self protection for women was to refuse sex.
This may be easy in commercial partnerships given the contractual nature of the relationship.
However, in long-term partnerships, such as marriage, it becomes hard given that in Swazi
culture a woman has no right to refuse a man sex. This therefore creates a conflict in the
relationship with the possible outcome of violence. However, this device offers women
another option to practice safer sex. Hence, Gullob (2000) contends that it changes the
dynamics of the dyad rather than adding to the burden of what women normally need to
negotiate protection with their partners. Consequently, when a man refuses to use the male
condom, they opt to use the female condom; which they reported can be used in a nonthreatening way. Protection is then used consistently even if the partner disapproves of its
use.

Continued use is further facilitated by the fact that this device can be used covertly. This
shows that some women can be in total control of this method. The participants reported
using the method secretly, especially with intoxicated partners. Other studies have also
documented covert use of this device (Kerrigan et al. 2004; Green et al. 2001). However, the
issue of covert use has been overstated, particularly with the advent of female-initiated
methods, like microbicides and vaccine which may be completely invisible. There is a
growing discourse that microbicide gels are superior to the female condom because they can
be used covertly. However, Green et al. (2001) found that women still feel the need to inform
their partners about using the gel or they fear that their partner would become aware of the
gel during intercourse. Hence, Mantell et al. (2008) contend that the issue of covert use is an
illusion rather than the reality. Besides, women cannot succeed in concealing the use of the
device indefinitely. This therefore underscores the need for negotiation skills.

A majority of the participants reported the need to negotiate its use. This corroborates the
findings that condom use is typically not a unilateral action, but involves either implicit or
explicit agreement from both partners (Edgar et al 1992; Sacco et al. 1993). So, women felt
that they had to inform their partners about using this method of protection. Unfortunately,
negotiation involves communication whether direct or indirect about sexual behaviour which
has been found to be the most difficult aspects of heterosexual relationships. Discussing
disease prevention with partners, especially long-term partners was reported to be
uncomfortable. Eaton et al. (2003) reiterates that discussions about condoms tend to be
awkward and limited. This is further worsened by the Swazi culture that prohibits frank
sexual discussions between men and women. Furthermore, suggesting the use of condoms
may imply that one has not been using condoms in the commercial partnerships and this may
raise the risk of violence. Also, use of condoms with long-term partners is usually perceived
as a violation of trust and intimacy. This points out to the complexity of sexual behaviour,
showing the influence of factors at the interpersonal level (type of relationship) and distal
context (culture). Hence, the growing argument that female condoms do not resolve the
inherent difficulties involved in negotiating condom use (Green et al. 2001; Hoffman et al.
2004; Mantell et al. 2005).

However, the advantage of the female condom is that it can be negotiated in non-threatening
ways. Women can readily justify its use on the grounds of pregnancy prevention, to enhance
pleasure or avoid the allergic reactions associated with the latex male condom. Women find it
easier to negotiate the use of the female condom for pregnancy prevention. A number of the
participants reported that it was easier to discuss pregnancy prevention with their partners
rather than disease prevention. Firstly because contraception is seen as women’s
responsibility, therefore requesting condoms for pregnancy prevention removes some of the
barriers to the negotiation of use. Also positioning the device for contraception changes the
widespread association of condoms with promiscuity and disease. This is consistent with
female condom acceptability studies which have documented successful negotiation when the
female condom use was requested on the grounds of pregnancy prevention (Gullob 2000;
Hoffman et al. 2003; Kerrigan et al. 2004; Mwakisha 1994; Rivers et al. 1998; Welbourne
2006). Scholars argue that negotiating the device for contraception distances the product from
the stigma associated with male condoms and STIs and thus ensures wide acceptability
(Kerrigan et al. 2004; Hoffman et al. 2004; Gullob 2000; Ray et al. 1995). This is clearly the

case in South Africa where the female condom has been marketed as a contraceptive method
and consequently has documented the second largest sales of female condoms in the world
(Avert 2010; FHI 2007; Mqhayi 2003). In addition, using the female condom primarily for
contraception facilitates continued use. Cates (1996) attest that condoms are more likely to be
used consistently when they are used as a dual purpose method rather than in combination
with another contraceptive method.

Consistent use is further facilitated by the fact that the female condom can be inserted up to
eight hours before intercourse. Participants valued this because it gives them more control
over the situation, rather than having to scramble for condoms at the last minute. Also when
the man finds the woman wearing the female condom he is left with no option but to concede
to its use, although it is usually grudgingly. For women who anticipate difficulties in using
condoms due to alcohol or unfortunate circumstances like rape the female condom was the
preferred method of choice. This suggests that the female condom does contribute to
consistent use of condoms as alcohol consumption has been documented as the reason for
inconsistent use of condoms. However, the disadvantage of inserting the female condom prior
to intercourse is that one may be perceived as being suggestive of wanting sex or being
labelled promiscuous. This may serve as a barrier especially to women with low self-esteem
as they are more concerned about what their partners think of them (Eaton et al. 2003).

A key factor influencing the adoption of the female condom is the perception of risk.
Findings from this study support the notion that a greater perception of risk is associated with
increased condom use. The participants perceived themselves to be at an increased risk for
STIs hence the wide use of this device. This result is consistent with studies that have found
high prevalence of female condom use among women at high risk of STIs (Denaiud 1997;
Holmes et al. 2008; Macaluso et al. 2000; Warren and Philipot 2003). However,
understanding one’s risk of contracting infections does not automatically translate into the
use of the device. As it has been explained that a sexual behaviour like condom use is
influenced by factors at three levels; personal, proximal and distal context, therefore
perception of risk is an important step, but it is not a sufficient precondition for use of
condoms. Also previous use of male condoms emerged as a strong predictor of female
condom use. The participants articulated that a man who has never used condoms in his life
will never concede to the use of this device. This finding is not unique since acceptability
studies have shown that prior experience with the male condom is associated with the use of

the female condom (Holmes 2008; Ray et al. 1995; Meekers and Richter 2005). The
challenge therefore is how to convince both men and women to support the use of female
condoms for it to have the greatest public health impact.

