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ABSTRACT 
 
Background: Cameroon has the highest HIV/AIDS prevalence of 5.3% in the West and Central 
African Sub-region, with women being the most infected. The biological and socio-cultural 
vulnerability of women to HIV infection is not new. A proven effective female controlled prevention 
tool like the female condom is relatively new compared to the male condom in the prevention of HIV 
in Cameroon. Data related to its use and acceptability are rare. Relatively early onset of sexual 
activity amongst female students in Cameroon is a sad reality. The purpose of this study was to 
ascertain the knowledge, attitudes and use of the female condom amongst high school female 
students in the Kumba Urban area, Cameroon. 
Methods: A descriptive design was adopted and carried out during the month of May 2014, on a 
representative sample of consenting high school female students, from a sample of high schools in 
Kumba. Pretested questionnaires in English language were self-administered to 398 students. Data 
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were analysed with the Statistical Package for Social Sciences (SPSS) version 20.0 software.  
Results: Most female high school students (67.3%) knew about female condoms and 75.6% of 
them knew that correct and consistent use of female condoms during sexual intercourse can 
prevent HIV transmission. However, lack of knowledge on how to correctly fit the female condom 
was seen in 68.1% of our sample. The main source of information with regards to female condoms 
was the mass media (64.6%). Perceived decrease in sexual satisfaction with its use was reported 
by 64.1% of the female students and only 38.7% of them felt that female condoms were readily 
available. The percentage of the sexually experienced female students who had ever used female 
condoms during sexual intercourse was also very low, 8.0%. 
Conclusion: The findings of this study suggest that including female condoms within the supplies 
package of the essential drug program in Cameroon and advocacy targeting international donors 
could help address the availability and affordability barriers. More quantitative and qualitative 
studies targeting students in rural areas, out-of-school females and male counterparts with regards 
female condoms could be very informative in setting up a comprehensive health education and 
HIV prevention strategy. 
 

 
Keywords: Knowledge; attitudes; female condom; high school female students; Cameroon.  
  
1. INTRODUCTION 
 
Sub-Saharan Africa (SSA) remains the region 
hardest hit by the HIV/AIDS pandemic than any 
other in the world, largely due to high risk 
behaviour and neglect of potential preventive 
measures. In 2010, about 68% of all people living 
with HIV/AIDS (PLWHA) resided in SSA, a region 
with only 12% of the global population. SSA also 
account for 70% of all new HIV infection [1]. 
Particularly distressing is the fact that nearly 3.3 
million youth are living with HIV/AIDS in SSA, 
and 75% of these youth are girls [2]. In sub 
Saharan Africa young women within the age 
group of 15-24 years are 3-4 times more likely to 
be infected with HIV than men of the same age 
[3]. Physiology, gender roles, sexual norms, 
inequalities in accessing resources and power in 
decision-making based on socio-cultural 
background put women and girls at greater risk 
of infection than men and boys [4-6].  
 
Cameroon has the highest HIV/AIDS prevalence 
rate in the west and central Africa sub region of 
5.3%, with females being more affected than 
males, with a prevalence of 6.5 % [7]. The 
epidemic can potentially derail Cameroon’s 
efforts to achieve the Millennium Development 
Goals (MDGs) by 2015. In Cameroon, 61% of 
PLWHA are women [8] and the prevalence 
among women of reproductive age is 6.8% [9]. 
These prevalence rates suggest that HIV 
prevention campaigns are not being translated 
into safer sexual behaviours. There is thus a high 
likelihood of encountering a sexual partner that is 
infected when levels of HIV prevalence are high. 
Heterosexual transmission of HIV/AIDS accounts 

for about 90% of new infections in Cameroon 
[10]. Hence young people are at risk of getting 
the disease as soon as they initiate sexual 
activity.   
 
