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ABSTRACT

Wwomen constitute over 50% of thosc infected with HIV/AIDS in sub-Saharan Afnca where
the pandemic poses major public health problems and one-third of thesc women are marriced.
Although various protective devices against HIV infection cxist, only the female condom
curtently serves as a woman-initiated protection method against unwanted pregnancies and
Sexually Transmitted Infections (STIs) including HIV/AIDS. Few studies cxist on women's
level of knowledge about the female condom and their intention (o use it. The objectives of

this study werc to asscss knowledge and intention to use fcmalc condom among married

women in Ibadan Southwest Local Government Area (LGA).

The study was o descriplive, cross-sectional survey invalving a multi-stage sempling of
married wornen. Six outofthe 11 wards in the LGA were mndomly sclected. A total of 392
respondenls werc inlervicwed using semi-structurcd questionnaires, complemenicd by cight
Focus Group Discussions (FGDs). The FGDs werc transcribed and summarized while the

quantitative data werc analyzed using descriptive and chi-square statistics.

The mean age of the respondents was 28.8 £ 6.5 years. Majority of the respondents, (70.2%)
were Christians whilc 29.3% wcrc Muslims. Less (han half, (40.6%) and (27.8%) had ever
heard of end seen female condom. Only 4.3% of thosc who hcard had cver used it. Seventy-
one percenl of those who had ever used female condom intended 1o conlinuc, while 29.4%
wcre not sure. Qul of the 375 non-users, 13.8% intended to iniliate use, $7.9% would not and
24.0% werc unsurc. Age, religion and level of education were not significantly associated
with fetmalc condom use (p>0.05). Of the 15-30 and 31-49 agc groups, 4.2% and 4.5%
respectively had ever used [emale condom. The diflerences werc statistically significant (p<
0.05). Nearly half, (46.3%) of the respondents wilh post-secondary education intended (o use

femalc condom as ogainst 7.4% with no formal education. Perceived high sclf-efficacy was

significantly assnciated with cver usc of the female condom (p<0.05).
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A majority (76.4%) of those who bad ever used female condom rcposted that they had high

self-cfficacy. Major ressons adduced for future intention to usc included prevention of

STIs/HIV (7.4%) and unwanted pregnancy (2.1%) ss well as for child spacing (1.5%). The
reasons for continuation included feeling of being natural during use (23.5%) and prcveation

of unwanicd pregnancy (17.6%). The reasons given by non-adopters included husband's
disapproval (44.8%), and conccm that it can drop into a women's body leading to death
(26.1%). Of all the FGD discussants, only onc bad ever used the female condom. The factors
thet tnfluenced non-adoption of female condom among some FGD discussants were the large

size of the product and a percepuon that it was dangerous. Most of the discussants would be

willing 10 1y it if raincd on how o use it

The use of female condom is low among the study group and few intended to adopt its use,

Hcalth cducation is necded o promole adoption of femalc condom through social marketing

and (raining.

Key Words: Maitied WWomen, Femalc Condom, STls, I11V/AIDS, Contraception
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DEFINITION OF TERMS

Antibody - A specific prolcin produced by the immunc system tn responsc to a specific
foreign protcin or particle called an antigen

Anligen - Any substance (hal stimulotes the body to producc antibody.

CDAJ - A type of protcin molecule in human blood, somctimes called the T4 antigen thot is

present on the surface of 65% o fimmunc cclls.

Conslitutional discasc - A discasc involving the entirc body or having a widespread array of

symploms.

Contraccption - a process or lechnique for the prevention of pregnancy by means of a2
medication, dcvice, or mcthod thot blocks or usltees onc or morc of thc processes of
rcproduction in such a way that scxual union can occur without impregnation.

Contraccptivc - on agent that so acls to diminish the likclihood of or preventing conception.

Hcrpes - Any of scvernl vital diseases causing the cruption of small blister like vesicles on
the skin or mucous mcmbranes.

Immunc systcm - A sysicm in the body that produces substances to hclp it fight against
infeclion and diseascs.

Immunodecficiency — A condilion in which thec body's isnmune response is daspaged,
weokened, orts not functioning propetly.

Immunosuppression - An abnormal condition of the immune sysiam charactenzed by
markedly inhibited ability to respond lo antigetuc stimuli
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Infcction - An invasion of the tissues of the body by discasc-producing microorganisms anc
the reaction of these tissucs to the microorganisms and/or their foxins.

Kaposi's sarcoma - A Lype of canccr characterized by purplish spots which develop on the
feet and spreads from the skin (o the lymph nodcs and intemnal organs; commonly seen in

paticnls with compromised immunc function, such as AIDS.

Lymphadcnopathy - A condition characterized by on abnornnal increasc in the sizc of the
lymph notles or lymph vesscls.

Lymiph nodcs - Small, bean-shaped masses of tissuc scaltered along the lymphatic system
that act as lilters snd immunc monitots, removing {luids, bacteria, or cancer cclls that travel

through the lymph systcm.

Lymphocytc - A type of white blood ccll that is important in the fonnation of ant:bodics and
that can be uscd to menitor the health of AIDS patients,

Mallgnancy - A tumor that is cancerous and growing.

Ncoplasm - An abnomal mass of tissuc, the growth of which excceds and is uncooidinated
with that of the normal tissues.

Ncurological - pertaining (o or cmanating from the nctvous system.

Opportunistic infcclion - An infection that is nonnally mild in a healthy individual, but
which takes advantage of an ill peison's weskened immunc system to move into the body,

grow, spread, and cause serious illness.

T cell - A type of white blooed cell produced in the thymus gland that regulates the immune

system's responsc (o discased or malignant cells.
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CHAPTER ONE
INTRODUCTION

1.1 Background to the study

Family planning is a basic human right. Making choices about onc's own coursc of lifc

asscrts o person’s fundamental human dignity. By dclermining when she will have
children and how 1nony, a woman takces a step loward deciding how she will spend much

of her lifc ~ whether 1o fintsh school, lo give morc slicntion 1o cach child she has, o

better manage houschold dutics, possibly lo eam an income so that she and her family

con live morc prosperous lives, or lo contiibute more to her community, and socicty as o
whole. FFor many women, controlling thcir own childbeating, by using cffective
conhiaceplion, can opcen the door to cducation, cmployment, and community tnvolvement
(Population Rcpotts, 1999). Contraceptive usc helps women mect their practical and
siratcgic nceds by cnabling women to control when and how many children to have. [t

also cnables women to limit births to a woman’s hcalthicst childbcanng ycars and lo

avoid giving birth morc tmes than 1s good for their health. Avoiding uninicnded

pregnancics could prevent about onc-fourth of all maternal deaths (Population Rcports,

1999). Spacing pregnancics at least two ycars apart helps women have healthier children

and tmprove the odds of infants’ survival by about 50% (Population Rcports, 1999). In
cssence, the woman who chooses when she has childien, and how many, cxerts an

important mcasurc of control over her own physical, emotional, and economic wcll

being. She contnbutes (o her children’s well being, too
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Lach ycar, 585,000 women dic fiom complications of prcgnancy, childbirth and unsafc
abortion (Population Rcporis, 1999). Nincty-ninc pcrcent of thesc deaths occur in
dcvcloping countrics (WHO & UNICEF, 1996). Unintended and unswanicd pregnancies
may also incrcase a woman's hcalth risk. About 50 million abortions take place cach
ycar. Almost half of thesc abortions take place in unsafe conditions, resulting in at Jcasl
75,000 matcmal dcaths. Onc in cight matcmal dcaths is duc 1o abortion-rclated
complicntions, and 90 pecrcent of these deaths occur in devcloping countries (WHO,

[994; Tinker ct al, 1993). In Nigeria, matcmal mortality is 800 per 100,000 live births

and fertility ratc is 5% (Akinyclc, 2005).

Safc contiaccption contributcs to good hcalth. When women avoid unwanted pregnancy,
they avoid the 1isks of childbcaring or abortion. Also birth spacing helps her children 10
survive, Children in poor countiies whose mothers have died arc themsclves more likely
to dic. In addition, on avcrage, a child born less than two ycars after the last birth is twice
as likely to dic as a child born ofler an intcrval of at icast two years. It has been found that

spacing prcgnancics more than two ycars apatt helps women have healthicr children and

increases their chances of survival by 50% (Population Reports, 1999).

At the samc timc, contraceptives arc safcr, more cffective and morc abundant than ever
before. Reasons for lack of use arc cqually as asbundant too, Fear of the health ellects of
modem contiaceptive mcthods is frequently given os a reason for non-usc, Some woemcen
fcar Jong-term (systemic) problems related to contraceptive use while others are unable (o

tolcrate the side cifccts which can affect their ability to work and care for their familics
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According to analysis of Dcmographic and Health Survey (DIHS) dota, side cfTects are the

primaiy reosons for discontinuation o f hostnonal methods (Shah, 1994) Another recason

women gave in [ntermational surveys is that they don't have access to the mcthods they

wint (Population Reference Bureau & \VHO, 1998).

Women's organizations involved in the WHO /HRP Creating Common Ground Mecling,
(WHO, 1991 & 1994) as well as the UN Intemnational Conference on Population and
Development, Cairo and The Fourth World Confcrence on Women, Bcijing, had
cmphasized the need 1o develop contraceptive methods which are non.systemic and do
not produce the side cffects ofien associoted with honnonal mcthods such as oral
contraceplives, injcclables, and implants (WHO, 1997). Womcn's hcalth advocates have
been encouroging the use of methods which womcn can control, which do not rely upon
the assistance of a physician for usc, and which arc immedialcly reversible. Eflectiveness
continucs to be important and being able 1o control onc's own fertility remains an

cxtrcmcly high prionity and is critical for women's health, devclopment and

cmpowcennent

Family planning and conccn about matemnal hcalth have long been linked. The hope to
rclicve women's suffering and save lives inspired carly advocates of contraception m

both developed and developing countrics (Population Repoits, 1994). Now, worldwide,

policy makers rccognize the importan ce of contraceptive usc to women's health.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

3



The idcal fomily planning mcthod — onc that is absolutely safe for all users, 100 percent
cffective, convenient, incxpensive, imeversible, and does not nterfere with sexual
intercourse has not yct been developed and may never be. The varicly of commccptivc
choices thal cxist today can mcct most women and tncn’s reproductive nceds. Further,
somc of the nicthods carry additional hcalth bencfits, such as reduction in the nsk of

ccitain cancers, anacmiid, and scxually transmitted infcctions (STIs) including HIV/AIDS-

Prior to the introduction of the female condom (FC), no ellfcctive, safe, reversible, female
imtiated and controlled contraceptive incthods that prevented both untntended pregnancy
and STls, including HIV cxisted. Fcmale condom was invented in the mid-1980s and

approved by the US Food and Drug Administration (FDA) in 1993 (Gilbert, 1999).

The fcmalc condom is a strong, soft trensparent sheath made of polyurcthane. 1t is a
woman-initiated and controlled mcthod of prolcction against pregnancy and STls
including I{IV. It is bctween 79 percent and 95 percent eflective in preventing pregnancy
(John Hopkins Bloomberg School of Public Hcalth, 2003)° iIn laboiatory test,
polyurcthanc female condoms have been proved to be impenncable o spam and to
infcctious organisms including HIV (Fcldblum, 1998). Some women want to usc modam
éonlmccplion but fail to do so because many mcthods require visits to clinics, which arc
often inaccessible or substandard. The usc of the female condom docs not require secing
a heslth carc provider before usc. Also, it can be used if breastfeeding and side efliects are

nrc.
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Many acccptability studies of the fernale condom have alrcady been conducted in some
paiis of the world. While results arc mixed, it is fair to say that the method is acceptable
to some womcn and men. Included among the acceptots arc (irst-time family planning
uscis, indicating that the female condom increases the number of methods that can be
ustd for discasc prevention and contraception, and does not mercly substitute for male
condom use. The fcmale condom has been shown to contnibuic to women's sense of

cmpowcrment, especially if supportcd by education and informational activities (WHO,

£1997).

This siudy wos cammied out specifically among the maitied women 1o fill the gap of lack
of rcsenrch among marricd women in Nigeiia on tiicir awareness and intention to usc the
female condom. Acoording 1o Williamson, Liku, Mcloughlin, Nyamongo and Nakayima
(2006), twently-five ycars into the HIV/AIDS cpidemic, condom wusc among
morried/stablc couples remain low and undcr-rescarched in developing countries, even
countrics wilh high HIV prevalence. Condoms arc primanly secn as a mcthod of
protcction against infection and notl equally as a form ol contraception, and their
promotion to marricd or stablc couples is considerod 100 problematic to attempt (Alk,
Clcland & Shah, 2004). This study will also indircctly risc an swarcoess aniongst them
about a modem mcthod of contraception that has a dual role sinceil is a documented facl
that the knowledge of modem mcthods of contraception is lower among currently
mamod women (76%) than sexually active unmaimed women (91%) tn Nigeria (NDHS,
2003). The NDIS also showed that tho knowlcdge of fcinale condom s lower among

currenlly mamed women (I 1.5%) os agoinst that of urunamcd sexually active women
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Many acceptability studics of the female condom have already been conducted in some

parts of the world. While results are mixed, it is fair to say that the mcthod is acceptable
to some women and men. Included among the acceptors are first-time famtly planning
uscss, indicating that the female condom increases the number of mecthods that can be
used for discesc prevention and contraception, and docs not mercly substitute for male
condom usc. The female condom haes been shown to contribute to women's scnse of

cmpowerment, espccially if supported by education and informational activities (WHO,

t997).

This study was cairicd out spccifically among the maitied women (o fill the gap of lack
of rescarch among matried women in Nigeria on their awareness and intention to usc the
female condom. According to Williamson, Liku, Mcloughlin, Nyamongo and Nakayima
(2006), twenty-five years inlo the HIV/AIDS ecpidemic, condom use among
motried/stable couples remain low and under-rescarched in developing countries, even
countrics with high HIV prevalence. Condoms arc primarily sccn as a method of
protcction against infection and not ¢qually as & forrn of contraception, and their
promotion to martied or sfablc couples is considered too probiematic to attempt (Als.
Clcland & Shah, 2004). This study will also indirectly rassc an awarcocss amongst them
about a modem mcthod of contraccption that has a dual role since it is adocumented fact
that thc knowledge of modem mcthods of contraception is lower among cumontly
marricd women (76%) than scxually active unmamcd women (91%) in Nigeria (NDHS,
2003). The NDUS also showed that the knowledge of female condom is lower among

currcnily mamed women (11.5%) as against that of unmamed sexually active women
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(23.6%) and not scxually aclive unmarricd women (20.4%). In the 2003 NDHS survey, 1o
bc scxually active mcans the respondent has hed scxual intercowsse in the month

preceding the survey and scxually inaclive means nol having sexual intercoursc in the

month preceding the survey.

It is cruciel to study the knowlcdge of the femalc condom and intentions lo adopt the use
of the [emalc condom among women as an important sicp lowards sclling the i1dea of a
fcmalc initiated mcthod of proleclion to the socicly on a lerge scale. This study
esscnlially addressed the level of awarcness ond rate of utilization of the female condom
among martricd women with the aim of providing deta cn how many mamed womcen
wctrce actually using the female condom and the factors thal promoles or htnders the usc of
the femalc condom among them, [t was cxpected thel at the end of this survey, data will
be available on the level of knowledge of the female condom, its rate of utilization and
intentions o usc the femalec condom among martied Nigenan women liviog in [badan
southwesl local government arca, which can be used as an indication of whal the
acceptabilily faclor is in ihc stale. ‘The factors thal cnhance the usage of the female
condom will alsc be known and worked upon 1o cnsurc thal more women usc the female
condom. Also the factors that stop women from using the female condom will also be
discovered so thal more researches cen be donc on it in order Lo make it more acceptable
and inlejvention programmmes can glso be planned to address the issuecs that evolved oul
of this survey. Most imponantly 11 is expected that this research work will provide
basclinc information for programmers lo plan intcrvention prograsomes aimed al

inproving ulilization end access of the female condom. This data will hopefully help in
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policy fornation and towards any advocacy that will need to be done conceming the

female condom.

1.2 Statement of the Problem

Women who arc scxually active and would prefer 1o avoid becoming pregnant bul
ncvertheless arc nol using any method o [ contraception arc considered to have an unmet
nced for family planning. In devcloping counlties, over 100 million women who arc
mamed or in union have unmct nced for spacing or limiting births of which Nigeria
accounts for 3.9 million of that figure (Population Reports, 1996). In Nigena, there is an
unmet need for family planning of 17 pcrcent and a low level of contraceptive use, with
12 percent practicing family plawing and only cight percent using modern mcthods

(Consiclla Futures, 2006).

Ratcs of condom use are lower within mamage than among sexually achive unowamed
(Population Rcports, 1999). Yct, many mamed couplcs need condoms both for (amily
planning and for protection against scxually transmitted infections, including HIV.

Narmowing thc gap between fecmale condom nced and use s a major Public Health

chalfenge.

Female condom was introduced into OQyo State by Associalion for Reproduciive and

Family Health (ARF1) a Non-Governmental Ovganization i Oyo Stale in 1999, Other
organizations Lhat have distnbuted female condoms in the swale include the Family

Planning Coordinating Unit of the State Ministry of llcalth, and the Planned Parenthood

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

"



Fedceration of Nigeria (PPFN), which incideotally is jocsted in ibaden Southwest Local

Govemment Aree of the state wherc this research work was camried out

Since the introduction of the fecmale condom into Oyo stale, no houschold survey has
been donc to determine the knowledgce, uttitudes and practices of the marmed women on
flic usc of the fcmole condom, which is a woman-initiaied and conirolled mecthod of
family planning. Detcnnining the knowlcdge and factors that will influence adoption of
female condom will ultimately help women and their partners’ use a family planning
mcthod such as the (emalc condom 10 avoid risky as well as unintended ond unwanied

pregnancies and scxually ouasmitted infections, thereby saving many of their lives.

1.3 Justification for the Study
The juslification for carrying out this study among married women is that they have been
the most targeted group when it comes to promotion of mecans of contracepvon. This
promotion is frequently carticd out in fomily planning and post natal clinics, which arc
moslly potronized by manicd women. It is a known fact that m Nigena, unmamed
women hardly paironize antenatal and family planning clinics since studics have shown
that structurol and administrative barriers cxist at health facilities that ather fordids
provision of scrvices o people beyond a certain 8ge group or 1o unmamed women and
judgncntal hcalthcare provider also withhold saivices from people below a coain age
group or from unmarricd women (Ajuwon ct al, 2007). Since narned women meke up
the grealer population that attend family planning and post natal chinics, finding out their

knowledge about the fcmele condom es a mcans of contraceplion end their intention Lo
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use may help in promoting the usc of the female condom among women genetally and

will ultimately help to reduce the level of unmet necd in Nigeria.

Also. married women are in a morc stable rclationship and arc more consistent when it
comes [o ulilizalion of contraceptives than young, unmarried women as user-dependent
methods (hal require consistency of use (c.g. contraoceptive pills, condoms) may be less
effcctive when used by young, unmarried persons (WHQ, 2003). Studics have found that
women living with a paitner arc more likely to usc the female condom (Sly e al, 1997). It
is thcrcfore a woithwhile cause (o assess the knowledge of the olien-targetcd marttied

women and their intentions (o use the female condom.

1.4 Research Questions

The study provided answers (o the following:

1. How many of thc marricd women in [hadan southwest local govemment have
ever heard of the female condom?

2. How many of the married women in Ibadan southwest local government have
ever seen a female condom?

3. llow many of the study population have ever used the female condom?

4. llow many of the martied women in the study aica cuntently use the female
condom?

5. What arc the factors that cnhance or hinder the usage of the female condom
among the mareicd women?

6. Arc thc mariied women in the study area who are currently not using the

female condom intending 1o adopt that practice?
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This study will theicfore provide important bascline dala about the knowledge of married
womcn aboul the female condom s a means of contraccption and STIS/HIV/AIDS

prevention ond their intention to usc it in Oyo state hitheito not provided in previous

siudics

1.5 Objecctives of the Study

The general objective of this study was to delennine the level of awarencss, ralc of
utilization and intention 1o usc the female condom among the mairied women in Ibadan
Southwest Local Government Arca of Oyo Slale in Nigeria, in order to obltain and
providc important baselinc dala, and makec recommendalions that could be useful in
femalc condom promotion. The specific objcctives that guided the study were as [ollows:

To

I. ldcntify the proportion of marricd women in the study population who have cver

heard and/or scon the fermale condom.

2, Declinc the prevalence of current use of the female condom among the study

population.

3. Asscss knowledge of respondents on uses of the female condom

4. ldentify the factors affecting female condom usc and non-usc among the

respondents.

S. Asscss futurc inication of non-uscrs to adopt the practice.
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1.6 Variabics

There were scven major vaniables doaived from the conceptual framework that are
rclevant to this study. This included awarcness /knowlcdge of the female condom,
perceptions/view obout femalc condom, history of fcmale condom usage, factors that
dcteninined the use or non-usc of the femalc condom, availabafity/aflordability of female
condom, acceptability of the fcmalc condom among the study population., and the

intention of non-uscrs to adopt the practice of using the female condom.

The Precontcmplation Stage (knowicdge/awarcness stage), The Action (have tticed and
intend o0 continue), Maintenance (ere casrying out the aclion rcgularly) stages of the

Transtheorctical modcl were operationalized in the questionnaire through questions 2, 5.

7.9, 153, and ) 7a.

Othcr variables studied and worthy of note were certain demographic charactenistics (c.g.
Age, Religion, Highest level of Education complcted, etc.), if female condom is allowed
by rcligion, availability/alfordability of the femalc condom, and the respondents’

confidence to caivy out certain actions about the female condom.
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1.7 Hypotheses
The following research hypotheses werc formulated for the study:

|. Theie is no significant relationship belween age and intention to use female

condom
2. 'Thcre is no significant rclationship between educational status and intention to

use [emale condom

1.8 Limitations of the study.

The limitations 1o this study were the fact 1hat the study could only be canied out in the
study arca due (o the time constraints for the study period which made doing a state or
nationwide household survey nol feasible. This also makes it impossibie for the findings

to be generalized as being applicable to all masticd Nigerian women as this survey was

caitied out only in the south-western pait of the country,
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CHAPTER TWO

LITERATURE REVIEW

2.1 Contraccption and HIV/ALDS

Today, morc than cvcr in history, couples worldwide are using contraceplion lo dclay
spacc and limit births. Over 50% of couples worldwidc usc a family planning mcthod.
Largc demographic data however shows that women in the developing countries who say
that they do not dcsirc additional children arc not using any contiaceptive mcthod: 80%
of women in A fiica, S7% ol women in Asia and the Middic East, and 43% of women 1n
Latin America (\W110, 1995a). In developing countiics over 100 million women who are
mamcd or in union havc umunct nccd for spacing or limiting bitths, with Nigeria
rccording 3.9 million women with unmet nced for family planning (PPopulation Reports,
1996). Lack of contraceptive usc contributes (o unwanted or misiimed pregnancy, wlich
in tumn contribulcs to the problems of unsafc obortion, femalc infanucide, and matemal

mortality and morbidily. In Nigcerio among women hospitalized for abortion

cornplicalions, only (% had evcr uscd contiacception, but 45% said thal they wanted to
do so (Population Reports, 1996). Furthermore, economic and social problems, in many
cases, are exaccrbated by unwanted and mistimed pregnancy. Pregnancy is the main

reason that women of reproductive ago dic at higher rales than men (Population Reports,

1994)

In recent ycars a new sct of consideralion has eplcred the contraceplive decision making

process. Whilc scxually trmnsimiticd infections (S11s) were identified long ago, the
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HIV/AIDS pandemic awakened the world (o the fact that unwanted pregnancy and its

scquclac (unsafc abortion, matemal moriality and morbidity, social stigma, cic) were nol

the only delclerious consequences of sexual relations.

lluman Immune deficiency Virus (HIV) has been descnbed as an infective agent that
allack thc centrat control mechanisms of the immunc responsc, yiclding a condition thal
resulls in opportunisiic infections, matignancics, gencralized 1lymphadenopathy and death
(Marshall, 1999). IV infects ceitain body cells, especially CD4 lymphocytes (T-cclls),
thcreby destroying the body's immunc system, and reducing its ability to fight cerlain
discsases. Pecople who are infecled with 111V pget sick easily with such diseases as
pncumonia, (ubcrculosis, aggressive Kaposi’s sarcoma (a typc of cancer), brain
infcctions, petsisient diarthea, and herpes infeclions. An HIV-infected peison whose
tmmunc system is scverely compromised and/or who has onc or more 111V-rclated
discases is defined as having AIDS. Because 111V damages the immunc system, most

peoplc with AIDS dic from discascs that their bodies can no longer Bght (World Bank,

1997).

The Acquited Immunodcficiency Syndrome (AIDS) is a discasc that is charactenzed by

defect in  ccll-mediated 'mmunity lcading to severe immunosuppression and

constitutional discase, ncurological complicalions, opportunistic infections and neoplasm

that rarcly occur in persons with intacl immunc function (Levy, 1993, Wiess, 1993)
Acquired Immunodclicicncy Syndrome (AIDS) was first recognized in Junc 1981 when

clinical invesiigaiors in New York, and Califomnia found among young previously healthy
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homoscxual men an unusual clustering of cascs o f rarc discases, notably Kaposi Sarcoma,
and oppottunistic infections such as pncumocystic catinii pncumonta (PCP), as wcll as

cases of uncxplained persistent lymphadenopathy (CDC Task force, 1982). This finding

arouscd greoat interest and led 1o various studics.

HIV/AIDS is the dth biggest cause of mortality in the world (Slaymaker, Walker, Zaba &

Collumbicn, 2004). The global HIV/AIDS cpidemic has had its greatest impact on the
African continent, The region of Sub-Saharan Africa 1s Uic worst hit, with 7.4% of all

those aged between 1S and 49 years thought 1o be infocted with HIV (UNAIDS/WHO,
1997). The 1997 World Bank Report estimates tiat about 30% ofall HIV transmisston in
this region is through hetcerosexual intercourse. HIV has spread rapidly among people

with high-risk behaviour and also widcly umong thosc assumed to be al lower risk.

Nigeria is Africa’s most populous countiy with a land mass of 923,770sq¢ km and an
cstimated population of 140 million. Nigena is facing a mature, generalized AIDS
cpidemic. Since the first cases of AIDS werc diagnosed in Nigeiia in 1986, adult
prevalence has increased from 1.8 percent in 1991 to 5.8 percent in 2001. Since then, it
has dcclined to 5.4 percent in 2004 and was a1 3.9 percent in 2006 for thosc aged 15-49
(Consiclla Futures, 2006). In tho ycar 2003, the number of adults of age 15 ~ 49 with
HiV/AIDS was 3,300,000, women of rcpioductive age (15 — 49yrs) with HIV/AIDS
amounted to 1,900,000 ond dcoths resulling fiom AIDS for that ycar was
310,000(UNAIDS, 2004). The cuivent number of adults infected with HIV/AIDS in

Nigeria Is 3.50 million going by government dato and 4 — 6 million from Expcits
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Estimate. By the year 2010, it is cstimated that the number of adults expected to be
infected with HIV/AIDS will be between £0 — 15 million and the adult prevalence rate
wil| be between 18 - 26 million (UNAIDS, 2004). Nigeria ranks third in terms of actual

impact of HIV/AIDS after South Africa and India (Nigeria Ungass Report, 2005). In

2005 it was cstimated that there were 220,000 deaths from AIDS (Averi.org, 2007).
Somec 80% of HIV infections in Nigeria are transmitted by hcterosexual sex. Factors
contribut:ng 10 this include a lack of information about scxual health and HIV, low lcvels
of condom usc and high levels of sexually tronsmitted infections (STIs) such as

chlamydia and gonorrhoca, which make it casicr for thc virus to be transmitted

(Avertorg, 2007).

