Choice of Female-Controlled Barrier Methods Among
Young Women and Their Male Sexual Partners

By Alexandra M. Minnis and Nancy S. Padian

Context: Little is known about the factors associated with the choice of female-controlled, over-
the-counter barrier contraceptive methods among women and their male sexual partners.

Methods: Predictors of method choice were assessed following an educational presentation
on contraceptive use and risk reduction among 510 sexually active females aged 15-30 who
were recruited in the San Francisco Bay Area. In addition, the primary partners of 160 of these
women participated in the survey.

Results: Twenty-two percent of women who enrolled in the study alone, 25% of those who en-
rolled with their main partner and 18% of these male partners chose female-controlled, over-
the-counter barrier methods alone. The strongest predictor of this choice was current use of a
hormonal contraceptive both for women who participated in the study on their own (odds ratio,
2.1) and for those who enrolled their partner in the study (odds ratio, 6.3). Female-controlled
methods were also chosen significantly more often by teenagers than by older women; for ex-
ample, among those who enrolled with a male partner, the odds ratio for selection of a female-
controlled barrier method by women younger than 18 was 6.0. Among women who enrolled
without a partner, those who had had multiple partners in the previous six months and those
who were current users of male condoms were less likely to choose female-controlled methods
(odds ratios, 0.7 and 0.5, respectively).

Conclusions: Although the majority of participants did not choose female-controlled, over-the-
counter barrier methods without also choosing male condoms, such female-controlled methods
appear to offer an acceptable alternative for prevention of sexually transmitted infections. They
may be a particularly attractive option for individuals using hormonal contraceptives and for teen-

age women.

he need for female-controlled bar-
I rier contraceptive methods that also
protect against both bacterial and
viral sexually transmitted infections (STls)
is widely recognized.! Women, and young
women in particular, remain at a dispro-
portionately higher risk than men of ac-
quiring an STI, including HIV. Therefore,
the availability of barrier methods for
which women can assume responsibility
is critical. Furthermore, economic in-
equalities, violence and power imbalances
in many sexual partnerships restrict
women’s abilities to negotiate male con-
dom use, making female-controlled meth-
ods essential.? The choice of whether to
use female-controlled barrier methods,
however, is ultimately determined by a
range of factors that extend beyond the
context of the sexual partnership.
Researchers have generally evaluated
the acceptability of female-controlled bar-
rier methods by assessing method-use data
from longitudinal studies in which women
were assigned either female condoms or
spermicides (and sometimes male con-
doms as well).? In general, this domestic
and international research suggests that
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many women prefer female-controlled
barrier methods and will use them.

Others have examined acceptability by
assessing method preference based on
participants’ choices upon being present-
ed with a range of methods. These stud-
ies might ultimately provide more rele-
vant information regarding real use, since
choosing among several options is an in-
tegral factor in adopting a method outside
the research setting. Although some of this
research evaluated hypothetical method
choice,? other studies examined accept-
ability through actual use of a chosen
method.

For example, among 221 women who
participated in an HIV education inter-
vention in Rwanda and were offered a
barrier method (male condom and two
spermicidal formulations), 112 chose a
method; among those selecting a method,
the majority (75%) opted for a spermicide
(47% chose suppositories and 28% cream),
while an additional 24% selected male
condoms.® In a U.S. study conducted
among sexually transmitted disease clin-
ic clients in Philadephia, women were ran-
domized to counseling in one of three pre-

vention messages: male condom; female
condom; or an expanded-choice hierarchy
message in which a range of barrier meth-
ods, including female condoms, male
condoms, spermicides and diaphragms or
cervical caps were presented hierarchi-
cally based on their effectiveness in pre-
venting STIs and HIV.® At baseline, 86%
of women in the “hierarchy message” co-
hort chose female condoms, with the per-
centage choosing a spermicide varying by
formulation type (34% suppositories, 57%
film and 61% foam).”

In addition to assessing over-the-
counter barrier method choice, our study,
conducted in the San Francisco Bay area,
examines the factors associated with that
choice (made directly after an education-
al presentation) among a sample of young
women and their male partners. Unlike
previous U.S. studies of female-controlled
barrier methods, we enrolled a substan-
tial number of teenagers in the study; the
study population was also more ethnically
diverse than those used in much prior re-
search, as it contained a large proportion
of Hispanic immigrants.