Correct and consistent condom use whether male 
or female, has been acknowledged to be effective 
towards successful prevention of sexually 
transmissible infections (STIs), including 
HIV/AIDS [11-13]. Knowledge and use of the 
male condom is not uncommon. However with 
well over 50% of all young people living with HIV 
worldwide being women, [7] there is need for a 
female HIV prevention initiative (female condoms) 
to empower women to protect themselves from 
risk of HIV infection. Because use of the female 
condom can be initiated by women, the device 
provides a way for women to protect themselves 
from STIs, including HIV infection. When used 
correctly, the female condom is as effective as 
the male condom in reducing HIV transmission. In 
addition, it can be inserted hours before 
intercourse, and it is therefore less likely than the 
male condom to reduce sexual spontaneity [14]. 
 
The female condom has become widely used for 
HIV prevention in several developing countries 
with high HIV incidence [15-17]. Studies around 
the globe have found positive results from 
introducing the female condom to women of all 
ages, including decreased incidence of STIs and 
unwanted pregnancies, and increased protected 
sex [18,19]. 
 
Despite extensive research showing its 
effectiveness and acceptability with various 
populations at highest risk, the female condom 
remains unpopular and underutilized in most 
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communities [20].  
There are many barriers to accessing and using 
the female condom, which include:  
 

i. Cost (approximately US $0.70), about ten 
times the cost of male condoms [21,22], 
thus making it prohibitive for people at high 
risk who are also likely to be poor. 

ii. Lack of adequate awareness campaigns, 
necessary information and availability of 
stock [5]. 

iii. Lack of extensive promotion and marketing 
[23,24]. 

 
In accordance with the National Strategic Plan for 
the fight against HIV/AIDS in Cameroon for the 
period 2006-2010 and with the support of a 
consortium of Netherlands Non-Governmental 
Organisations (NGOs) grouped under the label of 
Universal Access to Female Condom (UAFC), the 
Association Camerounaise pour le Marketing 
Social (ACMS) launched in January 2009 a three 
year project (2009-2011) to promote and 
distribute female condoms in five regions of 
Cameroon, including Centre, Littoral, Adamawa, 
Northwest and Southwest regions. 
 
The project had as objectives: 
 

i. To help reduce the number of unwanted 
pregnancies and the number of HIV/AIDS 
infections. 

ii. Increase to at least 80% the percentage of 
women in urban and rural areas that report 
having used a condom on the last high-risk 
sexual intercourse. 

iii. Improve the accessibility and availability of 
female condoms. 

iv. Improve the perception of risk of 
contracting HIV among women. 

v. Improve the attitudes, practices and 
behaviours regarding HIV prevention 
through available communication and 
health education tools. 

vi. Fight against barriers that hinder the use of 
female condoms by women [25]. 

 
Accurate assessment of self-reports of sexual 
behaviours is vital to the evaluation of HIV 
prevention intervention. Data on knowledge, 
attitudes, and use of condoms in Cameroon is 
sparse and has largely focused on the male 
condom [7-9]. Despite the introduction of the 
female condom “protective” in Cameroon a long 
time ago, few studies have been conducted to 
assess the knowledge, attitudes regarding female 
condoms and their use [25]. It is against this 

background that this study investigates the 
knowledge, perceptions, attitudes and use of the 
female condom among high school female 
students in Kumba Cameroon. The study focuses 
on high school female students because majority 
of them fall within the age group hardest hit by 
HIV/AIDS (15-24 years). 
 
2. METHODS 
 
2.1 Study Design  
 
A descriptive cross-sectional design was adopted 
in this study, to assess the knowledge, 
perceptions, attitudes and use of female 
condoms among high school female students in 
Kumba, Southwest region of Cameroon. The 
study was conducted in May 2014 in Kumba, the 
economic capital of the Southwest region of 
Cameroon, which happens to be the third ranked 
region in HIV/AIDS prevalence.  
 
