ABSTRACT

International and US experience
with the female condom has shown that
the device empowers diverse populations
of women, helping them negotiate pro-
tection with their partners, promoting
healthy behaviors, and increasing self-
efficacy and sexual confidence and au-
tonomy. This commentary reflects on
some approaches that have been taken
to study empowerment and makes sev-
eral observations on the political and sci-
entific initiatives needed to capitalize on
this empowerment potential.

Women’s interest in the female con-
dom indicates a need for more women’s
barrier methods to be made available.
For some women, cultural proscriptions
against touching the genitals may create
initial hesitancy in trying these methods.
But the disposition of regulatory agen-
cies and the attitudes of health care
providers has unfortunately exaggerated
this reticence, thereby effectively reduc-
ing access to these methods. Also, lack
of important detail in clinical studies re-
stricts our capacity to introduce the fe-
male condom, or similar methods, under
optimal conditions.

Future trials should prioritize
community-based designs and address
a range of other critical health and so-
cial issues for women. Women’s need for
HIV/AIDS prevention technologies re-
mains an urgent priority. Both political
and scientific efforts are needed to real-
ize the public health potential embodied
in the female condom. (4m J Public
Health. 2000;90:1377—-1381)
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With the benefit of several years of re-
search and program experience with the female
condom, we may now begin to take stock of
what we have learned in the field, especially as
it concerns the empowerment of women in pro-
tecting their reproductive health and, more gen-
erally, making decisions and negotiating pro-
tection within their primary or other sexual
relationships. In this commentary, I share my re-
flections—based on data from the international
and national literature and on personal research
and program experience—on the potential im-
pact of the female condom on prevention of
HIV and other sexually transmitted diseases
(STDs) and research on family planning. Also,
I suggest fruitful directions for future efforts
involving this still underused technology.

After providing a brief description of
available data on female condom acceptabil-
ity and efficacy, I discuss 4 themes. First, the
female condom has been shown to empower
women to negotiate protection with male part-
ners and to practice healthy behaviors. Second,
regulatory agencies and health care providers
often constitute larger obstacles to increased
women’s autonomy in protection than does
women’s own reticence to master new knowl-
edge and skills. Third, describing the full “ex-
posure”—that is, the nature of the intervention
or approach—in female condom clinical re-
search will enhance the potential public health
impact of the device. Finally, community-level
and group interventions are best suited for in-
troduction of the female condom.

The Female Condom: Efficacy
and Acceptability

The female condom was approved by the
Food and Drug Administration (FDA) in 1993
as a method to protect against unplanned preg-
nancy as well as STDs, including HIV/AIDS.
Some 2 dozen studies conducted worldwide
have indicated an important public health role
for this method." A recent randomized con-
trolled trial among Japanese family planning
clients demonstrated pregnancy rates of 0.8%
among consistent/correct users and 3.2%
among “typical” users.” Earlier studies among
couples in the United Kingdom® and couples
in the United States and Latin America* had
estimated much higher pregnancy rates; num-
ber of years of research and program experi-
ence with the product, training and disposition
of health educators or providers, and popula-
tion differences in sexual activity probably all

played a role in producing these discrepant
rates.

Yet, even these earlier data on pregnancy
rates allowed for an estimated 90% risk re-
duction potential against HIV infection.’ A ran-
domized trial conducted in Thailand brothels
revealed that STD incidence was reduced by
23% among prostitutes using both female and
male condoms above and beyond the reduc-
tion observed with male condoms only.’ An
observational trial of Zambian serodiscordant
couples indicated that couples using both fe-
male and male condoms reported more than
twice the level of protected sex acts as those
who used only the male condom, for up to
1 year after counseling.’

Two additional observational studies have
shown significant positive changes in behavior
among US STD clinic clients offered the fe-
male condom and followed for 6 and
12 months.*"° The mean proportion of pro-
tected sex acts among women using the female
condom at 6-month follow-up was nearly triple
that at baseline in one of these studies.'’ The
generation of additional effectiveness data on
STD/HIV and contraception will continue to be
important. But additional effectiveness research
will be valuable only to the extent that it in-
volves epidemiologic studies of actual use with
end points of pregnancy, STD, or HIV. Surro-
gate outcomes—the subject, for example, of a
recent abstract providing uncontrolled data on
a new molecular marker for semen exposure
with no concurrent pregnancy or disease
data''—must now be deemed insufficient,
given the quality of already-available data.