We hypothesized that the choice of a
method would vary by participants’ per-
ceived risk of acquiring an STI, their cur-
rent sexual risk behavior, their history of
tampon use, factors related to partner
communication and method negotiation,
their gender role traditionalism and their
current contraceptive use. We expected
that participants at greater actual and per-
ceived risk of acquiring an STI would be
more likely to choose male condoms than
female-controlled barrier methods, be-
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cause of the male condom’s known effi-
cacy in STI prevention. In addition, we hy-
pothesized that women who currently
used tampons during menstruation
would be more likely to choose female-
controlled methods than a male method
because they were already comfortable in-
serting a product into the vagina.

Moreover, because the choice of a fe-
male-controlled method is thought to re-
duce women’s need to negotiate method
use with a male partner, we hypothesized
that women who communicated poorly
with their partner about sexual topics,
those with traditional gender values and
teenagers would be more likely to choose
a female-controlled method than a male
method. We also hypothesized that fol-
lowing the educational session on STI risk
reduction, participants who were not cur-
rently using male condoms would want
to increase their use of barrier methods;
thus, they too would be more likely to
choose a female-controlled barrier meth-
od. Finally, because the use of male con-
doms is generally lower with long-stand-
ing partners than with new or casual
partners® we anticipated that women who
enrolled with a main male partner would
be less likely to choose any type of barri-
er method.

Methods
Recruitment
Women aged 15-30 were recruited to par-
ticipate from three San Francisco Bay Area
reproductive health clinics (Planned Par-
enthood San Rafael, Marin Family Plan-
ning Clinic and the Tang Health Center at
the University of the California, Berkeley).
Community outreach was also conduct-
ed through the distribution of flyers at
local markets, health fairs, adolescent so-
cial service agencies and college dormi-
tories. In addition, clients were encour-
aged to refer their friends to the project.
Study enrollment and interviewing took
place at each of the three clinic sites.
Interested women were eligible to par-
ticipate if they could provide informed
consent; spoke English or Spanish; were
sexually active (defined as having had
vaginal sex at least three times in the pre-
vious three months); were not pregnant
or did not plan to become pregnant in the
next year; did not identify themselves as
having tested positive for HIV; and in-
tended to reside in the Bay Area for the
next 12 months. We determined eligibili-
ty through a screening questionnaire. Par-
ticipants were enrolled from March 1995
through March 1998 and were followed
for one year.*
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Participants were encouraged to ask
their primary sexual partner (some of
whom accompanied their female partner
to the clinic) to contact the research staff
himself or to allow a staff member to con-
tact him directly. Since the main male part-
ners of these young women could be of
any age, they ranged in age from14 to 44.
Each of these men had to confirm that he
was indeed currently sexually active (as
defined above) with the woman who had
referred him to the study:.

Study Protocol and Measures

The interviews, which were conducted
separately with women and men, used a
questionnaire that assessed predictors of
the choice of female-controlled barrier
methods as well as other factors known
to affect overall contraceptive choice. We
measured three social and demographic
factors—age, race and ethnicity (defined
as non-Hispanic white; Hispanic; Asian;
and black, Native American or multira-
cial') and socioeconomic status (based on
receipt of public assistance within the pre-
vious year; country of birth; parents’ ed-
ucational level and occupation when the
participant was a child; and type of
dwelling in which the participant cur-
rently lived).

We also assessed sexual behavior (age
at first coitus, lifetime number of sexual
partners, whether a female respondent
currently had a main partner, and number
of partners during the last six months); cur-
rent contraceptive behavior; perceived STI
risk; and self-reported reproductive health
factors (history of pregnancy and history
of diagnosis with chlamydia, gonorrhea,
trichomoniasis, herpes simplex virus 2, he-
patitis B, syphilis or human papillo-
mavirus). Women’s tampon use during
menstruation was also evaluated, as was
the extent of partner communication on
current and past sexual activity (including
the timing of such discussions in relation
to the initiation of sexual activity) and sex-
ual genderrole traditionalism (i.e., which
partner makes decisions about sex and
contraception). We also examined charac-
teristics of the partnerships and partici-
pants’ knowledge about pregnancy and
transmission of STIs, including HIV; these
items were included to guide the educa-
tional and risk-reduction session.

Trained health educators provided a
standardized presentation on reducing the
risk of acquiring HIV and other STIs to all
female and male participants following
their enrollment interview. So that each
member of the couple could make his or
her own method choice independently, a

different educator provided the educa-
tional session for each member of the cou-
ple individually, in English or Spanish, in
a private room in the clinic.