2.2 Study Area  
 
Kumba is the administrative headquarters of 
Meme division, and the economic capital of the 
Southwest region, thus making it one of 
Cameroon’s wealthiest urban centres, which 
together with the availability of economic and 
social amenities, industries and political 
institutions, has resulted in a high population 
density. With a total land area of 188.4 Km², the 
total population of Kumba, a mixture of Christians 
and Muslims, was estimated at 166 000 
inhabitants (51.2% males and 48.8% females) 
[26], the majority of whom are farmers and 
traders [27]. Administratively, the city is divided 
into three local government areas.  
 
2.3 Study Population  
 
In this study, the accessible population included 
all the high school female students in Kumba, 
Cameroon, that portion of the target population 
to which the researcher had reasonable access 
[28]. The inclusion criteria were high school 
female students who were present and willing to 
participate in the study. Those who were not 
present on the day and time of data collection 
were excluded from the study. 
 
2.4 Sampling Technique 
 
A stratified, simple random sampling technique 
was used to select the sample for this study. 
Probability sampling was used because it 
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increased the likelihood that all the elements in 
the population would have an equal chance of 
being included in the sample [29]. The school 
attendance registers of the female students were 
used as the sampling frame to select a sample of 
398 grade 10 to grade 12 (Form five to upper 
sixth) female students from three randomly 
selected high schools (one from each local 
government area) in Kumba, Cameroon. The 
students were stratified at the different levels of 
study, namely grade 10 (form 5), grade 11 (lower 
6th) and grade 12 (upper 6th). After stratification, 
a proportional simple random sample was 
obtained by selecting students randomly from the 
sampling frame until the intended sample size 
was attained. 
 
2.5 Sample Size 
 
No data regarding awareness and knowledge 
about female condom use was available and 
thus the sample size was calculated using the 
following formula for single population [30], to 
arrive at a sample size of 398. 
 
2.6 Data Collection  
 
Data was collected by a self-administered 
anonymous questionnaire during a normal class 
period in May 2014. The questionnaire was 
pretested on a convenience sample of 20 high 
school female students who did not take part in 
the actual study, for clarity and to ascertain 
internal consistency. Respondents were given 
the self-administered questionnaires in English, 
which was their first language. The students 
were closely supervised by two trained female 
research assistants of the same age group as 
the respondents, while filling-in the 
questionnaires. The completed questionnaires 
were checked by the research assistants for 
errors and missing data before participants were 
allowed to go. Anonymously completed 
questionnaires were kept in a separate 
container from the signed informed consent 
forms in order to maintain anonymity. 
 
2.7 Data Management and Analysis 
 
Data were edited, cleaned, coded, entered and 
analysed using the Statistical Package for Social 
Sciences (SPSS) version 20 software program. 
Data were summarised by means of descriptive 
statistics including the frequency table. 
 
 

2.8 Measures 
 
2.8.1 Socio-demographic characteristics  
 
Socio-demographic characteristics included: age 
which was self-reported in years, marital status, 
categorised into ‘single’ and ‘others’, religion 
categorised into two groups (Christians and 
Muslims), and fathers’ and mothers’ monthly 
incomes, categorised into two groups (more than 
200 000XAF and 200 000XAF or less). 
 
2.8.2 Knowledge on female condoms  
 
Knowledge on female condoms was assessed 
with the following questions and items: Do you 
know about female condoms? And the response 
options were ‘1=yes’ and ‘0=no’; HIV/AIDS can 
be prevented by correctly and consistently using 
female condoms during sexual intercourse, and I 
lack knowledge on how to correctly fit female 
condoms, with response options rated on a four-
point Likert scale as ‘3=strongly agree’, 
‘2=agree’, ‘1=disagree’ and ‘0=strongly disagree’. 
‘Strongly agree’ and ‘agree’ were coded as the 
index category, and the source providing 
knowledge about female condoms. 
 