The findings suggest that participants are appreciative of the female condom and prefer it to
the male condom because of its durability and other features that offer advantages over the
male condom, such as timing of insertion, lubrication. However, just like any other method of
contraception, female condoms are not a perfect method. The method elicits mixed reactions,
especially when it is tried for the first time. Participants reported that they were initially
surprised by its size and they also had aesthetic concerns about it. Their greatest concern was
that it takes time to master its use. This is consistent with other studies that have documented
that users had difficulties with insertion in the initial phase (Gullob 2000; Hoffman et al.
2004; Kerrigan et al. 2004). However, practice and patience seem to alter the difficulties.
This strengthens the need for support by peers, counsellors and health care providers to solve
the difficulties (Choi et al. 2008; Gullob 2000; Kalckmann et al. 1998; Simons 2009). This is
particularly pertinent because opponents of the female condom who criticise the device as a
viable prevention method claim that it is cumbersome to use and that women do not like
using it (Morris 2007; Welbourne 2006). Also the fact that it needs time to adjust to the body
warmth for it not to make noise may serve as a barrier to its use, especially in cases of
sporadic sex. However, new improved brands are reported to be less noisy (FHC 2009).

Perhaps the greatest barrier to the use of this device is its limited availability. The device
seem to be unavailable, participants reported that the device was only available at NATICC.
Therefore, when NATICC runs out of stock they have no other place to get the condom.
Because of this some participants reported being forced to have unprotected sex when they
run out of supplies and their partners refused to use the male condom. This has led some
participants to use one condom throughout the night in order to ensure that they do not
experience shortages. However, this undermines the device’s contribution to the fight against
HIV and other STIs. Other studies have also documented reuse of device (Beksinska et al.
2001; Deniaud 1997; Ray et al. 1995). In Swaziland reuse is prohibited.

5.3 Implications and Recommendations
The findings of this study suggest that the use of condoms is a complex process.
Acceptability studies on the female condom as well as surveys of male condom use patterns

have also shown this. The model developed by Eaton et al. (2003) also points to the
complexities of sexual behaviour. Women’s unequal social status and power imbalance in
sexual relationships make it difficult for them to take a proactive role in safe sex practices.
The difficulties that women experience in negotiating condom use at the interpersonal level
are made worse by personal factors such as self-efficacy to use condoms and self-esteem and
are further compounded by cultural taboos against women who appear sexual assertive. This
shows that attitudes, norms and skills to use the female condom play a major role in the
adoption of female condom use. Such findings underscore the need for a change in the
negative images of condoms as well as social norms discouraging condom use, also
overcoming interpersonal as well as structural obstacles. How this will be accomplished,
however, remains an open question.

The literature review shows that effective promotion of female condoms is possible. There is
a need to identify effective individual as well as structural interventions in order to realize the
potential this much needed device has to contribute to increased levels of protection. Thus,
ongoing behavioural intervention research is required to identify the most effective
promotional strategies. UNAIDS and WHO (2000) declare that for the female condom to
provide the greatest public health impact they must be introduced strategically. This
underscores the need for high quality female condom programmes that will create demand
and uptake, as well as continued use of this essential device. As has been previously
mentioned for the female condom to provide the envisaged public health impact it must be
used by those who use condoms inconsistently, as well as those who do not use condoms at
all and are at risk of STIs. This therefore calls for a clear identification of the target audience
after which appropriately crafted messages and quality information will be delivered.
Furthermore female condom introduction programmes can pave the way for future
microbicide use when they become available.
As the participants find it easier to negotiate the device as a contraceptive it is therefore
recommended that the product be integrated into already existing family planning
programmes. The benefit of this includes reduced stigmatisation of the device as purely for
disease prevention, making the device more acceptable and therefore can increase safer
sexual practice. Also the countries that have documented success have shown that the female
condom has a significant role to play as part of the contraceptive mix, therefore well planned
strategies have to be developed to integrate the female condom into the country’s
contraceptive mix.

Moreover, the device can be promoted as a way of enhancing sexual pleasure in sexual
relationships. This is in light of the findings that participants reported using eroticism to
convince partners who were initially reluctant to use this woman initiated device. And also
the majority of participants reported having tried the method on the grounds that it increases
sexual pleasure.

However, this does not invalidate the need for negotiation skills as some participants reported
that they faced difficulties in negotiating the use of the device. Potential users have to be
helped to develop effective negotiation strategies that are contextually appropriate such as
how to introduce the female condom in marriage or established partnerships given the fact
condoms are less likely to be used in long-term relationships. First, women in established
partnerships should be made aware of the fact that they are still at risk of STIs; taking into
consideration the need for trust and intimacy in these kind of relationships and the
contradictions which it raises in relation to the practice of safe sex. Peer support groups are
an essential and effective channel for introducing the female condom in sexual relationships.
Also good communication skills are essential. At the same time, acceptance among men has
to be established as lack of it has been documented as the reason for non or discontinued use
of this essential device. In fact, it is argued that men dictate the terms of the heterosexual
encounter. In Swazi culture it is usually the man who controls and moderates the sexual
interaction process. Therefore, it is critical that men are included in all awareness raising
initiatives. Also research is needed that will directly examine men’s attitudes towards the
female condom.
Given that the female condom needs a great deal of practice before users can finally master
its proper use, users and potential users need skills training on the proper use of the device.
Condom use skills’ training typically involves the demonstration of condom use by health
educators on the pelvic model. Actual fitting of the female condom by a health professional
such as a nurse may be more useful given the complex nature of the insertion process. Also
users have to be warned to anticipate a period of adjustment which the difficulties in using
the female condom are considered normal and should be expected. Testimonials from others
who have adopted the female condom may be useful at this stage. Ongoing support and
contact with health care providers, educators and counsellors, and education about basic
reproductive anatomy may also help overcome negative feelings related to vaginal insertion.

Communication with a provider or peer educator has been reported to have a direct positive
impact on female condom uptake (Warren and Morris 2002). Therefore specific training has
to be offered to the health care providers to ensure that they provide accurate, unbiased
information about female condoms to their clients.

A consistent supply of the product is crucial because the potential of the female condom is
usually undermined by constantly running out of stock. This also facilitates the reuse of the
product and with participants not following the protocol its contribution to the prevention of
STIs may be further compromised. Therefore, a consistent supply of the device has to be
ensured. The government needs to be strongly proactive as lack of political will has been
documented as leading to inaccessibility of the device. The device must be provided at public
health clinics, pharmacies, public restrooms, toilets, as well as all the places that one finds its
male counterpart. It also has to be provided at a subsidized cost through social marketing
programmes. Strong grassroots advocacy has emerged as a crucial element of successful
national programmes. Experiences from Zimbabwe illustrate the powerful advocacy role that
women organisations can play as catalyst in promoting the female condom (Meekers 1999).