The consequences of the spread of IV are of urgent concem for fomily planning
scrvices in Nigeria. Among populations at antenatal clinic sentincel sites, HIV prevalence
rosc froin 1.2% in 1992 0 5.8% in 2000. Thus, according 1o World Barik cnteria, HIV
infcction has begun to move beyond high-risk populations to the gencral population.
Perceptions of invulnerability to HIV, coupled with low rates of condom use for family
planning and the paitcmn of extramaritol sexual rclationships omong marnied meao, create

an cnvironument of significant HIV risk for Nigerian women seeking family planning

services (Adcokun, ct al, 2002).

2.2 Barrier Contraceptives

Contraceptive use has become a global norm over the past 100 years {ollowing a highly-
successful global campaign promoting lfamily planning (Berer, 2006). Conlrsceptive use

can help prolect wonicn’s lives and health by avoiding pregnancies, Women who do not
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want 1o become pregnant can reduce their cxposure o the risks of pregnancy and

childbirth by using effcctive contraception.

Bamecr contiaceptives arc family planning methads which act as baniers and prevent the

union of sperms and ovum necessaty for pregnancy. From ancient times, peoplc have
been using all sorts of bairier mcthods to prevent pregnancy. Over the centuiics, womon
uscd vaginal pessaries made of crocodile and elephant dungs, pomegranate secds, bee's
wax and numcrous other plant and animal matenals. Similarly, men use lo wear condoms
madc of intestines of animals. A major development took place 1n the carly 1930s with
the innovation and usc of the latex matenals in the manufacturc of condom. A finther
devclopment was the production of pre-lubricated condoms. Silicon was first used in
1960 o produce scmi<dry lubnicated condoms which is said o give increascd sensitivily
in use, Lately, spermicidal condoms (condoms coatcd with nonoxynol-9 on inner and

outcr surfaces) arc being manufactured and marketed. Nonoxynol-9 1s the best spennicide

and reduces the nsk of contracting STIs and H1V (Chaudhun, 2001).

Up to the 1950s and carly 1 960s baiticr contraceptives were the main methods of birth
control beside the natwial contraceptive methods. With the advent of modern mcthods
like the pill and intrautenine device (IUD), hamer contraceptives were abandoned to a
grcat cxient, pailiculorly in the westem world, mostly because the newer mcans were
advocaled as ‘idcal’ contracepiives. However, some of the side cilects, actual or

potential, of pills and JUDs have led doctors and patients to think again of ustng bamer
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contraceptives as they arc devoid of scrious drawbacks, can prevent sexually transmitied

infeclions and arc quite cffective il used properly (Chaudhun, 2001).

Recently, barricr methods of conttaceplion have gained much more importance in view
of the [acts that they prevent pre-canceraus lesion and cancer of the cervix as well as the
spread ol HIV inlcction, In many countiics, the pendulum is swinging more and morc

towards the usc of barrier mcthods, and the time has come for a rcappraisal of these

mecans of contraccption (Chaudhurz, 2001).

2.3 Condom: Usc and Efficacy

The candom is the oldest and most widely uscd bitth control device in the world. In the
folklore of contraception its invention is attnbuied to a physician named Mr. Condom
who recommended it 10 Charles 11 (1660-85) to prevent illegal oftspting. Probably the
word ‘condom’ which appcared in print for the first ime in 1717, was denived from the
Latin woid 'Condus’ which means a reccptaclc (Chaudhuri, 2001). Condoms have been
around since ancicnl Cgyptian times, and have conic in all sorts of sizes and shapes, made
from oiled paper, fish bladders, animal gut, lcather and cven tortoiseshell, which was
supposedly favoured by the Japanese (Solanki, 2005). They are univeisally recognized as
onc of the most cllective ways 1o prevent unintended pregnancy, HIV and other sexually

transmitted infeclions, and also protecl against STI-related infettility and eervical cancer.

Condoms have become ncarly umiversally available in Nigena because of cffoits (o

increasc coverage and subsidise prices. Uptake and usc is offected by poople’s
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perceplions of how cfleclive condoms are, pereeived cffiects on sexual satisfaction and
pcople not wanling to bc scen as promiscuous as o result of buying them. These arc all
factors thal are being overcome. Morc sctious baniicts are opposition from religious
organisalions and lraditional sociclies, which arc more difficult to break down, but witb

careful negoliation and consullntion progress is being made (Avent.org, 2007).

The usc of condoms es a contraceplive mcthod is difificull to estimate becausc of their
casy availability through commercial channels withoul any prescription. However, il is
known as the oldest and most widely used method of contraception throughout the world
in both devcloped and devcloping countiies and among peoplc of both high and low
socio-economic groups. lts popularity is due to casy availability through commercial
means withoul any prescription; the fact that it is mosl hasmless and relatively safe; and

that it can be used piivately even ot odd hours, 6t any place and momcent, and without any

lcchnical knowledge.

The advenl of contraccptive pills and other methods of non-bartier-contraception used by
women in the 1960s c.rcnlcd the beflicf that protection that interfered with sexual pleasure
was no longer necessary; indeed, this was an important sclling point for such methods. As
a resull, for morc than four decades, men who had sex with women ia most parts of the
world left obtaining prolcclion against unwanted pregnancy almost entirely up lo women.
Although thc HIV/STI epidecmic mcant this was a short-lived dicam, the message did nol
gel through to the family planning world, who dismissed condoms as less effective and

distanced thecmselves from people at nsk of IV as not being a target population for
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family planning scrvices. [n places where batricr methods had been the only mcans of

contraception, condom usc fcll off steeply and diaphragm production and usec all but

disappcured.
\l Condom usc is a key component of combination prevention steategies individuals can
choosc at diffcrent tines in their lives to reduce the risks of scxual exposuic to HIV.
Thesc include declay of sexual initiation, abstinence, being safer by being faithful to onc's
partner when both pariners are uninfected and consistently faithful, reducing the number
of scxunl paortners, and correct ond consistent use of condoms (UNAIDS, 2004).
Condoms have played o decisive role in HIV prevention cfloits in many countnics.

Condoms havc also cncournged safer sexual behaviour more gencrally (UNATDS, WHO

& UNFPA, 2004).

Condom usc is a ctitical element in a comprchensive, cffective and sustainable approach
to HIV prevention and trcatment. The fact that condoms prevent teansmission of other
STls such as syphilis or gonorrhca is of additional imporlonce to the fight against HIV
and A[DS because pecople who have another ST are more vulnerable to being affected by
HIV. The risk of HIV infection is 2 to 9 times greater when other STls are present
(United Nations Population Fund, 2002). Without condoms, vaginal, anal and orul
intcroourses arc not protected from STls or H{IV. Recent analysis of the AIDS cpidemic
in Ugando hos confirmed thet increased condom usc, in conjunction with dclay in age of
first sexua) intercowrse and reduction of scxual partners was an inporiant factor 1n the

decline of [11V prevalence in the 1990s (Singh, Dastoch & Bankole, 2003).
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Whcen used for more than five yeass, the condom reduces the chance of developing severe
ccrvical dysplasia and cervical cancer as compared to the use of oral pills or to non-usc of
contraceptives. This has been found by the Oxford/FPA study in Britain and verilied by
other studies (Chaudhuri, 2001). Condoms have been found to be helpful in reversing
progression of cven cervical dysplasia. [t has been found in laboratory tests that 1V
canno! penctrale latex condotn (Hatcher, Rinchait & Blackbum, 1997). Condom use
during prcgnancy, particularly in the later months, gives some protection against amnjotic

tluid infection (Nacye, 1979). Therc is practicolly no major disadvanlage of using

condoms cxccpt that very rarcly latex condoms produce hyperscnsitivity (severc allergy

leading 10 scvere redness, itching and swelling after condom use).

Data from two randomizcd, controlled rials of the coniraceplive cfficacy of condoms
were combined, involving 800 couples who used three latex condom brands exclusively
for up to six menstrual cycles. The combined, six-cycle, typical-use pregnancy ratec was
7%. The combincd, six-cycle, consistent-usc pregnancy ralc was only 1.0%. The
combinegd clinical breakage rate for the first five condom uses was only 0.4% and the
slippagc ratc was only 1.1%. The study concluded that condoms rarely brokc or slipped
off during intercourse, and risk of semen leakage from intact condoms was very low,
Condoms also provided high cOntraccptive cilicacy, cspecially when used consistently

(Walsh, Frezicrers & Peacock, 2004).

In spitc of high rates of HIV prevalence n sub-Sahamn Africa, a large proportion of

scxual acts remain unprolccled by the usc of condoms (Mclvywr, 1995; Young, 1997,

i
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When used for more than five ycars, the condom reduces the chance of developing severe
ccrvical dysplasia and cervical cancer as compared 1o the usc of orsl pills or to non-usc of

conlraceplives. This has been found by the Oxford/FPA study in Britain and verified by

| other studics (Chaudhuri, 200]1). Condoms have been found lo be helpful in reversing
|

progression of cven cervical dysplasia, It bas been found in loboratory tests that HIV
cannot penclratc lalex condom (Hatchcr, Rinchart & Blackbum, 1997). Condom usc
during prcgnancy, panticularly in the latcr months, gives some prtotcclion againsl amniotic
fluid infection (Nacye, 1979). There is practicolly no major disadvantage of using
condoms cxccpt that very rarcly lslex condoms produce hyperscnsitivity (severe allergy

Icading to scvere redness, itching and swelling altcr condom usc).

Date from two randomized, controlled trials of the contraceptive cfticacy of condoms
were combined, involving 800 couples who used three latex condom brands exclusively
for up 1o six menskeual cycles. The combined, six-cycle, typicaluse pregnancy ralc was
7%. The combined, six-cycle, consistcnl-usc prcgnancy ratc was only 1.0%. The
combined clinical breakage ratc for the first five condom uses was only 0.4% and the
slippage ratc was only 1,1%. The study concluded that condoms rarcly broke or slipped
off during intcrcourse, and risk ol semen leakage from intact condoms was very low.

Condoms also provided high conlraccplive cificacy, cspecially when used coasistently

(Walsh, Frezicrers & Pcacock, 2004).

In spitc of high rales of HIV prevalenee in sub-Saharan Afnica, a large proportion of

scxual acls remain unprotected by the usc of condoms (Mchryar, 1995; Young 1997;
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2.4 Safer Sex

Scxual pleasure is the physical and/psychological satisfaction and cnjoyment onc dcrives
from any erotic interaction. Rescarch suggests that the pursuit of plcasure is one of the
primary rcasons that pcoplc havc scx. According to a rccent study among heterosexual
mcn in Mombassa, Kenya, for cxumnple: most pcople who cngage in sex (parficularly

thosc who purchasc scx) are not thinking about diseasc, they are thinking about enjoying

thcmisclves (Tliomscn, 2004).

'There is growing cvidence that promoting pleasurc in male and fcmale condom use,
nlongsidc safer sex messaging, can incrcasc the consistcni use of condoms and the
practice of safcr scx (African AIDS Confercnce, 2003; Khen, Hudson-Rodd & Sapgers,
2004). The femalc condom can serve as a means (o safely achicving scxual plcasure since
by vittuc of its texturc it offcrs the advantages of promoting plcasure and disease
prevention. The female condom is made of a hcat-conducting matcrial that cnables the
partners (o fecl ecach other through it, cspecially when it is covered inside and out with
lubricant (wwiv.femalecondom.org). Also the polyurethanc matcrial of which it is made

is strong and can be rclied upon 10 prcvent diseasc.

One of the benefits of making safer sex a noim is that protection would be accepted for
the sake of scxual health and seen as a good thing in itself, indcpendent of a person’s past

or present relationships. Thus, trust would be generated by praclicing safer scx rather

than the opposite.
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2.4 Safer Sex

Scxual plecasure is the physical and/psychological satisfaction and enjoyment onc dcrives
from any crotic interaction. Rescarch suggests that the pussuit of pleasure 1s onc of the
primary rcasons that pcople have sex. According to a rccent sludy among hetcroscxual
- men in Mombassa, Kenya, for cxainple: most pcople who cngage in scx (particularly

thosc who purchase scx) arc not thinking about discase, they arc thinking about enjoying

themsclves (Thomsen, 2004).

‘There s growing cvidence that promoting pleasurc in male and femalc condom usc,
olongsidc safer scx messaging, can incrcasc the consisicni usc of condoms and the
practicc of safer sex (Afiican AIDS Conference, 2003; Khan, Hudson-Rodd & Saggecrs,
2004). The fcmale condom can serve as 8 mesns {0 safcly achicving scxual pleasure since
by virtue of its texturc it offers the advantages of promoting plcasurc and discase
prevention. The female condom is made of a hcat-conductling maitctial that cnables the
partners 0 fecl cach other through it, especially when it Is covered inside and out with
lubricant (www.fcmolecondom.org). Also the polyurcthanc material of which it is made

iIs strong and can be rclicd upon Lo prevent discase.

Onc of the bencfits of making safcr scx a nonn is that protcction would be accepted for
the sake of scxual health and scen as a good thing in itsclf, indepcndent of a pason'’s past

or present rclationships. Thus, ttust would bec gencrated by practicing safer scx rather

than thc opposite.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



2.4 Safer Sex

Scxual picasurc is the physical and/psychologico! satisfaction and cnjoyment onc derives
K from ony crotic intcraction. Rescarch sugpests that the pursuit of pleasurc i1s onc of the

primaty rcasons that peoplc have sex. According lo a rccent study among hetcrosexual
I

' mcn in Mombasso, Kenya, for cxample: most pcople who cngage in scx (particularly

those who purchasc sex) orc not thinking about discasc, they arc thinking about cnjoying

themscives (Thomscn, 2004).

There is growing cvidence that promoting pleasurc in malc and female condom usc,
alongsidc safcr scx messaging, can incrcasc thc consisient usc of condoms and the
practice of safer sex (African AIDS Conference, 2003; Khan, Hudson-Rodd & Saggcrs,
2004). The femalc condom can serve as a means o safcly achicving scxual pleasure since
by virtuc of its texturc il offers the ndvantages of promoting plcasurc and discasc
prevention. The female condom is made of a heat-conducting matcrial thot cnables the
pariners to feel each other through it, espeeially when it is covered inside and out with

lubricant (www.femalccondom.org). Also the polyurcthanc moltctial of which it {s made

is strong ond can be rclicd upon to prevent discase.

Onc of the bencfits of moking sofer scx a norm is that protection would be accepted for
the sakc of scxual health and scen as a good thing in itscil, independent of a person’s past

or prescnt rclationships., Thus, trust would be generated by practicing safcr scx rather

than the opposiltc.
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from family planning profcssionals than HIV/ST! profcssionals. Joumals specialiZing in
[11V-rclated topics were more concemed with trcatment and clinical research related to
HIV, or with analyzing sexual practices rather than the use ofprotection in the context of
scxual rclations, and gavc little allention to dual protection, if at all. Thus, on the
Lippincolt, William aad Wilkic websitc, a scarch using thc kcyword **dual protcclion®
brought up only 13 articles rom 1998 10 2005, though highly relecvant ones, and o scasch
using the word "condoins’ and *'cmergency contraception” brought up only two articles.
This is in contrast 1o almost 1,200 atticles on that same site that mentions condoms, of
which about 20 of the first 150 citations also referred to contraception in their titles in

somc form (Bercr, 2006).

A morc comprchensive list of dual protection m¢thods:

» Not having scx at all

¢ Maslurbation, mutual masturbation and other forms of non-penctrulive sex
(i.c. wilth no penctiation of the vagina, anus or mouth by the penis)

e Mutual monogainy between partners with no pre-cxisting tnfection, with
the usc of any cfFective contraceplive method and the back-up of induced
abottion

e Usc of malc or femalc condom alone, including for vaginal and anal sex
and male condom for oral scx

e Usc of male or female condom plus u diaphtagin of cavical cap
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* Usc of malc or female condom plus a non-bairicr contraccpiive i.c. the
pill, implont, injcclable, patch, vaginal ring or IUD (the latter in the
abscnce of STIs) or male and femalc sicrilization

e Malc or femalc condom with the back-up of cmergency controception
and/or induced abortion plus the back-up of post-cxposurc prophylaxis
against [V

e Breastfceding on demond with condoms for the first months post-partum

e VWithdrawal alonc

o VWithdrawal plus malc or female condoms during the ovulation period or
in the presence of an STI

e Withdrawal with the back-up of cmergency contraception and/or induced

abortion plus the back-up of posiicxposure prophylaxis against HIV

(Bcerer, 20006).

These dcefinitions move outside the narrow confines of previously mentioned definitions
by ucknowlcdging the possibility ol using non-hormonal as well as hoimonal
contraccplives, other basrier mcethods, back-up methods, withdrawal and non-penctrative
scx. Microbicides will join this list if and when they come on the scene. Several papers

mcntion the possibility of using the diaphragm lubricated with @ microbicide in future.

From thc list of dual protcclion mcthods above, it is clear that for those who do not wish
10 have scx, saying no is complctely safe, while for those who wish to have scx, 11 13 not

nccessary o abslain. Ilaving scx less frequently or with fewer partnas help to reduce
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STIHIV risk, though in high 11V or STI prevalence scttings, it is far from risk-freec. Not
having intcrcourse il cither pattner has an STI is always rccommended and there are

many peoplc who practice safcr scx by avoiding intercoursc and exploring their bodies in

. other ways.

A poster presented at the July 2002 Barcclona AIDS Congress provides expericnce with a
dual protection intervention with the female condom in six family planning clinics in
Ibadan. Little is known about fecmale condom adoption and continucd usc when it is
incorporaled into routine carc in fomily plonning clinics and the significancc of fcmale
condoin when family planning service provision is tnodified to focus on dual protection
(Jagha ct al, 2002, as cited in Usmani, 2002). The expcricnce with 144 intcrvicws
concludes that despitc willingness 10 adopt dual protection stratcgies, women arc
constraincd by various social, cujtural and other factors beyond their control. Husbands
arc identified as strong dcterminants of family planning ond dual protection decision-

making.

In an intervention in Nigena, the fcmalc condom was introduced along with the male
condom os part of a dual protection stategy in family planning clinics. The program
included training of providers in discussing dual protection, H{V/STI communiication and
counscling skills, providing and cxplaining how to usc both malc and female condoms
and condom negoliation skills. The results from this study showed that in the first year of

the program, therc was a modest increasc in male condom, but a significant interest in the
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female condom and an inaensed discussion of dusl protection by providers (Usmam,

2002; Adeokun et al, 2002).

The fact that pcople may fail to use dual protection consistenily and correctly is not a
valid teason not to promole iL It is never (0o late for those providmg famuly plantong and
STUHIV prevention savices (o start promoling condoms and dual protection. In ihe long-
tenn, the dcvelopment of highly efficaoous snd highly acorptable mcihods of dual
prolection is an urgent cesearch priority, starting with 8 widey range of condoms that will

appenl o more people.

2.6 The Female Condom

The female condom has been available in Europe since 1992 and it was approved in 1993
by the US Food and Drug Administration (FDA) (hitp/www.avert org/femcond . htm). It
13 a single use, non-biodegrudablc, disposable device (Usmani, 2002). First proposed by a
Danish doctor named 1.assc licsscl in the mid-1950s, the female condom s pow
commcrcially avilable in many nations. It is manvfachaad by the Famale Health
Coinpany tlirough its subsidiary Chartex International of Chicliago, illinois. The prodsa
is known by scvernl brand names: Reality, Care, Femidon, Femy, Dominique, Feminire,

My Femy, others (Usmani, 2002).
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In Nigeria, thc public and private sectors including non-govemmenltal organizations
(NGOs) have becn involved in promotion and sales of thc female condom. Association
for Reproductive and Family Hcealth {ARFH) an NGO in Oyo State wrote a proposal for
dutl protection in fainily planning clinics in {badan in 1998, applied for and got a grant of
fcmale condoms in 1999 from UNAIDS and USAID to support thc dual protcction
project. They fater developed 1 monuol for its introduction and trained hcalth providers
with it, They supplied the femalc condom to the family planning uniis of the state
hospstal like Adcoyo Hospital and Jericho Nursing Home, and also to some private
institutions like Planncd Parenthood Federstion of Nigeria (PPFN) and Oni Memorial
Children [Hospital (all locatled in lbadan Southwest local Govermment Arca) and the in-

housc clinic inside A.R.F.H itsclf,

Another meons ol femole condom disiribution in Oyo Slate is the Family Planning
Coordinating Unit of the State Ministty of Hecalth, which is located at the statc
sccretariat, ‘This unit is responsible for gelting lhe female condom from the Fedcinl
Minsstry of lcalth and distributing it round the 33 Local Govermment Areas of (he state,
which in tum distnbute them to the various Primaty Heallheare Centres (PHC) under
them. [n cssence thcy arc primarily involved in making sure that the public sector of the
stalc has acccss (0 the femule condom. They are also now involved in distributing the

femaolc condom to somce non-govermmental organizations in the statc.

Another institution involved in making surc that the female condom is evailabic in the

statc 1s the Planned Parcnthood [Federotion of Nigerin (PPFN), which incidentally s
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located in Jbadan Soulhwcst [Local Government Arca of the state where this rescarch

work was cairied oult.

Socicty for Family Hcalth, on NGO located in the arca of the town called Bodija talk
obout fcmale condoms during outreach programmes in the statc and hos intcntions of

distributing the female condoms (oo but for logistic reasons hos not been able to do so.

Until recently, the traditional male condom has becn the only baitier method available to
prevent unintended prcgnancy and the (ransinission of STIs/HIV during sexual
intcscourse, If the men refusced to usc the maole condom, many women do not have the
bargaining power 10 say no to sex. Most frequently this is as a result of the lower social
status of womcn in many sociclics. Currently, the fcmale condom is the only altemative

10 the malc condom as a meuns of protection against both scxually transmitted infection

(STIs) and prcgnancy.

The fecmale condom is a strong, soft transparent polyurethanc shcath inserted in the
vagina beforc inicrcourse, providing prolcction against both pregnancy and STls,
including HIV (wwiv.fcmalecondom.org). [t forms a bartier between the penis and the
vagina, cervix and e¢xtemal genitalia. The female condom provides extra piotection to
mcn and womcn bccousc it covers both the female genitals (vagina, ccrvix and vuiva) and
the base of the penis. These are the arcas where STU sores make it easy for HIV 1o enter.

Testing in various parts of the world suggests that when female condom is mado available
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to women, it reduces further the number of unprotected sex acts aad the transmission of

STls. (UNAIDS, 1997).

Fcmale condom can be inscited prior lo intercourse, is not indcpendent on the male
crection and does nol requirc immediale withdrawal after cjaculation. Female condom
has two rings. Onc is inscrted deep into the vagina, where it rubs against the back of the
vagina, cspecially when having sex or pushing the fingers against it, causing a decper
thrust and hardcr penctration. The other ring sits ouiside the vagina. The female condom
13 pre-lubricoted with dimcthiconc lubricanl, on incrt, non-spermicidal silicone-based
luid. This woler-bescd lubricant makes inscrtion easicr and aollows comfortable
tnovement during scx. The woman puls it into her vagina using her fingcers, and con do so
anytisnc from hours ahcad to immcdiately before sex. Another practical advantage is that
femalc condom docs not have to be removed immecdiaicly afler cjaculation. The fcmale
condom is safc and con be used without a prescription or medical supervision. Unlike the

[UD or pill, it causes no side eflccts such as bleeding or cramps (Usmani, 2002).

Becausce the female condom is madc of polyurcthane, it is both strong and reliable. No

special slorage arrangements have lo be made for it becausc polyurcthane is not affected

by changes in tcmpcrature and dampness, The expiry dalc on the female condom is 60
months (5 ycars) fiom the dote of manufocture Testing of fcmale condoms indicates that
scmen leakoge after sex is less than with a malc condom and that the nsk of semen

gelling into the vagina duc to dislodgement s about onc-third lower, These (ests were
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donc with ultrasound equipment to check the stability o [ the condom, and various scxual

positions werc tried (UNA(DS, 1997).

A fcmalc condom is a sofl ycl strong polyurcthanc shecath, about the same lcngth as a
male condom but wider. Becausc the device is mode from polyurcthone, it can be used
with any type of lubricant wilhoul compromising thc integrity of the device. This is
udvanlageous in countrics where personol, watcr-bascd lubricants arc hard to find or non-
cxistent. Polyurcthonc is less likely 1o brcak or lcak than the latex which most malc
condoms arc madc of, and causes fcwer allergic reactions. Polyurcthanc is odourlcss,

causcs no allergic rcactions, and, unlike latcx, may be used with both oil-based and

wolct-based lubricants. Polyurcthanc is 40% stronger than latex (FHI, 2006).

The fcmalc condom docs not repliace the malc condoni or any other form of protection.
Instcad, it doubles thc arscnal of wcapons availablc in the light against sexually
transmitted infections (STIs) including 111V, and uninicnded pregnancy. Basically, the
{cmalc condom gives women an additional option for protecting themselves and their

pariners.

2.7 Advantages of the female condom

Onc important ad vantage of the female condom is that women have more involvement in
initiating usc. Women find the fcmale condom empowcting, according lo rcpozts from
Costa Rica, Indonesis Mcxico, Scncgal, Tanzania and Zimbabwe. Many say it gives them

a beiter way 1o communicalc their wish o have safer sex (Rogers, French, Gollub &
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Latka, 1997). in Philadclphio, USA, Amcrican women said they liked the female condom
because it provided them protection, o natural feel, and the powcr to initiate pratection.
Many womcn hold fovowable attitudes towards the femalc condom primarnily becausc it
gives them greater control over scxual ncgotiations and behaviour than the male condom

(Ruminjo, Steiner, Joanis, Mivathe & Thagena, 1996).

In fainily planning programmes, it has been proven thot s wider choice of continceptive
mcthous results in fewer pregnencies. The same has been found in testing of the female
condom: adding this new option for protccicd sex results in fewer cases of unprotected
scx (UNAIDS, 1997). Furthcrmore, men have been found (o suppoit its use for family
planning (Philpott, Knerr & Boydcll, 2006). This fact is quile encouraging as womcn
oftecn have littlc control over whether 0 mon uses o male condom or not. {n many
situations, women arc rcluctant or unablc to say no to sex if the man refuses (o wear a

male condom.

For o woman at high risk of STI, the female condom provides a prophylactlic oplion
should her pertner refusc to use a male condom. Though usunlly reguiring the agreement
of both partners, in some cases the femalc condom con give a woman more conirol. Since
it can be inscried hours before intercourse, il can improve proicction in situations where

consumption of alcohol or drugs may reduce thc chances that a male condom will be

uscd.
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Therec may be benefits 1o women who are no longer of child-bearing age. According o a
study carried out in Britain, there are indications that women who suffer pain during scx
due to vapinal dryncss (particularly women who have passed the menopausc) can be

helped by the feinale condom (UNAIDS, 1997).

The plcasurablc physical and psychological clTects of fcmale condom use can be crucial
in ncgotiation for salcr scx. Thc lubrication and thinness of the malcrial makes sexual
intcrcourse fccl slippery, natural and fun, The fact that the man’s erection does not have
lo be constant is an added benclit for meny. Some pcople value its slightly larger sizc.
Pecoplc con prolong intercourse, laking breaks (c.g. for other kinds of scx play or
somcthing completely diflerent) and do not nced o loke thc condom out. The heat
trans{cr through the polyurcthanc is another fcature that meny report makes sex feel more
'natura)” or cnjoyable. 1t has also been associated with increasced femininity (Philpoll et

al, 2000).