Because of the favorable clinical and lab-
oratory results to date, many policy-making
bodies and public health agencies internation-
ally, as well as community-based groups and in-
dividual practitioners both internationally and
in the United States, promote the female con-
dom as highly effective for its intended uses.
Their rationale is based on the same blend of
scientific data and commonsense reasoning
used for the male condom at the time of'its la-
beling against HIV infection in the mid-1980s,
when the need for HIV protection options was
urgent but the quality and quantity of available
data were less than ideal. Among women, the
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urgency for STD/HIV protection options re-
mains largely unabated since the early days of
the epidemic.

Small US trials of female condom use
among drug-using women'>"* or other women
at high risk'*"” and numerous international tri-
als among varied populations' have indicated
a high level of interest in the method and fea-
sibility of use in these populations. Among the
best-liked features of the female condom, both
in the United States and worldwide, are (1) the
fact that women can place it autonomously and
can trust that it is not torn or otherwise sabo-
taged by the partner, (2) the high level of pro-
tection it can provide when used correctly, and
(3) its soft and lifelike feel. Among the least-
liked features are (1) the need to practice in-
sertion and to use the device several times be-
fore mastering it, (2) the fact that it can be seen
by the partner, and (3) for some, the inner ring.

Although some women master proper use
of the device immediately, it is more common
to require—as with a male condom—repeated
practice and caution during early use. Some
research has shown that for infrequent users, the
learning period probably extends beyond
6 months.” A continuing challenge for inter-
vention programs is helping women maintain
their motivation to continue practicing until
use becomes routine.

As aresult of contextual variables, such as
personal and partnership characteristics, pref-
erences for the female and male condom will
vary. Neither the female condom nor the male
condom is effective in all instances; decades
of experience in the contraceptive field have
confirmed that “perfect” methods do not exist.
On a research level, as noted, more data on the
female condom would be helpful to specify
not only levels of protection against HIV/STD
but also conditions, such as enhanced coun-
selor and client training, that favor the mini-
mization of user error. On a program level, the
cost of the device is often cited as its main
drawback."®

Without minimizing the female condom’s
cost, especially in relation to the male condom
and especially in resource-poor communities,
countless analyses have shown that in the pub-
lic health domain, prophylactic efforts always
outweigh in value an exclusive focus on treat-
ment."’ Development of an HIV vaccine, mi-
crobicides, and drug prophylaxis to prevent
vertical transmission of HIV rests on the
premise that avoiding HIV infection is a much
less costly option than treatment. An oft-
ignored issue here is governmental will and re-
source allocation. Subsidization of the female
condom through international partnerships has
been shown to vastly improve access to the
method®; in the United States, however, this
strategy is unfortunately confined to local ef-
forts, and even those are few in number.
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An additional aspect of the cost of the fe-
male condom is its reuse. Although progress has
been slow in defining conditions of reuse, it ap-
pears that new guidelines should soon be avail-
able. Preliminary research indicates that simple
washing with soap and water, up to 10 times,
may not harm the structural integrity of the de-
vice.”"* Further data on both structural integrity
and microbial retention are forthcoming.”

Empowerment

The sum of the evidence from dozens of
international trials on the female condom now
demonstrates a certain “empowerment effect”
among women who are counseled and trained
to use the device.””'*'>'72*2 When the fe-
male condom is introduced in the context of
concurrent male condom availability, there is
a synergistic or greater-than-additive effect.
This consists of both a direct protection effect
from women’s use of the female condom and
an indirect effect that increases male condom
use owing to women’s use of female condoms
as a negotiation tool.*° The outcome is greater
protection overall, whether measured in be-
havioral change or in disease reduction, as well
as greater protection from male condom use
than is seen when only male condoms are pro-
vided to women.