REFERENCES
Abdool-Karim Q, Abdool-Karim S, Frohlich J, Grobler A, Baxter C, Mansoor L, Kharsany
A, Sibeko S, Mlisana K, Omar Z, Gengiah T, Maarschalk S, Arulapann N, Mlotshwa M,
Morris L and Talyor D (2010). Effectiveness and safety of Tenofivir gel, an antiviral
microbicide, for the prevention of HIV infection in women. Science, 329 (5996): 1168-1174
AIDS weekly plus (1996). The female condom importance acknowledged in HIV prevention.
9 December: 7-8. http://www.popline.org/docs/1173/118355.html [accessed on 13/10/2009]
Amaro H, Raj A and Reed E (2001). Women’s sexual health: the need for feminist analyses
in public health in the decade of behaviour. Psychology of Women Quarterly, 25: 324-335
Ankrah M (1996). AIDS, socioeconomic decline and health: a double crisis for the African
woman.’ In: Sherr L, Hankins C & Bennett L, eds. AIDS as a gender issue: psychosocial
perspectives. London, Taylor and Francis
Ankrah M and Attika S (1997). Adopting the female condom in Kenya and Brazil:
perspectives of women and men. A synthesis.
Artz L, Macaluso M, Brill I, Kelaghan J, Austin H, Fleenor M, Robey L and Hook E (2000).
Effectiveness of an intervention promoting the female condom to patients at sexually
transmitted disease clinics. American Journal of Public Health, 90(2): 337-244
Avert (2009) HIV and AIDS in Swaziland. www.avert.org/aids-swaziland.htm [accessed on
08/10/2009]
Avert (2010). Female condoms. http://www.avert.org/female-condom.htm [accessed on 28
september 2010]
Babbie E (2001). The practice of social research. 9th edition. Belmont: Wadworth/Thomson
Learning
Barbosa R, Kalckmann S, Berquo E and Stein Z (2007). Notes on the female condom:
experiences in Brazil. International Journal of STDs and AIDS, 18: 261-266
Basit T (2003). Manual or electronic? The role of coding in qualitative data analysis. Edu Res
2003; 45: 143-54.
Beksinska M, Rees V, McIntyre J and Wilkinson D (2001). Acceptability of the female
condom in different groups of women in South Africa – a multicentred study to inform the
national female condom introductory strategy. South African Medical Journal 91: 672-678
Beksinska M, Marumo E, Smit J and Mabude Z (2005). Country experiences from South
Africa. Paper presented at the Global Consultation on Female Condoms in Baltimore 2005.
Beksinka M, Smit J, Madube Z, Vijayakumar G, Joanis C. Performance of the reality
polyurethane female condom and a synthetic latex prototype: A randomized cross-over trial
among South African women. Contraception, 73: 386–93

Blanc A (2001). The effect of power in sexual relationships on sexual and reproductive
health: an examination of the evidence. Studies in Family Planning, 32(3): 189-213
Bochne A (2001). Narrative's virtues. Qualitative Inquiry, 7(2): 131-157.
Bostwick, G. J. and Kyte, N. S. (1993). Validity and reliability. In R.M. Grinnell, Jr.(Ed.),
Social work research and evaluation (4th ed.). Itasca, IL: F. E. Peacock Publishers, Inc.
Boutayeb A and Serghini M (2006). Health indicators and human development in the arab
region. International Journal of Health Geographics, 5(61): 1-13
Boyce, C. (2006). Conducting in-depth interviews: A guide for designing and conducting indepth interviews for
evaluation input. Pathfinder international tool series 2. USA
http://www.pathfind.org/site/DocServer/m_e_tool_series_indepth_interviews.pdf (Accessed
on 23/05/2010)
Boyce C and Neale P (2006). Conducting in-depth interviews: a guide for designing and
conducting in-depth interviews for evaluation input. Watertown: Pathfinder International
Brown G, Raghavendran V and Walker S (2007). Planning for Microbicide Access in
Developing Countries: Lessons from the Introduction of Contraceptive Technologies. Silver
Spring,
MD.:
International
Partnership
for
Microbicides.
http://www.ipmmicrobicides.org/pdfs/english/ipm_publications/2007/ipm_rh_paper_en_20070730v6.pdf
Buseh, A.G., Glass, L.K. & McElmurry, B.J. (2002) Cultural and gender issues related to
HIV/AIDS prevention in rural Swaziland: a focus group analysis. Health Care for Women
International 23: 173–184.
Centre for the Study of Adolescence (CSA) and Population Action International (PAI)
(2009). A measure of commitment: women’s sexual and reproductive risk- index for sub
Saharan
Africa.
Available
on
http://www.populationaction.org/Publications/Reports/A_Measure_of_Commitment/Measure
_Final.pdf [accessed on 25 September]
Centres R (2008). The female condomstill an underused prevention tool. The Lancet
Infectious
Diseases,
8(6):
343.
Available
on
http://www.thelancet.com/journals/laninf/article/PIIS1473-3099(08)70103-8/fulltext
[accessed on 24/06/10]
Cates W (1996). Contraception, unintended pregnancies and sexually transmitted diseases:
why isn’t a simple solution possible? American Journal of Epidemiology, 143:311-318
Cecil H, Perry M, Seal D and Pinkerton S (1998). The female condom: what we have learnt
thus far. AIDS and Behaviour, 2: 241- 256
CHANGE (2008). Saving Lives Now: female condoms and the role of U.S Foreign Aid.
Prevention Now! Campaign. An initiative of the center for health and gender equity. Gay J.,
Sisson L., and Hastings M.