The session was designed to provide
participants with the information they
needed to choose an over-the-counter bar-
rier method offered through the study for
STI or pregnancy prevention, or both.
These methods included female and male
condoms and four vaginal spermicide for-
mulations containing nonoxynol-9: film,
foam, suppositories and gel. Although ahi-
erarchy of barrier method effectiveness was
presented (the female or the male condom
was highlighted as being more protective
against an STI than spermicides alone), we
emphasized the importance of choosing a
method that would be used consistently,
even if it was inherently less effective. The
presentation also included a discussion of
other pregnancy prevention options, such
as hormonal methods and prescription bar-
rier methods (i.e., diaphragms and cervi-
cal caps), and instruction on basic anato-
my. Participants had an opportunity to use
plastic anatomic models to learn how to use
each method correctly, and to discuss
strategies for negotiating method use in
sexual relationships.

Upon completing the presentation, par-
ticipants were asked to choose the barri-
er methods they preferred and how many
they wanted to take home; participants
could also choose to take no method. Par-
ticipants were then asked to respond to
open-ended questions about why they
chose, or did not choose, each method. If
the study participants preferred a pre-
scription method for pregnancy preven-
tion, such as a hormonal method or a di-
aphragm, nurses arranged for a prescrip-
tion to be written. Young women eligible
for state family planning program funds
received prescription contraceptive meth-
ods free of charge.

Statistical Analyses

We report participants’ choice of barrier
methods as well as the predictors associ-
ated with that choice. The choice of a fe-
male-controlled, over-the-counter barri-
er method—the female condom alone,

*At follow-up study visits, scheduled for six and 12
months after the initial interview, we collected data on
barrier method use and assessed a range of factors re-
lated to acceptability among individuals who chose to
use a barrier method.

tWe placed blacks, Native Americans and multiracial in-
dividuals into one category because the number of in-
dividuals in each was too small to permit the estimation
of meaningful regression coefficients and because these
groups were similar across the factors examined.
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Table 1. Median age (and interquartile range) of study participants and percentage with selected
characteristics at enrollment among participants in abarrier contraceptive acceptability study,
by type of participant, Northern California, 1995-1998

Women enrolled
without a partner
(N=350)

Characteristic

Women enrolled All male
with a partner partners
(N=160) (N=160)

Social and demographic

Median age (in yrs.) 20.1 (18.0-24.3)

% white 48.9
% black 6.3
% Hispanic 25.7
% Asian 11.7
% other/multiracial 7.1
% foreign-born 25.4
% received welfare in last year 10.6
% whose mother completed

no more than high school 48.6
% whose father completed

no more than high school 37.0

Partner communication and gender norms
% discussed contraception

with partner 84.3*
% discussed sexual history
with partner 78.5%*

19.9 (18.3-24.0) 21.8 (19.1-24.8)

% distribution by who made decision about contraceptive use (in last 6 mos.)

Study participant decided 29.8
Partner decided 6.9
Both 63.3

% distribution by view of who is more likely to cheat in relationship

Men more likely 46.6

Women more likely 4.9

Both/neither 48.5
Sexual behavior/perceived STl risk
% first had vaginal sex at £15 44.9
% ever used female condom 2.9
% ever used spermicides 33.1
% used male condom at last coitus 61.1
% used hormonal method

at last coitus 28.0**
% used no method at last coitus 14.9
% had multiple partners in last 6 mos. 40.0**
% currently has main partner 77.4%*
% feel unlikely to contract STI nextyr. 54.9**
Reproductive health
% ever been pregnant/ever

impregnated partner 34.6
% ever diagnosed with STI 21.1
% ever had abortion 21.4
% distribution by study site
Marin Family Planning Clinic 22.0
Planned Parenthood San Rafael 51.7
UC Berkeley Tang Health Center 26.3

49.4 50.0
3.8 5.6
26.9 23.8
11.9 7.5
7.5 11.9
25.6 26.9
11.3 8.1
40.6 40.0
36.3 33.1
98.1 94.3
94.1 88.8
36.5 4.4
1.9 22.5
61.6 73.1
47.5 56.6
1.9 6.9
49.6 36.6
39.4 43.8
4.4 0.0
38.1 0.0
55.6 52.5
40.6 35.6
8.8 10.6
28.8 231
99.4 98.1
69.4 75.0
33.8 34.4
16.9 13.8
20.6 na
23.1 22,5
36.3 36.3
40.6 41.3

**Difference between women enrolled with a partner and those enrolled without a partner significant at p<.01. Notes: na=not applica-

ble. The interquartile range is a measure of dispersion showing the interval between the 25th quartile and the 75th quartile.