Thus, according to a World Health Orga-
nization monograph, “The female condom has
been shown to contribute to women’s sense of
empowerment, especially if supported by ed-
ucation and informational activities.”' ™® Au-
thors of a 4-country female condom study con-
ducted under the auspices of the World Health
Organization and the Joint United Nations Pro-
gramme on HIV/AIDS (UNAIDS) found that

the female condom may be used as a tool in
the development of women’s sexual confi-
dence and autonomy that may in a small way
open up the possibility of greater equality
in sexual relations between men and women.
Its introduction can increase women'’s sense
of self-efficacy and self-worth in ways that

have effects beyond the immediate issue of
condom use. >

Although, at least in the United States, a
fair degree of skepticism appears to exist about
these potential effects, such a relationship has
been seen before; gains in control over repro-
ductive capacity and reproductive health have
historically resulted in tremendous advances
in social and economic status for women. Writ-
ers on women’s status and health have long
made the link between seemingly separate do-
mains of women’s lives, urging us against re-
ductionist thinking that separates safer sex be-
havior from other behaviors, negotiations, and
norms."®*** Some have attempted to illustrate
graphically how increasing autonomy in one
domain of a woman'’s life has a potential impact

on many others.* Also, community psychology
theories on empowerment articulate the various
mechanisms that might have a bearing on what
we have observed as a result of diverse female
condom interventions.***> While some types
of knowledge do not necessarily lead to sig-
nificant changes in empowerment (i.e., it is
often noted that simply knowing more about
HIV does not necessarily lead to behavior
change), an increase in knowledge and skills in
certain domains (e.g., the body) may result in
tremendous gains of this type.” Certainly, no
technology can substitute for making real in-
roads in overcoming society’s sexist practices,
its oppressive gender role stereotyping, and its
unhealthy gender-based power differentials.
Yet, women’s perception of empowerment and
their ability to act on their own behalf, and with
a sense of entitlement to good health, all do
seem to be positively influenced by an in-
creased sense of awareness of and connect-
edness to their own bodies.

The development of a theoretic framework
for this phenomenon will surely be part of the
work of the new decade. Empirical studies have
clearly shown that rather than adding to the bur-
dens of what women normally need to negoti-
ate with their partners and raising the risk of
emotional or physical retribution, the female
condom changes the dynamics of the dyad.'"***
Previously, in the face of partner refusal to use
a male condom, women'’s sole option for self-
protection was to refuse sex, and some suc-
ceeded. But for others this strategy was prob-
lematic; for example, it set up frank antagonism
in the couple, with the possible outcome of vi-
olence. Women now have a negotiation tool that,
in many circumstances, can be used in ways
that are not threatening (and may indeed be
soothing) to their partner.

An in-depth qualitative study of reactions
to the female condom among men and women
in Kenya and Brazil showed that the female
condom, introduced in group sessions, “allowed
them to talk openly about issues of sexuality
that were formerly cultural taboos outside the
bedroom and except with partners. The women
observed that they became more open about
enjoyment of sex, claiming that with the female
condom it was more pleasurable.” The female
condom “increased their sense of ownership
over their bodies and their sexuality”2"** Other
evidence points to the special freedom women
feel when they hold “their own” condom. A
study subject put this feeling bluntly: “Once I
put this in me, what can he do?"*

In a community study (n=93) conducted
in southern France, female subjects (30% of
whom were from northern African and 9%
from western and southern Africa) reported
the ability to finally “master” their own pro-
tection.* Gollub et al.” found that as a result of
using the female condom, 32% of subjects
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drawn from an STD clinic felt more at ease
about their bodies (68% reported no differ-
ence), and 14% felt more comfortable about
undergoing a Papanicolaou test.

The female condom, in exposing women’s
lack of knowledge about their bodies, is slowly
bringing about a new awareness among both
women and policymakers that women’s vulner-
ability to infection and poor health is one out-
come of our society’s neglect of systematic pro-
vision of frank, detailed, practical, and positive
information and education about the body and
about sex. In the resulting information void,
women have been distanced from their bodies. In
group intervention sessions, women commonly
report feelings of shame, embarrassment, and
lack of control over their body, yet this is the
same body that we are asking women to be proac-
tive about protecting. We must instill in girls a
knowledge of and pride in their body—and the
pleasure and joy it can give—and create a sense
of entitlement: to choice, to good health, and to
respect. HIV/STD infection rates are expected
to be reduced as one of many positive outcomes
of such a “body empowerment” approach.*®

Obstacles

Women often show tremendous initial in-
terest in the female condom, but this interest is
not necessarily sustained over time.*'***¥" A
common interpretation is that the device has a
certain “novelty effect” that fades. Less atten-
tion is directed toward the existence of such
interest in the first place. Long-term use of the
female condom seems to be more likely among
women who perceive that they are at risk of
HIV and other STDs, but women of quite var-
ied profiles have enrolled in female condom
studies or asked to try the device in community
programs.’ These include women who have
previously used barrier methods and women
who have not, women early in their sexual ca-
reers and women who are not, and women from
various diverse cultures around the world. If
there is any message here, it is the need for a
great many more choices in barrier methods
for women.