2.8.3 Attitudes towards female condoms  
 
Attitudes towards female condoms were 
assessed based on the degree of agreement 
with the following statements: female condoms 
decrease sexual satisfaction, due to religious 
beliefs I feel guilty using a female condom, and 
distance to the nearest female condom access 
point is far, female condoms are readily available 
to me and female condoms are affordable to me.  
The response options were rated on a four-point 
Likert scale as ‘3=strongly agree’, ‘2=agree’, 
‘1=disagree’ and ‘0=strongly disagree’. ‘Strongly 
agree’ and ‘agree’ were coded as the index 
category.  
 
2.8.4 Sexual behaviours and female condom 

use 
 
Sexual behaviour included: sexual experience 
categorised into 1=yes and 0=no, number of 
sexual partners in the last one year, divided into 
two categories (one or less and more than one), 
number of concurrent sexual partners during the 
study period, divided into two categories (one or 
less and more than one), female condom use 
during first sexual intercourse categorised into 
two groups (1=yes, 0=no), female condom use 
during last sexual encounter categorised into 
1=yes and 0=no, regularity of female condom 
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use during sexual intercourse divided into four 
categories (1=always, 2=most of the time, 
3=seldom and 4=never), and motivation to use 
female condoms during sex. These questions 
were asked only to respondents who were 
sexually active). The coefficient alpha for the 3-
item condom use scale was 0.80, while the alpha 
reliability for the 2-item scale for number of 
sexual partners was 0.88, which both indicate 
high internal consistencies of the items. Sexually 
active female students who have never used 
female condoms were asked about their reasons 
for not using female condoms. 
 
3. RESULTS AND DISCUSSION 
 
3.1 Results 
 
3.1.1 Socio-demographic characteristics  
 
All the 398 respondents in this study were 
females, and the majority, 98.2% were between 
the ages of 15 and 24 years, with 95.0% being 
single. Three hundred and eighty four (96.5%) 
were Christians. Majority of them, 60.5% 
indicated that their fathers’ monthly incomes 
were less than 200 000XAF (US$ 13.00 a day) 
and 75.6% indicated that their mothers’ monthly 
incomes were less than 200 000XAF (US$ 13.00 
a day) (Table 1).  
 
3.1.2 Knowledge on the female condom  
 
Table 2 explicates the knowledge on the female 
condom among female students in Kumba. 
Majority, 67.3% knew about female condoms and 
majority, 75.6% knew that correct and consistent 

use of female condoms during sexual intercourse 
can prevent HIV transmission. However, 
majority, 68.1% lacked knowledge on how to 
correctly fit female condoms.  
 
The respondents were asked to indicate the main 
sources providing them with knowledge on 
female condoms. The majority, 64.6% received 
information on female condoms from the mass 
media (Televisions, Radios, Magazines and 
newspapers), while few, 6.7% received such 
information from their parents and 13.0% 
received it from hospitals or clinics. There were 
no statistically significant associations between 
age of respondents and their knowledge on the 
female condom at the level 0.05 (results not 
shown). 
 
3.1.3 Attitudes towards female condoms  
 
Table 3 explicates the attitudes towards female 
condoms among the respondents. Majority, 
64.1% believed that female condoms decrease 
sexual satisfaction, and a slight majority, 52.0% 
believed that due to religious beliefs they would 
feel guilty using female condoms. A slight 
majority, 52.5% perceived that the distance to 
the nearest access point for female condoms is 
far; only few, 38.7% perceived that female 
condoms are readily available, and few, 24.6% 
perceived that female condoms are affordable. 
Therefore majority of the female students 
exhibited negative attitudes towards the female 
condom. There were no statistically significant 
associations between age of respondents and 
their attitudes towards the female condom at the 
level 0.05 (results not shown).  