spermicides alone or the female condom
with spermicides—serves as the depen-
dent variable in our analysis. We had in-
sufficient statistical power to evaluate in-
dependently the predictors of each
separate female-controlled method (i.e.,
individual spermicide formulations) be-
cause few participants selected only one
formulation without also choosing either
another formulation or the male condom.
We explored predictors of choice among
all women in the study, among the sub-
group of women who enrolled with a
male partner and among all men who par-
ticipated. We also examined distributions
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of the sample by social and demograph-
ic factors, sexual behavior factors and re-
productive health outcomes.
Inbivariate and multivariate analyses,
we examined age both as a continuous
and as a dichotomous variable. The rela-
tionship between age and female-con-
trolled method choice was not linear. We
selected age 18 as the cut-off in defining
the dichotomous variable (younger than
18 vs. 18 and older) because we were pri-
marily interested in investigating meth-
od choice differences between teenagers
(nearly all of whom were living with their
parents or guardians) and college-age and

older women. In addition, this permitted
us to examine the combined influences of
young age and partner communication on
method choice.

We evaluated the concordance of meth-
od choice within enrolled couples using a
weighted kappa statistic. Kappa statistics
characterize concordance beyond chance
for categorical variables, with a value of one
indicating perfect agreement and a value
of less than 04 suggesting poor agreement.’
Method choice was categorized as no
method taken, female-controlled methods
only, and male condoms, either alone or
with female-controlled methods.

We used bivariate contingency analy-
sis to examine the associations between fe-
male-controlled, over-the-counter meth-
od choice and the factors hypothesized to
be associated with this choice. Multivari-
ate logistic regression models were con-
structed to include factors that were sig-
nificant in these exploratory analyses (at
p<.10), as well as those factors believed to
influence the hypothesized associations.

In analyses that included all female par-
ticipants in the study, we tested for any in-
teractions between each covariate in-
cluded in the model and two indicator
variables—whether the woman had a
main sexual partner and whether she en-
rolled that partner in the study. We used
likelihood ratio tests to determine the le-
gitimacy of pooling results across all fe-
male participants. We also tested for any
interaction between each of the demo-
graphic factors and current contraceptive
method use, as well as the measures of
partner communication. The analyses con-
ducted for the participating couples treat-
ed the men’s and women’'s responses in-
dividually in separate models.

Results

Participant Characteristics

Study eligibility was assessed for 826
women, of whom 654 were eligible. The
two primary reasons why 172 women were
ineligible were that they were not current-
ly sexually active (67%) and that they did
not meet the study’s age criterion (23%). Ul-
timately, 510 women chose to enroll, yield-
ing a response rate of 78%. Thirty-one per-
cent of these participants (160) also enrolled
their main sexual partner.

According to data collected during the
eligibility interview, women who were el-
igible but chose not to enroll were com-
parable to the study population with re-
gard to sexual risk characteristics and
most social and demographic factors.
They were more likely than participants,
however, to be Hispanic (p<.001). Forty-
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two percent of participants were recruit-
ed directly at one of the three study clin-
ics, 10% were recruited by sexual health
educators affiliated with the Berkeley clin-
ic, 23%joined the study as a result of com-
munity outreach and 25% were referred
to the study by a friend. The likelihood of
also enrolling a partner in the study did
not vary by the mode of recruitment into
the study (p=0.5).

The median age was 20 years for all
women participating in the study
(whether they enrolled with a partner or
not) and 22 years for the men (Table 1).
One-quarter (24%) of all women were
aged 15-17, as were 16% of men (not
shown). Non-Hispanic whites comprised
approximately half of the sample and His-
panics represented one-quarter, a break-
down that reflects the ethnicity of the tar-
get population of the study communities.
Previous use of female-controlled barrier
methods was relatively low; among all
women (not shown), 3% had ever used the
female condom and 35% had ever used
spermicides. Among the men, none had
ever used these methods with a partner.

Overall, 20% of the women and 14% of
the men said they had ever been diag-
nosed with an STI. Roughly one-third of
the overall sample had either ever been
pregnant or had gotten a partner preg-
nant. Women who enrolled in the study
with their partner were significantly more
likely than those who enrolled alone to
have discussed contraception and their
sexual history with their main partner; to
be a current user of a hormonal contra-
ceptive; to have had only one partner in
the previous six months; to have a main
partner currently; and to believe that they
were very unlikely to contract an STI dur-
ing the next year.