Much has been made in the media and in
the policy and research literatures of the dis-
agreeable “look” of the female condom (e.g.,
that it is “bulky” or “ugly”). Some have cited
women’s “dislike” of touching themselves as a
formidable disincentive to trying the device.
These arguments paint a rather bleak picture
of the potential impact of the method, or any
like it. In some settings, “hypothetical accept-
ability” studies (i.e., involving no actual use of
the method) have dominated the dialogue about
the female condom, even though research on
contraceptive methods has shown that most
methods are unacceptable when described or
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shown in initial surveys,”® and even though
substantial actual use data are now available. In
practice, it is a common finding that when in-
troduced to the female condom, women across
all cultures overcome whatever reticence they
may have, if any, to touch their own genitals.
This reticence appears to be overwhelmed in
many cases by women’s need for more infor-
mation about their own bodies, along with their
drive to find more acceptable contraception or
effective disease prevention. In an Indian trial
of the diaphragm, women reported that hav-
ing to insert the device around coitus (and re-
move it soon afterward) was among its best-
liked features.*

Health care providers and policymakers
all too often exaggerate cultural taboos around
the body and erect additional obstacles to
women’s access to protection; I have been told
on numerous occasions that US women of par-
ticular racial/ethnic backgrounds (e.g., African
American, Hispanic) “will not use the female
condom.” National and international field ex-
perience has shown otherwise. In fact, experi-
ence suggests that, for some women, the
“draw” in a method such as the female con-
dom is actually the opportunity to become com-
fortable with and learn more about their bod-
ies, even though these personal goals may not
be explicitly articulated as such in a trial (or
articulated retrospectively after the trial).

We have underestimated, as a society, the
value of contraceptive and disease control
methods that are user dependent, require an
understanding of the genitals and reproduc-
tive tract, and, importantly, have no systemic
side effects.***' Work among injection drug
users and other women in situations of ex-
treme dependence and oppression tends to
suggest a dramatic shift in perceptions—a
newfound sense of autonomy—when women
handle the female condom for the first
time.'*"” The female condom becomes, then,
an instrument to enhance self-knowledge of
reproductive anatomy. The message sent by
the enthusiastic reception of the female con-
dom in many settings is that women welcome
the opportunity to be proactive about their own
bodily welfare and to reverse lifelong igno-
rance about the body.

The high level of initial interest in the fe-
male condom also implies the need for a
greater variety of barrier methods. Out of step
with women’s demonstrated enthusiasm for
their own barrier methods, the FDA has not
kept pace in terms of supply. There have been
no barrier methods approved since the female
condom, even though the FDA has suppos-
edly “streamlined” its regulatory process so
that such devices would be spared the usual
plodding bureaucratic pace.*” Several new
methods have been proposed for approval in
the interval; some even predate the female

condom. The “Femcap,” for example, a cer-
vical cap that began the regulatory process on
the heels of the female condom 7 years ago
(and that operates in much the same manner
as the Prentif cervical cap, approved since
1988), was still not approved at the time of
this writing (A. Shihata, oral communication,
July 2000).

Part of the problem is that in 1976 the FDA,
in response to demands of women'’s health ad-
vocates and in an attempt to shield women from
harm following the Dalkon shield disaster, tight-
ened device regulations.” But the new regula-
tions made no distinction between internal de-
vices with a real risk of posing harm, such as an
intrauterine device placed inside the uterus by a
physician or nurse practitioner, and other de-
vices, such as barrier devices used in the vagina
that carry the same risk level as the well-known
contraceptive diaphragm. The amendments clas-
sified new barrier methods submitted for ap-
proval, such as cervical caps, as “significant risk
devices.” In addition to a generous serving of
paternalistic concern about women'’s “fragility,”
this lack of critical distinction between internal
contraceptive devices and vaginal devices that
can protect against STDs has paradoxically
caused more difficulty in the obtaining of FDA
approval of these simple vaginal devices. Lit-
erally, the FDA is “protecting” women to the
point of denying them protection.**

Women’s advocates’ gains during the
1970s and 1980s, in demanding greater safety
controls on new medical technologies with se-
rious potential side effects, have thus turned
into losses when it comes to simple but po-
tentially lifesaving devices, such as new con-
traceptive diaphragms (which also block the
cervix and reduce the risk of some common
STDs), that are now held up in a regulatory
mire. The expediting mechanism of a decade
ago™ was intended to correct for this possibil-
ity, yet it is clearly not being applied. Increas-
ing the diversity of available barrier methods is
crucial to improving women’s reproductive
health, even as we make progress on an HIV
microbicide. The FDA should be held ac-
countable by the public health community for
not playing a more active role in helping to
abate the HIV/STD epidemic among women.