A (cmalc condom rapid siluation assessment was carried ou! in four siates in Nigcrio
known o have hislorics of {cmale condom promotion activitics using qualitative method
of data collcction. While not many posilive remarks were picked during the discussion, o
few points mentioned include that fcmelc condom provides dua] protection (from
HIV/STIs and unwanted pregnancy); it makes sex less messy; more sensitive than male
condom during intercourse; can bec uscd by women without the detection of the malc
parincr when the spousc object to male condom usc, and the fact that 11 is women

initialcd mcthod (UNFPA, 2005). In onc large study of almost 600 urban and 1wural
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woinen in South Africa, 47% of thc women said their partners cither liked it or had no

problems with it (UNAIDS, 1997).

Llistorically, contraceplive methods arc more cffective if they arc contolled by the
women with the support and acceptance of the method by the man, Women in Cameroon,
Kenya, Thailand and Malawi all cited control over their own health as a positive aspect of
the female condom. Female condoms do not constrict the penis as do latcx condoms. As a
tesult, scnsitivity of thce malc partner may not be subsiantially reduced; no loss of
scnsitivily was rcported by study participants in Kenya and Malawi. Participants in
Kenya, Thailand and Cameroon all said STI prolection was impoitant; thosc in the
Alrican studics also perccived the device to be cither: durable, strong, cfficacious, or an
clfcctive altemative to the male condom, or some combination of the four. Finally, the
female condom was perceived a8s more convenicnt because it can be inserted well m

advancc of intercoursc (www.FH!.org/cn/RIV/FAQgs/femalc condom_ faq htm).

The female condom is an cffective contraceptive if used consistently and corvecltly,
Within the lirst ycar of consistent and correct usc, about 5 parcent of women rclying on
the female condom will have an unintended pregnancy. When usc is not always correct or
consistent, the unintended pregnancy ratc has been cstimated at 21 percent (Trussell &
Kowal, 1998). Social markcting campaigns have also shown that in ccrtain settings,

markcting the female condom for tts contraceplive purposecs increases ils acceptability for

both partnets (Warren & I'hilpott, 2003).
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Onc faclor that has aided female condom promotion is the increcase in sexual pleasure and
the apportunity (o crolicizc lhe condom, reported by inany uscss (Philpolt cl al, 2006). In
Sentgal, Sociely for Women and AIDS in Africa (SWAA) linked the noise made by the
movement of the polyurcthone during intercourse 1o the ratiling of bine-bine beads,
which women wcar around their hips as an crotic accessoty. As a result, for some
Scncgalese men and women the noise of the condom was t1ansformed into a scxual tum-
on, rather than o tum-off, SWAA Scncgal then linked the marketing of (cmale condoms
with bine-bine beads, moking the female condom onc of o renge of crotic accessories in
somc partts of the countty alongsidc incense and sexy underwear. Thcy olso usced the
notion that the female condom accommodatces o wide range of penis sizes as an incenlive
10 usc them (Personal communicalion, Allachinmeg & Mongolia, 2003). In Zimbobwe,
there is 8 new word in the Shona longuage - keiecycnza- invented (o descnibe the
gorgceous licklc that men feel when the iancr ring of thic female condom rubs on tlic penis
(African AIDS Confecrence. 2003). In Zambia and Ghona men have reporicd fecling
cxciled by the 1apping of inncr :ing on thc penis. In the abscnce of thicir paitners, men
reported buying a femole condom for maswrbation with the inncr sing (Personal
communication ct al, 2003). Some women rcpost that thic rubbing of the outer ring on the
clitoris can cousc incrcascd pleasure and cven orgasm. Men report that the knocking of
the penis against the inncer ring {cels good as well. The female condom is made of a heat-
conducting matcrial that cnables the painncis to feel cach other through it, especially
when il is covered inside ond out with lubricant. In India, women reported thetr first
orgasms as thcy inserted the lubricated femalc condoin inside themselves (Repoit by

Blackstone Facts for Femalc licalth Foundation & Hindustan Latex £td Family Plaitung
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Promotion Trust, 2004). Thus, the female condom has many features that cnhance

plecasuse, which can be used 10 encourage safer sex.

2.8 Disadvantages of the female condom

Some women have reported unfavourable attitudes towards the femalc condom, citing the
nced to obtain their pantners® consent prior to use, discomfort during sexual intercourse,

difficultics of use, aesthetic concemns, interference with sexual pleasuse, and cost (Sly et

ni, 1997).

In the femalc condom rapid nssessment carvied out in Nigeria, some of the respondents
have the following complaints with the usc of fcmalc condom: cumbersome insertion
procedure; dislodgement, uncoopcrative spousc; time spent for inscrtion; unpleasant
noisc during 1atercoursc; rumours of passible disappearancc into the womb; need to hold
down outer ring during coitus; confusion with the diaphragm; lack of knowledge about
product; service provider and clients not used to product; inconvenicence in weasing; oily;
nced to dircct the malc organ ; cost; unavailability, condom slippage duing intercourse
and withdrawal of penis; [ts like making love to a shopping ‘bag’; inncr 1ing causmg pain
during scx and on withdmwaol; outer ting noticcable and thercby causing problem with
partners who get disgusted by the look and suspicious of use: and penis pushing the

condom inside the vagina (UNFPA, 2005).

In an FHI studics carricd out in South Africa, the following disadvantages were ciicd:

Not acsthetically pleasing and  difficultics in  insation/reynoval, These major
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disadvantages of the device noted by study pasticipants centered on one of the female
condom's major advantages; coverage of the external female genitalia. This coverage had
a decidedly ncgative impact on the device's aesthetics and acccptance. Other problcms
ated 1o aesthetics included dislike of the appearance of the device, noise associaled
with usc. sizc and partner resistance. Somc pasticipants noted diflicultics associated with
inscftion or removal of the female condom, discomfort, messiness and Inconvenichce
associoled with use, and movement of the device during use. A few coses of the penis
slipping between the device end the woman's body, and slippage ond breakage of the
device itsclf werc also noted (FHI, hilp:#/www.FHlorg/e/RH/FAQs/fcmalc

condom_faq.htm),

In a study on barrier mcthod prefcrences end perceptions among Zimbabwcan women
and their partners, meny pasticipants found both malc and female condom difticult to use
within marriage because of the stigma they cartied. Condoms were associaled with
cxtramarital affans or with scx workers. Both mcn and svomcen reported that if they
requested 1o usc condoms with their spouse, he or she would think that they are having an
aflair or that they suspected him or her of having an affair. As onc woman seid: 1 afso
cncounlered some problems because my husband also told me that he could not see the
diffcrence between me and a whore, He also said that 1 didn’t trust him and he also

wanied o know why we had been 1old to use condom (Buck ct al, 2005)

In an FC study conducted by Beksinska, Smit, Zonke, Gown and loams (2006), clinical

nsscssments of condom placcment and filting were dircctly obscrved by the study stafl.
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Onc common problem noted with inscrtion was pushing the condom insidc the vagina oo
far. This resulted in the outer nng being incorrectly positioned and not lying flat across
the genital arca. They belicved that attempting scxual intercourse with the outer nng in
this position could result in the penis caiching the outer ring and pushing the condom
inside the vaging. This indicales that counscling and instructions 1n use should focus on
this uscr problem specifically. They recommendcd (het instructions on proper placement
should include that the outer ring be held by the women during inscition, and thal the
couplc should be awarc of the outer ring during scx 1o cnsurce it doss nol get pushed

insidc the vagina.

Othevr tests have investigated the female condom's nisk of causing irrilation, or
cncouraging bactena or other hcalth probiems in the vagina. In somc tesis, fcmalc
condoms wcre used in scx and then lcfl in the vagina overmight, a much longer period
than nommal. The results showed no complications, indicating that women with vety

scnsilive skin can usc the female condom (UNAIDS, 1997).

2.9 Effcctivencss of the femalc condom

With corrcct and consistent use, the female condom is as cffective as other basvier
mcthods and has no known sidc clffects or risks (UNAIDS/WHO, 2000). Contraccptive
studies 1n the US found that fcmale condom compared favourably with other female
barrier options, the ranges varying widcly dependent on correct and consisient use.
Female condom tested in wvitro ond in vivo was found 0 be impencirablc (o
tnchomonians, cylomcgalovirus, heipes virus, hepatitis 8 virus and L1V {Gilbert, 1999)
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Female condoms have fairly low rates of slippage or breakage, and such [uilure declines
as uscrs’ cxperience with the method grows, according to findings from a large
obscrvational study of womcn attending two STI clinics in the southem United States in
1995.1998, For example, 3% of all female condoms slipped out of the woman's vagina;
the rate was | 1% at lirst use, but it fcl] steadily to Icss than 1% if the method had been
uscd 15 times or more. Multivanale analyscs confinned the associalion suggesicd by
these rates (Valappil ct al, 2005, as cited in Intcmational Family Flanning Perspective,
2005). Another study found that the female condom failure rale decreascd among women
at high nsk of STIs from 20% at [irst usc (o 1.2% ofter |5 uscs of the female condom

(Valappil et al, 2005). Thus, a bit of practice is the main thing that is necded.

On whether female condom incienscs levels of protccted intercourse, o study by Kyung-
Hee Choi ct al concluded that introduction of the female condom led to an incrase afier
three months 1n the percentage of protected sex withoul deareasing the level of male

condom usc (Kyung-Hec ci al, 2003. In: Heidi Worley. waww.prb.org.)

Laboratory studies have found the device imperneable (0 various sexually traosmilted
infections {STIs), including HIV. Using fcmale condom contiaceptive cflfectiveness dala
and modecling, a study estimsalcd that perfect use of the female condom nugbt reduce the
annual nsk of acquiting HIV by more than 90 pactent among women who have

inlereourse twice weekly with on infected male (Trusscll, Sturgen, Strckler (n Fiil

Rescarch Bnefs on the female condom No 2).
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Onc human study has found that the fcmale condom protccls against trichomoniasis, the
most common curable STI in the world. Onc hundred and four women who had been
previously diagnosed oand trcaled for trichomoniasis were offered a female condom.
Thiosc who said they used the device consistently were put in the “user’” group; the others
were put in the control group. Nonc of the 20 women who used the female condom
consistently for 45 days became reinfected, compared to 15 percent rcinfected among
thosc in the user group who usced it inconsistently (5 of 34) and 14 percent reinfected who

uscd no protcction (7 of 50) (Sopcr, Shoupe & Shangold, 1993).

The female condom is a ncw barrier method for usc by women that could reduce the risk
of scxual transmission of HIV by increasing the choices for sexual prolection available to
scxually aclive men and womcen. Correct usc of the female condom reduces the per acl
probability of IV tronsmission by 97%, which is similar to the level of protection
offcred by the malc condom (Young, 1997; Cecil ct al., 1998), Many peoplc belicve thal
the female condom will make it easicr for womcen to protect themsclves agsinst HIV
transmission becausc it is the lirst barricr method that is not enlircly dependent on the

malc partner’s willingness (o usc it.

2.10 Acceptability of the fcmale condom

Product acccplability is critical (0 the correct and sustained usc of any mcthod, No one
wants to use a product that feels uncomfortablc, so a varicty of studies have been done on
how users and thcir partners fccl about the female condom, The results of this rescasch

vary from placc lo placc and from study to study, but the overall fmding is that the female
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condom is acccplablc 1o many women and men. This is cspecially true when they are

alrcady familiar with the male condom. Introduction studies in morc than 45 countrics

have conlirmed the method’s acccptability among both men and women (WHQO, 1997,

d
. UNAIDS, 2000).
I

Women who perceive themselves at high risk for infection and/or unwanted pregnancy
arc snore tnclined to accept the female condom. A Zimbabwean study in 1995 indicated
that participants feared pregnancy and contracting STls because men would punclure
pinholes in male condoms. These women found th e fcmale condom accepiable (Ray ct al,

1995).

FHI studics of the femalc condom found that many women liked the device and would
reccommend it to others. Women tended to accept the device more favourably than men
did, While women in general would recommend the device to other women and fclt fairly
positive about it, inany of thc women in the studics discontinued use duc 0 partner
objcctions. Overall, difficuliics of inscition decrcased as cxpericnce with the device
increased, ond use bccome morc comfortable and acceptablc with prachice. The
acceplability of the fcmale condom can be asscssed by examining the advantages and
disadvantages cited by the FHI study participants. The advantages includes: Famale-
controlled; More comfortablc 10 men, less decrease in sensation than with the male
condom; Ofleis grcater protection (covers both intemal and external genitalia); More
convenicnt (can be inscited pre-coitus); Stionger (polyurcthane is 40% stionger than

latex) (FHI, hup://www.Flil.org/cn/RHI/FAQs/fcinalc condom_faq.him),
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In the fcinalc condon rapid situation assessmcnt carricd out in four states in Nigeria
known (o havc historics of female condorn promotion activilics using qualitative method
of data collection, though thc situation analysis did not sct out 10 assess issucs rclaling to
- femaolc condom acccptability, avoilable cvidence from pilot studics rcvealed good

acccplability among mairicd women (UNFPA, 2005).

' Thirty mamicd women cvaluated the Reality female condom with questionnaires about
it’s acccptability for 300 acis of coitus. The rcsults showed that 90 percent of the couples
considcred the female condom to be an acceptable mcthod and 86.7 percent to be o good
contraceptive devicc; the majonly of couples (86.7 percent) found 11 casy 10 usc’. 80
percent of fecmatc and 73.3 percent of male reportied that in comparison (o the male
condom, the cffcct on scxual plcasurc was cither no diffcrent or better. However, only a

litle morc than half of thc couples (55.2 percent) preferred it o the male condom

(Xiadoo, Liugi & Yu, 2002).

Sixty-cight Zimbabwecan womcen who had complcted a boinier-mcthods study and 34 of
their male partners parficipated in focus group discussions and in-dcpth nterviews to
qualitatively explore acceptability of malc condoms, female condoms and diaphizgm.
Although many mcn in this study realized the imporiance of using protective mcthods
and wanted to be the dccision makers for overall methiod usc, they did not want o be
responsible for method compliance, Thus, both men and women liked the ides of a

product that was femalc controlled. Women were generally scen as tesponsible for

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

44



contraception and HIV/STI prevention, while men were gencrully secn as banging STI
into the home and werc resistant to mcthod use. The men and women recognize that there
was litilec a woman could do if her partner did not want o wear a male condom, They
rcported (hat the femele condom is hetter because a woman inserted it herself and did not
have to count on the melc partacr lo wear it. Few men spoke about the female condom in
rclation to scxual expenience. Of those that did, they reported that it was uncomfortable
and madc their partner’s outer gcnitalia inaceessible. Ilowever, female condoms were
thought ciTective pgainst JHIV/STI and pregnancy if used properly. A few paiticipants
rcpoitcd that the lubncant on male and female condom was too wet and slippery. As in
other studics, 1nost pasrticipants disliked the female condom because it distracied from
scxual pleasurc, madc noise, restricled access (o outcr genitalia, could not be uscd
withoul partner coopcration and movementof tlic female condom allowed for the penis to
center the vagina alongsidc rather than within the femalc condom. However, a few women
in this study were very excited about the female condoin. They liked it becsuse it is casy
to usc and efficacious, made scx morc plcasurable than male condoms, and 1s fcmale-

controlled.

2.11 Knowledpe, Attitudes and Intentlons Cancerning Female Condom

Use

A study by Bogart, Cecil and Pinkerton (2000) on Hispanic Adults’ Belicts, Attitudes,
and Intentions Regarding the Female Condom cxamined respondents’ level of AIDS
knowledge and the rclationship of AIDS knowledge to nititudes and nortns reganding the

female condom. Most respondents were unfansiliar with the feinalc condom_ Half of the
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sample (56.2%) reportcd having hecard o (the female condom prior to vicwing a videolape
on it. Thc majorily of the respondents (94.5%) indicaled thal they had not used the
femalc condom. Results further showed that overall attitudes 1owards the female condom
were ncither negative nor positive, and normative belicfs toward the femaic condom were
modcratcly positive. Most of the participants did not think that their church wanted them
to usc the female condomi. Intentions to usc the fcmale condom were corrclated
signiticantly with attitudes, sclf-cflicacy, AIDS knowlcdge, and condom usc at last
intercourse.  Oversll, respondents with more positive attitudes towards the fcmaic
condom, higher sclf-cflicacy 1o use the fcmale condom, and lower levels of AIDS
kaowledge reported preater intentions to usc the female condom. Women’s intcntion to
usc the female condom was significantly corrclated with more positive attitudes toward

the femalc condom and greater sclf-cflicacy 1o usc the fcinale condom.

In a cross-scctional study of fcmale condom owarcness, usage and conccms among
female undergruduates of the University of Ibadan, Nigeria conducted in September
2004, over 80% had knowlcdge of the female condom as a form of modem contraception
and thc majority of them leamt about it tlwough the mass mcdia (39.9%) and hcalth
workers (34.4%). tlowevcer only 11.3% had cver used the female condom, with most
(40%) using it to prcvent both unwanted pregnancy and sexually transmitted infectioas,
including HIV. The scxual partners’ approval was appreciable, accounting for about
42.7% omong thosc that had experience of the female condom usage. The result of tlus
study looks promising judging fiom a high awarcncss Icvel of the female condom, cven

though its usagc is low. The femolc condom may be nn altomative stzalcgy 1o combat
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unsafc scxual practices and ils scquclac in a country like Nigeria that is malc dominated:

(Okunlola, Morhason-Bello, Owonikoko & Adckunle, 2000).

In onother study by Bogart, Cecil nnd Pinkerton (2000) on intention 1o usc the Female
Condom among Afiican Amcrican Adults, it was rcporied that the avcrage intentions 1o
usc fcmnle condom were low and intentions to usc the femaole condom with main pastners
were significantly lower than were intentions (0 usc the femole condom with casual
porincrs, Mcan attitudes towards using femolc condom was positive. Moreover,

padficipants’ bcliefs about thc fcmale condom were ncither vety positive nor very
ncgative. For womcn, positive attitudes toward the feinale condom were related to the
belict that the femnlec condom makes it easicr to have an orgasm. This is consistent with
previous researches which have found that enhnnced plecasure contributes 1o women's

positive attitudes towards the female condom.

In onc large study of almost €30 urbon ond 1uin] women in South Afsica, 84% of the

womcn said they would usc the female condom in future (UNAIDS, 1997).

In on cxit intervicw conductcd by Agha (1999) emong a iandom samplc of pcople
visiting outlcts that sell the femnle condom the foflowing results were obtained with
refcrence to their knowledge and intention to use the female condom.

KNOWLEDGE: About 87% of th¢ samplc intervicewed had cver heard of the fample
condom, It is worth noting that among 15-19 ycars olds a substantial proporiion (78%)

have alrcady heard of the female condom. The two most importam corrclates of having
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heard of the female condom urc cducation and socio-cconomic status. Knowledge of the

femalc condom ranges from 71% of thosc with |-7 ycors of schooling, to 88% for thosc
with 8-12 ycars of schooling, 1o 92% for those with 13 or inore ycars of schooling.
Ilighcr socio-cconomic status is also nssociated with higher awareness of the female
condom.

EVIER USE: Among scxually active respondents, 12% had uscd the fcmalc condom. Usc
ol thc femalc condom is noticcably lower among thosc below age 25 than among older
respondents. Respondents 25 and older arc morc likely to use the female condom than
younger respondents. Only 7% of 15-19 ycars old and 9% of 20- 24 year olds have used
the female condoin in the last 12 months, comparcd (0 roughly £5% of 25-49 year olds.
Iigher cducatjon 18 associated with higher levels of usc of ihic female condom. Use ol the

fcmalc condom ranges from 6% for thosc with 1-7 ycurs of education to 15% for those

with at least 13 ycars of education.

From this study, users of the female condom are somewhal more Jikely 10 be mamed than

users of the male condomn (53% vs. 41%). Consistent with apge difllerontials 1n use, user of
the female condom acc also more likely to be mamicd than are usars of the male coadom.
The pattern of usc of the female condom as well as the profile of uscs in the study
suggest that the femalc condom 13 likely to become particularly important in providing

prolcction against IV and unwanted preghancy to women m mantal partnarships .-

The above study also showed that men weze more likely to use the female coadom with »

sicady partner than a casun! partner. This is consistent with carticr reseasedes doae by E§-
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Busscl, Krishnan, Schilling, Witte and Gilbert in 1998. The fact that men ore morc
willing to usc the [cniale condorn with @ marital or a rcgular partner than with a casual
pariner also suygests thot the female condom maoy bo a useful product for protecting
fiany nanied women in sub-Salioran Afiica (whose spouses often have multsple scxual

partncrs) ngainst 111V infection, cspecially since use of the male condom in marital

rclationships has remaincd low (Dc Zoysn, Sweat & Dcenison, 1996).

lor the fcinsle condom rapid situntion ussessment thot was casricd out in four statcs in
Nigerin known to hove historics of fctnale condom promotion activitics using qualitative
mcthod of data collection, reports on common attitudes ond belicfs towards famale
condom showed the mixed feclings from respondents as ti related o willingness to usc
fcmale condom with spousc. The respondenis mcntioncd on inability to usc female

condom consistently duce to lack of training and unavailability (UNFPA, 200S).

2.12 Factors Responsible For Law Use of Female Condom

Sevcral reasons cxploin why the usc of female condoms remains low throughout the
world, especially in resource-poor scitings. Policymeker bias, {imited supplies and access,
relotively higher cost, lack of understanding of how 10 usc than and gavaral discomion
on the part of both men and women with touching the woman’s bady 10 inset the
condom, arc all factos. Perhaps the most common reason for not using condoms (s that

they are perceived as awkward, uncomfortablc and not sexy: (Philpott ct al. 2006)
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The female condom has been on the market for over ten ycass but despite a clear need i
has not yct been sdoptet] for wider use. In 2005 only §4 million femafe condoms were
distnbuted compared Lo 6-9 billion tnale condoms around 1he world. tlowever, studies in
many countrics have shown that the feenole condom is well acceplcd among both women
and 1icn, and that there is demand for it. Onc of the problems in achicving its widespread

distnbution in national piogrammecs hes been its cost (Nakati, 2006).

Even 1l 1inorc manufocturces cnter the market, the female condom will probably always
cost moro to producc than the male condom. I'olyurcthnne is more expensive than latex
and norc of it is used. The monufactunng process itscl( is morc costly even wlhen large

numbers arc being produced. Dala from 60 countrics suggesis that there is global demand

for fcmale condoms at a widcly affordable price (UNAIDS, 1997).

2.13 Condom usc within Marriage

In o Contaccptive Mcthod Mix 2002 Analysis camcd oul by Population Reference
Burcau, it was found that only 1.2% of mamed/in union women o f reproductive age (15—
49) in Nigeria usc condom (Constclla Futures, 2006). Studics on condom use amaong
young ssnglc pcople have been numaous, However, the necds of the rmamed population
have been neglecled by rescarchers and programme siafl alike, (Hugoanet. Mosha &
Todd, 2002). The main cxceptions arc 8 amall intervention in Zimbabwe, stdies o(the
behaviour of HIV discordant couples in Zombia, an explorslosy study ie Ugamia, snd a
World Health Organization (WHO) sponsored study in six Afnicen countnes. The WHO

resulls ore of great potential importance becsuse they challange 1he provalingt vicw that
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greater condom uptake by couples in long-term relationships is o hopeless aim because of
intraclable resistance and that wives arc powcrless to protect themselves in the facc of an

odemont opposition froin husbands (Hugonnct ct al, 2002).

For tracking of bchavioural trends, the Decmographic ond 1{esith Surveys (DHS) have
cmcerged as the premier source of reliable information because of their adherence to high
standards of survey exccution and stondardized instruments, Eightcen countries in sub-
Sahorwn  Atnce, representing over half of the sub-region's tolal population, have
conducted two or norc such surveys. The countries ore cqually split between East and
Southcm Africa, with severe 1V cpidemics, and West ond Centrol Africa, with less
scvcre cpidemics. Wilth this geographic coverage, it 19 rcasonable o generalize from the
results of thesc surveys (o the whole sub-region. For 13 oul of the {8 countiies in Sub-
Saharon Africa, infonnation from two or more DIiSs is available on condom use sl most
rccent coitus. The median dates of the carlicr and most recent surveys are 1996 and 2002.
Bctween 1996 and 2002, the percentage of single women reporling condom use at last
coitus rosc from 19.3% (o 28.4%, cquivalent 1o on average annual increasc of 2.1

percentage points, whercas the paralle] increase for mamied women was negligible: 3.7%

10 4.5%. (Clcland ct al, 2006)
Twenty-five ycars ino the HIV/AIDS cpidemic, condom usc among mamed/stable

couples remain low snd under-researched in developing countries, even EMCUE counbnes

with high HIV prevolence. Tlus might probably duc 0 the nobon (hat iab oducing
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condoms into o long-standing rclationship, in spitc of 11V sk, is likcly to be awkward

(Williomson ct al, 2006).

Rates of condoin usc are lower within airioge thun among scxually aclive unmaried
(Population Reports, 1999). Yei, inuny tnarricd couples nced condoms both for family
planning aend for proteclion oguinst scxually transmitted infections, including HIV. The
nced for condots is growing as HIV/AIDS and other sexually trensmitted infections
(STIs) sprcad. Narrowing the gop between condom need ond condom use would save
many lives and reducc the cnormous conscquences and costs of STIs, HIV/AIDS, and

unintendcd prcgnoancy within mairioges.

Worltdwide, condoms menk ncar thc boltom among contraceptive mecthods used by
mairicd couplcs. According 1o Population Rcports in 1999, an cstimsted 44 million
matticd couples used condoms for family planning. These 44 million make up aboul 4%
of all couples in which the wifc is of reproductive age. and about 7% of mamed couples
who orc using some mcthod of family planning. This esimalc is based largely on surveys

of women of reproductive age.

In developing countrics, the prevalence of condom use among mamed wamen of
reproductive age is between 2% and 6% in about half of countnes surveyod and below
2% in the other half. In Cameroon, Ghana, ond Zambia, for cxsmple, fewer than 4% of
couples usc condoms (Unilcd Nations, 1999). This low level of comdom usc within

marriage docs not necessanly imply tugh nsk of 111 V/AIDS oc other sexually transmuinod
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infections (STls). If both inembers of o marricd couple arc free of infeciion and the

couple rcmain nonogamous, their nsk of contracting an STI is virtually nil, and other

;nodem conlraccplives arc avoilable for family planning.

Monogamy, however, should nol be taken for granted. A rcvicw of studies in 63
counirics found thot many manticd men have scx with somcone other 1than their spouse.
Muny of these studics were nol nationally representative, and the pereentage having

cxtrumarital scx varied widcly, from 3% to 73% among thc groups of men studicd

(Population Repotrts, | 999)

The number of condoms uscd cach ycar 1o prevenl unintended pregnancies within
maitiage is an cstimated 3 billion. This is 12% of the 24 billion condoms neceded. This
figurcis bascd on the percentoge of men in each country who are mamed, the patentage
of mamed couples currently using condoms as their method of contraception, and
ficquency of scxual rclations among mamcd couples as rcpoticd in susveys. The
percentage is low because fcw couples who practice family planning use coudoms as

their contraceplive metliod (Population Reports, 1999).

Uganda, a country of 26.9 million pcople, has both huge number o people living with
HIV ond AIDS and high fettility, The 2005 HIV prevalence for adults aged 15+ was
6.7% wilh an estimated 900, 000 people infected (UNAIDS, 2006). The total Gertility rete

1 6 9, the [ifth highest in the world, with thc population growing at 3.3% samaally, v
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less than a Quorter (23%) of mamtied womey aged 1549 usc any mcthod of contiaception,

only | 8% usc modem methods (Population Reference Bureau, 2006.).

In spite of so many dcaths from AIDS and high fertility, few Uganda men ond women in
marital or cohabiting relationships repoit usc of condoms. According to the 2000-1
Ugandan Dcmogiophic and Flealth Survey, only 3.8% of men and 2.2% of women with a
spouse or cohabiting partncr reported using condoms at last sexual intercourse with their
spousc or partner. In contrast, condom usc at last scxual intercouts¢ with a non-
cohabiting partncr was reportcd to be 59.7% for manicd/cohabiting men ond 24.2% (or

mortiod/cohabiting women (Ugandan Burcau of Statistics & ORC Macro, 2001).