 

Table 1. Socio-demographic characteristics of femal e students in Kumba, Cameroon 
 

Characteristics  Frequency  Percentage  
Age Group (n=398)  
11-14 
15-17 
18-21 
22-24 
25-27 

 
6 
139 
239 
13 
1 

 
1.5 
34.9 
60.0 
3.3 
0.3 

Marital Status  (n=398)  
Single  
Others 

 
378 
20 

 
95.0 
5.0 

Religious Affiliation (n=398)  
Christian  
Muslim 

 
384 
14 

 
96.5 
3.5 

Father’s monthly income (n=398)  
200 000XAF and above 
Less than 200 000XAF 

 
157 
241 

 
39.5 
60.5 

Mother’s monthly income (n=398)  
200 000XAF and above  
Less than 200 000XAF 

 
97 
301 

 
24.4 
75.6 
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3.1.4 Sexual behaviours and female condom 
use  

 
With regard to sexual behaviours, the majority, 
62.8% reported having experienced sexual 
intercourse, of whom 48.0% reported having had 
multiple sexual partners in the last one year 
before this study and 30.0% reported having 
multiple concurrent sexual partners at the time of 
this study (Table 4).  
 
Only few sexually active female students in this 
study, 3.6% reported having used female 
condoms during their first sexual encounters and 
only 5.6% reported having used them during their 
most recent sexual encounters. Consistent use 
of female condoms among the sexually active 
female students was low, 1.2% and the 
percentage of the sexually experienced female 
students who had ever used female condoms 

during sexual intercourse was also very low, 
8.0% (Table 4). There were no statistically 
significant associations between respondents’ 
knowledge on the female condom and their use 
of the female condom, at the level 0.05 (results 
not shown). 
 
The sexually active female students who had 
ever used female condoms were asked what 
motivated them to use condoms during sexual 
intercourse. The majority, 85.0% mentioned the 
risk of HIV infection. In the same vein, sexually 
active female students who had never used 
female condoms were asked their reasons for 
not using female condoms during sexual 
intercourse, and up to 33.9% indicated that 
female condoms are not affordable, 20.9% 
indicated that female condoms make sex less 
enjoyable and 13.5% indicated that female 
condoms are not readily available (Table 4). 

 

Table 2. Knowledge on the female condom among femal e students in Kumba, Cameroon 
 

Knowledge  Frequency  Percentage  
Do you know about female condoms? (n=398)  
Yes 
No 

 
268 
130 

 
67.3 
32.7 

Correct and consistent use of female condoms during  sexual intercourse 
can prevent HIV/AIDS transmission (n=398)  
Agree 
Disagree 

 
 
301 
97 

 
 
75.6 
24.4 

I lack knowledge on how to correctly fit female con doms (n=398)  
Agree  
Disagree 

 
271 
127 

 
68.1 
31.9 

Sources providing knowledge on female condom (n=268)  
Parents 
Peers 
Teachers 
Television or Radio 
Magazines/news papers 
Hospitals/Clinics 

 
18 
11 
31 
53 
120 
35 

 
6.7 
4.1 
11.6 
19.8 
44.8 
13.0 

 
Table 3. Attitudes towards the female condom among female students in Kumba, Cameroon 

 

Attitudes  Frequency  Percentage  
Female condoms decrease sexual satisfaction (n=398)  
Yes 
No 

 
255 
143 

 
64.1 
35.9 

Due to religious beliefs I feel guilty using female  condoms (n=398)  
Agree  
Disagree 

 
 
207 
191 

 
 
52.0 
48.0 

Distance to the nea rest female condom access point is far (n=398)  
Agree 
Disagree 

 
 
209 
189 

 
 
52.5 
47.5 

Female condoms are readily available to me (n=398)  
Agree 
Disagree 

 
154 
244 

 
38.7 
61.3 

Female condoms are affordable to me (n=398)  
Agree  
Disagree 

 
98 
300 

 
24.6 
75.4 
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Table 4. Sexual behaviours and female condom use by  high school female students in Kumba, 
Cameroon 

 

Sexual behaviours and female condom use  Frequency  Percentage  
Ever had sexual intercourse with a male partner (n= 398) 
Yes 
No 