A sense of urgency also seems to escape
the US Centers for Disease Control and Pre-
vention (CDC) in regard to the issue of the fe-
male condom. Unfortunately, the CDC lags
considerably behind other international public
health bodies in promoting this vital protec-
tion method. The CDC has so far not included
the female condom in any of its reviews of bar-
rier protection against HIV and other STDs.
This has contributed to the undermining of
confidence in this method and to its slow up-
take by local health agencies, the consequences
of which are restricted gains in women’s HIV
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prevention at a time when the proportion of
women’s AIDS cases continues to grow annu-
ally and incidence rates are dropping at a much-
reduced pace relative to rates among men.

Exposure

Another lesson that can be drawn from
work already accomplished is that because of
the potential public health impact of the female
condom, investigators and program managers
have a duty to describe in detail the nature of
the educational intervention or approach used
to introduce it. Such information would include
(1) length and context of counseling (couples, in-
dividual, group); (2) training of counselors (How
long were they trained? What kinds of experi-
ence or other qualities were required? What
processes and components of training were
used? Did on-site staff not involved in the study
undergo training?); (3) information, education,
and counseling materials developed and used
(video, audio, brochures, charts, anatomic mod-
els); (4) number of educational sessions; and (5)
involvement of community groups.

Studies of the female condom (or other
women’s barrier methods) appear to have dis-
tributed themselves into “simple” accept-
ability or effectiveness research vs “inter-
vention” research. In such a classification
system, only the “intervention” studies are
expected to describe their training and coun-
seling methods and the educational materials
used. The fallacy of this notion is that the con-
ditions of introduction of any such device are
just as much to be considered the “exposure”
as the device itself. We have long known, from
the women’s health, contraceptive, and
“quality-of-care” literature, that details in-
volving care and education and the provider—
patient (or provider—client) relationship can
have a tremendous impact on the overall client
experience and user preferences. 4044346

Studies of women’s barrier methods can no
longer afford to follow the bare style of the clas-
sical randomized clinical trial model; we lose
valuable and urgently needed opportunities to
learn from each other about what works and what
does not and to make progress in integrating
these lifesaving tools into safer sex practices. In-
deed, in the 4-country female condom study cited
earlier,” the investigators attributed the “em-
powerment” effect in large part to the interven-
tion created around the device rather than to the
device itself: a vision of the female condomas a
“pretext” for inducing discourse and interaction.

Interventions

From work conducted to date, it appears
crucial for research efforts to involve women’s
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and other community groups from the start,
benefiting the study (better follow-up, more
valid data), the female subjects (involvement of
groups constitutes a continuing resource after
study termination), and the community (es-
tablishment of new models of care for women,
along with new sex and health norms).* Mod-
els of community-based HIV research are
slowly becoming available.*” Also, we must
recognize the particular value for women of
group counseling, which has been used in most
of the recent successful HIV/STD behavioral
interventions for women. "' This approach to
education and skill building is cost-effective,
may provide more creative ways of problem
solving, and may more efficiently advance the
goals of peer support. Also, it may represent a
more powerful (yet natural) mechanism for
changing group norms than classical individ-
ual counseling, especially in instances in which
a client or patient has reason to feel stigma-
tized in facing a health professional alone. Fe-
male condom counseling, because of the
knowledge, skills, and insights it can import,
lends itself naturally to group counseling and
community-based interventions.