A qualitative study was conducted in Kampala, Uganda by Nancy E Williamson et al
(2006) with 39 couples rcporting 100% condom usc in the previous three month, The
women were recruited from omong women in a clinical triel who were using condoms
and whosc paitners also agreed to participate. The respondcents hod been in their current
relationship for on average of 12 years. A majority of the 78 respondents (30 women and
29 mcn) said thot onc of thic rcasons they used condoms was for family plenning rcasons
or more specifically, 1o prevent pregnancy. While 45 of 78 pantncrs cited disease
prcvention as a rcason they uscd condoms, only 17 specified lack of trust in their partner
as o motivator for condom use. Of the 30 womcen who said Uicy suggcested condom use to
their partncr, about half (14 of 30) reported that their molc portner accepted the idca with
little or no resistance. ‘Thc women usedd diverse strategics to deal with expected male

resistance and oficn cited multiple rcasons 1o usc condoms. Some said it took couroge as
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they cxpected rejection. But they felt they had to ke one nisk (partner’s negottve
rcaction) (o avoid another (H!V infection or unwanted pregnancy). Women's wnsistence
on condom usc did not upsct their pariner as much as the women expccted, given that
malc dominance was commonly reported in their responses to questions about gendcr.
Men’s reasons for accepting condoms werc to picase their partner, protect her from HIV,
plolect their children, protect themselves and, in some cases, continuc having other
partners. Most respondcents reported they were satislied with the sexual rclationship with
their steady/marnage pertner. For the mgjonty, condom usc did not affect their sex life.
Only lwo men reported that their wives were resistant to the use of condoms. They also
reported high levels of communication and belicved thot this helped them achicve
consisicnt condom use. Aspccts of communication noicd as important (o consisient
condom usc included discussion, agrcement, trust and honesty. Wornen's ability to
discuss [cmale condom use with a pantnes is likely 1o be an impoitant dctermenant of its
usc with that paitner (AIDS Control and Prevention Project, 1997; Gardner, Blackbum &

Upadhyay, 1999)

It must be said that few public health cainpaigns have promoted condoms to stable and
marricd couples since the 111V epidemic began (the Cambean being o notable exception).
Social acceptance of the necd for condoin usc in mumauge has been glanngly absent. Yet
the qualitative study by Nancy \Villiamson ct al (2006} among 39 marricd couples in

Uganda who uscd condoins consistenily, shodvs that il is feasible,
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It has been reported that in Nigeria, the boricrs to the usc of female condom which i

addressed will promote its use wcluded: the need for mole involvement, not being widely

available, and thc necd o train providers to teach women how to usc the product

(Constclla Futurcs, 2006).

2.14 Married Women and STI/HIV/AIDS

\WWomen compiisc a growing propoition of thosc newly infected with HIV, in both the
devcloping and developed world. Of the total number of 40.3 million pcople worldwidc
who lived with HIV in 20085, 17.5 million were women (UNAIDS, 2005). In Sub-Sahoran
Africa, where the AIDS pondemic has hardest hit women, 57% of thosc who tested

positive for HIV arc women, ond ot lcost onc-third of thesc women orc marricd

(UNAIDS, 2004).

Womcn are physiologically more susceplible to the cantiaction of STI(s/HIV than men.
Worldwide the discasc burden of STls 1n women is more than S times that in men (WHO,
1995a). A mutual intcrdependent relotionship cxists between STls and HIV. Infections
such aos ponorrhe¢a, trichomoniasis and chlamydia can increasc thc nisk of HIV
transmission fron (wo (o threc fold (Quinn, 1996), this nisk being grentcr in women
beenuse the physical orca exposcd to scxuol scerelions is larger thon that of men. It is
therefore crucial thet womcen have occess lo methods they con initiate, control and usc for
protecling themsclves ogoinst ST(s including HIV/AIDS. Contiaceptives thot arc most
cfective in preventing unplonned pregnancy provide, little, if any protection agoinst the

STIs, inclyding the lluman Immunodcficiency Virus (HIV), which causes the Acquired
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Immunodeficiency Disease (AIDS) so a selection of barrier methods must be made

available as widely as possible.

Women account for nearly 50 percent of people living with HIV worldwide. Eight out of
ten infccied women get the virus by having sex with an infected male panincr (UNAIDS,

1997). In Nigcna, womcn now account for 62 per cent of HIV infections (Constclla

Futures, 2006).

Data from around the world, including in Nigeng, suggest that masrtied women’s greatest
risk of contracting HIV is through having sex with their husbonds (Fedetal Ministry of
Ficalth, 2004). Women's biological vulncrobility to HIV through sexual intercourse is up
to four times as high as men's. This is largely becausc of anatomy: the arca of the female
genitals cxposcd to semen and other scxual fluids duning scx is four times larger than that
of men. Women are also at more risk of gelting infected because semen conlains greater
amount of thc virus than vaginal fluids. Also, micro lesions occuiming during intercoursc

may become an cniry point for HIV. Both men and women run a much higher risk of
infection with LIV if ticy have an untreated STI. But the problem is that STls in women

often cause noc symptoms ond cons¢qucently may pget late (rcalment or nonc ot all

(UNAIDS/W1i0O, 1997).

Women arc mostly getting infected ot a younger oge than men as a consequence of scxual
networking paticms. Women tend to have scxual rclationships with mcn at lcast a few

ycars older, wbcther inside or outside morriage. In some cultures, men matry women up
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o ten ycars younger, and they often have cxtra-marital relations with younger women
(and with younger men) (Berer, 2006). In cach such relationship, the older man has had
morc chance to be exposed to HIV, both because he is older and because he is likcly fo
have had more scxual relationships. Hence, the chain of transmission means morc
infccted women (Berer, Ray, 1993). That does not mean, however, thal mcn are less at

risk of HIV. Quitc the contrasy; men arc morc at risk at older ages (Bcrer, 2006).

Many pooplc think thet a woman is only at risk if shc has many scx pariners or is a scx
workcr. This is far from tiuc as many womcn arc infecied by the only man they have cver
had scx with- their husband. [I may be difficult for thain to arguc with their husband's
decision, particularly on when and how 10 have sex. Women who have more than onc

pariner arc oftcn in an cven weanker position 10 insist on protection,

Rates of HIV among married women or those in committed parincrships are increasingly
rapidly worldwidc. Onc in four woinen arc HEV positive by the age of 24 in South Afiica
and 90 percent of female infeclion in [ndia occur within inamage, challenging the
concept of those traditionally decemed to be ot high 1nsk of infection
{wiwiw.cldis.org/hivaide/prevention/femalecondom.him). Polygamy, sexual cocrcion and
violence all contribute lo thesc statistics while abstinence and inonogamy are inadequate
dcfenses for women who oficn mairy young and arc deprived of education and sociel

status,
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Many mamed women perteiye themselves to be at sk of IV infection but do not use
any barner method. Among female condom usas, mamed women arc more likely than
single womeR to ecncounter partner resistance to the femalc condom and less likely to
treport future use. They also arc less likely than single women to have used male condoms

prior o trying the femalc condom (Kcriigan, Mobley, Rutenberg, Fisher & Weiss, 2000).

As the AIDS pandemic has become globalized and feminized, women in developing
counuies have become more at nsk of HIV infection- including mamed women. fn sub-
Saharan Afnica, where womcen have becn hardest hit by the AIDS pandemic, 57 percent
of thosc who test positive for HIV arc womcn, and at least one-third of these are mairied,
(UNAIDS, UNFPA & UNIFEM. 2004). Morc thon four-filths of ncw infcctions in
women result from scx with husband/primaty pariners (Usmani, 2002). Yet the vast
majotity of mairicd womcn at risk arc not using any bairicr method during sex.
According to UNAIDS, only 4.9 percent of manied womcen worldwide use condoms,
including only 1.3 percent in sub-Sahacan Africa (womcnandaids.unaids.org.). Given this
context, many analysts think the female condom should become an inportant tool for

HFIV prevention, cspecially for married women.

[n rcgions such as the sub-Snhacan Africa where substantial proportions of scxually
aclive persons arc infected with [11V, many monogamous woinen are also at high risk of
HIV tmasmission (De Zoysa ct al, 1996; Young, 1997). In such situations, mass
avoilability and usc of the fcmale condom could play an impoitant role in incressing

women's protection against HIV. Because it might cnable womcn to initiate condom use,
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the [emale condom has been widcly recognized as an impoitant step towards providing

women With a mcans to protect thcmsclves against HIV infection and unwanted

pregnancics.
2.15 Redesigning the I'emale Condom

A ncw fcmale condoin design, much the same at one ¢nd, diffierent at the other has been
developed by PATH, a nonprofil group bascd in Scattle, USA and its makears hope it will
succeed where its predecessor foiled. For couples who have agrced on condoms, the new
design has scverol advantages. The redesigned female condom is made of softer, thinner
polyurcthanc to better transinit warmth. It is casier lo insert; one end is bunched up as
small as a tampon, an improvement on the old design, which resembled the stiff rubber

ring of a diaphragrn and had to be folded into a figure 8 {or insertion (McNeil, 2007),

During scx, the new (emale condom also moves morc like a vagina than the old design
did, according 10 couples in Scaitic, Thailand, Mexico and South Afnica who lesicd o
sciics of prototypes, said Joanic Roberison, project moneger for the condom st PATH.
The old design hung passivcly Gom the rubber ring, which could shift atound and
somctimes hurt; the new design has dots of adhesive foam that adhere 1o the vaginal
walls, expanding with them during arousol. According 10 PATH, morc then 90 percent of
the couples were salisfied with the easc of usc and comfoit of the new condom, and 98

percent found the sensation of scx to be “O.K. o vary satisfectory” (McNcil, 2007).
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However, the new design does not overcome the glaring drawback that doomed the first
tlo be a niche product: it cannot be used secscily. For that reason, masrned women, NOw

onc o the highcst risk groups for AIDS in poor countrics, rarely use it.

"{ don't want my husband to know that [ am wcanng a condom,” said L.ois B. Chingandu,

the director of SA faids, an anti-AiDS organizstion in Zimbabwe.

"Condoms arc almost undiscussable within a marage” in Afnca, she added. "It is
somclhing associated wilh casual sex. 10a wile uses a condom, the message is thal you

have been unfoithful. If she even initiates the discussion, it Lips the powcer scale. Men

resist quite a !ot, and it can result in violence” (MeNail, 2007).

2.16 Male Involvement in Female Candom Use

Cifective usc of the female condom also depends on a varicly of factors, including male
involvement in the decision o use il, Progum planners and advocates now reler 1o the
[cmale condom as a (cmalc-initiated incthod, underscoring that the increascd

participation of men is impo:itant for its future success,

Womcn's lack of control over their sexual protection is an important concern in many
parts of the world including sub-Soharun Africa. Women have cxpressed ticir desire to
usc a method of potcction against HIV that can be used without their partner’s
knowlcdge (Ray ct al, 1995), Even though it might allow women a greater measure of
control over condom use, the cooperation of sexual partnas will remain necessasy for

consistent use of the female condom (Young, 1997).
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In acceptability trials, women's responses to femalc condom usc have often been male-
centered (Ray ct al, 1995). Men may opposc usc of the female condom if they perceive
that this device increases women's ability to cngage in other sexual relationships or if it
changes the balance of powcr in a relationship. On the other hand, mea may prefer using
the femaie condom if it gives them morc pleasurc than using of the male condom, and
somc mecn may prefer not being responsible for HIV protection (Ray ct al, 1995).
Although therc is some cvidence that women discontinucd usc or do not usc the female
condom bccausc of pariner opposition (Ruminjo o al, 1996; Young, 1997), mcn have

rcported positive opinions about the fcmale condom in most studies (Young, 1997; El-

Bassel et al, 1998).

Research has revcaled that a man's reaction 10 the female condom is often an important
factor in whether his female partner uses the nicthiod (Welsh ct al, 2001, Ford & Elspeth,
1993; Green et al, 2001). Some studics have found men amenable lo the female condom.
A study in Zimbabwec found that, although women initiate the dialogue about using the

mcthod, both partners jointly decide to use it (Kerngan, as cited in Heidi

Worlcy. www.prb.org.)

Partner sotisfaction with the mcthod has been associated with repeated use, and women
who find the female condoin casy 1o usc frcquently citc lack of pariner objection
(Hoflinan, as cited in licidi Worley. www.prb.org.). Other rescarches have found that
men's objections to the method are decisive in women's decisions not to usc it la South

Africo where the female condom hes been incorporated into the national family planning
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program, pattner object was the leading obstacle causing womcen to abandon usec of the

method (Bcksinska et al, 2001).

Other analysts have found that some men may believe the fcmale condom ond other
female-conttolled methods give women toc much conlrol over sex (Pool et al, 2000).
These objections can mean unprotected sex. in the Zimbabwe study, necarly 25 percent of
women reporied their partner opposed fecmole condom use and about 50 percent of those
women cnded up having unptotected sex. Married women often resont to sirategics other
than direct negotiation to convince their partner to use the {cmalc condom, such as telling

their partner that sex will be more enjoyable or that it willi be possible duting

mcenstruation.

2.17 Reusing the Female Condom

The female condoin is currently approved by the US Ffood and Drug Administration for
onc-lime use. Some cxpcrts belicve that if recuse were possible, it could reduce the
device’s cost and resull in more protecled sex acls. I'emale condom reuse has been
rcposted in a number of countrics, particularly in resource-poor scttings (Smith, Nkhama
& Scbostian, 1999). Although the World Hcalth Organization (WHO) does not
rccommend or promolc the device’s reuse, WHO slated in July 2002 that the final

dccision on whether or not lo support rcusc of the fanale condom must ultimaicly be

token Jocally (\WWHO, 2002a. htp//www.who.int/reprod ucti ve-

hcart/nlis/female_condom.cn.himl). WHO continues to recommend the usc of a ncw male
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or femslc condom for every act of sexual intercotsse where there is nisk of unplanned

pregnancy or of acquiring a scxually transmtted infection (ST1) such as HIV,

Acknowledging that somc women may not have access to new female condoms,
howevers WHO has also developed a protocol for cleening and handling female condoms
so that they can be rcused safcly (WHO, 2002b. hitp/www.who.int/reproductive-
heait/ttis/female_condom.en.htm] ). A single female condom may be used up o five
{imes provided that afler cach use. it is clcened and handled according to WHO
guidclines. Rescarch has found that the female condom remain shucturally sound afier

repeated cycles o bleach disinfection and washing.

A WHO funded study found that the structurel inicgnty paramcters of the device
recmoined well ebove the menufocturer's standards for infegrity of new condoms alter
been disinfected for 30 minutes in a 1-i0-5 dilution of blcoch in waltcr, washed in soap,
dricd, ond lubricated up 1o scven times. Three batches of 300 unused condoms were
tested in a laboratory for water Icakage, scom sirength and burst pressure afier being
subjccted 1o the washing procedure. Three of the 900 devices tested were found to
contain holcs, but these defects were thought to have been caused by handling rather than

chemical deteiiorstion (Potter, 2002),
A study of re-usc in Johannesburg, South Alrica, eanong a group of 100 women aged 17-

43 who were oitending o fomily plenning or SF) clinic, and anothcr group of SO women

aged 18-40 at high risk of STIs, including 80% who were sex workcrs, found that the
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concepl of re-use of the femalec condom was ncceptable to 93%, while 83% said they
would be willing 1o re-use the female condom. The 49 women who did rc-use femalc
condoms up to scven times during the study said the steps involved in cleaning the

condom for rc-use were easy to perform and ncccptable (Petiifor, Beksinska & Recs,

2001).

A study conducled in South Afiica has delermined that female condoms retain their
structural integrity ofter carcful washing and reusc. Filly scx workcrs and female clients
of an STI clinic were asked 1o wash o female condom afler use by rinsing i\, washing it
in hiquid detergent for o rninute, sinsing it again, polting it dry with clecan lissucs or a
lowel or allowing it to air-dry, then re-lubricating it with vegetable oil and using it agatn.
Afler reuse, the used condons were sent o a lobornlory for testing under US Food ond
Drug Administration (FDA) slanderds for lcakage, maximum pressure bursting and
strength of scams, oll of which they passed. Study participants werc asked (0 repeat the
process with a ncw female condom, this time washing i1t twice to usc 1l three times. This
procedurce was repeated for up o cight uses. Three-fitths of the woinen chose to air-dry
the condoms, 99 per cent re-lubricated themm before use, generally with baby o),
sunflower oil or petrolcum jclly. Among the 295 condoms uscd and returned during the
study, only five holes werc delected alter differcnt number of reuses, representing a
breakoge rute of 2 per cent. Three women hod noticed these holes and alerted study stal®
themselves, while two were discovered during lcakage tests. Four of the {five were on the
part of the femolc condom thot remains outside the vagina and is twisted during its

rcmoval. The results suggest tha! propes waoshing and rcusc of female condoms did not
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7.18 Conceptual /[Theoretical Framework

Theones and models are very important tools in health cducation becsusc they cssentiatly
provide a basis for understanding 1ndividual behaviour and those factors that nflucnce
such behaviour, cnabling programmes to be developed 10 provide solutions lo problcms

and as a foundation for planning appropriate interventions (Van Ryn & Heancy, 1992).

Theory 1s considered 10 be a sysicmatically orgonized knowledge applicable to a
relatively wide varicly of circumslances devised to analyze, predict or cxplain the nature
ol bchaviour of a specificd sct of phcnomena whilc models are basically considered 1o be
a visual construct of proposcd cousal linkages among a sci of concepts believed lo be
related to a porticular public health problem (Eotp & Ennctt, 1991). lHurmon bchaviour
rcsults from interaclion bctween an individual and determinants such as biological,

psychological, socio-cultural, environmental and structural spheres, which facilitates it

(McLcroy, Bibecau, Steckler & Glanz, 1987). This thcteforc means thot in planning
rescarch ond intervention programmes in health cducation, it 1s o ulmost importance to
consider not only the individual us a stand-alonc entity but also the environmental and
social forces that arc involved 111 generating or focilitating the individual’s behaviour,

Most modecls occommodalc a combination of certain aspects of theories within ils

consteuct that cnables clcarer undersianding and diagnosis of human behaviours,

In this study, the Trons-theorctica] modcl (stages of change modcl) onginated by
Prochaska and collcagues (1994) was used to analyze the behaviour of the marn od

womcn towards adopting the practicc of using femalc condom. ‘This model was adoptcd
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to providc a clear cxplanation of how the important variahles are linked so thet the

hypothesis and insttument developed would capture the concept being studied.

‘The Trans-thcorctical (Slages of Changce) Modcl
This modcl seeks 10 cxplore the stages a person will pass through before choosing to
adopt a paruculer practice. it compsises of the (ollowing stages:

§. Pre-Contemplation: No intention in unforeseeablc future

2. Coniemplation: Not currently but intend

3. Preparation: Have tried and intcnd to continue
4. Action: Are carrying out the action regularly

5. Maintennuce: Have taken the action for a considerable period

This modecl begins witb precontemplation and moves through contemplation, planning
and action until thc new behaviour is intemalized at the inainicnance stage. 11 also

addresscs the issuc of rclapsc and the nced to prevent it nt the inaintenance stage through

adequate sociel support.

Stages of Change Modcl applicd to Knowlcdge of, and Intention to Usc the Female
Condom
. Precontemplation: The mamicd women arc not currently awarc ofthc cxistence
of the [emalc condom or arc awarc but not thinking about cver using i1,
2. Contcmplatlon: ‘The mamcd womcn are awarce of the cxistence of the female

condom and the benefits of using il. At this stape they are thinking aboul making

a positive changc in their behaviour townrds the usc of the fanale condom.
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3. Preparation: The manicd women acquirc more knowledge about the femnale

condom usc and the skills needed to wear the female condom coirectly. They may

have also inied o wear il.

Action: Thc married women have started using the female condom regularly to

protect themsclves from unintended pregnancics and scxually transmitted

infections (STIs) and HIV/AILDS.

5. Maintenance: The marmied women have fully adopted the practice of regular use

of the female condom.

6. Rclapsc Prevention: The marticd women may starl using Uic fcmale condom,
stop ot somc point in time and resumc usc again, They make scveral attcnipts at

maintcnance and cycle through the lower stages until they finally usc it

consistcntly.

Assumptions

In conducting this study, certain assumptions have been made,

The first assumplion is that the knowledge, attitude and practices of marricd wonien in

Oyo statc and southwest Nigeria will be the sunc.

The sccond assumption is that the fuctors that could cither proinote or hinder the adoption

of femalc condom usc are the same throughout the country.
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CHAPTER THREE

| METHODOLOGY
|

J 3.1 Rescarch Design

This study cmploys a descriptive, cross-scctional survey rescarch design to identify
knowledge, attitudes and intention of married women in Ibadan on usage of the female
condom. Thus the goal of this rescarch is to document the level of awarencss about the
{cmalc condom among moanied women and foctors that offcct usage of the feinale
condom or their iniention to uscit as a fonn of dual protection method against uniniecnded

pregnancy and scxually transmoilied infections (STls), including HIV/AIDS.

3.2 Description of the Study Arca

tbadan is the capital city of Oyo statc located in the southwest region of Nigeria. It is o
mctropolitan urban city of multiple cthnicities with a total estimated population of
5,591,589 (National Population Coinmision, 2006). lbadan 15 the largest city in West
Altica and the third largest in the world. 11 lies roughly on latitude 7N and 4S. 1t is
tocated at thc boundary bctwcen the roin forest and the grassland region of the
southwesticn port of Nigeria, The city is boundcd by Oluyole LGA on the south,
southwesicm and south-casicm sides by Lagelu LGA on the northern and castern sides
and Akinycle LGA on the northert and westecm sides (Federal Survey, 1967). Ibadan has

11 local govemment arcas, 5 urban and 6 pesi-urban local govemments. Ibadan is the
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largest of contemporary traditional Yorubn towns in Nigetia and is typified by traditional

and cultural notms, which dictates human acts and conduct.

Ibadan Southwest Local Government Area (LGA) of Oyo Staic was created on the 27 of
August 1991 and is thc second largest of the five LGAs carved out from the former
Ibadan Municipal Govcmment in 1991. It has its Administiative Headquarter in Oluyole
Estate within thc office complex of the fonner Ibadan Municipal Town Plnnnming
Authority, along M. K. O. Abiola Way. It is 150 km from Lagos and 65950 from Abtija.
It is boundcd in the North by the Ibadan Noith and Ibadan Noith Easi local governments’
arcas, in the Easi by the Ibadan South East and Oluyole local povernment arcas, in the
south by Iddo local government area and in the wesi by Ibadan Noith West local
govermment area. It comnpriscs of 12 political wards and has a 1991 census figure of
274,028 pceople, of which the males accounted for 50.03% (189,772.29) and the females
were 49.97% (189,545.7) of the lotal population (Oyo vision projectSDT, 2002). The

women of Reproductive age as at 1991 constituted ahout 22% (83,451) of the population,

There arc three types of population density areas in the Local Government Arca namely
the high, medium ond low-density arcas. Thc highly populated residential areas are Foko,
Oja’ba, Agbcni, Idi Arcre, Isale Osi, Popoyemoja and Bode. The medium dcensity
residential arcas arc Molcte, Oke Ado, Challenge, Ososami, Anfani, Ajeigbe, Olusanya,
Ring road, Okc Bola, Odo Ona and Apata. The Govermnent Rescrvation Arca (GRA) of

lyaganku and Oluyole Estatc comprises the low-density arcas. About 90% of the
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inhabitants of the LGA are Yorubas. There are pockeis of other tribes like the Igbos and

Hausas resident there. Foreign nationals, especially the Lebanese also abound in the ares.

Occupationally, majority (about 60%) of the population are involved in trading activilies.
Thesc asc followed by thosc involved in craftsmanship/artisans (25%), thosc involved in
public scrvice (10%), those offcring vatious types of scivices (2%) and those involved in
manufacturing (2%). Less than 3% of the residents of the Local Government cngage in

fanning activilics. The food crops commonly grown there aro cassava and maize.

[badan southwes! local government arca has a total number of twelve (12) Health
Cecnters located at the following arcas: Oja‘ba, Akcre, Foko, Molctc, Alcsinloyc,
Govermment College, Adifasc, Awodifc, Elcwurn, Oke Bola, Odo Ona and the Local
Governunent Headquarter at Oluyole Estate. I addition to thesce, there are seven (7) Statc
Hcalth Centers and onc Federal Govertunent Health establishment. 154 other health care
facilities (132 privately owned and 22 mission owned hospitals) arc also rendenng

scrvices 1n the local govermment (Oyo Vision ProjectSDT, 2002).

Most of the outlets for distribution of the female condom in Oyo Statc arc located there.
This includes the federal owned Railway hospital, state hospitals like Ring Road State
Hospital, Oni Mcmorial Childien llospital, Jericho Nussing Home, Matcmal and Child
Fleahh Centre Moor Plantation, and the two faimily planning clinics of the planned
’arcnthood Fedcration of Nigeria (PPFN), apart from the primary health care centres that

arc being supplicd female condom by the state ministry of health.
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3.3 Description of Target Population

The targeted populations were manied women living in lbadan South west local
government arca in Ibadan, Oyo statc Nigeria. Eligible respondents werc mattied women
between the ages of 15 to 49 which constitute the reproductive age group. This study was

limited to mamed women living in six waeds out of the 12 wards in lhadan southwest

local govermment area of Oyo slale.

3.4 Sampling Technique

Thc multi-stage sampling method was uscd in sclecting the women that panticipated in
this household suivey. There are twelve (12) waords in Ibadan South Wecst local

government, cach consisting of a number of compounds/houscholds. A ward is an
administrative or clcctoral division of a town. Each ward is made up of Disticts.

The sclected wards/districts for. this study arc outlined below:

1. Ward 2 - 1sale Osi

2. Ward 6 - Foko

3. Waord 8 - lyaganku

4. Ward 10- Oke Ado

5. Ward 11 - Oluyole

6. Word 12 - Apala

The procedure for sclection is highlighted bclow:

Step (; The local government arca was stratified into twelve political watds

Stcp 2: A sampling framce consisting of the list of all the districts under the 12 political

wards located in (he arca of study was made.
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Step 3: The names of the districts were written on different sheet of papers of equal size
and colour and divided first into 12 groupsbased on the ward under which they belong.
Step 5: These papers were then squcezed into little balls and put in 12 different bowls.
Stcp 6: These 12 bowls were separated into 3 groups based on whether Lhey fall under
the high, medium or low population density arcas. This was to cnsure cqual
represcniation of respondents {tom the local government arca.

Step 7: The balloting system of simple random sampling was now used (o select one
paper {rom two bowls out of the 3 groups.

Step 8: I'rom the chosen distiicls, streets/avenues/compounds were randomly selected by

balloting.

Step 9: lHouscholds (I louses at coch side of the street/avenue) were sclected using the
systematic mndom sampling method.

Step 10: Each sclected houschold was required (o produce a married woman who will
participate in the rescaich. In a houschold with more than one marricd woman available,

balloting was done (o produce ihe marricd woman in the household who was interviewed

using the questionnaire.

3.5 Sample size

The sample size for this study -was calculated using the Lesliec and Kish formula below
The prevalence of female condom knowledge (56.2%) was anived at based on the
rescarch work done by Bogart et al in 2000, on Hisponic Adults® Beliels, Auitudes. and
Intentions Regording the Female Condom in year 2000 where he examined respondents’

level of AIDS knowledge and the relationship of AIDS knowlcdge to attitudes and normis
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regarding the female condom. The study showed that most respondents were unfamiliar

with the female condom. Half of the sample (56.2%) reported having heard of the female
condom prior to viewing a videotapc on it. .The degree of accuracy desired in this study
i.e. Lthe precision is 5% = 0.08, the confidence level to be used is 95% which comresponds

10 the value of 1.96. This formula was used because the study was being done in an arca

that has a total population of more than 10,000.

