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Failing Women,
Withholding
Protection

15 lost years in making
the female condom
accessible

Policy makers lament women'’s vulnerablity to HIV infection , yet for
15 years they have failed to utilise a technology which can hel p
women to protect and empower themselves. The female condo m is
the only female-initiated method which provides protection fro m

HIV infection; it also prevents unwanted pregnancy. Studies ha ve
shown it is acceptable to users, increases the proportion of

protected sex acts, and is cost-effective when provided in addition
to male condoms . Yet most women cannot access female
condoms. New female-initiated technologies such as microbic ides

will not be available for many years. Female condoms exist now;
the push for universal access to them should begin now.
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Summary

2008 marks 15 years since the female condom was invented, and,
disgracefully, 15 years of failing to make them accessible to the women who
need them. Despite the absence of any other female-initated form of
protection, and unprecedented rises in funding for the response to HIV,
female condoms remain inaccessible, and their contribution remains
untapped.

The urgent need for access to female condoms is evident in the feminisation
of the HIV pandemic, the large unmet need for contraception, and the pitiful
progress towards meeting Millennium Development Goals 5 and 6 on
maternal health and halting and reversing the spread of HIV.

Why provide female condoms, when male condoms are readily available,
much cheaper, and provide a comparable level of protection?

Female condoms are a tool to assist women’s empowerment. Women
who use female condoms report an increased sense of power for
negotiation of safer sex, and a greater sense of control and safety during
sex. It will be many years until women have any alternative female-
initiated means of protecting themselves.

Providing both female and male condoms leads to more instances of
protected sex and reductions in the incidence of sexually transmitted
infections (STIs). Their additive effect, providing protection in instances
which would not be protected by male condoms, makes them a cost-
effective form of HIV prevention.

Studies have repeatedly shown high levels of acceptability for female
condoms. Some users prefer them over male condoms, as they offer more
flexibility regarding the timing of putting them on and taking them off, and
have a more natural feel. However, many donors and policy-makers remain
sceptical that sufficient demand for them exists. Yet examination of female-
condom projects reveals significant demand, even though it is often
deliberately suppressed and unintentionally undermined by stigmatisation
and running out of stock. What is perceived as an issue of demand is
actually one of supply. Expanding access to female condoms is held up not
at the users’ end, but at the start of the chain: how much money donors and
governments are willing to invest in buying female condoms, supporting
female-condom programmes, and developing low-cost female condoms.

What is behind the failure to act comprehensively to create access to female
condoms? Responses from donors and policy-makers to the female
condom mirror the common reasons for not using a male condom:
responses formed by ignorance, culture, denial, ‘poverty’, and conservatism.
Added to this are overarching errors of a lack of leadership, a huge funding
bias against existing forms of primary HIV prevention, failure to scale up
programming, and failure to invest in strategies to lower the cost of female
condoms.

Of course, some efforts have been been made in the past 15 years, which
have accelerated since the launch of the United Nations Population Fund’s
(UNFPA) global Female Condom Initiative in 2005. The rapid expansion of
sales and free distribution in the few countries at the forefront of female
condom programming demonstrates the massive unmet demand for female
condoms. But there is so much more to be done. Worldwide, in 2007,
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roughly 423 male condoms were produced for just one female condom.
Female condoms currently have a unit cost about 18 times higher than male
condoms.

The levels of investment and programming needed to increase the choice of
available female condoms, to lower prices and to expand production are
highly feasible. Through collaborative action, donors, governments, civil
society organisations and the private sector can begin the progress of
achieving universal access to female condoms. Female condoms exist now,
and concerted efforts to make them accessible must begin now.

Recommendations

1 UNAIDS and UNFPA, along with donor and development organisations,
must provide visible global leadership to tap the potential of the female
condom as a contraceptive and a prevention method against STls
including HIV. They must make stringent advocacy efforts, prioritise
resources, and set meaningful targets to improve access. A short-term
target of raising female condom distribution to five per cent of total
condom distribution is achievable and affordable at a cost of around
$120m per year globally.

2 UN agencies (UNAIDS, UNFPA, UNIFEM, UNICEF, WHO, the ILO) and
international donors including the Global Fund to Fight AIDS,
Tuberculosis and Malaria must promote the female condom in their
gender and health policies and provide concrete assistance to
implementing agencies and governments. They must significantly boost
investment in female condoms, and UNITAID should include them in its
portfolio.

3 Governments, donors, and private investors must support female-
condom research and development (R & D) to create choice and lower
prices. In 2006, donors spent over $1bn on developing new HIV-
prevention technologies.” An investment of just $20m would allow new
female condoms to be brought to market. Patent laws should not infringe
on efforts to develop new female condoms and to produce affordable
generic versions, particularly patents stemming from publicly funded R &
D. The United States’ Food and Drug Administration should reclassify
female condoms from being in Class Il (high-risk devices) to Class I,
the same class as male condoms, while still requiring adequate
additional information and proof of effectiveness for significantly new
condom designs.