Critical reviewers of women’s health in-
terventions and researchers themselves have
noted that conventional cognitive—behavioral
theories often do not “fit” well for women, >
perhaps because they often ignore the under-
lying dynamics of women’s risk. For women,
improving “perceived control” will not increase
safer sex behaviors if the real control continues
to reside in the partner, fueled by societal
norms. These types of behavior models, like
“biomedical models” of public health issues,
have been criticized more generally for being
too individualistic and not relating suffi-
ciently to society’s structural barriers to good
health.***® Models based on concepts of
“community empowerment’”” or community or-
ganizing, and designed at a community level,
have greater relevance in work with women
around the world."®*****® This is particularly
true for women at high risk of HIV infection,
who are often isolated and without resources
and who may benefit greatly from a sense of
group identity and collective strength.'™*” Of
course, communitywide work implies the in-
volvement of both men and women; this is crit-
ical to changing society’s structural causes of
poor health for women. But men’s involvement
need not—and, indeed, should not—negate the
deliberate creation of circumstances and spaces
in which women can share collectively with
each other. Abundant anecdotal evidence tes-
tifies to the fact that women enrolled in group
interventions prefer that work with both sexes
occur as a supplement to and not a replace-
ment for women sharing with each other.

Finally, international work demonstrates
that the best female condom interventions have

addressed a range of other crucial issues:
women’s reproductive anatomy and overall
health, sexuality, pleasure, violence, commu-
nication and family issues, and so forth. These
interventions can have positive effects on mul-
tiple areas of a woman’s life, as well as on the
family and the community (and thus such in-
terventions are successful beyond the narrow
indices of female condom use and acceptabil-
ity). They are also the most responsive to
women’s needs in intervention settings."

Conclusions

Evaluations of research projects and com-
munity interventions with the female condom,
taken as a whole, have described unexpected
changes in sex dynamics, women’s self-esteem,
and the ability to negotiate safer sex. A con-
sistent and welcome finding is that women at
highest risk of HIV infection appear to show
the greatest initial interest in the method. Nev-
ertheless, women with other risk profiles and
backgrounds also demonstrate much initial in-
terest, and the device should be made available
(as is the male condom) to these women as
well. We can enhance the salutary effects that
have been demonstrated to occur with female
condom introduction, and expand their reach
to a larger public, by designing and docu-
menting quality counseling/educational ap-
proaches and materials in all future trials of
this or other women’s barrier methods, devel-
oping cross-disciplinary measures of women’s
empowerment to use in these trials, and pro-
viding greater choice and diversity in women’s
barrier methods.

Bringing about greater choice in women’s
barrier methods will mean militating for regu-
latory changes. The potential public health im-
pact of integrating the female condom and other
such methods into national reproductive health
programs is substantial and represents an op-
portunity for diminishing the present HIV/STD
burden, one that was completely unanticipated
10 years ago. Few HIV/STD prevention ap-
proaches for women have reported news this
good. Considering women’s dire need for HIV/
STD prevention strategies, we must now move
without delay in applying what we know. [

References

1. The Female Condom. Geneva, Switzerland:
World Health Organization; 1997.

2. Trussell J. Contraceptive efficacy of the Reality
female condom. Contraception. 1998;58:
147-148.

3. Bounds W, Guillebaud J, Newman GB. Female
condom (femidom). A clinical study of its use-
effectiveness and patient acceptability. BrJ Fam
Plann. 1992;18:35-41.

4. Farr G, Gabelnick H, Sturgen K, Dorflinger 1.

September 2000, Vol. 90, No. 9



20.

21.

Contraceptive efficacy and acceptability of the
female condom. Am J Public Health. 1994;84:
1960-1964.

. Trussell J, Sturgen K, Strickler J. Contraceptive

efficacy of the female condom and other barrier
methods. Fam Plann Perspect. 1994;26:66—72.

. Fontanet AL, Saba J, Chandeying V, Sakhondavat

C, Bhiraleus P, Rugpao S. Increased protection
against sexually transmitted diseases by granting
sex workers in Thailand the choice of using the
male or female condom: a randomized controlled
trial. A4IDS. 1998;12:1851-1859.

. Musabe E, Morrison CS, Sunkutu MR, Wong

EL. Long-term use of the female condom among
couples at high risk of human immunodeficiency
virus infection in Zambia. Sex Transm Dis. 1998;
25:1-5.

. Artz L, Macaluso M, Brill I, et al. Effectiveness

of an intervention promoting the female condom
to patients at sexually transmitted disease clin-
ics. Am J Public Health. 2000;90:237-244.

. Gollub EL, French P, Latka M, Rogers C, Stein Z.

Achieving safer sex with choice: testing the
women'’s sexual risk reduction hierarchy in an
STD clinic [unpublished manuscript].

. Latka M, Gollub E, French P, Stein Z. Male and

female condom use among women after coun-
seling in a risk reduction hierarchy for STD pre-
vention. Sex Transm Dis. In press.