Fornula n= 2Zpq = (1.96)*(0.56) (0.44)

used: ——_— = =379
d? (0.05)

Where n = the desired sample size

Z = the staodard nortnal deviate. Usually set at 1.96 which corresponds to the
95 percent confidence level

p = the proportion in the 1arget population cstimaicd 10 have hcard about female
condom

q = the propoaiion in the 1arget population cstimatcd no! (o have heard about

female condom =1.0 -p

d = the dcgree of accuracy

Ta take care of attrition, 5% of the calculated sample size was added 1o make up to 398.
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3.6 Instrument for Data Collection

The data for this study was eollected using both quswtitative and qualitative data
collcction mcthods. ‘The instrument used for the quantitative data werc intervicwer-
administered, semi structured questionnaires while for the qualitative data, focus group

discussion gutdc was uscd.

First, a prctesicd Focus Group Discussion (FGD) guide containing discussion questions
on opinions, attitudes and practicc towards the use of the femalc condom was used (o
collect qualitative data. ‘The instrument had the following scctions: discussion startcr,
main discussion points and conclusion (Scc Appendix Onc). Eight (8) Focus Group
Discussions was conducted in the study area. This was carried out among marricd women
(N= 8) in cight diffcrent groups; they werc stratificd bascd on age, cducational lcvel and
socio-cconomic class. At the FGDs there was a rccorder who wryolc down all that was

discussed, an obscrver and the modcrator. The FGD guide consisting of 9 questions was

used to guidc the discussions, despile the fact that the discussion was flexiblc in naturc. A
very good tapc rccorder (Elcctionic) was used (0 assist in recording the discussion so that
no important information would bc lost and high quality audiotapes were used.
Refieshmen( was served duning cach FGD. ‘The FGDs lasied for approximaltcly 2 hours
for cach session. Alter cach FGD session, the discussion on the audiotapc was carclully
listcned to, transcribed and namutive themes were gencrated. The themce by themce

analysis of the transcribed data was donc bascd on the rescarch questions. ‘This thematic
approach was uscd lo bring out individual responses trom the FGD. Thesc responscs

were reporicd verbatim according to cither minority or majorily rcporis. ‘The information
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3.6 Instrument for Data Collection

The data for this study was collected using both quantitative and qualitative data
collection mcthods. The instument used for the quangitative dela werce intervicwer-

administefcd, semi stsuctured questionnaires while for the qualitative dota, focus group

discussion guidc was uscd,

First, a pretested Focus Group Discussion (FGD) guide containing discussion questions
on opinions, attitudes and practice 1owards the usc of the female condom wps used to
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uscd to guide the discussions, despile the foct that the discussion was flexible in naturc, A
very good lape recorder (Electronic) was used to assist in recording the discussion so thal
no important informotion would be lost and high quality audiotepes wcre used.
Refreshment wps served dunng cach FGD. The FGDs lasted for approximately 2 hours
for cach scssion. Afler cach FGD session, the discussion on the audiotapc was carcfully
listened 10, transcribed and narative themes were genecrated. ‘The theme by theme
analysis of the transcribed dota was donc based on Ihe rescarch questions This thematic
approach was uscd to bring out individual responscs from the FGD. Thesc responscs

werc rcpotted verbatim according to cither minority or 1najotity reports. The information
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elicited from the focus goup discussion was uscd (o modify thc questions In the

questionnaire.

The quantitative method of data collection was in form of 2 questionnaire. The ilems on
the qucstionnaire were divided into two scctions: demogruphic datn and questions on
awarencss, knowledge, usage and intention 10 usc the female condom expressed in 171
itcms. {Scc Appendix Two). Open-ended and close-ended questions were utilized in
formulating the questionnaire. 11 was interviewer administercd and questions werc asked
in thc language the respondents could understand. The pretesied qucstionnaires were

administcred among the ¢stimatcd samplc population.

3.7 Validity

Validily can be defined as the degree to which the 1est measures what 1t is supposed 1o
measure (Kcy, 1997). Approachcs to the validity of tcsts and mcasures include content
and consiruct validity. To cnsure validity of the data collected, scvernl sieps were tonken.
Groups of items which orc representative of the content of the trail to be measured were
obtained. These include knowledge, attitude, practices and demographic information.
Both the qualitative and quantitative tool were writlien in simple Enplish ond wanslated
into Yoruba lanpuapge. This was designed 1o aid the comprchension of the respondcents.
The validity of the contents of tic qucstionnairc was strengthened through review of
litcraturc and supportive information oblaincd during the Focus Group Discussions.
Furthermorc, review of the instiument by the researcher’s supetvisor and other senior

collcapucs was cxtensively undertaken to provide face validity.

7
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' 3.8 Reliability

The reliability of a rescarch instrument concemns the extent to which the instument

yiclds the same results on rcpeated trials. Reliability for the instruments used in this study

was cnhanced through pretesting the qualitative instiument (FGD guide) and quantitative
insttument {qucstionnairc) among marnied women in 8 population that had similar
characteristics with the actual study population but did not consist of these who
participaled in the real study. Therefore, the pretesting was done in [badan Nerth local
govemment arca (LGA) located in [badan, Oyo state. [Forty matried women parlicipated
in the quantilative data prelest cxercisc in [badan North LGA and 16 women in the

qualiative data pretesting. The prelesting cnabled the rescarcher to discover possible

crrors and ambiguities, which were rectified before the final administrution of the tools.

The developed Focus group discussion guide, after review and aopproval by the
rescarcher's supervisor, was pre-tested among 16 mamied women in Tbadan North local
govemment area divided into two age groups of 15-30 and 31.49 ycars. Pretesting of the
quantitative ool revealed the need 0 translate it into Yoruba language. Thc translated
version was also pretested. interviewer's bias was climinsied because the researcher read
out the questions in the focus group discussion guide to the participants in English and
Yoruba Language. The pre test of the FGD guide further cnhanced the vakidity and the
suitability of the questions asked as this was used 10 modify the linal draft of the FGD
guidc and survey queslionnaires. Also, the focus poup discussion guide was thoroughly

studied so as lo know the approptiate words (o usc that will bring about the nccded

responsc from the I'GD participants.
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A rchability test is done wben tiying (0 ascertain if B research instrument that has been
designed is accunule, dependable and consistent over time. A Statistical Rcliability

Analysis was glso donc to tesl the rcliability of the questionnairc arid to measure its
intemmal consistency. This involved the usc of the Alpha (Cronbach) model of reliability
analysis. The Alpha (Cronbach) modcl is a modct of intemal consistency, based on the
avcrage inter-item correlation. Herc the qQuestionnaire used for the pretest was divided
into two and onc sct of the instument was cotscloted with the other to obtain the co-
cflicicnt of rcliability. The closer the value of the rcliability test is 1o 1, the more reliable

the instrument is. A high corrclation was obtoined. The Alpha rcliability cocflicicnt was

0.8438 whilc the Gutiman Split-half was 0.9359.

3.9 Method of Data Collection

Four female rescarch assistants were recruiled and participated in the data collection
using the qucstionnaire. They were treincd 1o cnsurc thot thcy hove adequate
understanding of the insttument prior 10 commencement of datla collection. ‘The tmining
focused on the objectives and impontance of the study, sampling proccsses, how 10 sccurc
respundcnts® informed consent, and rcvicw of questions to cnsure complcicncss.
Although the rescarch assistants were €xperienced, refresher (raining was given on

intcrvicwing techniques. The questionnoire was discussed in dctoil and interviewer
bccame familiar with il by conducting role-plays. The rescarch assistonis were giso
involved in pretesting of the questionnaire, which created oppottunity for them (0 leam

how lo cffectively collect thc required data. This was time for them to prociice how they
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will go sboul collecting the data while the researcher watched to sce how it was being

done and to make any needed correction(s) before they were allowed to start data

collection on the study population.

The research assistants involved in this survey went from house to house cotlecting data
from the married women. They were also required to do a quick on the spol check on the
filled qucstionnairc and clarify any vague answers from the participants immediately to
avoid coming back for clarification. However they were wamed to avoid asking leading
questions. The researcher supervised the research assistants by monitoring their
movcments, moving round the community lo crosscheck and make sure that they actually
visiled the houscholds that were selecled, and paying impiomptu visil on the research
participants while they were on the ficld. The actual coilection of data lasted for six days.
One day waos spenl in cach of the six sclecied area. The reseasch assistants completed the
qucstionnaires within a period of 15 to 30 minutes dcpending on whether the
respondents’ attention wos being nceded elsewhere during the course of the interview.
The researcher checked the questionnaires administered cach day and problems

discavercd werc resolved immediotcly.

3.10 Data Analysis

Altcr the data collection excrcisc was over tho questionnaires were coltated and edited by
the researcher with the help of the research assistants who helped in collecting them. The
data was checkcd for completeness. Serial numbers were given to tho questionnaires for

easy identificotion and recall of the insMument and the questionnaires were stored in o
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place safe [rom destuction by water or fire. During data cleasung, six records were

eliminated because of missing data, leaving 392 respondents.

A coding guide was devcloped after carcful review of lhe responses. The questionnaires
were hand-coded by the rescarcher. A template was then designed on the Statistical
Packagc for Social Scicnces (SPSS) softwarc for cnicnng of the coded dola. Each
qucstionnaire responsc was cnlered into the compuier using Statistical Package for Social

Scicnces (SPSS) soflware. This softwasc was uscd 10 gencrale frequency dota, tables and

pcrform cross tabulation of variables,

‘The focus group discussions was (ranscribed, organized ond summarized. Content
anolysss of the discussion was donc. The aim of this analysis was lo look for trends and
patiemns that rcappcar within ¢ither a group focus group or among the various focus
groups. Points of agreement and disagreement among discussants in the verious groups
were identified. Trends and paltemns, as well as frequenily mentioned ond strongly held
opinions were notcd. Comparisons wcrc made between the difterent responses fion;

various localions agoinst thcmsclves and respanses between the 15-30 and 31-49 years

age groups {rom the various locations. Similar responses were pul together and then
compared with contrasting ones. Findings from the FGDs were used to supporlt or refulc

findings from the quantitative survey resulls.
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3.11 Ethical Considerations

The survey followed standard cthzcal puidclines. Verbal conscent was obtained from the
respondents prior lo questionnaire administiation, Respondents’ confidentiality was
protected by: appropnialc waining for intervicwers, sdequate field supcrvision, limited
access 10 completed questionnaires and no individual identificts in the electronic data sct.
The f(ollowing slcps wcre taken 1o ensure that this resecarch was conducted in #n cthical
manner. The questionnaire was prepared without including a scction for writing of the
name of the respondents’ or ihicir house addresses. This was lo cnsure confidentiality.
Also an informed/understood consent fonn was prepared which the respondent first o £ all
rcad and understood before the research gssistant administers the questionnairo. (See
Appendix four). This was tisnslsled into the Yoruba junguage to cnsurc that the items
contained thcrein were thoroughly understood by cach respondent rcgardless of her
cducational level. For those respondents’ that couldn't rcad nor write in both languages,
provision was made for a third party 1o help them read, interpret ond fill the consent fonn
based on thc answer given by the respondents® (this could be ony onc known 1o the
respondent). A polential respondent also hod the 1ight 1o refuse to participate if she so
wished. The contact address of the rescarcher was on the consent form incase of any
complaints or for further clerification nccded by nny respondent conceming this study.

‘The conscent form was in duplicate and one copy given to the respondent concerped.
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CHAPTER FOUR

RESULTS

This chapter dcals with presentation of the findings of the study. The result will be
presented under the following headings: socio-decmogiaphic characteristics of
respondents, awarencss of [cmale condom, female condom use practices, and intcntion to
ndopt the usc of femalc condom. The factors influcncing the adoption or non-adoption of
female condom as a mcans of preventing unintended pregnancy and HIV/STI is also

prescated. Lastly, the association briween some demographic vaniables and intentton lo

usc the product s highlighted.

4.1 Socio-Demographic Characteristics of Respondents

Respondents' Age group.
Most of the respondents 260 (66.3%) [all within the 15-30 ycar age group flollowed by
thc 31.49 ycar age group 132 (33.7%). The overall incan age is 28.8 ycars SD % 6.5.

{Sce Tablc 1),

Respondents’ religion and cthnicity.

The distyipution of respondents by their religious affiliation indicates that Christinnity
was the dominant respondents’ religion 275 (70.2%) while 115 (29.3%) were Muslims.
Yoruha 332 (84.7%) constitules thc predominont cthnic group; others are Igho 40

(§0.2%), Ehara 7 (1.8%), Hausa § (1.3%). (See Table 1)
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Respondents’ level of cducation and occupation.

Onc hundred and fifty seven (40.1%) of the vespondents had post sccondary school
education and 103 (26.3%) with sccondary school education; 87 (22.2%) Tespondents had
some form of education (Quaranic, Adult education. Primary and Junior sccondaty
school), and 43(11.0%) had no formal education. Onty 2 (0.5%) of the respondents had

postgiaduate education.

The predominant occupation was trading 208(53.1%) followed by civil service

54(13.8%), a1tisans 35 (8.9%) and professionals 31(7.9%). 58 (14.8%) respondents were
uneinployed. (Sce Table I).
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Table 1: Socio-Demographic Distribution of the Respondeats.

Variable No (%) N=392
Age (Vears)
12-30 260 (66.3)
ALhi 132 (33.7)
Rcligion.
Christionity 275 (70.2)
Islam 115 (29.3)
Others 2 (0.5)
Ethnic Group |
Yoruba 332 (84.7)
lgbo 40 (10.2)
Ebira | 7(1.8)
Hausa S(1.3)
Others 8 (2.1)
Level of cducation completed N/
No formal cducation 43 (11.0)
Some form of education 87 (22.2)
Secondary 103 (26.3)
Post sccondary 159 (40.6)
Occupation -
Profcssionals 31(7.9)
Antisans 35(8.9)
Traders 208(53.1)
Civil servant 54(13.8)
Others (farmers, students, unenploycd) 64(16.3)

—
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4.2 Awareness of Female Condom

Onc hundred and fifty ninc (40.6%) rcspondents ever heard of 8 female condom and 233
(59.4%) have not. Only 109 (27.8%) have ever secn a female condom while 283 (72.2%)
have not. When asked what respondents have heard about female condom, mixtures of
positive and ncgative responses were given. Major positive things heard were that female
condom can prevent unwanted pregnancy (80%) and (ollowed by prevention ol STlis
(28.4%). On the contiary, negative things respondents have heard about the product are

that it can drop into a woman's body lcading to death (29.7%), its oily nature (23.9%).

the balloon-like look (23.9%) and inhibiting natural sexual feeling (14.2%). Other things

hcard about the product are listed in Table2 below.

Thesc survey findings werc similar with FGD results in which majority of the discussants
have never heard of the (emale condon. All the discussants in the 31 — 49 ycars ape
groups in a low density residential arca in unison said they have never heard anything

aboul the female condom.

Unf(ortunately, many of those who repotted ever hearing aboul it have never seen it. Oul
of all the FGD discussants in the cight groups. only ninc had cver seen the female

condom. Among the 15— 30 age groups in 8 highly populated density arca, nonc had seen

the (emale condom. One of thern had this © say:

“I'emale condom is very much around and they do talk about it at

FFamily planning ccnters but | have never secn it*

86

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Two discussants said the following when asked if participants have cver seen female

condom:

“Somcbody like me do not know how it looks like whether white

Or ycllow and the way they use it”

At the matemity centre where wec take our children for immunization,
They tell us that for pcople that do not want 10 use family planning,
they should be using female condom and we do tell them that how

can we usc what wc have never seen?*’

Of all the nine women who hed ever seen a female condom among the FGD discussants,

7 live in low density residential arca.
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Table 2: Respondents Awarcness about Femate Condom

Others

Variablc No (%) N =159
It can prevent unwanted pregnancy 124 (80.0)
I candrop inlo a woman's body resulting lo death 46 (29.7)
1 prevents sexually transmitied infcctions (STls) 44 (28 .4)
Female condom is oily 37 (23.9)
Femalc condom looks like a balloon 37 (23.9)
[t can block the womb if onc is not ve1y carehisl 32 (20.6)
‘Therc is no natural fecling with female condom use 22 (14.2)
Its large sizc causcs inconvenience duting usc 21 (13.5)
Uis o ncw product vV— 18 (11.6)
11is inscrted into the vaging x 16 (10.3)
1t docs not prevent sexually transmitied infections (STIs) 16(10.3)
Temalc condom is very convenient to usc H(7.1)
Tt 1s n mcans by which women con space their children (0 (6.5)
“Femalc condom performs the same functton as male condom 9(53)
“Tt'ts on altemative to the male condom 6(3.9)
[t has the shape of o vagina 50.2)
TWdocs not prevent unwanted pregnancy 5(3.2)
1t can only be uscd once/connot be reused 3(1.9)
5(3.0)
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Respondents Source of information zbout female condom

The most important source of infortnation on female gondom by respondents who had
heard of it arc the health facilities (41.3%) followed by the media where 32.3% heard
about it from the tclevision and 36.8% from the radio. Thirty-cight (24.5%) rcspondcnis

heard about female condom from their neighbours while 24 (15.5%) lcamt of it in an

acadcemic institution. See Table 3.

These findings corroborute the FGD results in which most discussants staied the above

mcnlioncd places as their source of information about the female condom.

Onc source of information which an FGD discussant mcntioned which was not arnong

thosc listed by the survey respondcents was the following:

"You know some men can bc making jest that they have scxuul
intcrcoursc witha girl yesterday ond the girl used condom.

That was how | heard aboul ot 01 [te 1n Osun state™,

Another source of infarmation mentioned by on 'GD discussant that was no! nicntioned

by the survcy respondents is the reading about it fiom a book calted Evetyday woman.
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Table 3: Respondents Sources of Information about Female Condom

Respondcents® knowledge of feniale condons

In response to the question *In what situation should a female condom be used?, 62.6%
of thc respondents soid that female condom can be used when a woman who s
mcnstruating wants to have sexual intercourse, 40.0% to prevent unplanned pregnancy,

while 38.1% said \when breastfeceding and at the same time want to have sexual

intercourse.
This last rcason was 8lso
thot:

It should be used when 8

from sucking sperm [fom

Variable No (%) N =159
Hospital/Hcalth/Matemity Centres 64 (41.3)

Radio 57 (36.8)
Television 50(32.3)
Ncighbour 38 (24.9)

School 24 (15.5)
Ncwspaper/Magazine 12 (7.7) 3
Scminals 639
Hcalth talk in home 1(0.6)

‘Socicly for Family licalth 1 (0.6)

stated-by 8 FGD discussant in the 15-30 age groups who said

woman isbreastfocding in order to prevent the baby

the mother's breast mek™,
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Other reasons for femele condom use mentioned include: when having sex duting the
unsafe days in @ menswual period (24.5%), when a woman wants to protect herself from
contracting HIV (22.6%), when o male partner refuses 1o wear a mele condom (20.0%),

when having sex with & non-regular pactner (14.8%). Other reasons ore shown in Tabie 4.

Many of the FGD discussanis mentioned thot femole condom can be used during the
unsafc days, when a woman is menstruating, and when a woman hes just given birth to a
baby ond wants lo avoid marita] problems that could arise Gom refusol of her husband’s

advances. This point was put forth by one of the discussant thus:

“Female condom can be used when @ womaon is nufsing o baby and she does

not want her husband to look elsewhere™

Some also said @ woman thot has o husbend who is unfaithfill 1o her can use female
condom for protection ogainst infcctions while a few other discussents claimed not to

know when female condom can be used since they hove either not secn it or used it.

ol
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Table 4: Respondents Knowledge on when Femrle Condom can be used

Varlable No (%) N = 159
When o woman s menstruating 97 (62.6)
When a woman wants to prevent unplanncd pregnancy 62 (40.0)
\When a woman is breastfceding 59 (38.1)
During the unsafe daysin a menstrual cycle 38 (24.5)
\When a woman wants 1o protecl herself from 35 (22.6)

contracling [{IV

When a man refuses to wear male condom 31_(20.0)
When a woman has just had a ncw bom baby 26 (16.8)
When having sex with o non-regular partner 23 (14.8)
To protect oncsclf from contracting STls 18 (1.
~ When having sex with s regular pm1ncr_ 16(10.3)
When a husband can no longer be trusted/is unfaithful | 5(3.2)
- Others 6(3.9)

Of the 159 (40.¢%) respondents that have ever heard of fcinale condom, 18 (11,39%) were
surc they knew how 1o usc female condom and 6 (3.8%) were unsure. The knowledge of

these 24 cespondents was tested on steps to be followed when female condom s 10 be

uscd as shown in Tablc 5.

{ligh knowledge in respect of observing the condom for perforahion Was citigy

X 1y datc (66.7%). Modanle
70.8% of the respondents followed by looking for cxpiry 166263
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knowledge was recorded for looking for an arrow at the 1op right of the female condom

packsge indicating the point of opcning (29.2%), Opening the pockage carcfully and
tcaning 4t the notch on top right. (33.3%). Low knowlcdge was obtained for veTy
important instructions like pushing the inncr ring as far as it will go with your middle
tinger while making sure the condom is not twisted (8.3%) and guiding penis into the
condom during scx while making sure that the penis is not entering sideway outside the

condom (8.3%).

Although majority of the FGD discussanis had never used female condom, they also
mentioned steps like looking for expiry date on the female condom pack, and making
surc thc condom is not perforated. Just like during the survey, low knowledge was also
displayed by the FGD discussants for important instructions like pushing the inncr ning as
for as it will go with your middlc finger whilc making sure the condom is not twisted and

guiding penis inlo he condom during scx while making surc that the penis 1s not cnlcring

sideway outsidc the condom.

However, unlike dunng the FGDs where majority of the discussants mentioned that one
had 1o consider how oppropnate female condom is for one’s body systcw as a major step

to take belore use, no one nientioned it during the houschold survey
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Tablc $: Respondcents’ Knowledge on Steps for using Female Condom

Variable No(%) N=24
Look for NAFDAC number 12 (50%)
Look for the Expiry date 7 16 (66.7%)
Make surc the female condom has no perforation 17 (70.8%)

Make sure the female condom package is not open

15 (62.5%)

and squecze it with the thumb and sccond or middlc finger so 1t

bccomces long and narrow

Look for an arrow al the top right of the fcmalc condoin package 7 (29.2%)
indicuting the point of opcning

Open the packuge curcfully; tear at the notch on topright. Do not | 8 (33.3%)
usc (ccth, scissors or knifc 1o open

Remove the condom and rub-in-belween palms 1o allow even | 5(20.8%)
distnibution of the lubricant

Hold thc condom downward, such that the outer ring (opcn-cnd) | (‘?2%)

faccs upward

Position yoursclf properly to insctt condom By—cilhuz Standing 3 (12.5%)
with onc leg on a chair or stool squatling or iying on your back

Hold the condom at the closel end, grasp the flexible inner ring 2 (8.3%)

['Inscrt the condom such that the outer ting covers the arco arouod

the opening of the vagina

14 (58.3%)

Gently replace the used condom back into the tom package and

discard jn a rcfusc bin.

Push the inncr ring as far as it will go with your middlc finger. 2 (83%)
Make surc the condom is not twisted
‘uDuring scx, guide penis into the condom. Be surc that 1ﬁc penis is 2(8.3%)
not cntcring sidcway outsidc the condom H
After scx, remove the female condom by Iwisting the outer ring 7(29.2%)
and genily pulling the condom out
8 (33.39%¢)

e ————
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4.3 Respondents’ Femaie Condom practices

Three hundred and scventy-five (95.7%) of Lhe respondcnts have never used femslce
condom whilc 17 (4.3%) of them have donc so, The finding was similar to the FGD

resufts 1n which only onc of the discussunts have ever used female condom.

The najor reasons for usc of ferale condom by the 17 survey respondents include: ot
helps prevent unwantcd pregnancy (88.2%), helps to space children (52.9%), and
preveris scxually transmitted infections (47.1%). Howcver 3 (17.6%) in addition

specifically incntioned preventing themselves from contracling HIV. Others arc shown in

Tablc 6.

Tablc 6: Respondcents® rcasons for fcmale conidom usc

Variable | No (%) N=17
"To prevent unwantcd pregnancy | 15 (88.2)
To help space children Tl ] 9 (52.9)
TOo prevent scxually transmitled infections (STIs) 8 (47.1)
To protect against HIV B 31(17.6)
| Becausc it has the shapc of a vagina 3(17.6)
To prevent baby from sucking spenn from breast milk 2(11.8)

e ——
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Consistency in the use of condom among the survey respondents was extremely low with
only I (5.9%) reportedly using it always, | (5.9%) ficquently and 15 (88.2%) Somclimes.
\When asked When last respondents used the product most (52.9%) said in the past wecek,
5(29.4%) in the past Iwo weceks while one respondent cach used itin the post onc month,
three months and onc year respectively. In responsc (o Uic question on whether
respondents uscd female condom ol last sexual intercowse, 13 (76.47%) said ‘yes' bul
4(23.53%) did not. The three non user's behavior was duc to not linding femnie condom

to buy, whilechusband's sclf protcction was cited by lwo.

Availability of female condoin could motivate use when needcd. When asked about how
many unuscd femalc condom respondents hod at time of inicrview, 6 (35.3%) had onc
cach while 5 (29.4%) had two. Howevcr, rcusing condom is a risk practice for HIV
ttansmission. In order to know whether respondents arc reusing fcmale condom,
respondents were asked how nany used female condoms they had at the time of the
survey. None of the respondents’ had any. With respect 1o the source of purchasc of
[cmalc condom, 12 (70.6%) rcspondents bought their supply Rom the
pharmacy/medicine stores, 4(23.5%) from a health facility and one (5.9%) from a fitend.
Three respondents who reported using the femole condom did not like the cxpcimcc

stating that it makes noisc during scxus! interoourse (66.7%) and they feancd it magh

drop into their vagina (33.3%).
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Respondcents’ reasons for never using female condom

The major reasons given by the threc hundred and scventy-five respondents non uscr of
female condom include: Spousal disapproval 60 (44.8%), the feor of its dropping deep
into a woman’s vagina which can result 10 death 35 (26.1%), unavailability for purchasc
21 (15.7%) , bcing o rubber product 19(14.2%), the likclibiood of its increasing the
frcquency of monthly menstiuation 19 (14.2%) , ond trust that husband connol flirt

around 16 (11.9%). Other reasons are contained in Table 7.

On thc other hand, almost all the FGD discussants aitributed non use 1o never hcarng nor

sccing it or due to non availubility.
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[able 7: Respondents’ reasons for never using female condom

B Variable No (%)
N=375
Spousal disapproval 60 (44.8%)
It can drop inlo n wwoman’s body which can resultin deoth 35(26.1%)
Feinule condom is niol available for purchasc 21(15.7%)
It increcases the number of times women menstruale in 0 19 (14.2%)
month
licing mnde of rubber discourages usc 19 (14.2%)
Bnd rumours/ncws about the female condom 17(12.7%)
Trust thot husband cannot flirt sround 16 (11.9%)
Nol wonling to wear any device on the body 13 (9.7%)
Ii No notural feel during sexual intercomse with female 10 (7.5%)
, condom
No rcason 10 (7.5%)
‘Ihe vagina 15 nol a place to carclessly put anything 9 (6.7%)
Bccausc | had never seen it before today 7(5.2%)
‘ ‘Temale condom do burst during scxual intetcoursce 43.0%)
Husband protects himsclf 3(2.2%)
| Others 3(2.1%)
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4.4 Respondents’ Intention to Adopt the Use of Female Condom

Qut of the 17 respondents who had cver used the female condom, 12 (71.0%) intend 1o
continuc using it in the future whilc § (29. 0%) wcre unsure. Reasons for likely usc in the
future cited by the 12 respondents include pregnancy prevention (17.7%) and the natural
fecling with usc (23.5%). The S respondents who were unsurc of future usc complained
ofl its noiscmaking during scx (11.8%), its delicete oppcerance (5.88%), unnatural

fecling with usc (5.88%), and the perccived notion that it can drop into a woman's womb

(5.88%).