Chege J (1999). Female condom community intervention trial, focus group discussions.
Family Health International, Nairobi.
Chirban J (1996). Interviewing in depth: the interactive rational approach. Sage Publications,
Thousands Oaks, CA.
Choi K-H, Roberts K, Gomez C and Grinstead O (2000). Facilitators and barriers to use of
the female condom: qualitative interviews with women of diverse ethnicity. Women and
Health, 30(1): 53-70
Choi K-H, Gregorich S, Anderson K, Grinstead O and Gomez C (2003). Patterns and
predictors of female condom use among ethnically diverse women attending family planning
clinics. Sexually Transmitted Diseases, 30(1): 91-98
Clark V and Creswell (2008). The mixed methods reader. Sage Publications, Thousands Oak,
California.
Cleland J, Bernstein S, Ezeh A, Faundes A, Glasier A and Innis J (2006). Family planning the
unfinished agenda. Lancet 368: 1810-1827
Cohen E (2006). Poor places and poor health outcomes: A case study of a rural Pennsylvania
community. Paper presented at the annual meeting of the rural sociological society, Seelbach
Hilton Hotel, Louisville, Kentucky.
Collins P (1998). Negotiating selves: reflections on unstructured interviewing. Sociological
Research Online 3(3)
Deniaud F (1997). Update of the female condom in sub-Saharan Africa. Santa 7(6): 405-415
Deventar N, Gonzales V, Merzel C, Parikh N, Celantano D and Greenberg J (2002). Effect of
an STD/HIV behavioural intervention on women’s use of the female condom. American
Journal of Public Health, 92(1): 109-115
De Vos, A.S., Strydom, H., Fouche, C.B. & Delport, C.S.L. (2002). Research at the grass
root: For the Social Science and Human Service Profession. 2nd ed. Pretoria: J.L Van Schaik
Publishers.
Dias P, Souto K and Page-Shafer K (2006). Long Term Female Condom Use among
Vulnerable Populations in Brazil. AIDS and Behavior 10 (1): 67-75.
Dietz P, Rochat R, Thompson B, Berg C and Grffin G (1998). Differences in the risk of
homicide and other fatal injuries between postpartum women and other women of
Childbearing age: implications for prevention. American Journal of Public Health 88: 641643
Disease Control Priorities Project (DCP) (2008). Sex, gender, women’s health: why women
usually come last. http://www.dcp2.org/file/222/dcpp-gender-web.pdf [accessed on 25 June
2010]
Drew W, Blair M, Miner R and Conant M (1990). Evaluation of the virus permeability of a
new condom for women. Sexually Transmitted Diseases, 17: 110-112

Drezin J., Torres M., and Daly K. (2007). Barriers to condom access: setting an advocacy
agenda, Toronto, Canada, International Council of AIDS Service Organizations [ICASO],
2007: 23 (ICASO Advocacy Briefing)
Dunlap E and Johnson B (1998). Gaining Access to Hidden Populations: Strategies for
Gaining Cooperation of Drug Sellers/Dealers and Their Families in Ethnographic Research.
Drugs Soc (New York) 14(1-2): 127–149.
Eaton L, Flisher A and Aaro L (2003). Unsafe sexual behavior in South African youth. Social
Science and Medicine, 2003 Jan; 56(1):149-165
Edlin G., and Golanty E (2006). Health and Fitness. Sudbury: Jones and Bartlet Publishers
www.books.google.co.za/books?isbn=0763741450 [accessed on 03/08/2009]
Edmunds M (2009). Health South Africa: cost limiting the use of the female condom. IPS 28
July. http://ipsnews.net/interna.asp?idnews=24834 [accessed on 16/10/2009]
Eldridge D, Lawrence S, Little E, Shelby C and Brasfield T (1995). Barriers to condom use
and barrier method preferences among low-income African-American women. Women
Health, 23(1): 73-89.
Elias C and Heise L (1994). Challenges for the development of female-controlled vaginal
microbicides. AIDS 8(1): 1–9.
Factsheet (2009). Countdown 2015 Europe. Campaigning for universal access to reproductive
health. http://fc2.us.com/images/Campaign_Universal_Access_Europe_2009_FactSheet.pdf
[accessed 21 June 2010]
Farr G, Gabelnick H, Sturgen and Dorflinger H (1994). Contraceptive efficacy and
acceptability of the female condom. American Journal of Public Health, 84(12): 1960-164
Fathalla M (1998). Issues in reproductive health: health and being a woman. UN paper 3
presented at the expert group meeting on women and health, mainstreaming the gender
perspective into the health sector. Tunis September 28 to 2 October 1998. Available on
http://www.un.org/womenwatch/daw/csw/issues.htm [accessed on 19/04/2010]
Family Health International (FHI) (2001). Technical update on the female condom.
Washington, DC, united states.
FHI (1995). The female condom: controlled by women. Network, 16(2). Arlington: FHI
Family Health International (FHI) (1998). Opinion: Reason to have confidence in condoms.
Arlington: FHI
FHI (1999). User, partner attitudes influence barrier use. Network, 2000, 20(2). Arlington:
FHI
Family health International
[accessed on 31/07/2009]

(2009)

Family Health International (FHI) (2006)

www.fhi.org/en/rh/faqs/female_condom_faq.htm

Family Health International (FHI) (2007)
Female Health Company (FHC). (2009) FC2 female condom. Chicago, United States.
http://www.femalehealth.com/ [accessed on 03/08/2009]
Female Health Company (FHC) (2007). Press Release: The Female Health Company Reports
Record Profit for Both Fourth Quarter and Fiscal Year 2007. Chicago: Female Health
Company.
http://www.femalehealth.com/InvestorRelations/investor_pressreleases/press_2007_11_26_F
ourth_Quarter_YE_FY200
Fernandez M, Grrido J, Alvarez A and Castro Y (2006). A qualitative study of the viability of
usage of the female condom among university students. International journal of clinical and
health psychology, 2006, 6(1): 189-199
FHI/population council (2006). In our own hands: SWAA Ghana champions the female
condom. Available on http://www.popcouncil.org/pdfs/qcq/QCQ17.pdf [accessed
22/04/2010]
Fontana A and Frey J (1994). Interviewing, In Denzin N and Lincoln S (Edits), Handbook of
Qualitative Research. London: Sage Publications.
French P, Latka M, Gollub E, Rogers C, Hoover D and Stein Z (2003). Use-effectiveness of
the female versus male condom in preventing sexually transmitted disease in women.
Sexually Transmitted Diseases, 30(5): 433-439
Frost K (2007). Interview by Serra Sippel and Jill Gay. Phone Takoma Park MD, 6 December
2007. Frost is the CEO of Americans for AIDS Research (Amfar), New York, NY.
http://www.amfar.org/
Glasier A, Gulmezoglu M, Schmid G, Morena C and Look P (2006). Sexual and reproductive
health: a matter of life and death. Lancet, 368: 1595-607
Glesne C and Peshkin A (1992). Becoming qualitative researchers: an introduction. White
Plains, NY: Longman
Global Coalition on Women and AIDS (GCWA) (2006). Preventing HIV infection in girls
and young women. http://data.unaids.org/GCWA/gcwa_bg_prevention_en.pdf [accessed on
21 august 2009]
Goddard W and Melville S (2001). Research methodology. An introduction. 2nd edition.
South Africa: Juta and Co.Ltd
Gollub E (2000). The female condom: tool for women’s empowerment. American Journal of
Public Health 90 (9) :1377-1381
Gollub E (2006). Choice is empowering: getting strategic about preventing HIV infection in
women. International Family Planning Perspectives, 32(4): 209-212