. Macaluso M, Lawson L, Duerr A. Frequency and

determinants of breakage, slippage and semen
exposure during female condom use. In: Program
and abstracts of the 127th Annual Meeting of the
American Public Health Association; November
7-11, 1999; Chicago, Ill. Abstract 4035.

. Ashery RS, Carlson RG, Falck RS, Siegal HA,

Wang J. Female condom use among injection
drug- and crack cocaine-using women. Am J Pub-
lic Health. 1995;85:736-737.

. Stein Z, Saez H, El-Sadr W, et al. Safer sex strate-

gies for women: the hierarchical model in
methadone treatment clinics. J Urban Health.
1999;78:62-72.

. Gollub E, Stein Z, El-Sadr W. Short-term ac-

ceptability of the female condom among women
living or working in Harlem, New York City. Fam
Plann Perspect. 1995;27:155-158.

. Sly DF, Quadagno D, Harrison DF, Eberstein IW,

Riehman K, Bailey M. Factors associated with
the use of the female condom. Fam Plann Per-
spect. 1997;29:181-184.

. Cecil H, Perry MJ, Seal DW, Pinkerton SD. The

female condom: what we have learned thus far.
AIDS Behav. 1998;2:241-256.

. El-Bassel N, Krishnan SP, Schilling RF, Witte S,

Gilbert L. Acceptability of the female condom
among STD clinic patients. AIDS Educ Prev.
1998;10:465-480.

. Heise LL, Elias C. Transforming AIDS preven-

tion to meet women’s needs: a focus on develop-
ing countries. Soc Sci Med. 1995;40:931-943.

. Holtgrave DR, Pinkerton SD. Handbook of Eco-

nomic Evaluations of HIV Prevention Programs.
New York, NY: Plenum Press; 1998.

The Female Condom: A Guide for Planning and
Programming. Geneva, Switzerland: World
Health Organization and Joint United Nations
Programme on HIV/AIDS 2000. In press.
Joanis C, Latka M, Glover LH, Hamel S. The
structural integrity of the female condom after a
single use, washing, and disinfection. Contra-
ception. In press.

September 2000, Vol. 90, No. 9

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

Maclntyre J, Pettifor A, Rees VA. Female con-
dom re-use: assessing structural integrity after
multiple wash, dry and relubrication cycles. Paper
presented at: 12th World AIDS Conference;
June—July 1998; Geneva, Switzerland.

Pettifor AE, Rees HV, Beksinka ME, Klein-
schmidt I, Mclntyre J. In vitro assessment of the
structural integrity of the female condom after
multiple wash, dry and re-lubrication cycles. Con-
ception. 2000;61:271-276.

Shervington D. Acceptance of the female con-
dom among low income African American
women. J Natl Med Assoc. 1993;85:341-347.
Gollub E, Stein Z. The new female condom—
item one on a women’s AIDS prevention agenda.
Am J Public Health. 1993;83:498-500.

Rivers K, Aggleton P, Elizondo J, et al. Gender
relations, sexual communication and the female
condom. Crit Public Health. 1998;8:273-289.
Ankrah EM, Attika SA. Adopting the Female

Condom in Kenya and Brazil: Perspectives of

Women and Men. Arlington, Va: Family Health
International; 1997.

Gollub E. Empowering women: meeting the chal-
lenge in a clinical setting. Paper presented at:
12th World AIDS Conference; June—July 1998;
Geneva, Switzerland.

Ruzek SB. Toward a more inclusive model of
women’s health. Am J Public Health. 1993;83:6-8.
du Guerny J, Sjoberg E. Inter-relationship be-
tween gender relations and the HIV/AIDS epi-
demic: some possible considerations for the poli-
cies and programmes. A/DS. 1993;7:1027-1034.
Gupta GR, Weiss E. Women's lives and sex: im-
plications for AIDS prevention. Cult Med Psy-
chiatry. 1993;17:399-412.

Sweat MD, Denison JA. Reducing HIV incidence
in developing countries with structural and envi-
ronmental interventions. AIDS. 1995;9(suppl A):
S251-S257.

Wedeen L, LaCour M, O’Keefe M. From buzz-
word to research priority: adding empowerment
to the health, family planning and development
research agendas. Paper presented at: 118th An-
nual Meeting of the American Public Health As-
sociation; October 1990; New York, NY.
Wallerstein N. Powerlessness, empowerment, and
health: implications for health promotion pro-
grams. Am J Health Promotion. 1992;6:197-205.
Beeker C, Guenther-Gray C, Raj A. Community
empowerment, paradigm drift and the primary
prevention of HIV/AIDS. Soc Sci Med. 1998;46:
831-842.