 
250 
148 

 
62.8 
37.2 

Number of se xual partners in the past one year (n=250)  
More than one 
One or less 

 
120 
130 

 
48.0 
52.0 

Number of concurrent sexual partners at present (n= 250) 
More than one 
One or less 

 
75 
175 

 
30.0 
70.0 

Condom use during first sexual encounter (n=250)  
Yes  
No 

 
9 
241 

 
3.6 
96.4 

Condom use during last sexual encounter (n=250)  
Yes  
No 

 
14 
236 

 
5.6 
94.4 

Ever used female condoms during sex (n=250)  
Yes 
No 

 
20 
230 

 
8.0 
92.0 

Regularity of condom use during sexual intercourse 
(n=250)  
Always  
Most of the time 
Seldom 
Never 

 
3 
9 
8 
230 

 
1.2 
3.6 
3.2 
92.0 

Motivation to use female condoms during sex (n=20)  
Risk of HIV infection 
Protection against pregnancy 
Media publicity 
Partner support for condom use 

 
17 
1 
1 
1 

 
85.0 
5.0 
5.0 
5.0 

Reasons for female condom non -use among s exually 
active female students who have never used female 
condoms (n=230) 
Female condoms make sex less enjoyable 
Female condoms cause itching 
I trust my partner 
Female condoms have poor reputation 
Due to religious faith I feel guilty using female condoms 
Female condoms are not readily available 
Female condoms are not affordable 

 
 
 
48 
3 
23 
16 
31 
31 
78 

 
 
 
20.9 
1.3 
10.0 
6.9 
13.5 
13.5 
33.9 

   

3.2 Discussion 
 
The purpose of this study was to assess the 
knowledge, attitudes, and use of the female 
condom among high school female students in 
Kumba, Cameroon. Awareness of the female 
condom was high but most respondents lacked 
knowledge on how to correctly use it. Majority of 
the respondents believed that the female condom 
can be used to prevent HIV transmission.  
 
However, majority of them had unfavourable 
attitudes and poor perceptions regarding the 

female condom, and use of the female condom 
was very low. 
 
High awareness levels with regards to the 
female condom amongst high school female 
students in Kumba corroborate a study done 
among undergraduate female students in 
University of Ibadan in Nigeria, which revealed 
that over 80% were aware of the female condom 
[31] and that done among university students in 
Dschang in the West region of Cameroon, which 
reported that 75.7% were aware of the existence 
and availability of the female condom [32]. Social 
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marketing is thought to increase awareness 
about the use of female condoms as indicated    
in some studies in Cameroon and elsewhere   
[33-35]. 
 
The major source of information on awareness 
and knowledge of the female condom for the 
female students in this study was the mass 
media (Television, Radio, Magazines and 
Newspapers) (see Table 2). Health workers who 
were expected to take a leading role on 
education and dissemination of the female 
condom were among the least of sources of 
information (13.0%) (see Table 2). Elsewhere, 
some females do not visit hospitals or clinics 
regularly [36]. This could explain low levels of 
information on the female condom from this 
source. Also, acceptability and marketing of the 
female condom by health care providers might 
be inadequate. This could be due to the 
following: 
 

i. The female condom might not be regularly 
supplied or included in regular commands 
of these health facilities  

ii. The female condom could be less 
lucrative when bought or sold in sale 
spots, where most folks would prefer to 
buy  

iii. Male counterparts could be reticent to 
adopt the female condom [36]   

 
Mass media as the major source providing 
knowledge on the female condom in this study, 
was also underscored by reporters in Italy [37], 
in Nigeria [31] and Tanzania [38,39]. 
Televisions, radios, newspapers and magazines 
are available and easily accessible in most 
urban towns and homes in Cameroon, and they 
are influential in disseminating information on 
the female condom. All sources available to 
female students should provide them with clear 
and accurate information on all aspects relating 
to the female condom including information on 
its correct usage. Magazines, newspapers, 
television and radio programmes, all should be 
scrutinised for presenting factual information 
uncontaminated by sensationalism.   
 
