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ABSTRACT
Objectives: To assess the acceptability of a novel condom use intervention for women, the Home-based Exercises of Responsible Sex, that focuses on condom use experience, application skills, and self-efficacy. 
Method: 280 women (M age 22.63, SD = 3.65) completed an online survey containing questions on condom use errors, experiences, ability, and self-efficacy, and on intervention acceptability.
Results: 81% reported that the intervention was acceptable. Significant positive predictors of acceptability were condom use ability (β = .18) and self-efficacy (β = .20).
Discussion: Findings suggest that the intervention is acceptable and that different options for completing the intervention should be offered.


Public health policy has become increasingly concerned with sexually transmitted infections (STIs) in recent years, particularly for the young adult population. Rates of STIs in the United Kingdom (U.K.) have increased by 49% over the last decade, with those aged 16-24 at the highest risk (Department of Health, 2013). The current estimated cost of STI treatment to NHS is £620 million per year (FPA, 2013). The U.K. Department of Health (2013) has suggested that the development and implementation of preventative interventions be prioritised to tackle this issue.
Condoms are the most effective method of STI and HIV prevention (UNAIDS, 2009). Despite this, condom use rates for men and women remain low. In a national sample of U.S. adolescents and adults, 21.5% of men and 18.4% of women reported condom use over the previous 10 instances of vaginal intercourse, and only 25.8% of men and 13.2% of women reported condom use in the past 10 anal intercourse instances (Reece et al., 2010). One study suggested that only one third of women who reported having both vaginal and anal sex used a condom for both events, with half reporting that they did not use a condom at all (Gorbach et al., 2014). 
The Kinsey Institute Homework Intervention Strategy (KIHIS) is a novel, home-based intervention which aims to increase condom application skill, enjoyment, and self-efficacy, as well as reduce common condom errors and problems, among men. Participants are given a short condom application demonstration by a healthcare professional, and supplied with a “condom kit” containing a variety of types, brands and sizes of condoms and lubricants. Men are subsequently asked to practice using condoms in a low pressure situation (alone). The intervention does not just encourage consistent and correct condom use, but utilizes the principles of successful sex therapy approaches, such as the PLISSIT (Permission, Limited Information, Specific Suggestions, and Intensive Therapy; Annon, 1978) in order to enhance enjoyment of condoms, reduce embarrassment, and encourage exploration.
The efficacy of the KIHIS intervention has been evaluated in two pilot studies. The first was a Canadian study involving young men who have sex with women (Milhausen et al., 2011). A total of 32 participants completed the intervention procedure and were asked to rate the condoms they used online within 24 hours of each separate event. Participants were then invited to complete a follow-up questionnaire at two weeks, four weeks, and four months post-intervention. Statistically significant improvements were found for condom use skills, enjoyment and self-efficacy as well as a reduction in condom errors and problems at every time point (Milhausen et al., 2011). 
The second pilot study involved 30 young men who have sex with men (MSM, Emetu et al., 2014). The intervention procedure was very similar, although this study included assessment of motivation to use condoms as well as a post-intervention interview that assessed acceptability. Motivation to use condoms in the future was significantly improved. The intervention feedback at interview was very positive, with 83% agreeing that the intervention was a good idea. Participants praised the user-friendly web-based system for submitting condom ratings and suggested that there should be more focus on lubricants in future interventions.
The current research focuses on the initial acceptability and feasibility of the Home-based Exercises of Responsible Sex (HERS), prior to initial trials to evaluate its efficacy. The HERS is an adapted version of the KIHIS for women, and thus the core principles of the intervention are the same as the KIHIS. Women participating in the intervention are given a variety of condoms and lubricants, and asked to apply these to a penile model or a partner and use them during masturbation/intercourse. Women are encouraged to focus on the smell, touch, and feel of condoms in order to discover which condoms they find the most pleasurable and which suit them best, as they were in the KIHIS pilot studies.
Common Issues with Consistent and Correct Condom Use 
Most STI prevention strategies have focused on condom use consistency (Sanders et al., 2012; Warner, Stone, Macaluso, Beuhler, & Austin, 2006). However, condoms are not always used correctly (Crosby, Sanders, Yarber, Graham, & Dodge, 2002) and therefore research which assesses only consistent use may underestimate the risks of incorrect use. Research suggests that many factors are associated with incorrect or inconsistent use of condoms e.g., fit and feel of condoms, condom-associated erection loss and some of these factors have not been addressed by previous prevention strategies. Research on condom use errors and problems (Crosby, Sanders, Yarber, & Graham, 2003), and fit and feel (Crosby, Graham, Yarber, & Sanders, 2004; Crosby, Yarber, Graham, & Sanders, 2010), reveal the prevalence of these issues.
