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the only option available.
Such a hypothesis could
have been tested only in
a randomized trial com-
paring the intervention
employed here with one
p romoting exclusive male
condom use. 

In addition, because
the participants re c e i v e d
an intensive behavioral
intervention, the use
patterns observed here
cannot be generalized to
women who do not re-
ceive such interventions,
such as those who pur-
chase the female con-
dom over the counter.
As the intervention was
e ffective in pro m o t i n g
female condom use,21 it
is prudent to assume
that the female condom
would have been less
acceptable and would
have been used less fre-
quently in the absence of
the intervention.

F u r t h e r, the behav-
ioral outcomes of this
study were self-re p o r t e d ,
and thus were subject to
bias. Conceivably, par-
ticipants felt some pre s-
s u re to report fewer acts
of intercourse and more
condom use than they
actually experienced. To
minimize recall erro r s
and self-pre s e n t a t i o n
bias, we collected data
on sexual activity and
condom use pro s p e c-
t i v e l y, using diaries. Par-
ticipants also re c e i v e d
incentives to return the
wrappers of used con-
doms, which we used to
assess the accuracy of
s e l f - reports. Compliance
with these pro c e d u re s
was high, and the diaries
w e re in good agre e m e n t
with wrapper counts.
The data used in this ar-
ticle re p resent the best
evidence available to the
i n t e r v i e w e r, and it seems
unlikely that sexual behavior and condom
use were grossly misreported. 

F i n a l l y, the study group was drawn fro m
among at-risk women attending two urban

the trial (more than 97%), any female con-
dom use necessarily produced a re d u c t i o n
in male condom use. In an evaluation of
a hierarchical model developed by the
New York State Department of Health
AIDS Institute, female condom use among
patients attending methadone treatment
clinics in Harlem increased sizably with-
out any reduction in male condom use.17

Our preliminary analyses, in which we
c o m p a red consistency of male condom
use before and after the intervention, sug-
gest that the number of male condoms
used after the intervention was only
slightly lower than the number expected
to be used, given the level of consistency
reported during the 30 days before some-
one entered the study. Thus, the net eff e c t
of our intervention appears to have been
a large increase both in female condom
use and in protected sex.18

Even though our study group consist-
ed of women with a history of STDs, their
history of risk behavior and their pattern
of sexual activity during the study did not
d i ffer much from the behavior of the gen-
eral population. The vast majority of sex-
ual acts were with regular partners, and
the participants’ sexual behavior was oth-
erwise quite similar to mainstream be-
h a v i o r. Pre s u m a b l y, the study partici-
pants’ high STD risk results not so much
f rom their own behavior as from their
being part of a high-prevalence commu-
nity—and possibly from the behavior of
their primary sexual partner.

This observation underscores the im-
portance of addressing safer sex within
long-term sexual partnerships: Women in
such relationships need to be pro v i d e d
with motivation and skills that are ade-
quate to ensure their protection from STD
e x p o s u re through a nonmonogamous
male partner. In our analysis, women who
had a main partner were more likely to try
the female condom and to use it either ex-
clusively or with the male condom. Else-
w h e re, we have shown that the female con-
dom was used more often by women who
achieved consistent condom use with a
regular partner.1 9 Thus, the female condom
may be particularly useful for the design
of interventions to promote safer sex with-
in emotionally intimate re l a t i o n s h i p s .2 0

Our re s e a rch has a few potential limita-
tions that should be considered when in-
t e r p reting the results presented here. First,
the nonrandomized design limits the va-
lidity of our inferences. For example, we can-
not show conclusively that women who
maintained consistent condom use by mix-
ing types of condoms would have used the
male condom inconsistently had it been 

STD clinics in Alabama; this is clearly a se-
lect group. While the women who re f u s e d
to participate diff e red somewhat fro m
those who agreed, the vast majority of el-

Table 3. Percentage distribution of sexually active women who had
used the male or the female condom, by baseline characteristics,
according to pattern of condom use, and p value for signific a n c e
of characteristic in multinomial regression analysis (n=869)

Characteristic Used female Used male Used p
condom only condom only both
(N=75) (N=138) (N=656)

Age .19
18–20 13 28 19
21–25 39 40 42
26–35 48 32 38

Race .01
Black 75 90 87
Other 25 10 13

Married .61
Single 69 84 75
Ever-married 31 16 25

Has a live-in partner .09
Yes 29 10 23
No 71 90 77

Has a regular partner <.001
Yes 87 68 85
No 13 32 15

Education (in years) .18
<12 32 24 24
12 39 39 38
>12 29 37 38

Employed .005
Yes 60 46 59
No 40 54 41

Monthly income .49
$0–300 31 46 38
$301–600 36 23 30
>$600 33 32 32

Age at first sex (in years) .27
<16 37 41 44
16 24 25 24
>16 39 34 32

Lifetime no. of partners .35
1–2 15 15 13
3–4 35 32 30
5–9 39 41 43
≥10 11 12 14

Current condom use .17
Yes 61 53 51
No 39 47 49

Current contraceptive use (other than condoms) .30
Yes 69 31 36
No 31 69 64

Relationship violence (in past 30 days) .42
No direct physical violence 88 89 85
Direct physical violence 12 11 15

Had sex while drunk or high (in past 30 days) .68
Usually 5 3 5
Sometimes 9 10 11
Never 86 87 84

Ever pregnant .11
Yes 80 62 74
No 20 38 26

Past STD .90
Yes 68 67 68
No 32 33 32

STD at baseline .15
Yes 24 36 40
No 76 64 60

Note: The 26 women who never used condoms during the study are excluded.