4 National governments, civil-society organisations, and the private sector
should collaborate on comprehensive long-term integrated female-
condom programming, making female condoms available to all women
and men, given their universal relevance as a contraceptive and STI-
prevention method.

5 Civil-society organisations should demand that governments and
international agencies include female condoms in their family-planning
and reproductive disease (including HIV) prevention programmes, and in
their funding plans to the United States President’s Emergency Plan for
AIDS Relief (PEPFAR), the Global Fund and UNITAID.

3 Failing Women, Withholding Protection, = Oxfam Briefing Paper, August
2008



1 Introduction

Lo #1
" Mmoo #
# " %%
Lot #d !
e R B
! # 1 & !
$ "1 "
L #0 :
N+ & $
n (_ # '
! # " !
I np o
# s - mr !
" ! ! 1"
/ # "o
& !
" Lrg o #
" " " i
# # & " #
"$ * " .1
& "$
. ! "
N b3
$ 2
3" " # " "4
! ! !
#r4" " " 1# "
1,1 $
" #
" " #LS

4 Failing Women, Withholding Protection, = Oxfam Briefing Paper, August
2008



Box 1: Which female condom? °
From 1993 to 2005 the only female condom was the Female Health
Company's FC (also referred to as FC1), made of polyurethane and using
an outer and inner ring, which was partly developed with public funding. It is
now being replaced by FC2, which employs the same design but using a
cheaper material, nitrile, and less costly production methods. As FC1 and
FC2 are the only female condoms approved by WHO for purchasing by UN
agencies,'® the Female Health Company has enjoyed monopoly status, and
most trials and pilot programmes feature their products. The Female Health
Company holds a series of patents on the design of the FC female condom.
It has been making a profit since 2006.™ Its sales went up from 13.5 million
in 2005 to almost 26 million in 2007, largely due to increased procurement
by UNFPA and key donors.

There is another female condom, the Reddy condom made by Medtech
Products Ltd in India, which has a triangular outer frame and an inner
sponge to hold the latex pouch in place in the vagina. It was developed by
Medtech without public funding. It is approved for use throughout Europe
and many other countries, and around five million were sold commercially
between 2003 and 2007." It has not yet fulfilled all the requirements of the
WHO pre-qualification procedure and so is not approved for purchasing by
UN agencies.

A key product under development is PATH’s woman’s condom, which has a
dissolving tampon-like capsule for easier insertion, dots of foam to keep the
polyurethane pouch in position in the vagina, a flexible outer ring, and a
separate lubricant. It may be available in China by 2010. PATH is seeking
funding for trials to gain approval in China, and then internationally.

Meanwhile, the Mediteam company in Belgium is at an earlier stage of
development of a latex female condom, which resembles a looser male
condom with a soft flat collar.
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2 The urgent need to make female
condoms accessible
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Why is access so urgent?

The consequences of HIV transmission
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Female condoms exist
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3 Voicing demand for female condoms
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Box 2: Some users’ comments about the female condom

‘| like the female condom as | often have issues with negotiating safe sex
with my partner. With the female condom | can take control and | feel more
confident.’

HIV-positive woman, Australia

‘I am tranquil and he is not fighting with me anymore when we are going to
have sex. We don’t have to fight because now, | don’t have to keep asking
him to use the condom. | use mine.’

Woman, Brazil

‘| prefer them because | put it in place, | trust them more than male
condoms (I've had several of them split), and | can leave it on for a while
after climax without worrying. The only thing | don't like about them is their
price.’

Woman, UK

‘My strategy for safer sex is my ability to use the female condom, which |
have control over... Sometimes my husband would complain... or have one
story or the other for not wanting to use the condom. | just decided to use
the female condom.’

Woman, Zimbabwe

‘In the beginning | didn't like it, | found it terrible, but | continued using it to
see if | could get accustomed to it. Now | like it.’

Female sex worker, Brazil

‘Having sex using a female condom feels loads better than using a male
condom.’

Man, USA

Demand and supply
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4 The official response
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Box 3: The Universal Access to Female Condom (UAFC)  programme,
initiated by Oxfam

This programme is complementary to UNFPA'’s Global Female Condom
Initiative. Oxfam formed the Female Condom Consortium with the Dutch
Ministry of Foreign Affairs, World Population Foundation, and IDA
Solutions.

The UAFC programme has three components:

1. Investment in research and development to lower the unit cost of female
condoms.

2. Large-scale female-condom programmes in three African countries:
Nigeria, Cameroon, and a third country (dependent on funding) to
demonstrate that demand can be created, supply chains can be managed,
and education can lead to safer sexual behaviour and female
empowerment.

3. International advocacy for greater investment in female condoms, and
linking and learning for more effective programming.