Choice of Female-Controlled Methods
Of the female-controlled barrier meth-
ods—the female condom and the four for-
mulations of spermicides—the female con-
dom was chosen by higher proportions of
both women and men (see Table 2). The
preferred spermicide formulations were
film and foam, both among the women
who enrolled without a partner (43% and
37%, respectively), and among those who
enrolled with a partner (41% and 40%, re-
spectively). The male partners in the study
chose foam (30%) more often than the
other spermicide formulations (18-26%).
Table 2 also presents a percentage dis-
tribution of the sample by the overall
choice of methods. Most participants chose
a combination of the female-controlled
methods and male condoms (54-57% of
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women and 46% of
men). On average, only
5% of women, and 8% of

Table 2. Percentage of study participants who chose a specific
barrier method, and percentage distribution of participants by over-
all choice of method, according to type of participant

men, chose female con-

d 1 d 7% of Method or choice Women enrolled  Women enrolled All male
oms alone, an °0 without a partner ~ with a partner partners
women and 4% of men (N=350) (N=160) (N=160)
chose spermicides alone. Any method
Female-controlled meth-  Female condom 56.9 65.6 50.6
ods alone (female con- Male condom 65.7 60.6 60.0
. . Spermicides
doms,'v\./lth or without g, 129 413 256
spermicides) were cho-  suppositories 24.9 23.1 18.1
sen by 22% of the Foam 37.1 40.0 30.0
Gel 29.7 27.5 21.3
women who enrolled
without a partner, by %distribution by choice
25% of those whose part— Female-controlled alone 22.3 25.0 18.1
.. Female condom only 4.0 6.3 7.5
ner also participated, and Spermicides only 7.1 6.3 44
by 18% of the men. The  Female condoms &
concordance of method spermicides 11.1 12.5 6.3
. Male condom and female-
choice among couples  controlled methods 56.9 53.8 46.3
was poor, with women Male condoms only 8.9 6.9 13.8
: : None 12.0 14.4 21.9
more likely than their Total 100.0 100.0 1000

partners to choose fe-

male-controlled methods

alone, and men more likely than their part-
ners to take nomethod at all (k=0.24, 95%
confidence interval 0.11-0.36).

Based on the responses to open-ended
questions, more than two-thirds of par-
ticipants who chose female-controlled
methods stated that they did so because
they were “curious” and “had never tried
them.” In addition, participants were at-
tracted to female condoms as an alterna-
tive to male condoms either because they
disliked male condoms or because female
condoms “seemed familiar,” since they
“looked similar” to male condoms.

The majority of participants who did
not select the female condom comment-
ed that their choice was shaped by the
method’s appearance as “scary looking,”
“intimidating” and “strange and awk-
ward.” In addition, many men who re-
jected the female condom said that they
did so because they were “not a woman”
and were unsure how their partner felt
about using it.

Participants who chose spermicides
highlighted the “two-in-one benefit” (lu-
bricant along with a contraceptive agent).
Those who decided against spermicides,
on the other hand, cited the method’s
messiness and its uncertain efficacy.

Multivariate Analyses

Although the proportion of women who
chose female-controlled, over-the-counter
barrier methods did not vary between
those who enrolled with and without a
partner, the predictors of that choice did
differ significantly between the two
groups (likelihood ratio statistic of 31.4,
df=8, p=.0001). This comparison includ-

ed a constellation of eight factors, six of
which corresponded with statistically sig-
nificant interaction coefficients at p<.10.
Thus, we present the results separately for
women enrolled alone and for those en-
rolled with their current main sexual part-
ner.

We restricted the multivariate analyses
examining the predictors of female-con-
trolled, over-the-counter method choice
to individuals who chose an over-the-
counter barrier method.* The reference
group for these analyses was those who
chose male condoms (either alone or with
female controlled methods).

* Among women enrolled without a partner.
Of the 297 women who enrolled without
a partner and selected any barrier meth-
od for whom we have complete data (11
were excluded due to missing values), sev-
eral demographic and sexual communi-
cation factors were associated with the
choice of a female-controlled method
(Table 3, page 32). Whites were signifi-
cantly more likely than blacks and mul-
tiracial women to choose female-controlled
barrier methods (odds ratio, 2.6) and His-
panic women were marginally more like-
ly to do so (odds ratio, 2.4, p=.06). We ob-
served no associations between socio-
economic status and choice of female-con-

*Participants who selected no barrier method at all var-
ied significantly from the reference group of those choos-
ing the male condom, either alone or with a female meth-
od. Participants who took no method were less likely than
the reference group to have had multiple sexual partners
in the previous six months and to have used male con-
doms at their most recent sexual intercourse (p=.001). The
strongest predictor of taking no barrier method was hav-
ing used no method at last coitus (p=.001).
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Table 3. Odds ratios (and 95% confidence
intervals) from multiple logistic regression
analysis of choice of female-controlled barri-
er methods alone among women enrolled with-
out a partner (N=297)