Out of the 375 non uscrs, only 54 (13.8%) intend 10 initinte fiture usce, 227 (57.9%) do
not and 94 (24.0%) werc unsurc. The major reasons given by those who were willing to
usc fcmale condom in the future were prolection agoinst scxually transmitted infections
(44.4%), prevention of unwanted preghoncy (15.0%), child spacing (11.1%). Other

reasons arc contained in Tablc 8.

The never used respondents who also do not intend to usc female condom in the future
cited the put. off appcarance of the product (19.0%), spousal disapproval (18.0%), trust

In spousc's fidclity (11.0%), and inadcquate information about female condom (5.0%).

Scc Table 9 for other reasons gven.

Respondents who were unsure of future use stated inadoquate information about female
condom (53.0%), unsurc of spousal approval (11.0%), its large size (10,1%) and

delicote fook (5.3%) as their major reasons. Sec Table 10

AFRICAN DIGITALYBALTH REPOSITORY PROJECT



Tabjc 8: Major reasons for non-uscrs Intending to inftlate femgle condom usc.

VYariable

So os not {0 contract scxually lransinitied infections

To prevent unwanted pregnancy/conception/help spoce
childr¢n

To prevent onc from contracting HIV

Can bc used as a backup for misscd contzoceptive pills/
will serve as on eltcmative to other (omily plenning
mcthods

Prefer it to other family planning methods

Incasc scxuol partner refusc to wear nole condom

AFRICAN DIGITALHEALTH REPOSITORY PROJECT

No (%) of Respondcnt
N= 54
24 (44.4%)

14 (26.0%)

5(9.3%)

3 (6.0%)

2 (4.0%)

1 (2.0%)




Table 9: Major reasons for non-users not intending te Initiate female condom Usc

Vartable No (%)
N= 227
Husband ‘s disapproval 40 (18.0%)
Trust in husband’s fidelity nol 1o [lirnt 25 (11.0%)
Don't like to use it as eontraceptive 20 (9.0%)
Femole condom looks dclicate 15 (7.0%)
Female condom looks dangerous 14 (6.2%)
female condom looks hottiblc/irntating/like a balloon 14 (6.2%)
Lack of information about the female condom/its uscs 11 (5.0%)
The vagina is not a place to carclessly put anything 7(3.1%)
It will not feel notural using the female condom 7(3.1%)
Bad rumours about feinalc condom 7(3.1%)
Not wanting to put/use dcvice in private part 7(3-1%)
Husband protects himself 6 (3.0%)
There arc other mcthods of preventing pregnancy that one can 6 (3.0%)
usc
It increases the number of days/times women menstruate In o 3 (2.2%)
month
First Llime of sccing a female condom S (2.29%)
It is not allowcd by religion/not written in the Quran s
o 114 (50.2%)
== -
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. Table 10: Major reasons for non-users not sure about initiating fernale condom use

Variaple No (%)

N=94
Inadequate information about the female condom 50 (53.2%)
Not surc if spousc wil) approve of female condom use 10(11.0%)
Bceausc of its size/ its 100 big 9 (10.1%)

[ Becnusc it looks delicate 5 (5.3%) =l
Bcecause 11 looks dangcrous 4 (4.3%) =
Femnale condoin cannot fcel nolural during usc 4 (4.3%)

It incrcascs the nuinber of limes women menstruatc in o : 4 (4.3%)
month

Spousc wont hkc usc o f female condom X 2 (2.1%)
Otbers N 6 (1.8%)

e — o
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Table 11: Intention to use female condom among uscrs versus NON-users

Variabte Yes No Unsurc
No (%) No (%) No (%)

‘ i Users (N = 17) 12 (71%) 0 (%) 5 (29%)
| ‘{ Non-users (N = 375) 54 (14.4%) 227 (60.5%) 94 (25.1%)

Furthermore, sespondents were asked what can motivale them 1o use the product in the

future. Being convinced that the product can protect them ffom contracting scxually

transmiticd infections 145(37.0%) and cspecially HIV 201(51.3%) followed by

prevention of unplaaned/unwanted pregnancy 167(42.6%) werc some of the reasons

cited. Others are shown in Table 12
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Table 12: Likely Factors that could Influence Respondents® adoption of female

condom
Varisbic No (%)
N =392
Feniale condom can protect onc from contracling 111V 20t (51.3)
Fenalc condom can picvent unplanned/unwanted 167 (42.6)
pregnancy
Fcmolc condom can protect onc frain contracting STls 145 (37.0)
' Getting adcquate information about the fenale condom 83 (2i.2)
If ® docs not have ndversc cffect on health 66 (16.8)
Being sure that fcmale condom will not diop inio the 62 (15.8)
womb
When husband is no longer trusted 56 (14.3)
If husband approves ofit 50(12.8)
[t femalc condom is made morc offordable 44 (11.2)
If femalc condom 1s rcadily availablc for ;urcbnsc 23 (5.9)
'No factor /rcason can makc 1nc usc the female condom !I 17 (4.3)
[ husband refuse to use male condom 123.1)
If it feels naturo] during usc 10(2.6)
If female condom is of better quality Lo prevent leakage 8(2.0)
If a ropc can be fixed on femalc condom and tied around 8(2.0)
thc waisl
If female condom docs nol . causc infection ke male 6(1.5)
b lHowed by religion 3(0.8)
If fcmale condom is allowe
 When childbearing is over 2402
1 rccommend it 2(0.5)
I fellow womenfolk will Lci‘ﬂ“ & o
 I€31 con be madc ina simm bl 5

POIhc'rs

—

_,—-o—'_'_'_'_-
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. . r c . i
Similar lactors “.’“c also cited by the FGD djscussants. Apart from preventing unwantced
prcgnancy and infcction, and for dlyild spacing, onc major

discussants that could influcnce future

factor cited by the FGD

adoption of female condom is lack of Urust in their
spouscs.

According o onc of the discussants in the 15 - 30 ycars age group:

*If you havc trust in your husband beforc then you start sccing some signs
that hc now has girlfticnd outside, in order to protect oneselffroin contracting

any discasc, thc woinan will start using [crnalc condom with the husband®

Other factors cited by majority of thc FGD discussants include heal th workers showing
fcmalc condoin to them followed by ftraining on how to usc 1. Other factors are the
assurancc that thc condom can be reinoved casily afler usc, ready markct availability, if it
doesn't break/Icak during usc as rumorcd, and if 1t is firm on thc woman’s vagina. In thc
words of onc o f the discussant:

“They should also make it hold fismly on the woman's vagina like it bolds on the

man becausc onc o fus said femalc sondom is big"

Acceplabilily of female condom by their spouses and its affordabitity can alse influence

female condom adoption according to FGD discussants.

When the factors were di fTerzntiated between thosec who have cver usced and those never
used female condoms, threc factors stand out 1Sl ye L HESPRRIERT IR cCO MR ARSS

unwanted pregnancy and from conlacting HIV infection and other sexually gansmtted

infections (Scc Table £3).
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Table (3: Factors that can influcnce uscrs and non.

users {o use femalc condom

i WL Users Non-users Toial
Nu (%) No (%)
L Female condotn can prolcct onc from contrcling | )2 (235) 189 (20.6) 201
v
'[Female condom can protoct one from controciing | 6 (118) 19(15.0) | 145
sexually transmilted infeclions
When husband/paniner is not trusted ony mote 2(2.9) 54 (5.9) 56
Bcing sure that female condom wilt not diop inlo | 2 (3.9) 60 (6.5) 62
the womb or vaginp
When o rope i3 fixed on female condom and tied | 0(0.0) 8 (0.9) 8
around (he waist 1o prevent falling into the body i:
Femolc condom can prevent unpinnned funwonled | 14 (27.5) 153 (16.6) 167
presancy
Gelling adcquote inforation aboul female condom | 0 (0.0) 83 (9.0) 83
i€ {femole condom docs nol causc infection tike | ) (2.0) - $(0.5) 6
male condom does
I[ female condom is made more olfosdable 6(11.8) 8@ 1) |44
If femalc condom is readily available for purchase | 2 (3.9) 21 (23) A3
If femalc condom usc dees nol sequire touching th:I 0(0.0) L £ (0.1) 1
vagino 1o know if &t is still there likc other family 1
plonning mcthods
Ifthere is a naturnl fecling with female condom use 0(0.0) 10 (1.1) 19
If {cllow womenlolk rccommend it 0(0.0) a3 3
If femalc condom is of better quality 1o prevent 2(39) 6(07) WS
leakoge or breakage during usc
If it does nol have adversc side effect 1o heallh 1(5.9) SN2 =
— : 1 (20) 49 (5.3) 50
If husband appioves ofit
| Mhusband refusc to use o male condom 0480) 28] T
T femolc condom is madc in simplcr form 0(0.0) 2(02) -
= - 0 (0.0) 7 (1.8) 17
No facior/Nothing/No reason
o . 0 (0.0) 2(02) 2
‘thn childbeasing is alopped 500) 309) 3
If religion allows usc of female cong?f v :
Afior use of Tamily planning pill is discontinucd 0{00) : 1
If size of femalc condom can be reduced a0 AL

—————

S
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gelf cfficacy of respondents rcgarding respondents’ conlidence to usc female condom in

the futurc was measured. They were asked how confident they are in performing a fange

of activities rclated to female condom as shown in Table 14, Nearly two thirds ar¢ morsc

confident 10 discuss female condom use willh other women 247 (63.0%) and convince

their sexua] partners lo usc female condom 213 (54,3%), [Jowcver 182 (46.4%) were less

confident to visit a hcalth facility to ssk of femalc condom or visit a mcdicine

store/pharmacy to buy fecmalc condom 198 (50.5%).

Ovcrall, only 20.9 and 31.9 percent of the respondents sclf cficacy were in the excellent

and good catcgorics respectively, (Table 195).

Table 14;: Respondents® self clficacy about the fcmale condon)

liow conlident are you to.... | Very Confident |~ Conlident Not Confident
Visit 0 Mcdicine store/Phagmacy | 198 (50.5) | 140 (35.7) 54(138)
10 buy female condom
[ Visit Hospital or Health centef 10 182 (46.4) 141(36.0) 69 (17.6)
ask for a female condom ‘
Convince your scxual posiner lo 213 (54.3) i 105 (26.8) 74 (18.9)
have sex with you with a famalc
condom e It
Discuss female condom usc with [ 247 (63.0) 106(27.0) 39(9.9)
othics women i~

Table 15; Respondcnts perceived self-eflicacy about fcmale condom in catcgorics

L mi——

_— T ————————

‘Excellent (> 7_5?Erc_c:;tiTc-:;l )

e ——

S
——

“:iibic ——
. e ——— 185 (47.2
LLow (< 50 percentile i.c. 0-9) 3 (3 9)
Y~ e ee——1 125 (31
Good (50-75 pereentile 1.c. 10-11) e ( )
Ble o ~ — 82 (20.9)

No (%)  N=2392

e ——

- l———————
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4.5 Test of Hypothesis

Ilypothesis Onc

It States that there is no significant rclationship between age and intention to use femalc
| condom, In testing this hypothesis, respondenis were categorized into 15-30 years and
31-49 ycars agc groups. Tobic 16 shows tiic one-way analysis of variance (ANOVA)
statishics uscd to analyzc the data. The difference belween respondents® intention o use

fecmale condom and age was nol significant (P>0.05). Therefore, the null hypoilicsis is

acccpicd.

Table 16: Respondents’ Intention to usc female condom hy Age

ANOVYA
Varintion | Sum of Squares df | M™ecan | Fstalistic P valuc
Square
Between i
il
Groups 0.313 3 0.104
With Y . 0.464 0.708
ithin
Groups | 8§7.238 388 0.225
Total 87.551 39] L
— e — e — —
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" Hypothesis Two

This states that there is no significant rclationship betsveen cducalional status and
intention to usc fcmale condom. In testing this hypothcsis, respondents were calcgorizcd
based on four cducational levels viz: No formal education, Some cducation, Secondary
school cducation, and Post sccondory tducalion. Table 17 shows the ANOVA test used
for the rclationship between intention (o use female condom and educational stotus. The

difference between respondents’ intention (o use female condom and cducational status

wos not significant (P>0.05). Thercforc, the null hypothesis is accepted.

Table 17: Respondents’ Intention to use female condom by Educational

———

Status
ANOVA
Variation | Sumof Squares | df |  Mean I statistic | Pvalue
Stuasc
Bctween
Groups 35.611 3 11.870
B Wit e\ 7 e | B 1.815 0.144
Groups |  2536.958 388 6.539 |
Total 2572569 | 91

—
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4.6 Suggestions for promotion of female condom

For cifective promotion of the femalc condom, suggestions by the survey respondents

included: Organizing health (alks/seminars pnd trainings for women (34.3%); and

through fcmale condom promiotion on television (25.5%) and radio (25.0%).

Sce Tabic |8

Tablc 18: Respondents® suggestion for promotion of femule contlom

——
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Supgestions No (%)
N=392
Through advertisement on television 100 (25.5)
Through advcrtiscment on radio . 08 (25.0)
;'ﬁu:(i)ugh advertisement in newspapers and moagezines 10 (1.6)
By organizing health tolke/scminars and trainings for women 134 (34.3)
Through tclevision progiams % 38 (9.7)
Through radio programs 17 (4.3)
Recommending fcmale condom in health facilities 16 (4.1)
By giving womcen adequalc infomiation about female condom 15(3.9)
Through public awarcness c_aapnign 56 (14.4)
By making it readily available for purchase/in pharmacies 7(1.8)
By reducing the size of female condom 6 (1.5)
What you arc doing now is a way of promoting it 5(1.3)
 If female condom can stop dropping into women's body/womb 3(08)
"Women should infroduce femalc condom 1o fellow womenfolk | 2 (0-5)
It is your job to xnow what to do to promole female condom 2(0.5)
"By moking female condom morc offordable L0
Oshers - &




. The FGD discussants also mentioned siinitar suggestions with those stated above like

orpanizing traini '
rganizing ngs on female condoms for womcn, distribution of frec fernale condoms

and advertisements through the media. Other important suggestions by the FGD

discussants include rc- engincering female condom in such a way that it could be wom on

the vagina and not inserted into it, and malc involvement through asking men to attcnd

antcnatal and postnatal clinics with their wives so that the men con allow their wives (0

usc the feinale condom.

Onc of the FGD discussont in the 15 - 30 years old agc group stated thot:

"[f both men and women can be awarc of the femalc condom, it will help the

mcen lo allow their wivces lo usc it™

Availability of the femalc condom was also mentioned by most of the FGD discussants
as a mcans of cffectively promoting it. According to onc of 1lic discussantsinthec 31 — 49

years old age group in the high density residential area:

“Out of sight is out o f mind. if the femalc condom is in sight in shops and

markcts like the male condoms asc, people will usc it more. Wearconly

hcaiing about it but we arcnot seeing it”

The failure ratc of female condom was also mentioned. Somc of the distussants pointed

out that il femole condom has 8 low conttaceptive fatlure roic, it will help promote it
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Among the discussants in the 31 49 years age group in « low densily residentia) orca,

boldness among the womenlolk was pointed out as a factor that can promotc female

condom Usc.

One of thein has this 10 say:

“I think that womcn should be able to come out fiom thetr shells,
and gain boldncss (o walk into stores and buy femalc condom just
as men will feel cool buying it because ! think it s still better than
otlicr typces of contraccptives that makes wornen’s tummy or the
whole body become bigger than the normal size and the husband

may still complain a1 the end that '] don't like fat woinen, 1 hatc

big tummy and so on and so forth® ™
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CHAPTER FIVE

DISCUSSION

This thapter 1s divided into four scclions: discussion of resulls, recommcndations,

conclusion and suggcstions for further rescarch,

5.1 Awarcness About the I'emale Condom

'The lindings of this study revcaled low owareness and knowledge of the product. Only
159(40.6%) of the 392 respondcents have cver heard of the female condom.

‘The 2003 NDHS also indicatc low knowledge of fcmalc condom among currently
marricd women (11.5%). A study by Bogas! et al on Hispanic Adulis’ Belicfs, Attitudes,
ond Intentions Regarding the Female Condom in ycar 2000 examined respondents’ level
of AIDS knowlcdge and the rclationship of AIDS knowledge to attitudes and norms
regarding the femalc condom. ‘Thc study showed that most 1espondents werc unfamiliar

with the female condom. Half of the sample (56.2%) reported having heard of the female

condom prior to vicwing a videotapc on il.

The 2003 NDHS also confirms that the knowlcdge of fcmale condom is lower among

currcntly margicd women (11.5%) as ageinst thal of unmarricd sexually active women

(23.6%) and not sexually active uninarried women (20.4%).

Health facilities (Hospitals, HealthMatcmity Centers) are main sources of information

for the few that heard about femalce condom (41.3%) followed by radio (36.8) and TV

' femalc ©ondom awarcncess, and
(32.3%), Howcver, in the cross-scctions] study of female » usage
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conccrns dmong female undergraduatcs of the Untversily of Ibadan, Nigeria conducted in

September 2004 majority of the respondents also leamt about the female condom through

the mass mcdia (39.9%) and health workers (34.4%).

S.2 Respondcnts’ Practices About Female Condom

In this study most respondents (95.7%) have never used a female condom. Thcsludy by
Bogart ¢t al {2000) were similar with mojority of the respondents (94.5%) never used the
female condom. According to Population Rcports in 1999, an estimated 44 million
marricd couples used condoms for family planning. These 44 million make up about 4%
of all couples in which the wilc is of reproductive age, and about 7% of married couples
who arc using some method of family planning. Rotes of condom usc arc lower within

marriages than among scxually active unmarticd (Fopulation Reporis, 1999).

The implication of this finding is that very few marttied women presently usc fomalc

condom with their spouscs cven though data from around the world, including in Nigena,

suggest that marricd women's grealest tisk of contracting HIV is through having sex wath

their husbands and in Nigerio, there is an unmct nced for family planning of 17 percent

and a low jevel of contraceptive use, with 12 percent practicing family planning and only

cight percent using modem methods (Foderal Ministry of Hcalth, 2004; Constclla

Futures, 2006). Tlus finding highlights the necd, tharefore, to address 1 fulure campai gns

the particulor nceds of Mantied Women 10 rclation lo dual protection.
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5.3 Respondents® Attitude Towards Female Condom Use

Respondents who had ev¢r used condoms had fairly posityve attitude to the use of fcmale
condom. They cited prevention of unwanted pregnancy and scxually transmitied
infections as rcasons among others. Boga el al study on Hispanic Adults’ Rcgarding the
Fecmale Condom in 2000 showed that overall attitudes towards the female condom werc
neither negative nor positive, and nonmative belicfs toward the femalc condom were

modcraicly positive.

Availablc cvidence from pilot studies in the female condom rapid siuation asscssment
catnicd out in four stotcs jn Nigena revealed good acceptability among mamried women
(UNFPA, 2005). In another study by Bogart ct al on iniention to usc the Fecmale Condom
among African Amcrican Adults in ycar 2000, mean attitudes towards using (cmale
condom was posilive. Morcover, panticipants’ belicls aboul the femalc condom were
ncither very positive nor very ncgative. IFor women, positive sititudes 1oward the femaie
condom werc related to the belief that the femalc condom mokes it easier (0 have gn
orgasm. This is consislenl with ptevious researches which have found that ewhanced

plcasure conlributes (o women's posilive attstudes towards the female condom.

5.4 Respondents’ Intention to Adopt Female Condom Use
The future intention of those that had ever used the female condom was (arly hugh as 12

of the 17(70.59%) do intcnd 10 continuc using the feMale condom mainly duc to the

cxpericnced effcet of prevention of unwanted pregnancy and peTception of natural feeling

during scx.
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irrespective of this finding, a very large number of never used 227 (57.9%) do not intend
to use the product in the futurc and an additiona] 94 (24.0%) were unsurc if they want to
initiatc usc. Spousal disapproval, trust in spousc, poor acsthetic appcarance and outright
dislike for it as a means of conttaccption were among tic reasons given. Many studics
have shown that malc involvement is crucial for adoption of ils use. An exit intervicw
conducted by Agha in 1999 showed that men were more likely lo usc the female condom
with a stcady partncr than a cosual partner. This is consistent with carlicr rescarches by
El-Basscl] ct al in 1998. The fact that men arc more willing to usc the female condom
with u marita] or a regular partner than with a casual partner olso suggests that the female
condom may bc a uscful product for protecting many married women in sub-Saharan
Aftica (whosc spouscs oflen have multiple scxual partners) against HIV infection,

cspecially since usc of the male condom in marital relationships has 1icmained low (De

Zoysa ct al, 1996).

The FHI study in South Aftica (2000) reported similar findings in respect of not
acsthetically pleasing and difficultics in inscrtion/removal. These major disadvaniages of
the device noted by study participants centered on onc of the female condom®s major

advantages; covemge of the cxicmal female genitalia. In this study, this coverage had a

decidedly negative impact on the device's aesthetics and ncceplance. Other problems

related 1o gesthetics included dislikc of thc appcaraiice of the device, noisc associnted

with use, size and pattner resislofce. Somc patticipanls noted difficultics assoasied with

discomfort, messiness ami inconvenicnce

insertion or removal of the female condom.
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associaled with usc, and Movcment of the device during usc. A fcw cascs of the penis

slipping between the device and the woman’s body, and slippage and brcakage of the

devicc ilsclf  werc also noled (FHL, - hup://www FHo rg/en RIM/FAQs/female

condom_faq.htm

In the female condom rapid asscssment carricd out in Nigeria by UNFPA in 2005, some
of the respondents mentioned rumours of possible disappearance of female cendom into
thc womb as onc of the rcasons for nol intending to usc it. In this study, this rcason was
also mentionced by respondents who had previously used female condom but were not
surc if they intend to conlinuc using it or nol. This colls for aggressive cducation of the

womcnlolk to remove this wrong perceplion going around.

This study also showed that perccived sclf-cificacy is fairly signilicantly associated with
intention to use the femalc condom. This is similar to the lindings in Bogan ct al study
(2000) on Hispanic Adults where women's intention lo usc the female condom was

significantly corrclaled with morc positive attitudes toward the fcmalc condom and

greater sclf-cfYicacy to usc the female condom.

3.5 Conclusion
The number of countries with generalized HIV epidemics has nsen from 25 to 46 inthe

past decade. In such scttings, Yigorous promotion of condoms among mamed couplcs as
a mcthod o f family pl anning (with the ctucial addod advantage of disease-prolection) is a

public health ptiosity (Ali, o ol, 2004) This vicw is corroborated by a report in This Day
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Newspaper of Apnil 2, 2004 i Lagos, where the then Deputy Govermor of Osun State,

Erclu Olusola Obada had said that the recent introduction of female condom would

protect ‘vomcn against being infected with the deadly HIV/AIDS and other scXua)ly

transmittcd discases.

Masricd women have particular necds that nced to be addressed in futurc campaigns

ond cducstional prograns. Moany matticd woinen perccive themselves to be at risk of
HIV infcction but do not usec any baiticr mcthod. Among female condom uscrs, mammed
womcen arc morc likely than singlc womcen to encounter pariner resistance to the female

condom and less likely 1o report future use (Kermgan ct at, 2000).

Conclusively and as evident tom this survey, knowledge about female condom and
intention to adopt its use is low among married women. This may be becausc of low level
of infonnation about the female condom. Few muned women know there is fomale

condom available and do not have adequate knowledge needed to make an informed

dccision about it.
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Newspaper of April 2, 2004 in Lagos, where the then Dcputy Govemnor of Osun State,

Erelu Olusola Obada had said that the recent introduction of female condom ‘ould

protccl womcen apgainst being infected with the deadly HIV/AIDS and other scxually

transinitled discascs.

Marricd womcn have particular necds that nced to be addressed in future campaigns

and cducutionnl programs. Many menicd women perccive themsclves to be at risk of
HIV infcction bul do not usc any barricr method. Among female condom users, married
womcn arc more likcly than singlc women to encounter partner resistance to the female

condom and less likely to report future use {Kerrigan ct of, 2000).

Conclusively ond as cvident fiom this survey, knowledge about femalc condom and
inicntion 10 adopl its usc is low among martied women. This may be becausc of low Icvel
of information about thc femalc condom. Few married women know there is female

condom available and do not have odcquate knowledge nceded 10 make an mformed

decision about it.
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5.6 Recommendations

}. It is necessaty that educational |niervention providing correct knowledge about

fcmalc condom be put in place to allay misconceptions about female condom and

its usc.

2. Training marricd peer educators on fcmale condom will be bencficial as marned

woimcn may be more willing to adopt the use of fcmalc condom if recommended

to them by their fcllow womenfolk.

3. Training both clinicians and phamiacists to provide women and men with

information and suppott services about the product may be an cffective means of

increasing correct and continucd use.

Prevention programmes nced (0 cnsure that high-quality female condoms are

accessibie to thosc who nced them, when they neced them, and thal people have

the knowledgce and skill 0 usc them correctly.
5. Female condoms must be readily available, cither free or al a0 T
promoted in ways that help overcomes social and personal obstacles to their use.

Condom use is more likely when people con access them al no cost or at greatly

subsidizcd prices,

. { i nn“m"l nl
l (0] . T COIIS sta“ Clllﬂlc COﬂdOlTl USC Wt r
‘ r mOtlon Of co cCt ﬂnd ) i l'l n

T ithi . 1 d fnmily plﬂﬂﬂlﬂg
d \Vlthlﬂ (epdeUCUVC hCO lh an
{ caiment proynrm‘nﬁ. on

: ‘ n.

S d arc gencrolly pcrceived to reduce plctsure, 11 1S vital for public
7. Since condoms

xual plcasure when promotng
: ddress how (0 yncrease 5C
hcalth compaigns to 8

female condomes.

AFRICAN DIGITALlHLgTH REPOSITORY PROJECT



Ani on i
8. An Important rccommendation is lo train family planning and scxual health carc

providers as well as the range of NGOs providing these scrvices in the importance
of promoting dual protection, and to confront and overcome their biases against
[tmalc condoms.

9. Thc dual protcction naturc of fcmalc condoms should be promoted. For cxample,
cven for HIV prevention, promoting the fcmalc condom as a family planning
mcthod may bc morc acccptablc (o stable couples since it does not imply distrust.

10. Programmcrs should promotc fcmalc condoins with and to couples in mantal and
long-tcrm rclationships, cspecially. portraying them in radio and TV spots and
billboards, and offcr them voluntary counscling and testing as couples. They
should not assuinc thiut men in stable rclationships will resist female condom usc

or havc only ncgative attitudes (nwards it.

5.7 Suggpestions for further rescarch
l. Further rescarch is needed to deternine how providers and counsclors can agsist

couples in usimg an all uscr-dependent method of contraception likc the female condom

morc consistently and cotrectly.

2.. Rescarch that dircctly cxamines men’s stlitudes lowords thc femeale condom 1s

desirable cspecially since many women report the need to obtamn partner assent prior lo

using the femalc condom or disconuinuc its use becausc of objections by their partners.
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APPENDIX ONE

FOCUS GROUP DISCUSSION GUIDE

MARRIED WOMEN’S KNOWLEDGE OF AND INTENTION TO
USE FEMALE CONDOM IN IBADAN SOUTII WEST LOCAL
GOVERNMENT AREA, OYO STATE NIGERIA

(Translated into Yoruba language)

INTRODUCTION (ENGLISH)

Good day to you all. My nome is (firs! name only). | am from the

Department of Population and Reproductive Health Education, Faculty of Public Iealth,

College of Medicine Universily of Ibaden, With me arc
- {(mention namcs of others in the team).