Gollub E., Stein Z and El-Sadr W (1995). Short-Term Acceptability of the Female Condom
among Staff and Patients at a New York City Hospital. Family Planning Perspectives, Vol.
27, No. 4 (Jul. - Aug., 1995), pp. 155-158
Gollub E and Stein Z (1993). Commentary: the new female condom – item 1 on a women’s
prevention agenda. American Journal of Public Health 83(4): 498-500
Gorishti E and Haffey J (1996). “We want to know everything about it”: Albanian women
speak about family planning. Arlington, VA: John Snow/Service Expansion and Technical
Support Project.
Green G, Pool R, Harrison S, Hart G, Wilkinson J, Nyanzi S and Whitworth J (2001). Female
control of sexuality: illusion or reality? Use of vaginal products in south west uganda. Social
Science and Medicine, 52(4): 585-598
Greenbaum T (2000). Moderating focus groups: a practical guide for group facilitation.
Thousands Oaks, CA: Sage Publications
Greenhalgh T and Taylor R (1997). Papers that go beyond numbers (qualitative research).
British Medical Journal 315: 740-743
Greer G (2006). Director General International Planned Parenthood Federation, London, UK.
5th International Dialogue on Population and Sustainable Development, October, 17, 2006.
Berlin, Germany. Available on http://www.dialogue-population-development.info/pdf/5thDialog-01-60.pdf [accessed 25 February 2010]
Gribble J and Haffey J (2008). Reproductive health in sub Saharan Africa. Population
Reference
Bureau.
Available
on
http://www.prb.org/pdf08/reproductivehealth_subsaharanafrica.pdf [accessed on 15/04/2010]
Grimes D, Benson J, Singh S, Romero M, Ganatra B, Okonofua F and Shah I (2006). Unsafe
abortion: the preventable pandemic. The Lancet, Sexual and Reproductive Health Series.
Gupta GR (2000). Gender, sexuality and HIV/AIDS: the what, the why and the how. XIIIth
International AIDS Conference Durban, South Africa, July 12, 2000
Gupta GR (2006). The feminisation of the AIDS epidemic: causes and needed responses.
Paper presented at the XVI International AIDS Conference, Toronto, august 14, 2006.
Gupta GR and Weiss E (1993). Women’s lives and sex: implications for AIDS prevention.
Culture Medicine and Psychiatry, 17: 399-412
Hatzell T and Feldblum P (2001). The female condom: beyond acceptability to public health
impact. Sexually Transmitted Diseases, 28(11): 655-657
Harrison P and Rosenfield A (1996). Contraceptive research and development: looking to the
future. Institute of medicine. National academies press

Harrison, R. (2007). Interview by Jill Gay and Lauren Sisson. Phone. Takoma Park, MD., 7
December 2007. Richard Harrison is Deputy Director of Society for Family Health/Zambia.
Zimbabwe. http://www.psi.org/where_we_work/zambia.html.
Hart G, Pool R, Green G, Harrison S, Nyanzi S and Whirtworth J (1999). Women’s attitudes
to condoms and female controlled means of protection against HIV and STDs in southwestern Uganda. AIDS Care, 11(6): 687-698
Hearst N and Chen S (2004). Condom promotion for AIDS prevention in the developing
world: is it working? Studies in Family Planning 35(1): 39-47.
Heise L and Elias C (1994). Transforming AIDS prevention to meet women’s needs: a focus
on developing countries. Social Science and Medicine, 40(7): 931-943
Higgins J and Hirsch J (2008). Pleasure, power and inequality: incorporating sexuality into
research on contraceptive use. American Journal of Public Health, 98(10): 1803-1813
Hindustan Latex Family Planning Promotion Trust (HLFPPT) and Taylor Nelson Sofres
(TNS). 2007. Evaluation of Female Condom Social Marketing Programme: Final Report.
London: Taylor Nelson Sofres.
Hoffman S, Exner T, Leu C, Ehrhardt A and Stein Z (2003). Female condom use is a genderspecific family planning clinic trial. American Journal of Public Health 93: 1987-1903
Hoffman S, Mantell J, Exner T and Stein Z (2004). The future of the female condom.
Perspectives on Sexual and Reproductive Health 36(3): 120-126
Hoke, T., Feldblum P, Van Damme K, Nasution M, Grey T, Wong E, Ralimamonjy L,
Raharimalala L and Rasamindrakotroka A (2007). Temporal Trends in Sexually Transmitted
Infection Prevalence and Condom Use Following Introduction of the Female Condom to
Madagascar Sex Workers. International Journal of STD & AIDS 18: 461-466
Holmes K, Karon J and Kreiss J (1990). The increasing frequency of heterosexually acquired
AIDS in the united states. American Journal of Public Health, 80(7): 858-863
Holmes L, Ogungbade G, Ward D, Garrison O, Peters R, Kalichman S, Lahai-Momoh J and
Essein E (2008). Potential makers of female condom use among inner city African American
women. AIDS Care 20(4): 470-477
Holtz C (2007). Global Health Care: issues and policies.
Hubacher D, Mavranezouli I and McGinn E (2008). Unintended pregnancy in sub-Saharan
Africa: magnitude of the problem and potential role of contraceptive implants to alleviate it.
Contraception 78:73-78.
1RIN PlusNews (2008). Swaziland: tackling low condoms use dramatically. 20 May,
http://www.plusnews.org/report.aspx?ReportID=78311# [accessed on 08/10/2009]