Factor Odds ratio
<18 years old

Has discussed contraception

with current main partner 1.8 (0.9, 3.6)

Has not discussed contraception
with current main partner
Has discussed contraception with

7.5% (1.1, 50.3)

current main partner and is 2 18 1.0(0.4,25)
Race/ethnicityt

Asian 1.1(0.3,3.3)

Hispanic 2.4 (1.0,5.8)

White 2.6% (1.1, 6.2)
Had multiple partners in last 6 mos.  0.7* (0.6, 1.0)
Used male condom at last sex 0.5* (0.2, 0.9)
Currently using hormonal method 2.1* (1.1, 4.0)

*p<.05. tReference group consists of black and multiracial indi-
viduals. Note: In this and the following table, female-controlled bar-
rier methods are female condoms and spermicides.

trolled methods alone, nor did socioeco-
nomic status confound the relationships
between other factors included in the mul-
tivariate models.

Among social and demographic factors,
only age was a significant predictor: Those
aged 17 and younger were more likely
than older women to choose female-con-
trolled methods alone; however, this as-
sociation varied by whether these young
women had discussed contraception with
their main or most recent partner. Partic-
ipants aged 17 and younger who had not
talked about contraception with their
main or most recent partner were 4.2 times
as likely as those who had discussed the
topic to choose female-controlled barrier
methods (odds ratio of 7.5 divided by
odds ratio of 1.8).

Current contraceptive use and the num-
ber of recent partners were also signifi-
cantly associated with the choice of female-
controlled methods alone among these
women who enrolled without a partner.
For example, current use of a hormonal
method (i.e., the pill, injectable or implant)
increased the likelihood that participants
would choose a female-controlled method

only (odds ratio, 2.1), while current use of
the male condom decreased that likelihood
(odds ratio, 0.5). Having had multiple part-
ners in the last six months also decreased
the odds of choosing female-controlled bar-
rier methods (odds ratio, 0.7, p=.045).

Women's history of pregnancy, STI di-

agnosis, age at first intercourse and per-
ceived risk of acquiring an STI were not
significantly associated with choosing
only female-controlled methods. There
was also no association between tampon
use and choice of these methods. In a sep-
arate examination of the influence of tra-
ditional gender-role values (not shown),
we found that women who contended
that men were most likely to cheat in a
monogamous relationship (as opposed to
women or to both men and women equal-
ly) had a reduced likelihood of choosing
female-controlled methods only (p=.03).
We excluded this factor from the final mul-
tivariate analysis, however, because of its
collinearity with young age.
* Among women who enrolled with a partner
and their male partners. In the bivariate con-
tingency analysis (not shown), the only
factors significantly associated with choice
of female-controlled methods among both
the women who enrolled their partners
and the partners themselves were current
use of a hormonal method and current use
of male condoms (p<.001).

In the multivariate analysis, however,
current hormonal contraceptive use in-
dependently predicted the choice of fe-
male-controlled methods only among
women (Table 4). Current users of a hor-
monal method had significantly elevated
odds of choosing female-controlled bar-
rier methods only (odds ratio, 6.3). The
nonsignificant association among males
reflects a lack of precision. In most of our
multivariate analyses, use of hormonal
contraception remained significantly as-
sociated with an increased likelihood of
female-controlled barrier method choice.

Women younger than 18 who enrolled
with their partner also had increased odds
of choosing female-controlled methods
(odds ratio, 6.0); this as-

Table 4. Odds ratios (and 95% confidence intervals) from multi-
ple logistic regression analysis of choice of female-controlled
barrier methods among women (N=137) and men (N=123) enrolled

sociation did not vary by
the level of partner com-
munication on sexual

as couples matters. Moreover, no
Factor Women Men other factor studied
<18 years old 60%(19,19.0)  23(08 69 Nere—socioeconomic
Ever had STI 15(05,5.0) 1.0(0.3,39) status, ethnicity, tampon
Had multiple partners in last 6 mos. 1.1(0.6,1.8) 10(06,15) yse,sexual behavior, per-
Used male condom at last sex 0.5(0.1,1.4) 0.5 (0.2, 1.6) ived STI risk

Currently using hormonal method 6.3** (2.1, 19.0) 2.3(0.8,7.0) Ceve TiSK, repro-

**p<.01. Notes: Logistic models were constructed independently for females and for males.
Two men were dropped from the analysis because of missing values.

ductive health history,
sexual communication
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with partner and gender-

role traditionalism—independently af-
fected the likelihood of choosing female-
controlled methods either among the
women who enrolled with their partners
or among the partners themselves.