We thank you for agrecing lo take pont in this discussion. We have inviled you all 1o
discuss aboul the fcmale condom. We hope that ihic information we collect during this
discussion will help us understand worren's opinions ebout the female condom and any
challenges associalcd with its use so thal we con know which arcas women need help
conceming the female condom,

We would like to assure you that there is no right or wiong answers during ihis

discussion, We thcrefore encourage you 10 ficely express your own opinion especially as

we arc al] women here.

We nlgo assurc you thal we will kecp sccrel all that you letl, 05 durpesiis diagpeior

Thercfore we do not need your Dames. However we will give you a numbe lo help our

recording of this discussion.
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SOsNE points.

Anyone that wishes 10 ans\ver any question will be required to rusc her hand. When you

are called upon to snswer, please mention your number before expressing your opinion.

The contribution of everyone present hercis very important o us.

Now we are all going to introduce ourselves by our first names or nicknames
(Participants® introduction).

We shall now start the discussion.

INTRODUCTION (YORUBA)

E ku oju Ojo. Orukomi ni......cccceeovvaennne.... {(Oruko akoje nikan). Mo wa lati Eka ti
Population and Reproductive Ifcalth Education, Facully of Public Health, College of

Mcdicine Univessity of [badan. Pelu mi Ni ceeveriievenncieeinnrinececeraeneee. (Darzko Oruko

awon omiran).

Adupc lowo yin ti e gba lati kopa ninu ifi oro jiroro yii. A pe yin lati jiroro lori roba

idabobo (i obinrin. A lero wipe Bwoniro 1i cba fun wa ftunu ijiroro y3i, 1o fan wa lowo

lati mo Ero awon Obinsin nipa toba idabobeo i Obintin ati aWon isoro i 0 ro mo lilore.

Eleyi a (i e je ki @ mo ibi i owon obinrin 1 nilo iranlowo lori roba idabobo ti obinrin.
CcJc

A si fe fi do yin loju pe kosi csi i © lona ninu ijiroro yii. A 8i toyin pe ki ¢ tureka ninu

- g ni Obinan
1Ji7010 yii, gcgebi ¢ t se Mo Wipe gbogbo wa M
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A si fe da yin loju wipe gbogbo ohun i a ba so nibi yii yio wa ni boo kele. Niton naa a ko
ni lo oruko yin. Nilori eyi a o fun olukaluku ni nomba fun ida ra cni mo.

Abeere fun asc yin lati le lo cro gbohungbohun fun ijioro wa yii, Eleyi a fii ran wa lowo

Jati ranti gbogbo ohun ti a jiroro ke losi.

Enikeni ti oba fc dahunibeere o rowa kii a na owo soke, ki esi daruko nomba yin ki ¢ to
dahun ibcere naa,
Kikopa gbogbo wa ti a wa nibi yii, o se pataki si wa,

Nibayi ijiroro nua ti bese.

QUESTIONS( IBERE)

I. What arc the types of reproductive health problems faced by women in this

community? (Kini awon isoro ilcra ibisi 110 n doju ko awon obirin ni awujo yifieu
awon wo ni?)
_ Probe for (Sc iwadi fun)
o Unwanited pregnasicy (Oyun airoiclc)
o Sexunlly transmitied  diseases, if not menuoncd
(Awon arun ibalopo)

2. How many havc cver heard of female condom? (Eniyan mclo lo gbo nipa roba
. How man

idabobo ti obinrin?)

Probe for (Se iwadi fun)
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SOWICES of infonnation Including mojor sources (Awon Ona
wo len gba gbo 1ro lori roba idabobeo (i obirin; Esc aloycc nt
paio)

Whot people have heard about the female condom (Kini ¢ ti
gbo nipa roba idabobo ti obinrin?)

toba idabobo 11 obinrin sc pataki fun obinrin?)

3. How many hnve scen a female condom? (Eniyan melo lo ti n roba 1dabobo U

obinnin?)

- I*robe for (Sc iwadi fun)

4. What are the uses

obinrin?)

What it looks like (Description) (Apejuwe re/Bawo losc i)
What people think about it (Kini awon eniyan ro nipa rc)
What people like or dislike about il (Kini awon cniyon feran
nipa re tabi kini won o fc nipa rc)

of a [cmalc condom? (Kini awon iwulo roba idabobo ti

- Probe for (Se iwadi fun)

e  When it should be vsed (Igbawo ni 2 1c lo)

e low it should be uscd (Bawo ni 3 s lclo)

o Sicps for using it

(Kini nkan 1i enyan o se akiycsi ki ato lo roba

idababo obinmin)

« Expericnces of Using the femal

tobi ni for lil

¢ condom (Kini awon inn & o 1 gho

o roba idabobo Obiﬂﬂh)
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Likes and dislikes (Kini awon ohun 11 g fe tabi ey t 8 ko fe nipa lilo
roba idabobo obinnin)
S. What factors con facilitale the usc of the female condom among women in this

community? (Kini awon ohun ti o le mu lilo roba idabobo ti obinrin rorun fun

awon obinrin awujo yi?)

6. What arc the challenges/problems tliet women can face that coutd hinder their usc
of the fctnale condom? (Kini awon isoro ti o le doju ko awon obintin 1aii ic maje
ki won lo roba idnbobo ti obintin?)

7.

How rcadily would women in this community desire lo usc the fcmale condom in
lhe future? (Bawo ni osc ma ya awon obinrin awujo yi lara si tabi wu won lati ma
lo roba idabobo ni 0jo iwaju?)

- Probc for factors that could (Sc iwadi {un)

» Motivate them to usc the female condom in the future (Ki ni o
lc mu awon obinrin agbegbe yi ma lo roba idabobo ti obinrin ni
0j0 iwaju)

« Discourage them from using the female condom in the hiture

(Ki ni awonohun i ole ma je kin won lo roba idabobo obinrio

mo ni 0J0 iwaju)

& What will peopleliketo tnow about the {cmalc condom? (Kint ohun t awon
. at wi

cniyan ma nfe mo nipa foba idabobo obinsin?)

coplc heve lor promotion of the lcmaic condom? (Kim
P

9. What suggestions do

gbcsoke toba idabobo ti obinsin?)

' fun 1
awon aba li awon €niyan ni
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ou v¢ ' ;
Thank ¥y ry much for spending your time herc lo discuss with us and for answcring

our questions. God bless you! (E se Pupo fun asiko yin ti ¢ i sile fun jjiroro yii. Oluwa

yio bukun Yll)
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APPENDIX TWO

QUESTIONNAIRE (ENGLISID)
TOPIC OF RESEARCH: MARRIED WOMEN’'S KNOWLEDGE OF AND

INTENTION TO USE FEMALE CONDOM IN 18ADAN SOUTII WEST LOCAL
GOVERNMENT AREA, OYO STATE, NIGERIA

INTRODUCTION

Good day Ma. My nome i§ - { am hcrc on

behalt of (mention name of rescarcher) who is a Master of Public flcalth srudent at the
department of Population and Reproductive Health Educetion, Facully of Public Health,
College of Medicine University of Ibadan. This questionnaire is designed 1o assess the
knowledge and usage of the (emalc condom among mamied women in this local
government arca ond its availpbility in the LGA. [t wilt be appreciated if you will provide

LHIONEST answers 1o thesc questions as best 85 you can. The result of your response will

be used for academic and research puIposes only.

Confidcntiality of responsc is GUARANTEED since your names and house address will

NOT be on the questionnpise.

‘___‘__-'__._...—-I—l--'

SERIAL NO; e——om—"

PART A: SOCIO DEMOGRAPINC DATA

S
—————
i ———

}. LOCAL GOVERNMENT Al A ——"1

- gutt? kel

2. WARD

3. DISTRICT -o——
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4. AGE AT LAST BIRTHDAY: _____

5. RELIGION (Circlc one)

1. Catholic 2, Prolestant

4. Islam (Specify cnominution) --

3. Pentecostal

5. Afvican 1raditional rcligion

6. Others (Specify) -—-——- =

T SRSt St Gt e L

6. ETHNIC GROUP (Circlc onc)

I. Yoruba 2. Igbo

3. Haussa

4. Others (Specify)

-—  eyww »

7. HIGHEST LEVEL OF EDUCATION COMPLETED (Circic onc)

l. No fortnal cducation 2. Quaranic cducation 3. Adult education
4. Pimaty school 5. Junior secondary schoo)

6. Scnior sccondasy school 7. National certilicate of education (NCE)
8. O.N.D. 9. University degrec/ H.N.D

10 Others (Specity)

8. OCCUPATION (Circlc onc)

1, Civil servant (Specify type)

2. Public servant (Specily lype)

3. Business (Spccify type)

4. Pctiy trader 5. Forning

6. Artisan (Specify ype)-—

7. Unemploycd

8. Otherg (Specily)—
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PART B: '
RT B: KNOWLEDGE ON THE FEMALE CONDOM

I. Have you ever heard o f Condom?

1.Ycs 2.No

(If No, cnd inlervicew)

2. Which kind ofcondom havc you ever heard of?

|. Malc condom only

2. Female condoinonly

3. Both malc condom nnd female condom :’ 4. Nonc of the above

3. Have you cverscen a malc condom?

1. Yes 2. No

4. Have you cverscen o female condom?

1. Yes 2. No

5. Wihnt have you hcard about the female condom/what do you know about the female
condom? {Do NOT rcad out list. Circle ALL that Apply)

1. Fcmale condom is oily 2. Female condom Jooks like a balloon
3. 1t con prevent unwanted pregnancy 4. It docs not prevent unwanted pregnancy

3. [Ldoes not prevent scxually transmitted discascs.
6. 11 can drop inlo a woman's body and this can result in death,

7. It does not feel natural to have scx with a female condom

8. The lerge size of the femalc condom causes inconvenience during use.

9. There is no way the female condom c3n be manufactured without il havang adverse

cffects on the henlth of the uscts

: -cnt 10 USC
10. The female condom is Very conven

r children by using the female condom

. *, " o ' lhc‘
11. Women can lake the initiative (0 spoecC ou
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12. It has the shape of a vaging, making it okay for usc

s into th '
13. li s inscrted into the vaginp 14. It docs not work

15. It can block the womb if onc is not very coreful.
16. The female condom perfonn the same function with that of the malc condom

17. It prcvents onc from contracting scxually ansmitted discascs

18. 1t is a new product 19. It is an alicmalivc to the usc of male condom

20. l1is made of the same matcrial as the male condo:n

21. It is very oxpcensive. 22. It can only be used once/cannoi be reused

23. It makes plenty of noisc dunng scxual intercoursc

24. The female condom can be insceted up o 8 hours before sexual act, and may not be
removed immcdiatcly afler sexual act

25. Female condom is very stiong and cannot break casily

26. Fcmale condom cannot get stuck inside if correctly used (by guiding the penis into
the condom)

27. Fcmalc condom is thicker, longer and wider than the malc condom

28. It is only commercial sex workces that use female condon

b
e

29, Others (Specily) - -

e - . M O — -

'

W
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6. What arc your major sources of informetion aboul fhe female condom? (Do NOT read

out list. Clircle ALL (hat Apply)

| Television 2. Rudio 5 Newspaper/Magazine 4, Health tolks in market place

5. {1ospital/HcaltyMaotemily center 6. School 7.Seminars 8. Neighbour (s)

9. Others (Specily) = ~

e

7. in what situntion should o {tmale condom be uscd? (Do NOT read out list, Clrele

ALL that Apply)

i. When a womiin i3 menslruating 2. When a womnan has just had a new bom baby
3. \Vhen a woman wants to avoid marital probians 4. When a woman is breastfeeding

5. When having sex with a reguler pattner 6. When having scx with s non-regular
pariner

7. During the unsafe days in o menstrual cycle
8. When a woman wants to prevent unplanned pregnancy
9. When a woman wants to protect hersell from contiacling HIV

10. To protect oneself from contracling sexuolly transmitied infections {STTs)

L. When o woman only 1s HIV postive 12. When one’s husband is HIV posiuve

13. When both husband and wife are HIV positive

14. As a backup method for missed daily contraceptive pill
1S. When a man refuse to wear the male condom

16. When the male condom isalways breakiag or leaking
17. When the husband can no longer be trusied/is unfaithful

sexug) NtoaAre
18. When a woman eXpaicnecs dryness during
w
19. Othcrs (Spearfy

- .,._-.------l--'-'"d-‘_'-l

=
et e el
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8a. llave you ever used o female condom?

. Yes 2. No

(If No, Go to Question 18 & 19)

8b. If'yes, why did you useil? (Do NO'F read out list, Clrcle ALL that Apply)
I. To prevent unwanted pregnancy 2. To protect pgoinst HIV
3. To provent scxually transmittcd infections 4. To help space children
5.”To punish an unfaithful husband 6. To prevent boby from sucking sparm from
breast milk 7. No adverse effect on health with femule condom use
8. lt1s convenient lo use during sexual inlcrcourse
9. 11 hns the shupe of o vagina 10. Ay a backup method for missed daily contraceptive

pill | | Because | usually experience dryness during scxua)l inlercourse

12. Others (Specify) —

—— e — ki B AW W B =

9. How often do you usc a female condom?

I. Always 2. Frequently 3. Somctimes

4. Rarely 5. Never

10. When {ast did you usc a fematccondom?

2. In the past two wocks

1. In the past onc week

4. In the past thice months

3. In the past onc month

5. In the pastsix months 6. In the past onc ycar

ie condom during the Jast sexusl inlercowse?

11. Did you use fems

(U Yes, Go to Qucsiion 13)
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. If No, why di it '
12 hy did you not use 2 (DONOT read oul list. Circle ALL that Apply)

1. | don't like the noisc it 1nakes T L
2. It1s diflicult 1o inscst

3. Therc is no naturul fecl during sexual Intercourse with female condom

4. 11 couses puin during sexun! intercourse S. [ could not afford 1o buy il

6. | could not {ind it to buy 7.1don’t rcally know how 10 wear it correctly

8. The size of the fctnale condom is 100 big 9. Il inconvcnicnced me the last time |

usced it 10. 1 was atraid that it might {all into my body/womb
t1. My husband wos protecting himself 12. The female condom burst the last time
fused st 13, [ trust my husband not to flirt oround 14. ] don’t [ikc using rubber as a
conlraccplive  15. | don’t like using any device onmy bady
16. My husband disapproves of it  17. | was lccling 100 shy to go and buy onc at the

storc/hospital 18. | wantcd to getpregiant  19. 1 did not fee! like using it

20. Othcrs {Specily) e

13 How many uscd female condoms do you presently have? =

14. How many unused female condoms do you presonily have? —

I58. Do you like using a female coadom?

l. Ya 2- No

1Sb. If ch gjvc youf major tcnsoﬂ(S). (PROBE FOR CO;“PL”E ANSWER

RECORD RESPONSE WORD FOR WORD)

-
. e e e S R

| 58

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT 1 INS

E



No, v ] '
12, If No, why did you not usc i1? (DoNOT read out Nst. Clrele ALL that Apply)

1. L don'tlike the noise it makes O ,
2_ 1t is diflicult to inscri

3. There is no natural feel during sexug) intercourse witl femalo condom
4. Il cuuscs pain during scxual inlercoutse 5. [ could not afford o buy it

6. | could not find it to buy 7. | don*t rcally know how (o wear il correctly

8, The size of the feinole condom is Loo big 9. inconvenienced me the last 1]

uscd it 10. 1 was afrid that it might fall into my body/womb

11. My husband was prolecting himself 12. The female condom burst the last time

lused it 13.1 trust ny husband not to flin around 14. ] don'l like usmg rubber as o
contraceplive 15, | don't like using any device on my body

16. My husband disapprovcs of it 17. | was fecling too shy to go and buy onc at the

slorc/hospital 18. | wanted 1o get preghant i9. 1 did not feel like using it
20. Othess (Specify)

R - =——

13. How many uscd female condoms do you presently have? =

i4. How many unuscd femole condoms do you presently have? —

15a. Do you likc usinga femalc condom?

(]

cason(s). (PROBE FOR COMPLETE ANSWER.

1. Yes 2. No

i5b. If Yes, give your mejor

RECORD RESPONSE WORD FOR WORD) =

(B3
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15c. if No, give your major reason(s), (PROBE FOR COMPLETE ANSWER.

RECORD RESFONSE WORD FOR WORD) —

prom—-e=_ -1 1 <

vvoamPun smmmn,

—t 0@ bt

16. Where did you buy your lasi female condom? (Do NOT read out list. Cirele ALL
that Apply)
1. Hospital/Hcalth center 2, Phommacy /Medicine stores

3. Murket place 4. Roodsidc scller

5. Otlicrs (Specify) meew

—-....—..“"—.&—M D G

- —

178 Do you intend to continue using the female condom? [_]

17b. If Yes, Give your major rcason(s). (PROBF. FOR COMPLETE ANSWER.

1. Yes 2. No 3. Nol sure D

RECORD RESPONSE WORD FOR WORD)

o —

{7c. If No, Givc your major reason(s). (PROBE FOR COMPLETE ANSWER

RECORD RESIONSE WORD FOR WORD)

e e
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Not sure. Gi :
17d. 11 Not sure. Give your imajor feason(s). (PROBE FOR COMPLETFE, ANSWER.

RECORD RESTONSE WoORDp FOR WORD)

=

ocovt ABS PEIarwe goBRSAIha

Sampeeys

Q18. (If No to Q8a) Why have you never used a femelc condom? (Do NOT read out
list. Circle ALL that Apply)

|. Husband disapproves of it 2. Fcmale condorn is ioo expensive

3. 1 don't like Lo usc 1ubber as contraceplive

4. As a tnatticd woman | trust my husband not to flirt around

5. Female condoin is not available for purchase

6. Bad rumours/ncws about the female condom

7. My husband/scxual paitner is protecung himsetf

8. [ don't like to wear any device on my body

9. 1 hear that it can drop into a weman's body and tus can result in desth:
10. The vagina is not a placc to carclcssly put anything

11. Female condam do burst duning sexua) intercourse

12. 1 bear that it increases the number of 1imes women menstruste in a moath

13. There is no naturnt feel dunng sexual inlercowse with female condom

14. Women find it difficult to conceive afler using {cmale cpodom as a {souly plammng

method

| 16. No reason
15. Female condorp makes women fatter or thinper n

17. Others (Speafy)
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, {if No t i
19, (if No to Q8a} Despitc (he above staled reusons do you dcsire to usc the female

condom/ititend to stzrt using it?

1. Yes 2. No 3. Not sure j

20a. If Ycs, What is your most importamt reason for saying Yes? (PROBE FOR

COMPLETE ANSWER, RECORD RESPONSE WORD FOR WORD)

.—a-mm---m.w. canm——

o= Qoo = —~ valam

20b. If No, What is your most impostant rcason for saying No? (PROBE FOR

COMPLETE ANSYER, RECORD RESIPONSE WORD FOR WORD)

[ T ] Yo b

20c. If Not sure, What is your mosl important reason for nol being surc? (PROBE FOR

COMPLETE ANSWER. RECORD RESPONSE WORD FOR WORD)

2la. Do you know how to usc the female condom?

1. Yes 2. No J. Nol surc [:]

(If No, CGo 10 Question 22)

21b. If Yes or Not sure, list the sicps for female condom use (Do NOT resd out list.

Circle ALL that Apply)

. for the Ex date
1. Look for NAFDAC number 2. Look for pUY

3. Make suse the female condom has no Perforauon

not
4. Make suse the female condom peekage SO e

158

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



5. Constder how appropriate it is for onv's body system

. 1.ook for an arrow a ¢
5 he top dght of the femate condom package indicating the point
of upening
7. Open the package carcfully; tear at the notch on top right. Do not use Iccth, scigsors or
knife 10 open

8. Removo the condom and tub-in-beiween palms to allow even distiibution of the

lubricant

9. 1lold the condom downward, such that the outer ring (open-cnd) faces upward

|0. Position yourScl{ properly to inscrt condom by cither: Standing with onc leg on 2
choir or stool, squatting or lying on your back
11, Hold the condom at the closed cnd, grasp the flexible inner ring and squecze 1t with
the thumb and second or middle finger so it becomes fong and narrow
{2, Inscct the condom such that the outer 1ing covers the ares sround the opening of the
vagina.
13. Push the inner ring as far as it will go with your middle finger- Moke sure 1be condovo
13 not twisted

14. During scx, guide penis into the condom. Be sure that (hc ponis i3 not entamy

sideway outside the sondom

15. Afier sex, remove (he female condom by twisting the outer 1ing and gently pulling the
condoin oul

and disrani @ a refuse
16. Gently replace the used condom back into the torp packege

bin
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17. Othars (Specify)

reeSeum,
v camven .

o, gl S S B A gy, B b by Sy

Tp

e —

. Whut i
22 ut fuctor(s) can mako you Use the female condoin? (Do NOT read out list. Circle

ALL that Apply)

. The fact that '
1. The hat female condoin can protect onc from conltracting 11V
2° The fact that fcmale condom con prolect onc from contrucling sexually trapsmijigs

infections

3. When 1 don't ttust my husband/pastner eny more

4, Boing surc that tho fcmele condom will not drog into my womb or vagine

5. When a rope is now lixed on female condom ond Gl azound the waist to prevent
folling into the body

6. The fact that female condom can prevent unplanncd /unwanled regnancy

7. Gelting adequete informalion about the female condom

8. If the femole condom does not cause infection like the mele condom docs

9. If female condom is made more olfordahle
10. If femalc condom is readily availeble for purchase

11. If female condom use does nol require loucling the vagina to know if 1t 13 still theye

like some other forms of family planming methods

12. If it feels notural (o have sexual inferoouise when uaing female coadom

13. If my fcllow Womenfolk recommerd 1t to Mc

14. If female condom is of better qualily 10 prevent | cakagc or breaknge dunag use

c cfleci l0 My heslih
t7. If my hushand tefuse © wse & male

15. [f it does not have sdversc sid

16. I1fmy husband approves ofit

condom
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18. Others (Speeify) —oee .

e & == NS A —

e~ L g

. What fact
23 a or(s) can makc you Not To Use the female condom? (Do NOT recad out

gy

list. Circle ALL that Apply)

i. Thesize of female condom 2. The female condom looks delicate and

tlangcrous

3. 1t cannot fit {innly on the outer part of s wonien's vagina

4. 1L 13 not convenient (o usc 5. If my husband disappraves of it

6. 1t can foll into the womb rcsulling to surgical opetation or death
7. It makes women 10 be leaner or fatter

8. 1l incrcases the number of times women menstruate in a month
9. Not being sure that fcmale condom can prevent pregnancy

10. It can break, cut or leak during sexual act

11. My husband will suspect mc of having cxtramarital affair

12. Therc is no naturn] fcel during scxual intercousse with female condom

13. My husband will feci that 1 don’t uust him anymorc
14. The procedure for weanng of femalc condom is very tedious

15. 1 don't know how ta correctly usc the (cinalc condom

‘ |7_|fmyhmhmddocsootnh1mn!
16. 1 o irying lo gct pregnant

18. Others (Specify) =

g R —

e S ——
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4. How confident are you that
2 ¢ you can do any of Ih¢ fallowing? (Head the list. Fick the

option)

Very Conlident Con{ident Not confident

Visit a Medicinc slorc/l’honnncy

to buy fcmale condom

Visit Hospital or Hcalth ceater to

ask lor a female condom

Convince your scxunl pariner lo =

have scx with you with o female

-

condom

Discuss female condom use with

other women

25. s female condom usc allowed by your religion?

l. Yes 2. No 3. Not Surc

26. How much do you think o fanale condom should cost? —

27. What suggestions do you have for promotion of fenale condom usc Enong women?
(PROSBE FOR COMPLETE ANSWER, RECORD RESPONSE WORD FOR

WORD) —

i e R e B, R

\ [} &
Thank you for taking oul ttme to answer the questoas | askad You
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APPENDIX THREE

QUESTIONNAIRE (VORUBA)

AK AV ; ;
ORI 1WADI: OYE AWON ABILEKO NIFA KONDOMU OBIRIN ATI ISKSI

WON SI LILO RE, N1 APA ARIVVA IWORUN T1 130BA IBILE NI IBADAN TI

IPINLE OYQO, NIGERIA,

IFIHAN

Ekan san ma. Oniko i ni . Mows sibi ni oruko

(Daruko Oluwadi) ti o jc skeko gba imo ninu ilera gbegbogbo (i cka bi a sc po si ati bi o
sc n posi Ui cko ilera. Ti isori nipa ilera gbogbo gbo. Ti 1iciscgun ni ilc iwe giga ti Ibadan.
Iwe ibere yii, ase lati mo oye ti lbedan lilo kondomu obinn laann swon sbilcko agbegbe
ijoba ibilc yii. Ao mo riri re, ti ¢ ba fun wa ni sgbara tun cko ati iwadi nikan ni a o lo fun.

Abo wafun csi yin ni won igba i oniko ati adiresi ile yin ko s nibi iwe ibecre yat-

NAMBA:

APA A: SOCIO DEMOGRAPHIC DATA

1. AGBEGBE LJOBA IBILE

2. ISOR!

3. ADUGBO

4, 0JOBI TI ESE GBEYIN
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5. ESIN (Yiodo sl cyokan)
. Katolik;
2. Dotesitant
3. Pentikosita

9. lmolc (so cyito ban lo) -

5. Esinibile

6. Omirn (Salnyc)

6. ISORI IRAN (Y3 odo sl cyokan)
1. Yorubn
2. Igbo

3. liousa

4. Omiran (Salayc) —
7. 1BI T A KA IWE DE TO YANJU

1. Koka oo

2. lle eko kurani

3. lle cko Aghba

4. Alakaoberc

S. Girama Kekere

6. Girams Agba

7. lwe ccii Bbogbogbo lon cko

8. OND

9. Yunifami

10, Ormiran (Salaye) —————
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8. ISE(Yiodos cyokan)

|. Osisc ljoba (Soru cy Ui onse) ---

2. (Soru cyi li onsc) .-~

3. Onisowo (Sory cyi li onse)

4, Alate

5. Apghe

6. Oniscowo (Soiru cyi li onsc)
7. Alorisc

8. Omiron (Salayc)

APA B: OYE NIPA KONDOMU OBIRIN

1. Se ti gbo yi n ‘Kondomu*

|. Beeni 2. Becko

(Taba jec beeko, paari ibecre)

2. Iwo ninu kondomu wonyi ic ti gbo 1i?

2. Kondomu obinn nikan

1. Kondomu okunnn nikan

4. Ko si \kankan lars wom

3. Kondomu toktintin ati tobirn

3. Se ti 11 Kondomu Okunnin 1i?

1. Beeni 2. Becko

4. Se li n Kondomu Obirin n?

2. Becko

1. Beeni
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5. Ki le ti gbo nipa kondomuy obinn? /Ki |e mo nipa kondomu obirin?

(Mapsc ks idshun

wonyi slta, Yi odo sl gbugho ¢yl 1l o ba jeyo)

1.

24

9.

10.

Kondomu obintin ni ororo lar

Kondomu obirin dab; ferc

Kondomu obirinna n dena oyun ninj
Kondoinu obirin ko kin dcna oyun nini

Ko dcno arun ibalopo

Ole jalo si inu oju ora obinrin, cleyi dcle M iku

Ko kin sc dodn nigbo ti aba lo kondomu obinrin fun ibslopo

. Ti tu bi kondomu obintin le fa jdiwo nigba ti aba ni ibalopo

Kosionao ti won {i le sc kondomu obinnin itko ni niipalara fun e to balo

Kondomu obitin ki mu inira lowo nigba ti aba lo

11. Abileko le fi se ifeto si omo bibi nipa lilo kondomu obinrin

12.

13,

14.
15.

t6

1?7

18

19.
20,

21.