Gollub EL, Savouillan M, Coruble G. Talking
about the body. In: Program and abstracts of the
12th International AIDS Conference; June—July
1998; Geneva, Switzerland. Abstract 60673.
Ford N, Mathie E. The acceptability and experi-
ence of the female condom, Femidom, among
family planning clinic attenders. Br.J Fam Plann.
1993;19:187-192.

Women's and Men's Perspectives on Fertility Reg-
ulation Methods and Services. Geneva, Switzer-
land: World Health Organization; 1995.
Ravindran S, Rao SS. Is the diaphragm a suit-
able method of contraception for low-income
women?: a user perspectives study, Madras, India.
In: Beyond Acceptability: Users’ Perspectives on
Contraception. Geneva, Switzerland: World
Health Organization; 1997.

Bruce J. Fundamental elements of the quality of

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

S1.

52.

53.

54.

55.

56.

57.

care: a simple framework. Stud Fam Plann. 1990
21:61-91.

Hardon AP. The needs of women vs the interests
of family planning personnel, policy-makers and
researchers: conflicting views on safety and ac-
ceptability of contraceptives. Soc Sci Med. 1992;
35:753-766.

Premarket Testing Guidelines for Female Barrier
Contraceptive Devices Also Intended to Prevent
Sexually Transmitted Diseases. Washington, DC:
US Food and Drug Administration; 1990.
Everything You Always Wanted to Know About
the Medical Device Amendments . . . and Weren't
Afraid to Ask. 2nd ed. Washington, DC: US Dept
of Health and Human Services; 1984. DHHS
pamphlet FDA 84-4173.

Gollub E. Human rights is a US problem, too:
the case of women and HIV. Am J Public Health.
1999;89:479-483.

Nathanson CA, Becker MH. The influence of
client-provider relationships on teenage women’s
subsequent use of contraception. Am J Public
Health. 1985;75:33-38.

Severy LJ, McKillop K. Low-income women’s
perceptions of family planning service alterna-
tives. Fam Plann Perspect. 1990;22:150-157.
Sikkema KJ, Kelly JA, Winett RA, et al. Out-
comes of a randomized community-level pre-
vention intervention for women living in 18 low-
income housing developments. Am J Public
Health. 2000;90:57-63.

Ickovics JR, Yoshikawa H. Preventive interven-
tions to reduce heterosexual HIV risk for women:
current perspectives, future directions. AIDS.
1998;12:S197-S208.

NIMH Multisite HIV Prevention Trial Group.
The NIMH Multisite HIV Prevention Trial: re-
ducing HIV sexual risk behavior. Science. 1998;
280:1889-1894.

Shain RN, Piper JM, Newton ER, et al. A ran-
domized controlled trial of a behavioral inter-
vention to prevent sexually transmitted disease
among minority women. N Engl J Med. 1999;
340:93-100.

Holtgrave DR, Kelly JA. Preventing HIV/AIDS
among high-risk urban women: the cost-effec-
tiveness of a behavioral group intervention. Am J
Public Health. 1996;86:1442-1445.

Gillespie CC. Women’s HIV risk reduction ef-
forts and traditional models of health behavior: a
review and critique. Womens Health. 1997;3:
1-30.

Eldridge GD, St. Lawrence JS, Little CE, et al.
Evaluation of an HIV risk reduction interven-
tion for women entering inpatient substance
abuse treatment. AIDS Educ Prev. 1997;9:
62-76.

Fee E, Krieger N. Understanding AIDS: histori-
cal interpretations and the limits of biomedical
individualism. Am J Public Health. 1993;83:
1477-1486.

Aggleton P. Behavior change communication
strategies. AIDS Educ Prev. 1997;9:111-123.
Stein Z, Susser M. Annotation: Prevention of
HIV, other sexually transmitted diseases, and un-
wanted pregnancy—testing physical barriers
available to women. Am J Public Health. 1998,
88:872-873.

Magura S, Grossman J, Lipton DS, et al. Deter-
minants of needle sharing among intravenous
drug users. Am J Public Health. 1989;79:
459-462.

American Journal of Public Health 1381