Discussion

Most study participants—56% of all
women and 46% of the men—who were
presented with the opportunity to try fe-
male-controlled, over-the-counter barrier
methods elected not to take them without
also taking male condoms. Indeed, no sin-
gle female-controlled barrier method was
chosen by more than 57% of participants.
Our attempt to introduce female-con-
trolled barrier methods to a population
mostly unfamiliar with these products (as
evidenced by low levels of their prior use
and low knowledge of their efficacy in STI
prevention) highlights the challenge of es-
tablishing trust for new methods in an en-
vironment where the efficacy of the male
condom is well-established.

The fact that current use of a hormonal
method was the strongest and most con-
sistent predictor of the choice of female-
controlled methods alone suggests that in-
dividuals are more likely to choose the
female condom, with or without spermi-
cides, if they perceive themselves to be al-
ready well-protected against unintended
pregnancy. If pregnancy prevention is a
primary concern for these women, then
the choice of female-controlled methods
may reflect a willingness to experiment
with methods of unknown efficacy, espe-
cially when they are made available at no
cost.

Alternatively, couples who rely on hor-
monal contraception might be concerned
that their method provides no prevention
against STIs, and thus may seek out fe-
male-controlled barrier methods for this
purpose. In addition, women who already
use a highly effective, female-controlled
hormonal method to prevent pregnancy
might be more committed than others to
maintaining control over their method
use, and thus be likely to use another fe-
male-controlled method to prevent STIs,
including HIV. Thus, both women and
men, particularly those already practic-
ing hormonal contraception, may be
amenable to a dual-method prevention
message that advocates using two female-
controlled methods—hormonal contra-
ception for pregnancy prevention and a
barrier method for STI prevention.

However, even though sexual behavior
thatraises the risk of STIs—i.e., having had
multiple partners in the past six months—
did not affect the likelihood of choosing
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only female-controlled barrier methods
among women who enrolled with their
partners, such risky behavior significantly
decreased that likelihood among women
who enrolled without their partner. This
reluctance to select female-controlled meth-
ods among women whose behavior would
seem to indicate use of a method to protect
against STIs may reflect prevention mes-
sages that promote male condoms as con-
ferring the greatest protection against ST1s.
In fact, women who reported male condom
use at their last coitus were unlikely to
switch from that method; such women
were less likely than others to take home
female-controlled barrier methods alone.

Being younger than 18 was associated
with an increased likelihood of choosing
female-controlled methods for all women,
regardless of whether they enrolled with
a partner. We do not present the inde-
pendent effects of age alone for those who
enrolled without a partner because we
found a significant interaction between
young age and one measure of partner
communication. The odds ratios, nonethe-
less, point to an increased likelihood of fe-
male-controlled method choice among
these young women, regardless of
whether they discussed contraception
with their partner.

Teenagers may not yet have established
strong method preferences, and may be
more willing than older women to exper-
iment with female-controlled barrier meth-
ods. Further, younger study participants
are likely to have received youth-targeted
prevention messages about HIV and STIs,
and consequently might be particularly re-
sponsive to the opportunity to try alter-
native methods that prevent STIs. In ad-
dition, women who enrolled without a
partner, for whom the effects of young age
on choice varied by level of partner com-
munication about contraception, may have
perceived female-controlled barrier meth-
ods as offering a more discrete contracep-
tive option that obviates the need to ne-
gotiate male condom use.

While we identified several significant
predictors of female-controlled method
choice among women who enrolled with
their main male partner, there were no sig-
nificant predictors of this choice among
the men themselves. Nonetheless, the di-
rections of the nonsignificant associa-
tions—i.e., an increased likelihood of fe-
male-controlled method choice among
men younger than age 18 and among men
whose partner was currently using a hor-
monal method—were consistent with
what we observed for women.

The high level of within-couple discor-
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dance revealed in the method-choice con-
cordance analysis was particularly strik-
ing. Thus, the factors prompting method
choice acted inconsistently within couples.
Each member of the couple made his or
her choice without the knowledge of what
the other had decided. We anticipate that
this high level of disagreement could have
implications for risk reduction. For ex-
ample, couples might be more likely to use
the methods they chose if a given meth-
od had looked attractive

ties included extensive community out-
reach, the study sample is primarily clinic-
based. The study’s limited generalizabili-
ty is moderated somewhat, however, by the
diverse socioeconomic and reproductive
health backgrounds of the populations
served by these three family planning clin-
ics. Although eligible Hispanic women
were less likely to participate than women
of other ethnic backgrounds, these Hispanic
women tended to be older (aged 25-30), to

to them independently
and each had elected to
take a supply of it
home.