Odabi abce obinrin, cy to mu rorun

A okibo inuabe lo

Ko sise

Ole dt ilc omo bi enyan koba sora

Ise kanna ni kondomu obinrin ati tokunnn
Oma n dena arun ibalopo

Won sese se jade ni

Ojconamiren si lilo kondomu okunnn

Nnkan konna t won fi sc tokunnn na ni won i s¢ tobuao

Owon po
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22. I:kan soso ni Cyun Iclo/kose 1yn 1o

23. O ma n pariwo ni asiko ti a banj ibolopo
24, A 1ewo kondomu obinrin y; wakati mejo 81 asiko i u fc nj ibalopo atipe
25, Kondomu obinrin nj agbura ko I¢ (clc jn
26. Kondomu obinrin ko e l'amo oju ura bi abg

lo dedn nipa (mimu oko si nu
kondoniu)

27. Kondotnu obirin olc, ogun, otun tobj ju ti kondoinu okunnin lo

28. Awon ascwo nikan loma n lo kondomu obiniin

29. Oniran (Salayo) -

SE—

6. Ibo Icti gbo nipa kondomu obinrin? (Masc ka idahiun wonyt sits. Yi odo si ghogbo
cyf ti oba jcyo)
1. Telifisan 2. Radiyo 3. Iwe lroyn 4. Oro nipa ilcva minu oja

5. llelwosan 6. llciwe 7. ldan leko 8. Asv adugbo

9. Omiran (Solaye)

e

7. Tru igha wo nit ale lo kondomu obinnn? (Mase ka idahun wonyi sita. Y'i odo si

gbogho cyi ti o ba jcyo)

AY ., . : innn ba b1 omo
. Tiobiniin ba n se nnkan osu 27T owinia b pese e SR

3. Ti obirtin ba n safun wohala ile oko 4. Ti obinnn ban fun armw loyan

5. Tiaba nmn ibalopo pelu eni kej wa 6. Tis bao ni sbalopo pedu clomiran

8. Ni ghati obinrin ba n dena oyun
7. Ni asiko ti a lc loyun

9, Nigba 1i obinrin ba fedens a1 HIV
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10. Lati dabobo uru cni kuro lowo arun ibalope
L1, Nigbati obinrin bani gyun iV nikon

12. Nigbuti oko ba ni arun 111V nikan

13. 1gbati oko ati iyswoba ni 111V

]i4. Ojo ono miron ti o ko ba runti lo pili wa

1S. Nigba li okuntin ba ko lati wo kondoinu

16. Nigba li Kondomu okunrin to ba n ja

17. Nigba ti ako balo gben oko jetno

18.Ti aro obinein ba ma n gbe nigba i o ba n ni ibalopo

19. Omiran (Salayc) ——

8a. Sc ti lo kondomu obinrin 11?7

1. Beent 2. Becko

(Toba jc becko, lo si lbere kejidialogun ati kokandi logun)
8b. To baje beeni, ki lo de tc fi 107 (Masc ka idahun wony! 1ita. Yi odo s} gbogbo €31 1

o ba jcyo)

) 2. Lat dena srun HIV
|. Lati dcno oyun

J. Lali dena arun ibalopo 4. Lati £ aye si omo bibu
5. Lati fi iyaje oko Ui ko lotito

6. Lali dena omo kutu niby mimo afo ]ati 813 Oyan MIMU

7. Ko si sbamo losi itcra nipa lilo kondornu obinn .

8. Ororun loti lo lasika ibalopo - 9. Oudabi oju are

10. Onamiran ti a ba gbagbe 1ab topili la i Gena@yum Jo)0jumo
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L1. Toripe ara mi man gbe lasiko ibalopo

12, Omiran (Salaye) --

—u-.“._-ﬁ.
e
-

b-—‘m.. covma g

9, Bawo ni ¢sen o kondomu obinsin sj?

1. Gbogbo Igba 2. Igba ghogho 3. Igbainiran 4. Bkokan
S. Rarn

10. Igba wo ni clo kondomu obinrin gbeyin?

1. Osc kan scyin 2. Osc 1ncji scyin 3. Osu kan scyin

4. Osu incta scyin 5. Osu kefa scyin || 6. Odun kan seyin

1t. Se lo kondomu obinrin ninu ibalopo te scgbeyin?

. Been 2. Becko

(Toba je beeni, lo si ibere ketala)

12. To ba je becko, ki lo de te ko i lo? (Masc ka idahun wonyi sita. Yiodo sigbogbo

cyi 6 o ba jeyo)

1. N ko feran ariwo loman pa 2. Onun Isy wo

3. Ko kin dun nigba ti a ba lo kondomu obinrin 4. Omu imra wa nigha ti 3 ba m

balopo 5.Milolecra 6. Ako nra

7. Mi ko mo bi won se n wo dads 3. Kondomu obinno to bi gan
. : ! 10, Eru bami ton koms jabo 5 '
9. Onimilars ni gbati mo lo gbeyin Jab0 s1ou @ i

12. Kondomu obirrin b o lo
11. Oko mi dabo bo arare R b o T

) ; : 14, Nko feran 10ds fun idena 0)un
13 Mo jeri oko mi ko kin sc sina

- : 16. Oko ms ko fowo R
15. Nko feran lilo nkankan st araml 6.Uxo

: 18. Mo fe loywm
17. Ojutimi latj o ra cyokan nile ilaje
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19. Ko wumi kin lo

20, Omiran (Sn]nyc) <=

—_—— e

k. G

‘-N.—— -

P

13, Kondomn obinrin teti lo melo icni? —

Su— e gy =

14. Kondomu obinin ti ckotj Io mecelo ni eni? cem e e ..

15a. Se feran ki ina lo kondoiny obinrin?

I. Beeni 2. Becko

15h. To ba Je beeni, so idire (SE IWADI FUN IDAIIUNTO I'E. KO [DALIUN BI

WON BA SE SO)

ESc. To ba jc becko, so idire (SE 1WADI FUN IDAIHIUN TO PE. KO IDAHUN BI

WON BA SE SO)

—

16. Ibo leti ra kondomu obimin te ra gbeyin? (Masc ka idahun wonyi sita. Yi oda si

gbogbo cyi ti o ba jeyo)

1. llc iwosan 2. llc ilogun 3. Oja 4. Awon (o n (a ate lojit bn

5. Omiran (Salayc) L

A —

| 7a. So wuyin ke ma lo kondomY obinnn lo?

3. N ko ovo dajw

I. Beeni 2. Becko
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ey .
17b. To ba jc beeni, so dire (SE 1WA DI FUN IDANUN TO FE. KO IDANUN 51
WON BA SE SQ) -~

T

17c. To ba je beeko, so 1dire (SE 1WADI FUN IDAHUN TO PE. KO IDAFIUN 01

WON BA SE SO)

17d. Ti ko ba da cloju, so idite (SE I\WWADI FUN IDAIIUN TO PE. KO IDAIILUN BI

WON DA SE SO)

18. (Toba je becko si beere A ti clekejo) Ki lo de ti cko b li lo kondomu obinrin? (Mase

ka idahiun wonyisita. Yi odo si ghogho cyi (o ha jeyo)

1. Oko mi ko fowo si 2. Kondomu obinrin tt wan ju
3. Nko (e lo roba fun idcna oyun 4. Gege bi abilcko mojeni oko pe ko kin ge agbare
3. Kondomu Obinrin ko si fun rir 6. Angbo swon oro nipa re tiko da

7 En}kcji mi dabo bo ara re 8. Nko foon kin ma wo nken si 1 sre o

9 Mo gbo pe ole jabo sinu ara obinan eyi si le fa iku

10. Oju ara ki se¢ ibiti ale ki nkan bo 11, Kondomu Obintin mep ja Lasiko ibalopo

12 Mo gbo pe o ma je ki asiko tia fise nnkan osu kopo s

I3 Ko si adun nbe nigba (i a ba lo kondomu obinnn
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14. Awon obinrin kokin toyun ni leyin

somo bibi

15. Kondoinu obirin ma n mu obinrin gbe labi ki 0 sanr

17. Ominrn (Salayc) --—

1gba 1i wun ba i lo kondomu obinrn fun tfcto

16. Ko st nkoankan

——— W,

19. (Toba je beeko sh beere elekejo n) Pelu gbogbo idi 10 wa loke sc owuyin aii lo

kondomu obinrin/Ki c bere sini lo?

1. Beeni :I 2. Becko E

3. Nko mo daju

[

20a. To bajo beeni, kini idi patoki re (e fi sope beeni? (SE iWADI FUN IDATIUN TO

IPE. KO IDAIIUN Bl WON BA S SO)

20b. To baje beeko, kini idi pataki te e fi sope becko? (SE 1WADI FUN IDAHUNTO

PE. KO IDAHUN Bl WON BA SE SO)

20e. To bajc Nkomo daju, kini idi pataki rc tc fi ko fi mo daju? (SE IWADI FUN
IDAHUN TO PE. KO IDATIUN Bl WON BA SE 50) =

-

21 8. Se mo b1 won se n lo kondomu obinnn?

2. Beeko

1. Becnu

(To baje beckg, sibeere clekejilelofun)

3. Nko mo daju
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21b. To bajcbeeni 1abi nkomo daju, so igbese fun Jilo kondomu obinnn, (Masc ka

Idnhun wonylslta. Y1 odo sl gbogbo eyl ti o ba Jeyo)

. Wo noinba Nafuduki 2. Woojo foma baje

3. Kipc kondomu yen toni tho

4, Kipe kondomu obinrin wan ko 1i si pali re

5. \WWe bi yo ba scri ni am cniyun

6. \Wo 010 ni apa otun kondomu obiniin cyi to n ac afthan bi o scn 8

7. Si pali re jeje, faya ni apa otun loke, tnasc lo cyin, sisosi tabi obe lati 13 si

8. Si kondomu ko ai ropapo mo owo ki orora le yika re

9. Mu kondomu wa si owo isalc ni ona to jc pe, oka {0 wa ni ta, oma koju s oke

10. Sc arare duda loti wo kondomu boya tori iduro pelu esc kan lori aga tabi tabil: kckere.
Liloso (abi lifi cyin tele Jori ibusun

L 1. Mu kondomu ni owo ipan. Gba okn fe fele 1nu mu, ki o si run pelu owo atanpako ai
ika kcji, kioba le gun, ki o st tob

12. Wo kondomu ni ona (i oka ita alt bo gbogbo oju ars

13. Ki oka inu lo sinu bi ika ario re ba se Ic lonu. Ri wipe kondomu ko lg po

I4. Ni asiko ibalopo, fowo fi oko sinu kondomu: Ripe oko yen ko lo 51 onamuren sita
kondomu

15. Leyinibalopo, ¥o kondoms obinna nipa lilo oka tita atipe ki o rora ma yo kondoma
sila

16. Rora da kondomu i cti topada sinu pali re, ki € & jusilc e

| 7. Omiran (Sslaye)
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22, Aw ‘
un nnkan wo lole mu yin o kondomu obinin? (Masc ka Idshun wonyl sita. YI

odo 3i gbogbo ¢yl tl o ba jeyo)

1. To ba je pe kondomu abinrin le dabobo eyan lowo orun HIV

2. To bn j¢ pe kondoinu obinrin be dobobo cniyan kuto fowo arun ibalopo

3. Nigbn ti mi ko ba fokan tan oko mi/enikcji m
4. Todnmi loju pe kondomu obinrin kole jabo sinu ile ome mi

5. Nigba ti won ba {i okun $1 kondomu obinrin ti cyan o 8o yika idi lati moic jabo si inu
an 6. Ta bnle deno oyun 7. Gbigbo nipa kondomu obinnn si

8. T'i kondomu abintin ko ba ni arun bi to kurin

9. Ti kondomu obinrin ko ba won 10. Ti kondomu obinrin ba wa fiu lila

1), Ti kondomu obinrin ki ba scbi tawon L feto somo bibi b 2 0 fowo kan oju ara ki a fi le
mo boba wani be

12. Ti o ba dun lati ni balopo pclu kendomu obinnn

13. Ti awon obinrin egbe mi ba so fun

14. Ti kondomu obirin bajc 1 croja gidi ti o le dena jija tabi bibe 12siko u abalo

15. Ti ko bani awn botan

16. Tioko mi bo fowo m

17. Ti oko mi ba ko jalc lati wo kondomu obinnn

18. Omiran (Soloye) —

\74
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23. Nakan wo fo lc nwuyin lati 1na lo kondonu obinrin? (Mase ka klahun Wonyl sita. Yi
odlo si gbopbo eyi ti o ba jeyo)

1. Bi kondomu obintin seri

2. Kontlomu obifiin «abi pc ole seyan ni ijanba ati cewu

3, Ko lc duro doda nita oju am obinrin

4. Ko rorun indi lo

S.T'i oko mi ko ba fowo si

6. Olc jabo sinu ilc omo ti o sile fa abc sise tabi iku

7. Omu obinrin tobt tobt tinrin

8. O fi kun iyc igba ti obiniin {i nse nkan osu

9. T1 ko ba dumiloju pe kondomu ebinnn Ic dena oyun
10. Olo ja, bee tabi ko jo lasike 1balopo

11. Oko mi yo fura simi pe mon Se sina

12. Kosi adun ninu ibalopo pclu kondomu obinrin

13. Oko mi lero pe nko gbe rire jemo

14. Ona ti an gha wo kondomu obinnn e

I5. Nko mo bi won sc ma n wo Kendomu obinrin dsda
16. Mo fe loyun

17. Ti oko mi ko ban s¢ sina

18. Omiran (Salaye) ——
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24. Bawo ni i g :
€ 3¢t igboya Inti se okan niny gwon wonyi? (Ka ldnhnn sita, Fa makl si

cyl ti won ba mu)

Gboya dada Gboys Ko sigboya

Lo sile itogun lati m kondomu

obinrin .

Losi ilc iwosan lati bere fun e

kondoinu obinrin

So lc sofun enitcjonibalopo re luti |

1o kondomu obinsin pelu re

Siso nipa lilo kondomu obinsin

laarin awon obinzin

25. Sc won gba lilo kondomu obinnn ninu cain yin?

%]

1. Beeni 2. Beeko 3, Nko mo daju

26. E lo le ro pe kondomu obinnin l¢je?

27. Imoran wo Icyin nf lati jeki kondomu obinrin lilo ko gboro laasin awoo obtarnn? (Se

iwadi fun Idahun to pe. Ko idahun bi won ba se s0)

1]

Eee lati fi ayesile fim idahum, ibeere 1 1O dé B
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24. Bawo nj

eyl ti won ba mu)

csenij : ;
€ M 1gboya loti ac okan ninu awon wanyi? (Ka ldshun site, Fa makl| sl

Gboyadada Gboya

Ko sigboya

Lo sile itogun toti m kondomu

obintin

1 |

kondoinu obinrin

Losi ilc iwosan lati bere fun | o

So lo sofun enitcjonibalopo re Jols

lo kondomu obinrin pclu re

Siso nipa lilo kondomu obinsin

laarin awon obinrin

25. Sc won gba lilo kondomu obinrn ninu csin yin?

1. Beeni 2. Beeko 3. Nko mo daju

26. E lo le 10 pe kondomu obintin [cje?

T

27. Imotan wo leyin nr lati jeki kondomu obinrin lilo ko gboro leaiin awon obtann? (e

iwadi fun Idahun to pe. Ko idahun bl won ba se so)

—
e
I
—— —
—— = ——

Esc lati fi ayc sile fun idaht. 1boore i 0 bi yn

AFRICAN DIGITAL HEALTH RE%TORY PROJECT




APPENDIX FOUR

CONSENT FORM FOR RESEARCII PARTICIPANTS (ENGLISII)

TOPIC: MARRIED WOMEN'S KNOWLEDGE OF AND INTENTION TO USE
FEMALE CONDONM IN IBADAN SOUTI WEST [1LOCAL GOVERNMENT

AREA, OYO STATE, NIGERIA
PRINCIPAL INVESTIGATOR: DR. GRACE E. ABALAKA

PURPOSE OF STUDY

'This rescarch is being camed out to know what mamcd women kanow about the female
condom and if thc fcmole condom is readily available for purchase in his locs)
govemmenl. We will also want lo know (fmarried women like (0 use the female condom
or not, tbe factor(s) that enhonces’ hinders the usage of the female condom and if non-

users intend to start using it or not.

PROCEDURE

[f you agree to take part in this cescarch, you will be iequired to answer some QUERIOW I

a questionnaire on the spot. If you ore unable to do so 3l (hat limne, we will repore you to

give us a day and time lo come back when you will be less busy and able [0 sttend to us

This might require you giving us yous phone number 30 that we cm call you o cxbinp

our appointment wilb you befote coming back.
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RISKS/DISCOMFORT

There are somo discoinforts yo, may cxpericnee (f you choose to panticipate in this

rescarch. One of this is the issuoof giving us aome time oul of your own tight achcdule to
nnswer the qucslions. You may also be a bit cmbarrassed by some ofthe questions we're
asking in tho questionmaire hccouse they deal with personal tnatters which you may
orclinarily not like 1o ¢xpress your vicwa on. Lastly, you may not be using any mcans of
contraceplives ycl (maybe duc to an infertility problcin) and may feel hurt that such a
queslion i8 being asked,

"To minimizc these discomforts, we are willing to wail for as long as it will lake you o
have the time to answecr our questioas, I you’re not able 10 allend o us immedintely, we
are willing to come back on any other day that you ask us to come back. To prolect your
opinions concerning privale sexual maiters contained in he questionnaire, the

infortnation you give us during this resauch will not be disclosed lo anybody outside

thosc involved in this rescarch work.

Also, the questionnaisc and disketics in which we'll store them will be kept under lock

and key. Most imporianily, we will not write your namc on the questiomnare To

minimize the husts any woman wilh a casc of infeztitity will go thiough, we wish to statr

| : ' e
our apologics in advance for huiting you and will not mind you rcfemng to answer our

questions without giving us any reason for that.
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BENELTTS
Therce are two benctits for Youin this rescarch,

First you will have an opportunuy to pir your view(s) on the female condom (like
whether you like/don't hike i1, etc), ‘This information will be used to help women on
contraccption and 111V issues. Sccondly, the information you shorc will help us lo know
whclhcr femalc condoms are accepled and frequently used in our community/nation.
Thesc two benefits will ultimately help you as 8 woman since any information clicited
from this rescarch will be uscd to improve upon the female condom, if nced be, so that
femalc-initiated contraceplive methods can be tmproved upon for the betiament of the

womenfolk, which includes you and I!

ALTERNATIVE TO PARTICIPATION

You arc fice to choosc whether 10 take part in this research or nol You sre also free 10
ask any qucstion sbout any pant of the research that you don’t undersiand. If you choase

not to panicipate in the rescarch but want to know more aboul the female condom, you

will be gladly releived to appropnate places for that

CONFIDENTIALITY

We have taken some sicps (o owswe that the information you provide 13 kept goayet.

I) We will not wnite Your name on the qmm lm- we "\n -ne a

.
number on it to help us when snalyzing (he reul
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2) - -
) The questionnaires and diskettes we will usc for collecting ond storing the results

ot this research will b kept in o specin] locker where no one (other than staff

involved in Lhe rescarch) will sce them. They will also be destroyed ofter the

rescarch work has been concluded,

3) You will be pllowed 1o sit wilh the inlerviewer away from public glarc 10 fill the

questionnaire privalely so thot other people around won't know about your

private/scxuol life.

VOLUNTARINESS

You arc frec 1o choose whether 1o take part in this rescarch or not. You may decide not to

onswer any queslion that you think is too personal. You erc also frec to refusc answering

any question asked you.

PERSON TO CONTACT

11 you want 1o talk to anyonc obout this rescarch, have some things (o clarify conceming
the research or fod that our rescarch assistont did not administer the questionnaire (o you
with the coumtesy and polilcness thot you deserve, Pleasc contact Dr Grace Abalaka who
is the prinicipal investigator using the following ¢mail addcess and phone purmber.

E- mail address; elcojograce@gmail.com

Phonc number: 08034737925
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Do you want to (ake part in this research? Yes E No

If your answer is ycs angd you have read apd undersiood the contemt of this documenl, and

have been given the opportumity to ask any quecsligns on your mind or if the documen!

has heen read and explained 1o you, plcase sign or make your Mark below.

SIGNATURE ORTHUMB PRIN @F OATE
RESEARCH PARTICIPANT

SIGNATURE OF RESEARCH ASSISTANT DATE

WITNESS TO CONSENT IF RESEARCH PARTICIPANT DATE
IS UNABLE TO READ THE CONSENT FORM HERSELF
(Must be diffraz fom the poamn obtmang the arsens)
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APPENDIX FIVE

FOMU EERI FuN AWON OLUKPA IWADI

AKOLE 1| :
LE IWAADI: OYE AwON ABILEKO NIpA KONDOMU OBINRIN ATI

LILO RE NI IJOBA IBILE IWO ORUN ARIWA NI IBADAN T1 IPINLE OYO

NIGERIA
OLORI] OLUWADI: DR GRACE E. ABALAKA

KOKO UJIRORO

Iwsnadi yii agbe sita lati mo imo swon abilcko nipa kondomu obinrin ati bi kondemu
obinrin sc wa fun rira ni ijoba ibile yii. A tun [c mo boyn swon abileki felati malo

kondomu obintin tabi rasa, Awon nnkan ta te faidiwe lati lo kondomu abinnn otipe awon

ti kokin lero lati malo tabt rara.

IGBESE

To ba faramo lati kopa ninu iwadi yii, wa ni lati dohun awon ibere ni ibi kan. T oko ba le
s¢ be ni akoke yen, a 0 bere fun ojo ati ago i @ o pada wa nigba ti emb raye ti ¢ le dawa
lohun. Eyi le mu ki a fun wo ni nomba ibara enisoro yin. ti a ma fi pe yin lati f mo asiko

ti 2 0 sira ki a to ma pada bo.

EWU/INIRA

Awen inira kanwati cman {i e ba kopa ninu iwaodi yii, Okan lara reni. fifug wa ni

akoko lara akoko yin lati fi dahun jbecte Tad- Etun le kan cgbin ipa swon tbeare U a ba

bi yin ninu iwcbere nitor pe onisc pelu cyin gengan eyi li ¢ kO ni nile Jali so e10 yin.
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Igbeyin, ¢ le mai ti majo ; :
lo tkankan niny gwon ogun ifeto somo bibs (ole je lori airomobi).

Osi le dun yin yin peitu ibere be yenni a bere.

Lati din ihira yi }u, Angbcro lati duro fin igba ti o nia gba yin bai ni aye fun idahun ibere wa. Ti
cko ba le da wa lohun loju es¢, Angbero laii padawa ni 0jo k0jo li ¢ ba ni kapada wa- Lati dabo bo
cro yin lori oro ibalopo 1i 0 wa ninu iwebcere yi, Awon nnkun tesofunwa lasiko iwad y1, ko ni

bosi owo cnikon nila lara awon 10 kopa ninu iwaadi yii. Afikun, iwebcere ati disiketi ti a |i won

si, ma wa ni abe titi ali kokoro.

Nipntaki julo, A ko ni ko oruko yin sinu iwebcere. Lati din inira abiicko ti ko ti bimo, Angbero
Inti so lele pe ki ¢ ma binu pe aniyin lar a koni binu ti € ko ba dahun ibcac wa lai fun wa ni idi

kankan si.

ERE

Erc meji lo wa fun yin ninu iwaadi yii.

Akoko eni aye lati gbo ero re lori kondomu obinnn (Bipe boya eni fc si/cko ni fesi, abbl) Iwaadi
yi a 0 lo loli ran abilcko lowo lori ifeto somo bibi ati oro HIV- Elcke)i. oro ti 2 ba jo pin Y00 ran

lowo Inti mo boya kondomu obiniinje ilewogba ati pe won lo m1 adugbo/ibu.

Efo mcji yii yoo ran ¢ lowo, iwo bi obinrin miwon igba tojc pc idnhua 1 a kojo tupa iwaadi a o lo

lati mu jdogbasoko ba kondomu obinrin, ti o ba nilo, ti awon obinfin o fi ma lo ni ona 1feto swmo

bibi ¢ dagba soke fun cyi todora lansin awon obilcko. Ti enu ati yin wa rube.
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ONAMIRANTI A KO A FEKO PA

Oni aye l1ali mu bo A P
¥ ko kopa ninu iwandi ¥ij tabj rora. E si lun Jayc lati bere, ibeerckibere nipe

nnka inu twaadi i ‘
nkan iinu iwaadi ti ko ba ye yin. Ti ¢ by my lati ma kopa ninu iwadi yii sugbon ¢ & mo nipa

kondomu obinin, pelu idunnu nj Won dan yin losibi {i oba ye.

IFOKANTANNI
Ali sc awon igbese kan to sepe oye te ba fun wa koni tu jade.

1. A koni ko oiuko ytn sori iwebeere-kakabe. A ko nnmba sini lati fi ran wa lowo nigba ti o
ba sayewo csi.

2. Iwebecre ati disiketi a o lo fun gbigba ati lifi csi iwaadi pamio si alaase apoti nibiti
caikeni (lcyin owon abasise to wa nibi iwadi yii) yoo ri won. A 0 ba wan je [eyin 1i aba
paari isc iwaadi.

3. Ao gbayin layc lali joko pelu oluwadi, li ¢ o si jina si a13n opo oju lali dabun iwebceere mi

koro ki awon cyan Jagbcgbc ma ba mo nipa koko/ibalopo aye re.

TYAN RA ENI

Oni aye !ali mu boya ko kopa niau iwaadi yii labi rara, Ole pinnu lati ma dohun ibecxe ti o ba1ope

ojc mo oro ars yin. It layc lati medabun ibccie kankon tia ba bi yan

ENITI ELE Rl
Ti o ba fe soro fun cnikeni lon iwandi yii, Eni nkan ti cfc 5o toni se 10;3 iwedi tobs ti aro

pe awon ojufaniowo oluwadi wg, won ko scyin dad nibi iwebeere pchu aponie au iteriba i

oycyin, Ejowo eri Dr. Grace Abalka ti 0 je olori oluwaadi li onlo wonyii c-maili adires

ati nomba ibaracnisoro.

Adiresi e-maili; Cijogmo@gmil.wm

Nomba |bamcnisoro: 08034717925
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So {c kopa ninu iwaadi yii?

* Beeni Bceko E

Tiidahu ) ] iti ka {i o
n re baje beeni i o siti ka i os Y¢ o, 8boftbo nnkan 1j 0 wa ninu iwe yii, se won ti fun ¢

“

laye Jat
won 8 s3dlayc fe fune, jowo

bere jbeere 10 wa pj okan rclabji jwe yii i won ba 0 ka 1

goini tabi ki o sc maki re sisale,

SIGANASO TABIATANPAKO TIIE T Qo
ENITOKOPA NEVU IWAAD)

SIGINASO OLURANLOWO OLL 'WAADY QX
SE ERE STTTOUAXKOIA IWAADITTKO Qo
BALE K A FOMUERIFUNRARE

(Ogbudo yalo 5 cmogha famu ail)
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So fe kopn ninu jwaad; ¥ii?

! Bwﬁ Beeko

i idahun re baje beeni ( o sjg ka 1i osi ye o, Bbogbo nnkan 4j 0 wa ninb iwe Yii, se won ti fune

S

laye 1atjbere i i ok T
e beere (o wa ni okan retabi (tiwe yii 1i won ba ti ka (i won si salaye re fun ¢, Jowo

snini tabe ki o se oaki re sisale.

SIGINASO TABI ATANPAKOTTIET] Q0
INTTOKOPA NINU IWAADY

SIGENASO OLURANL OWO OLUWAAD! Qo

S13 ER1SITIOLUKOPA BWAADITIKO o
BALE KATOMUERIFUNRARE
(Ogbuxlo yaio siowogha fomu ari)
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