Mass media which is usually an uncontrolled 
source is an important tool for advocacy and 
awareness creation. However its effect on 
behavioural change is minimal because it is one 
way directional and as strategy, do not allow 
interaction through discussion - key component 
for behavioural change. People have to debate 
pro and cons, anticipate problems like inserting 

the female condom and the like. Through 
discussion and interaction the female student 
helps to iron out areas that are not clear like 
inserting the female condom, benefits and 
possible side effect and how to deal with them. 
In this way, changing one’s perceived behaviour 
in HIV and STIs prevention. For instilling an 
effective behavioural change for female 
students, mass media strategy is supposed to 
be followed by interpersonal communications 
that allow interaction. 
 
Although the female condom awareness was 
high among the respondents in this study, few 
had got skills to use it, 31.9%. This finding is in 
agreement with reports by Pandya et al. [40] in 
their study on South Asian women, and Jackalas 
et al. [41] in their study in Botswana. Female 
condom users should be provided with general 
information regarding mechanics of use, 
protective functions and effectiveness [25,42]. 
Research findings also suggest that skills 
training can increase female condom use and 
protected sexual acts [43].  
 
Majority of the respondents in this study had 
unfavourable attitudes towards the female 
condom. These results contradict those 
obtained in studies done in Zimbabwe [16], 
Nigeria [31], Rwanda [44] and Italy [37], where 
respondents manifested favourable attitudes 
towards the female condom. This could be the 
result of failure of the female condom social 
marketing programme in improving the attitudes 
of the youth in Kumba, regarding the female 
condom. The almost exclusive use of the social 
marketing strategy especially with regard to 
female condom use may be insufficient; Health 
promotion and education activities may also be 
inadequate or not adapted. 
 
Majority of the respondents in this study 
mentioned that the female condom is neither 
readily available nor affordable, and majority of 
the sexually experienced female students who 
had never used the female condom mentioned 
sexual pleasure reduction, non-affordability and 
non-availability of the female condom as the 
main reasons for not using the female condom. 
These findings are in agreement with other 
studies, [45] which report sexual pleasure 
reduction as reason for non-use of the female 
condom, and [46], which report cost and non-
availability as reasons for non-use of the female 
condom. However, the availability of the female 
condom, though limited compared to the male 
condom, can considerably increase on demand 
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[36].  The non-availability of the female condom 
in Kumba may be due to failure of the female 
condom social marketing programme in 
extensively promoting and marketing the female 
condom in Kumba. Increasing availability of free 
female condoms may increase use among 
sexually experienced female students thereby 
encouraging uptake and promotion by broader 
providers in the community such as pharmacies 
and other retailers. 
 
Recent calls for increased availability of the 
female condom on a global level highlight the 
need to integrate female condom promotion and 
accessibility into general health systems, both in 
high- income and low-income settings [46,47]. 
Until a broad-based and comprehensive change 
in community access and support for the female 
condom takes place, including in community 
health clinics, private physicians’ clinics and 
pharmacies, the most likely female condom 
users will be those reached by community 
outreach workers and those who seek services 
where free female condoms are made available 
to all clientele. Promotion and widespread use of 
the female condom is likely to further reduce 
heterosexually transmitted HIV significantly. The 
ethics of the epidemic demand that every 
effective HIV prevention option for women be 
made available and supported in the community, 
including female condom, so that it can be truly 
integrated into the prevention toolkit for women 
and men in widely  varying personal, social, and 
partner relationship circumstances. 
 
The use of the female condom by respondents 
in this study was low. This result corroborates 
other studies done in Ibadan, Nigeria [31], 
Zimbabwe [16], Rwanda [44] and Ethiopia [48]. 
The low use of the female condom among the 
sexually active female students in this study 
may be due to failure of the female condom 
social marketing programme in extensively 
promoting and marketing the female condom in 
Kumba.  
 