Joint United Nations Programme on HIV/AIDS (UNAIDS) and the World Health
Organization (WHO). The female condom – An information pack. Available at:
http://www.femalehealth.com/resources.html Accessed on [21/04/2010].
Kalckmann, Suzana et al. (1997). Brazil Report. The Female Condom as a Woman
Controlled Protective Method.
Kaler A (2001). “It’s some kind of women’s empowerment”: the ambiguity of the female
condom as a marker of female empowerment. Social science and medicine, march 2001.
55(5): 783-796
Kaler A (2004). The female condom in North America: selling the technology of
‘empowerment’. Journal of Gender Studies, July 2004. 13(2): 139-152
Kaplowitz, M.D. and Hohn, J.P. (1998) Do focus groups and individual interviews reveal the
same information for natural resource evaluation? Ecological Economics 36(2), pp. 237–247.
Kerrigan D., Mobley S., Rutenberg N., Fisher A., Weiss E., 2004. The Female Condom:
Dynamics of use in urban Zimbabwe accessed on the 31st of July 2009 at
http://www.popcouncil.org/pdfs/horizons/fcz.pdf
Konje J and Ladipo O (1999). Barriers to uptake and use of modern methods of contraception
in developing countries. International Journal of Gynaecology and Obstetric 65: 287-294.
Kwast B. and Liff J (1988). Factors associated with maternal mortality in Addis Ababa,
Ethiopia. International Journal of Epidemiology, 17: 115-121
Lewis S (2004). Stephan Lewis UN Secretary-General Special Envoy for HIV/AIDS in Africa
speech, at the Microbicides 2004 conference in London, on March 30, 2004.
http://www.iwhc.org/storage/iwhc/docUploads/StephenLewis033004.pdf?documentID=101
[Accessed on 07/10/2009]
Macaluso M, Demand M, Artz L, Fleenor M, Robey L Kelaghan J, Cabral R and Hook III E
(2000). Female condom use among women at high risk of sexually transmitted disease.
Family Planning Perspectives 32(3): 138-144
Mantel J, Scheepers E, and Abdool Karim Q. (2000). Introducing the female condom through
the public health sector: experiences from South Africa. AIDS Care journal, 12 (5): 589-601
Mantel J, Hoffman S, Exner T, Stein Z and Atkins K (2003). Family planning provider’s
perspectives on dual protection. perspectives on Sexual and Reproductive Health, 35(2): 7178
Mantel J, Stein Z and Susser I (2008). Women in the time of AIDS: barriers, bargains and
benefits. AIDS Education and Prevention 20(2):91-106.
Maternal mortality in 2005: estimates developed by WHO, UNICEF, UNFPA and the World
Bank. Geneva, World Health Organization, 2007.

Mathews C (2005). Reducing sexual risk behaviours: theory and research, successes and
challenges. In Abdool-Karim S and Abdool- Karim Q (2005). HIV/AIDS in South Africa.
Cape Town: Cambridge University press http://books.google.co.za/books?isbn=0521616298
Matthews J and Harrison T (2009). An update on female controlled methods for HIV
prevention: female condom, microbicides and cervical barriers. The Southern African Journal
of
HIV
Medicine.
Available
on
http://ajol.info/index.php/sajhivm/article/viewFile/34848/6478 [accessed 28/06/2010]
McCarthy J and Maine D (1992). A framework for analyzing the determinants of maternal
mortality. Studies in Family Planning Jan-Feb 1992, 23(1): 22-33. Available on
http://www.jstor.org/stable/1966825 [accessed on 15/04/2010]
Medecins Sans Frontieres (MSF) (2009). Swaziland: the big challenge. MSF South Africa.
http://www.msf.org.za/viewnews.php?n=329 [accessed on 17 June 2010]
Meekers D. (Population Services
communication, Mar. 12, 1999

International)

[Behavioral

research]

Personal

Meekers D and Klein M (2002). Understanding gender differences in condom use self
efficacy among youth in urban Cameroon. AIDS Education and Prevention, 2002. 14(1): 6272
Meekers D and Richter K (2005). Factors associated with use of the female condom in
Zimbabwe. International Family Planning Perspectives 31(1): 30-37
Melville S and Goddard W, “Research Methodology: An introduction”,
edition by W.D. Goddard and S.W. Melville, 2001.

Juta,1996. 2nd

Meyer-Weitz A, Reddy P, Weijtz W, van den Borne B and Kok G (1998). The socio-cultural
context of sexually transmitted diseases in south Africa: implications for health education
programmes. AIDS Care, 10(1): 39-55
Ministry of Health and Social Welfare Report 2001-2005. National Strategic Planning and
Plan of Action for the Reproductive Health Initiative. Mbabane: government printer
Ministry of Health
Mitchell, M. & Jolley, J. (2001) Research Design Explained. Orlando: M & G Books.
Morgan
D
and
Scannell
A
books.google.co.za/books?isbn=076190817X

(1998).

Planning

focus

groups.

Morroni C, Smit J, McFadyen L, Mqhayi M and Beksinkska M (2003). Dual protection
against sexually transmitted infections and pregnancy in South Africa. African Journal of
Reproductive Health 7(2): 13-19.
Mqhayi M, Beksinska M, Smit J and Rees H (2003). Introduction of the female condom in
south Africa. Johannesburg, south Africa: Reproductive Health Research Unit, Family Health
International and USAID.

Murphy E (2003). Being born a female is dangerous for your health. American Psychologist,
58(3): 205-210
Musaba E, Morrison C, Sunkutu M and Wong E (1998). Long term use of the female
condom among couples at high risk of human immunodeficiency virus infection in Zambia.
Sexually Transmitted Diseases, 25(5): 260-264
Mwakisha J (1996). Female condom study explores role of peer support in sustaining use.
Women’s forum. AIDS Captions 3(2): 46-48
Obaid T (2005). Speech at the annual conference of the Australian society of HIV medicine
AUSAID symposium, on 31 august 2005. http://www.unfpa.org/public/News/pid/2553
[accessed on 20 August 2009]
Obaid T (2006). Thoraya Ahmed Obaid, Executive Director, UNFPA, speech. Ending the
increased feminization of AIDS. 09 June 2006. http://www.unfpa.org/public/News/pid/124
[accessed on 07/10/2009]
Okojie C (1994). Gender inequalities of health in the third world. Social Science and
Medicine, 39(9): 1237-1247
Okunlola M, Morhason-Bello I, Owonkinko K and Adenkunle A (2006). Female condom
awareness, use and concerns among Nigerian female undergraduates. Journal of Obstetrics
and Gynaecology, 26(4): 353-356
Oxfam (2008). Failing women, withholding protection: 15 lost years in making the female
condom accessible. Presented at: The International AIDS Conference, August, 2008; Mexico
City, Mexico.
Palys T (1997). Research decisions: quantitative and qualitative perspectives. Harcourt Brace
and Company, Toronto.
PATH, UNFPA. Female Condom: A Powerful Tool for Protection. Seattle: UNFPA, PATH;
2006.
Patton M (2002). Qualitative research and evaluation methods. 3rd edition. Sage publications,
Inc, London, New Delhi
Personal communication (2008). Women’s safety. 6 June
Pettifor A, Beksinska M, Rees H, Mqoqi N and Dickson-Tettell K (2001). The acceptability
of reuse of the female condom among urban South African women. Journal of Urban Health,
78(4): 647-657
Philpott A, Knerr W and Maher D (2006). Promoting protection and pleasure: amplifying the
effectiveness of barriers against sexually transmitted infections and pregnancy. Lancet, 368:
1-4
Physicians for Human Rights (PHR) (2007). Epidemic of inequality: women’s rights and
HIV/AIDS in Botswana and Swaziland. Cambridge, Massachusetts, PHR.