Through these three strategies the consortium aims to make a real
contribution towards universal access to female condoms in these three
countries, and to demonstrate that large-scale female-condom
programming can work. The programme is funded by the Dutch
government, DANIDA, and the Hewlett Foundation. SIDA, NORAD, and the
EU have pledged funding.
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5 Recommendations for change
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Notes

All website URLs listed were last accessed in June 2008.

! Assuming male condom distribution of 11 billion per year, 580 million
female condoms would equal five per cent of the total. At an estimated price
of $0.22, this equals $127.6m, less those which would be privately
purchased (currently around 86 per cent of production is purchased by public
bodies.)

% HIV Vaccines and Microbicides Resource Tracking Working Group (2007)
Building a Comprehensive Response: Funding for HIV Vaccines,
Microbicides and other New Prevention Options: 2000 —2006,
www.hivresourcetracking.org.

¥ CHANGE (2008) press release, 22 April, www.preventionnow.net.
* www.unaids.org/en/PolicyAndPractice/ResourcesAndFunding/default.asp.

® In terms of efficacy, research shows that the FC1 and FC2 female
condoms are comparable to other barrier methods in preventing pregnancy
and STIs, www.unfpa.org/hiv/female.htm.

® As of the end of 2007, approximately 31 per cent of people in need of anti-
retroviral treatment in developing nations were accessing it
(data.unaids.org/pub/PressRelease/2008/20080602_treatment_report_en.pd
f). By comparison, in 2007 roughly 22 million female condoms were
distributed to less-developed countries with a combined population of
approximately 1.4 billion women aged 15-49
(esa.un.org/unpp/index.asp?panel=2). This is equivalent to 1.6 per cent of
those women each having access to a single female condom. For 31 per
cent of those in need to gain access to a supply, we would have to make
ludricously low and incorrect assumptions: for example, that only one per
cent of the women were in need of female condoms, and that a yearly supply
constitutes just five condoms.

" UNAIDS (2008) ‘AIDS: exceptionalism revisited’, lecture by Peter Piot,
UNAIDS Executive Director, London School of Economics and Political
Science, 15 May, www.unaids.org. This is the lowest estimate seen during
research for this paper; the highest is six new infections for every person on
treatment (Stated by Anthony Fauci, the Director of America's National
Institute of Allergy and Infectious Diseases at the International AIDS Society
meeting in July 2007, www.medicalnewstoday.com/articles/77589.php).

® Rough estimate based on: 25.6 million female condoms sold by FHC in
2007, 86 per cent of which were purchased by the public sector (personal
coummunication, Patrick Friel, 20 June 2008), multiplied by a fully loaded
cost of $1.37 (PSI 2005 figure of $1.28 + inflation, cited in PATH & UNFPA
2005); research studies generous estimate of $1.3m; staff costs not included
in fully-loaded price, high estimate of 12 full-time at salary of $70,000 pa
each. Total of $32.8m compared to total estimated expenditure on HIV
response in 2007 of $10bn.

° The Female Health Company’s condoms are marketed under many brand
names, including Reality, Femidom, Dominique, Femy, Myfemy, Protectiv,
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Care, Confidorm, and Velvet, www.femalehealth.com. Medtech’s Reddy
condom is sold under brand names including Reddy, V Amour, L'amour, VA
WOW Feminine condom, and Sutra, www.medtechproducts.net. PATH is a
not-for-profit organisation, which has followed a user-driven design process
aimed at developing a female condom with very high user acceptability,
www.path.org. Mediteam does not have a website; personal communication
from Chantelle Couvreur of Mediteam via Rino Mayers of IDA Solutions, 5
June 2008.

1% This mechanism has been put in place while an international standard for
female condoms is developed, which will take at least another two years
who.int/reproductive-health/stis/female_condom.htm.

' Female Health Company (2007) ‘The Distance Travelled’, Female Health
Company Annual Report 2006,
www.femalehealth.com/fhcoinvestor.html#annual. The nitrile FC2 has
allowed the company to lower the price to public-health agencies and to
increase its gross profit margin (‘The Female Health Company Reports 267
per cent Increase in Second Quarter Earnings’, press release 14 May 2008,
www.femalehealth.com/fhcoinvestor.html#annual).

12 personal communication, Rino Meyers, IDA Solutions, 3 July 2008.

BIE Mantell, Z.A. Stein, and |. Susser (2008) ‘Women in the time of AIDS:
barriers, bargains, and benefits’, AIDS Education and Prevention 20(2): 91—
106.

1 UNAIDS & WHO (2007) ‘AIDS Epidemic Update 2007, www.unaids.org.

> UNAIDS & WHO (2006) ‘AIDS Epidemic Update 2006’ reports that in
Thailand a large proportion of new infections were among groups thought to
be at low risk, with one third being married women, while in Ghana, ‘as in
many other countries, marriage appears to be a significant risk factor for
women...while mobility is a strong risk factor among men. Married women
were almost three times more likely to be HIV-infected than women who had
never been married’.

1® UNAIDS & WHO (2007) op.cit.