Majority of the sexually active female students in 
this study who have used the female condom 
mentioned protection from HIV infection as their 
motivation to use it. The female condom 
provides the opportunity for women to actively 
protect themselves from HIV infection. It is a 
method they can choose and initiate. It enables 
them to be in a position where they learn about 
their reproductive health in general, which is an 
important building block in HIV prevention. 
When women can protect themselves from HIV 

infection, they have an increased sense of self-
worth. This could prove to be one of the most 
important elements in fighting the AIDS 
epidemic. Systematic integration of the female 
condom into HIV prevention and reproductive 
and sexual health programmes can increase 
knowledge and use of the female condom. 
Examples of programmes where integration is 
possible include: HIV/AIDS prevention 
education, family planning services, STI clinics, 
adolescent health services, social marketing 
programmes, workplace initiatives, and gender 
sensitization activities. 
 
The sexually active female students in this study 
who have never used a female condom, 
mentioned unavailability and cost as their main 
reasons for not using it. The costof the female 
condom is a major barrier to making it accessible 
to greater numbers of women. UNAIDS has 
negotiated a public sector price of US$ 0.70 per 
condom for the female condom. As male 
condoms cost only US$ 0.03 per unit, the current 
cost of the female condom is considerably 
higher. Governments must play a lead role in 
purchasing the female condom in bulk, having 
them available at affordable prices through 
subsidies, and generating awareness of their 
benefits. This will help make the female condom 
accessible and used by women, while eventually 
leading to lower prices. Donors should also be 
mobilised by countries to include the female 
condom within their funding priorities as a way of 
sustaining its supply. 
 
4. CONCLUSION 
 
Awareness on the female condom was high but 
very few respondents had skills to use it 
appropriately. Attitudes towards female condom 
use were generally negative with reduction of 
sexual satisfaction as main concern.  Very few 
sexually active secondary school students use 
female condoms in Kumba. Implication of health 
personnel in the vulgarization of female condom 
use is grossly insufficient. Including female 
condoms within the supplies package of the 
essential drug program in Cameroon and 
advocacy targeting international donors could 
help address the availability and affordability 
barriers. More quantitative and qualitative 
studies targeting students in rural areas, out of 
school females and male counterparts with 
regards female condoms could be very 
informative in setting up a comprehensive 
health education and HIV prevention strategy. 
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5. LIMITATIONS 
 
Males were excluded from the study, though 
usually the key players in the deciding on 
whether or not to use a female condom or not, 
especially in an African setting. Secondly, the 
study was carried out mainly in a dominantly 
Christian setting. Results might be different in 
case the study was carried in a purely Muslim 
community. 
 
Thirdly, female students might tend to give 
socially acceptable responses. Triangulation 
techniques (FGDs, Key informant interviews) 
would yield more holistic and realistic insights 
with regards to awareness and perceptions with 
regards to the female condom, considering the 
fact that sex still remains a taboo subject within 
most Cameroonian settings. Models like the 
Health Belief Model would be more informative 
under this setting, evaluating perceived risks and 
barriers, and decision making of the individual. 
Fourthly, Kumba is an urban setting; different 
results might be obtained in a rural setting. Other 
studies in rural settings could be of interest. Most 
respondents had negative attitudes towards the 
female condom regarding the prevention 
effectiveness against sexually transmitted 
infections including HIV. The use of the female 
condom was also very low, so was its perceived 
availability. Studies involving males would be 
needed to get a holistic view of potential barriers 
that could reduce female condom acceptability 
and use. 
 
CONSENT 
 
Informed consent was obtained after the 
potential participants and their parents/guardians 
(for those below 18 years) were informed of the 
study’s objectives. Only students who gave 
consent to participate, were included in the 
study. All the parents/guardians (for participants 
below 18 years) were given the opportunity to 
withhold or withdraw their children from the study 
at any time they felt like. 
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