Condom errors have been defined as issues which are predictors of condom failure, such as allowing the condom to come into contact with sharp objects, incorrect storage, and incomplete condom use i.e., late application and early removal (Crosby et al., 2003; Spruyt et al., 1998). Condom use problems include loss of erection, condom breakage, and slippage. In one survey of 260 male and female undergraduates, condom use errors such as using sharp instruments to open condom packages (reported by 11% of the sample), and storing condoms in wallets (19%), were the most commonly reported issues (Crosby et al., 2003).
Qualitative research with men on potential reasons for condom failure has revealed issues pertaining to the “fit and feel” of condoms. These included tightly fitting condoms or condoms drying out during intercourse, which may lead to loss of sensation and breakage (Crosby et al., 2004). Research suggests that poorly fitting condoms are a prevalent issue. In one study, 44.7 % of men aged 18-67 years reported poorly fitting condoms, and these men were more likely to report condom breakage (adjusted odds ratio (AOR) = 2.6), slippage (AOR = 2.7), and difficulty reaching orgasm for both the female partner (AOR = 1.6) and themselves (AOR = 2.3; Crosby, Yarber, Graham, & Sanders, 2010). In another study of 820 men comparing rates of common condom use issues between men who used properly fitting condoms and those who used standard sizes, instances of breakage were significantly less likely in men who used fitted condoms (0.7% versus 1.4%; Reece et al., 2008). However, instances of slippage were significantly more likely for men using fitted condoms within the medium penis length category (1.9% versus 0.9%) and circumference category (2.2% versus 0.7%) (Reece et al., 2008). Men also report that they dislike using condoms because of these problems (Flood, 2003; Khan, Hudson-Rodd, Saggers, Bhuiyan, & Bhuiya, 2004). 
There is evidence that women have similar condom use experiences to men, and they also report experiencing some unique issues not reported by men. For example, some women report that condoms can “break the mood” because they interfere with arousal and pleasure (Fennell, 2014; Graham, Sanders, Milhausen, & McBride, 2004). Furthermore, some women report experiencing pain, irritation, and discomfort when using condoms (Crosby, Yarber, Sanders, & Graham, 2005; Crosby, Graham, Yarber, & Sanders, 2010; Fennell, 2014). One study suggested that men were 2.6 times more likely to report that the condom irritated their partner’s vagina when condom application was rushed (Crosby et al., 2010). 
It has been suggested that interventions which focus on improving pleasure may ameliorate these issues in both men and women by increasing positive experiences when using condoms, whilst additionally increasing an intervention’s efficacy and adherence rates (Philpott, Knerr, & Maher, 2006). Some programmes have focused on eliminating messages which promote shame and fear about sex and pleasure (Philpott, Knerr, & Boydell, 2006), but overall, few condom intervention programmes have focused on increasing pleasure during condom-protected sex. The KIHIS and HERS interventions attempt to increase consistent and correct condom use by decreasing the likelihood of common condom use issues and enhancing pleasure and enjoyment when using condoms.
The Importance of Female-Directed Interventions
Thus far, research into condom use has tended to focus on male issues with condoms (Crosby et al., 2007, 2008, 2010). However, as discussed above, studies suggest that women also experience similar problems with condoms and thus, it is important that interventions address women’s issues and negative experiences when using condoms. One study showed that women had more negative perceptions of condoms than men; for example, women were more than twice as likely to report that condoms cause irritation than men (estimated odds ratio (EOR) = 2.72; Crosby et al., 2013). Women were more than three times more likely (EOR = 3.23) than men to say that they would not use condoms. Furthermore, even when condoms are used, they may not be used correctly or throughout sexual activity. In one study of college-aged women, many reported incomplete condom use, with 51% applying after sex had begun and 15% removing the condom before sex had finished on at least one occasion (Sanders, Graham, Yarber, & Crosby, 2003). Rushed condom application can lead to higher chances of condom use error and problems for both men and women, including breakage and slippage (EOR = 1.90 and EOR = 1,86, Crosby et al., 2014). Moreover, women as well as men experience irritation and arousal problems when using condoms (Fennell, 2014). In fact, one study reported that arousal loss due to condoms was more strongly associated with unprotected sex in women than men (Higgins, Tanner, & Janssen 2009), further highlighting the need for more “sex positive” intervention strategies. 
In addition to issues with fit and feel and arousal, there is evidence to suggest women are also applying condoms on their male partners instead of relying solely on the partner. In a college sample of 533 women, 31.7% of the condom users reported applying the condom to their male partners on at least one occasion (Sanders et al., 2006). Another reason, therefore, for interventions to target women is because women are performing or participating in their application. Finally, a man’s unilateral decision to use condoms has been associated with increased odds of removing the condom before sex ends (AOR = 2.51), breakage (AOR = 3.90), and slippage (AOR = 2.04), suggesting that a couple’s mutual decision to use a condom may reduce incidence of errors and problems (Crosby, Milhausen, Sanders, Graham, & Yarber, 2008). Attention to women in condom interventions (regardless of which partner puts the condom on) could therefore reduce errors and problems.