Pool R, Hart G, Green G, Harrison S, Nyanzi S, and Whitworth J (2000). Men’s attitudes
towards condoms and female controlled means of protection against HIV and STDs in southwestern Uganda. Culture, Health & Sexuality, 2(2): 197-211
Population Action International (2008).
Preston-Whyte E (1995). ‘Bring us the female condom’: HIV intervention gender and
political empowerment in two South African communities. Health Transition Review,
Supplement to Volume 5, 1995, 209-222
Prevention Now.Net: expanding global access to female condoms. Female condom quotes.
http://www.preventionnow.net/index.php?option=com_content&task=view&id=41&Itemid=
41 [accessed on 08/10/2009]
Punch K (1998) Introduction to Social Research: Quantitative and Qualitative Approaches.
London: Sage Publications.
Randolph M, Pinkerton S, Bogart L, Cecil H and Abramson P (2007). Sexual pleasure and
condom use. Arch sexual behaviour 36(6): 844-848
Rivers K, Aggleton P, Elizondo J, Hernandez G, Herrera G, Mane P, Scott S and Setiad B
(1998). Gender relations, sexual communication and the female condom. Critical Public
Health 8(4): 273-290
Ray S, Bassett M, Maposhere C, Nocolette J, Machekano R and Moyo J (1995).
Acceptability of the female condom in Zimbabwe: positive but male centred responses.
Reproductive Health Matters, 5: 68-79.
Robinson N (1999). The use of focus group methodology – with selected examples from
sexual health research. Journal of Advanced Nursing 29(4): 905-913
Rosenfield A, Min C and Freedman L (2007). Making motherhood safe in developing
countries. New England Journal of Medicine 356(14): 1395-97
Rugalema G. Mutangadura G, Jackson H and Mukurazita D (1999). AIDS and African
Smallholder Agriculture. Harare: SAfAIDS
Ryan G and Bernard R (2000). Data management and analysis methods. In Denzin N and
Lincoln (2000). Handbook of qualitative research. 2nd edition. Sage publications, Inc.
London, new Delhi
Sacco W, Rickman R, Thompson K and Levine B (1993). Gender differences in AIDS
relevant condom attitudes and condom use. AIDS Education and Prevention, 5(4): 311-326
Sackey J and Raparla T (2001). Swaziland: selected development impact of HIV/AIDS.
Washington, DC, World Bank, Macroeconomic Technical Group – African Region.
Santow G (1995). Social roles and physical health: the case of female disadvantage in poor
countries. Social Science and Medicine, 40(2): 147-161

Schoepf B (1992). Women at risk: Case studies from Zaire. In Herdt G and Lindenbaum S
(Eds.), The time of AIDS: Social analysis, theory and method (pp. 259 - 286). Newbury Park,
CA: Sage.
Seal D and Ehrhardt A (1999). Heterosexual men’s attitudes toward the female condom.
AIDS Education and Prevention, 11: 93-106
Sedgh G, Hussain R, Bankole A and Singh S (2007). Women with an unmet need for
contraception in developing countries and their reasons for not using a method. Occasional
Report,
New
York:
Guttmacher
Institute,
No.
37.
Available
on
http://www.guttmacher.org/pubs/2007/07/09/or37.pdf [accessed on 21/04/2010]
Sherman Robert & Webb Rodman. (1998) Qualitative research in Education: Focus and
Methods. New York: The Falmer Press.
Shane B (2006). The female condom: significant potential for STI and pregnancy prevention.
PATH. Outlook 22(2): 1-8
Sieber, J.E. (1982). The ethics of social research: surveys and experiments. New York.
Springer.
Silbershmidt M and Rasch V (2001). Adolescent girls, illegal abortions and sugar daddies in
Dar-Es-Salaam: vulnerable victims and active agents. Social Science and Medicine 52:18151826
Singh S, Darroch J, Vlassoff M and Nadeau J (2004). Adding it up: the benefits of investing
in sexual and reproductive health care. The Alan Guttmacher Institute and UNFPA
Publications. http://www.guttmacher.org/pubs/addingitup.pdf [accessed on 26 september
2010]
Smit J, Beksinksa M, Vijayakumar G and Mabude Z (2006). Short-term acceptability of the
Reality® polyurethane female condom and a synthetic latex prototype: a randomized
crossover trial among South African women. Contraception, 73(4): 394Smith C (2005). Female condom supply would save lives now. The Sunday independent,
November 27, 2005.
Spizzichino L, Pedone G, Gattarri P, Luzi A, Gallo P, Valli R and Rezza G (2007). The
female condom: knowledge, attitude and willingness to use. The first Italian study. Ann Ist
Super Sanita, 43(4): 419-24
Stein Z (1990). HIV prevention: the need for methods women can use. American Journal of
Public Health 1990, 80:460-462.
Swaziland government (2001). Swaziland Household Income and Expenditure Survey
(SHIES) 200/01. Central Statistical Office (CSO), Ministry of Economic Planning and
Development, Mbabane.
Swaziland government (2009). The state of the Swazi population:

Swaziland Government (2008Second progress report on the achievement of the Millennium
Development Goals. Ministry of Economic planning and development, UNDP (2008).
Mbabane, Swaziland.
Swaziland National HIV/AIDS Monitoring and Evaluation, annual report 2008
Swaziland National Strategic Plan 2006-2008
Swaziland Demographic Health Survey 2006 – 2007. Central statistics office. Mbabane,
Swaziland
The Global Coalition on Women and AIDS (2005). Increase women's control over HIV
prevention
fight
AIDS:
GCWA
Issue
Brief
#4
(2005).
http://www.unaids.org/en/KnowledgeCentre/Resources/PolicyGuidance/Techpolicies/wmn_g
irls_technical_policies.asp [accessed on 15/10/2009]
Tobias B (2001). A descriptive study of the cultural mores and beliefs towards HIV/AIDS in
Swaziland, southern Africa. International Journal for the Advancement of Counseling, 23(2):
99-113.
Trauth E and Jessup L (2000). Understanding computer-mediated discussions: positivist and
interpretive analysis of group support system use. MIS Quarterly, 24(1): 43-79
Trussell J and Kowal D (1998). The essentials of contraception. In: Hatcher R, Trussell J
Nelson A, Cates W Jr, Kowal D and Stewart F. Contraceptive Technology, Seventeenth
Revised Edition. New York: Ardent Media Inc, 1998[b]: 216-217
United Nations Development Programme. Gender Focused responses to HIV/AIDS in
Swaziland: The needs of women infected and affected by HIV/AIDS, Mbabane, 2002
UNAIDS & WHO (1997) The Female Condom: An Information Pack, April
UNAIDS (2006). Report on the global AIDS epidemic. New York: United Nations
UNAIDS (2009). AIDS epidemic update. Geneva: UNAIDS
UNDP (2008). Swaziland Human Development Report 2008: culture and HIV/AIDS.
Mbabane, Swaziland, UNDP.
United Nations Population Division (2000). State of the world population 2000: Lives
together, worlds apart: men and women in a time of change. New York, UNFPA.
UNFPA (2004). Reproductive health: breaking the cycle of transmission. Improving
reproductive health UNFPA. New York. http://www.unfpa.org/rh/stis.htm [accessed on 7
October 2009]
United Nations Population Fund (UNFPA) (2007). Donor Support for Contraceptives and
Condoms for STI/HIV Prevention: 2006. New York: United Nations Population Fund.

UNFPA (2009). Preventing HIV/AID. The female condom: putting women in control. New
York: United Nations Population Fund. http://www.unfpa.org/hiv/female.htm [Accessed on
07 /10/2009].
UN News Centre (2008, 15 September). Nearly all maternal deaths occur in developing
countries, UNICEF report finds.
United Nations (2007). Africa and the Millennium Development Goals. Update. Available on
http://unstats.un.org/unsd/mdg/resources/static/Products/Africa/Africa-MDGs07.pdf
[accessed 25 September 2010]
Usmani F (2002). The female condom: opportunities and challenges in south Asia. Technical
Paper No. 3. UNFPA: Kathmandu
Varga C (1997). The condom conundrum: barriers to condom use among commercial sex
workers in Durban, South Africa. African Journal of Reproductive Health 1(1): 74-88
Vidich A and Lyman S (1994). Qualitative methods: their history in sociology and
anthropology. In: Denzin N and Lincoln S (edit). Handbook of qualitative research (pp 2359). Thousand Oaks, CA: Sage.
Vieira E, Machado A, Duarte G, Souza R de and Rodgrigues Junior A (2004). The use of the
female condom by women in Brazil participating in HIV prevention education sessions. Pan
American Journal of Public Health, 15(6): 373-379
Vijayakumar G., Mabude Z., Smit J., Beksinska M., and Lurie M., (2006) ‘A review of
Female-condom effectiveness: patterns of use and impact on protected sex acts and STI
incidence. International Journal of STD and AIDS 17(10): 652–9
Warren M and Philpott A (2003). Expanding safer sex options: introducing the female
condom into national programmes. Reproductive Health Matters, 11(21):130- 139.
Welbourn A., (2006). Sex, Life and the Female Condom: Some Views of HIV Positive
Women. Reproductive health matters journal. November 2006, 14(28): 32-40
Westoff C (2002). Unmet Need at the End of the Century. Population Resource Centre
Publication, Washington. http://www.prcdc.org/files/Unmet_Need.pdf [accessed on 25
August 2009]
Whiteside A, Hickey A, Ngcobo N and Tomlison J (2003). What is driving the HIV/AIDS
epidemic in Swaziland, and what more can we do about it.
Whiteside A and Whalley A (2007). Reviewing emergencies for Swaziland: shifting the
paradigm in a new era. Health Economics and HIV/AIDS Research Division (HEARD),
Durban.
Williams, M, Tutty, L.M. & Grinnel, R.M. (1995). Research in social work: an introduction.
Itasca: Peacock

Williamson L, Parkes A, Wight D, Petticrew M and Hart G (2009). Limits to modern
contraceptive use among young women in developing countries: a systematic review of
qualitative research. Reproductive Health, 6 (3): 1-12
Wilson T, Massad L, Riester K, Barkan S, Richardson J, Young M Gurtman A and
Greenblatt R 1999). Sexual, contraceptive, and drug use behaviours of women with HIV and
those at high risk for infection: results from the Women’s Interagency HIV Study. AIDS,
13:591–8.
Wines M and Lafraniere S (2004). Swaziland’s lost generation leaves the young in misery.
New York times, November 29, 2004.
Wong L (2008). Focus group discussions: a tool for health and medical research. Singapore
Medical Journal, 49(3): 256-260
Woods K and Jewkes R (2006). Blood blockages and scolding nurses: barriers to adolescent
contraceptive use in south Africa. Reproductive Health Matters 14(27): 109-118
World Health Organization (WHO) (2001). Global prevalence and incidence of selected
curable sexually transmitted infections: overviews and estimates. WHO_AIDS/2001.02
Geneva: WHO
World Health Organization (WHO) (2002). The World Health Report: unsafe sex disease
burden, Geneva.
World Health Organization (WHO) (2002). The Safety and Feasibility of Female Condom
Reuse: Report of a WHO Consultation, 28-29 January 2002. Geneva: World Health
Organization.
World Health Organization (2004). The World Health Report, Geneva.
WHO (2006). “Global Strategy for the Prevention and Control of Sexually Transmitted
Infections, 2006-2015: Key Message. Geneva
World Health Organization (2007). Unsafe abortion: global and regional estimates of
incidence of unsafe abortion and associated mortality in 2003. WHO Publication, Geneva.
World Health Organisation (2005). The World Health Report: make every mother and child
count. Geneva: WHO. Available from: www.who.int/whr/2005/en/ [accessed 23 august
2009]
World Health Organization (2008). WHO global burden of disease (GBD) 2004 estimates.
www.who.int/healthinfo/global_burden_disease/estimates_regional/en/index.html [accessed
26 august 2009]
WHO/UNAIDS (2000). The Female Condom: A Guide for planning and programming.
Geneva: WHO, UNAIDS

Zwane I (2005). Assessing quality of care and responsiveness of health services for women in
crises
settings:
Swaziland
case
study.
Available
on
http://physiciansforhumanrights.org/students/hhr-ed/assessing-quality-of-care.pdf [accessed
on 24/04/2010]