The role of tradition-
al gender norms in
guiding choice of fe-
male-controlled barrier
methods was less influ-
ential overall than we

“...individuals [appear] more likely to
choose the female condom, with or without
spermicides, if they perceive themselves to
be already well-protected against unin-
tended pregnancy.”

had hypothesized. We

had anticipated that women who articu-
lated traditional norms (in which men
have more power in a relationship) would
be less likely to choose female-controlled
barrier methods. Indeed, women who
asserted that men were more likely to
cheat in a relationship were less likely to
take female-controlled barrier methods
alone, but this apparent association could
not be examined in our multivariate
analysis because of its strong collinearity
with age.

No other measure of sexual gender
norms was significantly associated with
method choice. The one significant asso-
ciation suggests, nonetheless, that for
women who may perceive gender imbal-
ances in their relationships with men, the
female-controlled barrier methods that
currently exist—particularly the female
condom, which is unlikely to be used
without a partner’s awareness—may have
limited viability. Thus, even though fe-
male-controlled barrier methods appear
to offer a feasible alternative to male con-
doms for women aged 17 and younger
who have not discussed contraception
with their partner, the degree to which tra-
ditional gender norms may reduce the
perceived feasibility of female-controlled
method use should be explored in further
research. This observation underscores the
fact that simply providing women with
the opportunity and information to con-
trol their use of methods to prevent preg-
nancy and STIs does not resolve complex
partner dynamics that ultimately shape
method acceptability and use.

Our conclusions are limited by several
factors. First, although recruitment activi-

be married and to have completed their
eligibility screening in Spanish. Their de-
creased willingness to participate, even
compared to younger Hispanic immigrants,
may point to less interest in or comfort with
trying new contraceptive methods or in par-
ticipating in a research study.

In addition, our results may be biased
by a social desirability bias where partic-
ipants felt compelled to take the methods
simply because the products were being
offered as part of the study or because they
were available free of charge. Further-
more, individuals who participated in our
study may have been more willing than
nonparticipants to try new contraceptive
methods. We attempted to offset this lim-
itation by explaining to participants that
selecting a method was entirely optional
and that their sexual and contraceptive
behavior was important to the research re-
gardless of what methods, if any, they ul-
timately chose.

A further limitation is our inability to
examine predictors of choosing specific
spermicide formulations and the female
condom. As stated earlier, because most
participants chose combinations of meth-
ods, we were unable to isolate the pre-
dictors associated with any one method
because of the resulting loss of statistical
power. Bivariate associations between key
predictors derived from study hypothe-
ses and the choice of female condoms and
spermicides alone suggest, nonetheless,
that the directions and magnitudes of the
associations observed for the study out-
come—choice of any type of female-con-
trolled method—are generally consistent
with those for each method chosen sepa-

33



rately. Finally, while examining the meth-
od choice made by a group of individuals
provides one measure of method prefer-
ence, choice may not predict actual use.
Acceptability based on women’s and
men’s experiences using these products
will be explored using the follow-up data
from this study:

Conclusions and Implications
The majority of participants who chose fe-
male-controlled methods appear to have
had an interest in experimenting with an
alternative STI prevention method. More-
over, the willingness to choose female-
controlled barrier methods appears to
apply to a wide range of young women
who use reproductive health care services
in diverse health care settings—a com-
munity-based clinic, a public health de-
partment clinic and a university health
center. This diversity in the population un-
derscores women'’s broad desire for ex-
panded choices to prevent STIs.
Although the need for some partner co-
operation in the use of existing female-
controlled barrier methods might limit
their use, these methods were considered
to be acceptable options for some young
women and men. Introducing these bar-
rier methods to young women in partic-
ular—a group that may not have well-es-
tablished method preferences yetand that
may be less able to negotiate male condom
use—might effectively increase the use of
female-controlled methods for STI pre-
vention. In addition, individuals at low
risk of unintended pregnancy because of
hormonal contraceptive use may be most
willing to experiment with a barrier meth-
od of unknown STI prevention efficacy.
Clinic-based education in contraception
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and STI-risk reduction that is targeted to
young sexually active women, including
those initiating hormonal contraceptive
use, might incorporate over-the-counter,
female-controlled barrier methods into the
method mix offered. In fact, such an ex-
panded choice of barrier methods might
ultimately lead to increased barrier meth-
od use overall.
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