" M. Over (2008) ‘Prevention Failure: The Ballooning Entitlement Burden of
US Global AIDS Treatment Spending and What to Do About It’, Center for
Global Development Working Paper Number 144, April 2008,
www.cgdev.org/content/publications/detail/15973.

18 All statistics in this subsection taken from Guttmacher/WHO (2007) ‘Facts
on Induced Abortion Worldwide’, www.guttmacher.org/pubs/fb_IAW.html.

¥ UNFPA (2007) ‘Donor Support for Contraceptives and Condoms for
STI/HIV Prevention 2006'.

2 UN (2007) ‘Africa and the Millennium Development Goals 2007 Update’,
www.un.org/millenniumgoals/docs/MDGafrica07.pdf.

2L UN (2007) ‘The Millennium Development Goals Report 2007’,
mdgs.un.org/unsd/mdg/Resources/Static/Products/Progress2007/UNSD_MD
G_Report_2007e.pdf

*Z Data in this sub-section is taken from UN (2007) ‘The Millenium
Development Goals: 2007 Progress Chart’,
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mdgs.un.org/unsd/mdg/Resources/Static/Products/Progress2007/MDG_Rep
ort_2007_Progress_Chart_en.pdf.

%% The exception is that latex condoms can cause natural rubber latex
allergy. The prevalence of this allergy is unclear. Studies in the west suggest
that one — six per cent of the population may be sensitised to natural rubber
latex, but not all develop symptoms (Www.hse.gov.uk/latex/about.htm).
UNAIDS cites a figure of up to eight per cent (UNAIDS (1997) ‘The Female
Condom and AIDS’, Point of View, Best Practice Collection, April). Non-latex
male condoms are available commerically in some developing countries, but
are not easily accessible via the public-health systems.

! For example, in one study, 13 per cent of women reported using the
female condom without their sexual partner's knowledge (D. Kerrigan, S.
Mobley, N. Rutenberg, A. Fisher, and E. Weiss (2000) The Female Condom:
Dynamics of Use in Urban Zimbabwe, Horizons, the Population Council,
list.popcouncil.org/pdfs/horizons/fcz.pdf).

%% In a study in South Africa 65 per cent of female condom users said it was
easier to convince their partner to use a female condom compared with a
male condom mainly due to the transfer of responsibility (M. Beksinska, E.
Marumo, J. Smit, and Z. Mabude (2005) ‘Country Experiences from South
Africa’, presented at the Global Consultation on Female Condoms in
Baltimore in September 2005,
www.path.org/projects/womans_condom_gcfc2005.php. Some people object
to this shifting of responsibility from men to women as the male condom is
the only male-initiated form of contraception. However, many women argue
the opposite, preferring to be in control of protecting their own bodies.

6 A. Welbourn (2006) ‘Sex Life and the Female Condom: Some Views of
HIV Positive Women’, Reproductive Health Matters 14(28): 32-40; P.R.
Telles Dias, K. Souto, and K. Page-Shafer (2006) ‘Long-term Female
Condom Use Among Vulnerable Populations in Brazil’, AIDS and Behavior
10: S6-S75; S. Hoffman (2006) ‘The Female Condom: Challenging
Misconceptions About Acceptability and Use’, presented at the Global
Health Council's event ‘Expanding Access to Female Condoms to Stem the
Spread of HIV' in Washington, DC on 14 June 2006,
www.globalhealth.org/images/pdf/public_policy/hoffman_061406.pdf.

" A. Kaler (2004) ‘The future of female-controlled barrier methods for HIV
prevention: female condoms and lessons learned’, Culture, Health &
Sexuality 6(6): 501-16; Hoffman (2006) op.cit.; Welbourn (2006) op.cit..

8 J.E. Mantell et al. (2008) op.cit.; A.L. Gray, J.A. Smit, N. Manzini, and M.
Bekinska (2006) ‘Systematic Review of Contraceptive Medicines: “Does
Choice Make A Difference?”, RHRU, University of Witwatersand, South
Africa,
http://mednet3.who.int/EML/expcom/expcom15/applications/sections/Contra
ChoiceReview.pdf.

? UNAIDS & WHO (1997) The Female Condom: An Information Pack, April.

O R.M. Barbosa, S. Kalckmann, E. Berquo, and Z. Stein (2007) ‘Notes on the
female condom: experiences in Brazil’, International Journal of STD & AIDS
18: 261-6.

25 Failing Women, Withholding Protection, = Oxfam Briefing Paper, August
2008



31 Though not at the same time! L. Artz, M. Macaluso, 1. Brill, J. Kelaghan, H.
Austin, M. Fleenor, L. Robey, and E.W. Hook (2000) ‘Effectiveness of an
intervention promoting the female condom to patients at sexually transmitted
disease clinics’, American Journal of Public Health 90(2): 237-44.

% Kerrigan et al. (2000) op.cit..

3 G.Vijayakumar, Z. Mabude, J. Smit, M. Beksinska, and M. Lurie (2006) ‘A
review of female-condom effectiveness: patterns of use and impact on
protected sex acts and STI incidence’, International Journal of STD and AIDS
17(10): 652-9.

% A. Fontanet, J. Saba, V. Chandelying, C. Sakondhavat, P. Bhiraleus, S.
Rugpao, C. Chongsomchai, O. Kiriwat, S. Tovanabutra, L. Dally, J.M. Lange,
and W. Rojanapithayakorn (1998) ‘Protection against sexually transmitted
diseases by granting sex workers in Thailand the choice of using the male or
female condom: results from a randomised controlled trial’, AIDS 12 1851-9.

% T.H. Hoke, P.J. Feldblum, K. Van Damme, M.D. Nasution, T.W. Grey, E.L.
Wong, L. Ralimamonjy, L. Raharimalala, and A. Rasamindrakotroka (2007)
‘Temporal trends in sexually transmitted infection prevalence and condom
use following introduction of the female condom to Madagascar sex
workers’, International Journal of STD & AIDS 18(7): 4616,
ijsa.rsmjournals.com/cgi/reprint/18/7/461.

*® The public-health price for UNFPA/UNAIDS/WHO purchases from the
Female Health Company is currently $0.55 (personal communication, Rino
Mayers, IDA Solutions, 19 June 2008) against a price of male condoms of
around $0.03. The Reddy condom can be purchased for $0.45 (personal
communication, Rino Mayers, IDA Solutions, 3 July 2008).

%" Hoke et al. (2007) op.cit..

% UNAIDS (1999) Launching and Promoting the Female Condom in Eastern
and Southern Africa, UNAIDS Best Practice Collection, May,
www.unaids.org.

BE, Marseille, J. Kahn, K. Billinghurst, and J. Saba (2001) ‘Cost
effectiveness of the female condom in preventing HIV and STDs in
commercial sex workers in rural South Africa’, Social Science and Medicine,
52: 135-48; D. Dowdy, M.D. Sweat, D.R. Holtgrave (2006) ‘Country-wide
distribution of the nitrile female condom (FC2) in Brazil and South Africa: a
cost-effectiveness analysis’, AIDS 20 (16) 2091-8, www.aidsonline.com. The
2006 study showed less compelling savings, but only accounted for the cost
of anti-retroviral treatment, excluding the costs of other treatment associated
with HIV including hospitalisation, and of other STIs. All such studies are
highly sensitive to the many assumptions made for the input parameters,
including changing prices for treatment and condoms.

“ Kaler (2004) op.cit..

*! Five years' time is the earliest the public might access a microbicide
(www.global-campaign.org/about_microbicides.htm). A vaccine is much
futher away: in a recent survey, nearly two-thirds of AIDS scientists believed
it would be more than ten years (www.independent.co.uk/news/sciencel/is-it-
time-to-give-up-the-search-for-an-aids-vaccine-814737.html).
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“2 Male and female condoms are around 95 per cent effective when used
corrrectly and consistently. The International AIDS Vaccine Initiative notes
that ‘even after people receive the vaccine, they will still need to take other
prevention precautions (such as using condoms and microbicides)’
(www.iavi.org/viewpage.cfm?aid=1685), while the Global Campaign for
Microbicides expects that correct and consistent use of male and female
condoms will be the preferrred option, with microbicides’ role being giving
some protection to people who cannot or will not use condoms (www.global-
campaign.org/more_microbicides.htm).

3 personal communication, 6 June 2008.
“ UNAIDS & WHO (1997) op.cit..
“5 Vijayakumar et al. (2006) op.cit..

“% Data in these bullet points is taken from: Telles Dias et al. (2006) op.cit.;
Mantell et al. (2008) op.cit.; M. Skaer and V. Ebin (2006) In Our Own Hands:
SWAA-Ghana Champions of the Female Condom,
www.popcouncil.org/pdfs/qcq/QCQ17.pdf; Kerrigan et al. (2000) op.cit.;
UNAIDS & WHO (1997) op.cit.; and information from the Female Health
Company, www.femalehealth.com.

" Male condoms require an erection, and so can only be employed during
sex, whereas female condoms can be inserted up to eight hours before sex.
This means no interruption in sex play, and avoids the renegotiation and
potential conflict caused when women have to ask their partner to stop and
put on a male condom. It also precludes taking risky decisions in the ‘heat of
the moment’. Furthermore, with male condoms, penetration leads directly to
ejaculation, after which the man must withdraw or risk having the condom
slip off. With female condoms the process doesn’t have to be so linear, as
there is no need to maintain an erection to keep the condom in place.
Penetration can be mixed with other kinds of sex play. Following ejaculation,
the couple can stay together if they wish, with no need to part straight after
male orgasm.

*® In addition, some women and men get added sexual stimulation from the
inner and outer rings of FC1 and FC2. This can make sex with a female
condom more pleasurable than sex without protection.

“9In one study 21 per cent of receptive partners and 26 per cent of insertive
partners preferred FC1 over male condoms when having sex with someone
of unknown HIV status. This figure rose to 60 per cent for HIV-positive
insertive partners having sex with an HIV-negative partner. (C. Renzia, S.R.
Tabet, J.A. Stucky, N. Eaton, A.S. Coletti, C.M. Surawicz, S.N. Agoff, P.J.
Heagerty, M.Grosse, and C.L. Celuma (2003) ‘Safety and acceptability of the
RealityTM condom for anal sex among men who have sex with men’, AIDS
18(5): 727-31, www.aidsonline.com).

% |n a study in Brazil, less than a fifth of female condom users initially
adopted the technology without any problem, but all did adopt it with support
to overcome those ‘teething problems’ (Telles Dias et al. 2006 op.cit.). The
participants identified the following issues as influencing their acceptance
and subsequent adoption of the female condom: (1) practising condom
insertion on a pelvic model; (2) being warned that there would likely be a
period of adjustment during which it is usual to experience difficulties; (3)
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encouragement regarding use of the product, including its advantages; (4)
testimonials from others who liked and adopted the method; (5) learning
strategies to negotiate condom use with sexual partners; (6) information on
female genital anatomy; and (7) information on STIs. In another trial, users of
female condoms initially reported problems of slippage in ten per cent of
uses, but this had gone to 0 (out of 129 uses) by the end of the study
(Fontanet et al. (1998) op.cit.).

*! Hoffman (2008) op.cit., citing four other studies.

%2 Prastut Consulting (2007) ‘Product Usage Study Report, Natural Latex
Female Condom’, April 12, inspiral.tv/imglib/VA-
Standalone_study_Analysis_and_report.pdf

%8 PATH reports from its trials that over 90 per cent of couples were satisfied
with the condom’s performance for ease of use, stability, comfort, and
sensation. Ninety-eight per cent of women and 99 per cent of men found the
sensation of sex to be okay to very satisfactory:
www.path.org/files/TS_update_womans_condom.pdf.

* Quotes taken from: Welbourn (2006) op.cit.; Telles Dias et al. (2006)
op.cit.; ZWRCN (no date): ‘I' Stories of Women Living with HIV and AIDS:
Sexual Rights and Access to Treatment among HIV Positive Women in
Zimbabwe, Zimbabwe Women'’s Resource Centre and Network. UK and
USA quotes from personal communications.

*® For example, PSI in Zimbabwe initially forecast sales of 4,000 female
condoms a month, but sold an average of almost 19,000 a month for the first
four months, slowing to an average of over 13,000 a month in the following
25 months (Kerrigan et al. (2000) op.cit.).

%N 2007, worldwide about 26 million female condoms were distributed,
compared with around 11 billion male condoms (CHANGE (2008) op.cit.).

" CHANGE attempted to find a global estimate of demand for female
condoms in order to advocate that USAID should fund its share of meeting
demand. However, they were unable to find any such estimate (personal
communication, Lauren Sisson, CHANGE, 5 May 2008). Its non-existence is
confirmed by Bidia Deperthes of UNFPA (personal communication, 17 June
2008).

%8 For example, in market research in Ghana, 60 per cent of respondents
had never heard of the female condom, and just 0.4 per cent had ever used
it (Skaer & Ebin (2006) op.cit.).

% M. Latka (2001) ‘Female-initiated barrier methods for the prevention of
STI/HIV: Where are we now? Where should we go?’, Journal of Urban
Health 78 (4) 571-80.

% SWAA Cameroon (communication from Adrienne Germaine), Ghana
(Skaer & Ebin (2006) op.cit.), and Tanzania and Malawi (World Population
Fund & Oxfam Novib (2007) ‘A Matter of Choice Rather than Noise’, report
on an international meeting on the female condom, 12—-14 September 2007,
Oegstgeest, The Netherlands, available from the resources page of
www.preventionnow.net).
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® For example, in Fontanet et al. (1998) op.cit., sex workers were asked to
propose a male condom, and only to use a female condom if the client
refused. This approach maximises cost-effectiveness.

%2 In one Zambian study couples were counselled about the benefits of
condom use, but were given only ten female condoms against 60 male
condoms at each visit to the clinic. Despite female condoms making up only
14 per cent of their condom supply, the couples reported using them in
around 24 per cent of sexual acts after 12 months; it is plausible that their
use would have been higher if the supply were not so restricted. This is not
mentioned in the study, nor in any citations or reviews of it. (E. Musaba, C.S.
Morrison, M.R. Sunkutu, and E.L. Wong (1998) ‘Long-term use of the female
condom among couples at high risk of human immunodeficiency virus
infection in Zambia’, Sexually Transmitted Diseases 25(5): 260—4,
www.stdjournal.com).

% World Population Foundation & Oxfam Novib (2007) op.cit..
 UNFPA (2008) op.cit..

® World Population Fund & Oxfam Novib (2007) op.cit..

®® CHANGE (2008) op.cit..

®" G.F. Brown, V. Raghavendran, and S. Walker (2007) ‘Planning for
Microbicide Access in Developing Countries: Lessons from the Introduction
of Contraceptive Technologies’, International Partnership for Microbicides,
July 2007, ipm-
microbicides.org/pdfs/english/ipm_publications/2007/ipm_rh_paper_en_2007
0730v6.pdf.

% For example, the Aidsmap website (www.aidsmap.com, accessed on 5
June 2008) features three paragraphs on female-controlled methods of safer
sex. The first gives the context. The second states that the female condom is
the first product to give women more control, but then gives four negative
opinions. The last of these — that a man can deliberately insert his penis in
the vagina around the side of the condom without the woman knowing — is
not an issue reported in trials. The third paragraph is about microbicides,
making two positive comments, including that they potentially have the
benefit of protection against STls.

% A key finding of recent research into USAID’s role in promoting female
condoms found that ‘US agencies responsible for female condom
programming and procurement do not have polices that promote the
integration of female condoms into HIV prevention and family planning
programs. Whether the US procures female condoms in a given country is
highly dependent on the personal biases of USAID mission staff’ (CHANGE
(2008) op.cit..) The report also mentions how the lack of specific policy
guidance on female condoms affects US-funded agencies such as
Population Services International (PSl); although PSI is one of the largest
distributors of female condoms, female condoms remain a marginal product
within its network, with programming dependant on the presence of female
condom ‘champions’ in individual offices.

® For example, in an on-line conference in May 2008 about female
condoms, one contributor from Uganda stated: ‘female condoms are quite
expensive, particularly for cash-strapped countries where funds for condom
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procurement and promotion have to be requested as a donation from
development partners/donors. Sometimes we have to make a choice and
convince ourselves that it would be more cost-effective to bring in 2 million
male condoms than 100,000 pieces of the female condoms’. She also noted
that she would prefer not to have to choose, but to give people access to
both. Of course, the trade-off is rarely applied outside of the condom sphere,
for example, to compare procurement of female condoms with that of jet
fighters.

™ Conservatism is also evident in provider bias. Within HIV prevention, staff
are generally more comfortable with promoting the male condom. Family-
planning staff have a preference for 100 per cent effective oral
contraceptives over harm-reduction strategies (Kaler (2004) op.cit.).

2 EFor example, a joint statement by WHO, UNAIDS, and UNFPA entitled
‘Position Statement on Condoms and HIV Prevention (July 2004)’ begins:
‘The male latex condom is the single, most efficient, available technology to
reduce the sexual transmission of HIV and other sexually transmitted
infections’. Yet the female condom is as efficacious as the male condom.
The document includes 38 references to ‘condoms’ but only one to ‘female
condoms’: ‘Female condoms can provide women with more control in
protecting themselves’,
www.unfpa.org/upload/lib_pub_file/343_filename_Condom_statement.pdf

"8 When accessed on 29 April 2006, a UNAIDS web page began with the
same sentence as the previous footnote, but then added: ‘Along with the
female condom, it [the male condom] is a main component of
comprehensive strategies to reduce risks of sexual exposure to HIV'.
However, in the process of researching this brief, the page was updated to
read: ‘The male latex condom is the most efficient and available technology
to reduce the sexual transmission of HIV and other sexually transmitted
infections. The female condom is increasingly available and is equally
effective in reducing the sexual transmission of HIV. Condoms have played a
decisive role in HIV prevention efforts in many countries. Both male and
female condoms are a main component of comprehensive strategies to
reduce risks of sexual exposure to HIV’,
www.unaids.org/en/PolicyAndPractice/Prevention/Condoms/default.asp.

™ For example, UNAIDS’ 2007 Practical Guidelines for Intensifying HIV
Prevention, Towards Universal Access mentions ‘male and female condoms’
throughout, but gives no special attention to the challenges of expanding
access to female condoms despite all the known problems of negative
perceptions, costs of procurement, the need to train health providers, and so
on.

’® Brown et al. (2007) op.cit.; CHANGE (2008) op.cit.. Mantell et al. (2008)
op.cit. failed to find figures for global investment in research and
development of female condoms; investment in procurement and
programming is also difficult to track because many donors provide support
through non-earmarked funds.

"® Over (2008) op.cit.. As Peter Piot stated recently in his opening speech to
the Implementers’ Meeting: ‘First we need to work much harder on
prevention. Although some countries are, for the first time, recording lower
rates of new infections, most AIDS responses still pay too little attention to
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HIV prevention...One problem is lack of demand. Imagine what could
happen if there were a strong constituency — along the lines of South Africa’s
Treatment Action Campaign —marching for HIV prevention too’. (UNAIDS
(2008) ‘Opening Speech at the Implementers Meeting’, Peter Piot, UNAIDS
Executive Director, Kampala, 3 June 2008, www.unaids.org).

" For 2006, UNFPA estimated that 18 billion condoms were needed, and
about 11.4 billion were available (UNFPA (2007) op.cit.).

"8 For example, on World AIDS Day 2004 Peter Piot of UNAIDS stated
(emphasis added) ‘To reverse these inequities we must focus attention and
resources on increasing access to prevention and treatment services for
women. We need to make female condoms readily accessible in more parts
of the world. And even more urgent is the need for investment in a
microbicide that a woman can confidently and confidentially use to protect
herself from HIV’,
data.unaids.org/Media/Speeches02/sp_piot_wad2004_01dec04_en.pdf.

" HIV Vaccines and Microbicides Resource Tracking Working Group (2007)
Building a Comprehensive Response: Funding for HIV Vaccines,
Microbicides and other New Prevention Options: 2000 —2006,
www.hivresourcetracking.org.

% personal communication, Joanie Robertson, PATH, 14 May 2008.

8 Kaler (2004) op.cit. states ‘...investment in large scaling-up of activities is
crucial, as is moving beyond piloting and acceptability studies...Sadly, it may
seem safer to invest in endless piecemeal trials rather than taking the leap to
scale-up, but the public health impact of acceptability trials is negligible’.

8 PATH & UNFPA (2006) Female Condom: A Powerful Tool for Protection,
www.unfpa.org/publications/detail.cfm?ID=298. The fully loaded cost per
female condom in PSI programmes was $2.96 in 2000, down to $1.28 in
2005.

% With the exception of the Female Health Company’s development of FC2,
which has resulted in around a 30 per cent reduction in price compared to
FCL1. Regarding re-use, WHO funded several studies of FC1 and produced
protocols to assist in risk-reduction, but never recommended reuse of FC1.
Studies showed that it could be washed, re-lubricated, and re-used up to
seven times without damaging its structural integrity:
www.who.int/reproductive-health/stis/reuse.en.html.

8 PATH & UNFPA (2006) op.cit..Currently the FDA classifies female
condoms in Class lll, the same category as pace-makers and other invasive
devices which are life-supporting or life-sustaining, and which present a high
or potentially unreasonable risk of illness or injury to a patient (Williams ED
(2007) The Medical Device Approval Process and Related Legislative Issues,
CRS Report for Congress, updated July 12 2007). This makes the clinical
trials very expensive, a severe deterrent to manufacturers. It has also
affected device improvement: the Female Health Company only changed the
material for FC2 and not the design, to minimise the time and cost of
approval processes. FDA approval is required for USAID procurement:
USAID is currently procuring the more expensive FC1 because FC2 has not
yet passed FDA approval. Male condoms are in Class I, devices which pose
a moderate risk to patients, and do not face the same regulatory challenges.
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% For an analysis of the characteristics of these leading programmes, see M.
Warren and A. Philpott (2003) ‘Expanding Safer Sex Options: Introducing the
Female Condom into National Programs’, Reproductive Health Matters
11(21): 130-39.

8 As of May 2008, they are Botswana, Burkina Faso, Central African
Republic, Congo DR, Céte d’lvoire, Ethiopia, Liberia, Malawi, Mauritania,
Mauritius, Mozambique, Nigeria, Senegal, Sierra Leone, Tanzania, Zambia,
Zimbabwe, Cambodia, India, Loa PDR, Mongolia, Myanmar, Papua New
Guinea, Anguilla, Antigua & Barbuda, Aruba, Barbados, Belize, Bermuda,
Bonaire, Cayman Islands, Curacao, Dominica, Grenada, Guyana, Jamaica,
Monsterrat, St. Eustatius, St. Kitts/Nevis, St. Lucia, St. Maarten, St. Vincent,
Suriname, Tortola, Trinidad and Tobago, Turks and Caicos (UNFPA (2008)
op.cit.).

8 SWAA Cameroon (communication from Adrienne Germaine), Ghana
(Skaer & Ebin (2006) op.cit.), and Tanzania and Malawi (World Population
Fund & Oxfam Novib (2007) op.cit.).

8 CHANGE (2008) op.cit..

® The Lancet Infectious Diseases 8(6): 343, www.thelancet.com (free
registration required to access documents).

% personal communication, Bidia Deperthes, UNFPA, 16 June 2008.

°% Assuming male condom distribution of 11 billion per year, 580 million
female condoms would equal five per cent of the total. At an estimated price
of $0.22, this equals $127.6m, less those which would be privately
purchased (currently around 86 per cent of production is purchased by public
bodies.)

%2 HIV Vaccines and Microbicides Resource Tracking Working Group (2007)
Building a Comprehensive Response: Funding for HIV Vaccines,
Microbicides and other New Prevention Options: 2000 —2006,
www.hivresourcetracking.org.
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International
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World Population Foundation
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improvement of reproductive and sexual health and rights in
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