Research which has linked arousal loss and rushed condom application to condom use errors and problems such as breakage and incomplete use suggest that these issues could be prevented by helping individuals to increase their self-efficacy when using condoms, improve their condom use skills, and enhance their enjoyment of condoms (Crosby et al, 2010; Graham, Crosby, Milhausen, Sanders, & Yarber, 2011). Most interventions do not emphasise condom issues and barriers, and instead tend to focus on reducing risk-taking and increasing motivation to use condoms (National Institute for Health and Clinical Excellence, 2007). Moreover, the few interventions which have addressed condom problems and barriers have focused on men, and have not addressed women’s issues (Emetu et al., 2014; Milhausen et al., 2011).
Some interventions which have focused on women, however, have had encouraging results. Community-based interventions have successfully increased condom use, positive attitudes towards condoms and sexuality, increased sexual assertiveness, and self-efficacy when using condoms for up to six months post-intervention (Bryan, Aiken, & West, 1996; DiClemente & Wingood, 1995). A programme which aimed to reduce low income, African American women’s risk of STIs successfully improved condom usage rates up to a year post-intervention (St. Lawrence, Wilson, Eldridge, Brasfield, & O’Bannon, 2001). Women also showed improvement in their condom knowledge, attitudes, partner negotiation and condom application skills. Another intervention which aimed to reduce incidence of non-viral STIs in African-American women over a 12-month period successfully decreased women’s likelihood of being diagnosed with STIs, and of reporting multiple sexual partners, and increased women’s likelihood of using a condom during oral sex (Wingood et al., 2013). However, as previously discussed, consistent condom use does not necessarily beget correct use. These interventions focused on improving women’s negotiation skills, attitudes, and  condom use consistency  and did not address common condom use errors and problems. Wingood and DiClemente (2000) reviewed several HIV interventions, none of which investigated improvements in condom use errors and problems as an outcome.
The HERS intervention recognises that women also experience problems with condoms and that women have agency in situations involving condom use. The intervention aims to empower women to use, and become more skilled at using, condoms and to improve overall condom use experience. To date, the efficacy of the HERS has not been evaluated.
Aims of the current research
Before the efficacy of the HERS intervention is evaluated in a trial, acceptability of the intervention and potential participants’ opinions of the procedure needs to be established so that we can tailor the intervention to women effectively. The current study focuses on what young women think about the concept of the HERS intervention, its proposed procedures, and whether they would be willing to take part in a future study evaluating the intervention. Establishing acceptability of an intervention is an integral yet often under-emphasised process when designing interventions (Craig et al., 2008) and assessing this through implementation of pilot studies allows researchers to establish whether research protocols are realistic (van Teijlingen & Hundley, 2002). 
Additionally, we aimed to assess how condom use attitudes such as self-efficacy and experiences relate to participants’ views of the intervention, to ensure the intervention captures those who could benefit the most from participating. For example, if those with lower condom use ability and more negative experiences rate the intervention as less acceptable, then special efforts could be taken at recruitment in order to encourage these women to participate. Finally, we aimed to assess the impact of these attitudes on experiences of condom use errors and problems. In the original KIHIS evaluation, condom use errors and problems decreased as condom use attitudes improved (Milhausen et al., 2011). It is important to test whether there is a similar relationship between condom use attitudes and condom use errors and problems in a female sample, to gain some insight into the potential efficacy of the intervention to women. 
A sample of women aged 18-30 were recruited as this age group is at the highest risk of STIs (Department of Health, 2013). The key research questions were:
· Do young women think that the HERS is acceptable?
· How do condom use experiences, condom use self-efficacy, condom use ability, and experiences of errors and problems relate to acceptability of the intervention?
· Are women with more negative condom use attitudes, lower condom use self-efficacy, and lower condom use ability more likely to report errors and problems?
METHOD
Participants
Inclusion criteria were women aged 18-30 years who had prior experience of using male condoms. Participants were recruited through the University of BLINDED FOR PEER REVIEW psychology subject pool, social media and posters around campus and in a small number of sexual health clinics in the local area.
Measures
Participants were first asked a set of demographic questions on age, gender, relationship status, sexual experience, and sexual orientation. The frequency of sexual activity over the previous 3 months, how often they used a condom, and how often they applied the condom were also assessed. Participants were next presented with the 16-item Women’s Condom Use Errors/Problems Survey (W-CUES) to establish how often they experienced various issues the last three times they had condom-protected sex (Crosby, Graham, Milhausen, Sanders, & Yarber, 2010). Sample items were breakage and early removal. A “not applicable: I did not apply the condom” option was added to three of the items as women who did not apply condoms to their male partners were also included in the study. An “unsure” option was added to item 15, which pertained to their partners’ perception of condom fit and feel.
Three subscales were then completed from the original KIHIS research: the Condom Use Experience, the Condom Use Ability, and the Condom Use Self-Efficacy subscale (Milhausen et al., 2011). In the first KIHIS pilot study (Milhausen et al., 2011), the Condom use experience subscale (e.g., condoms rub and cause irritation) had a Cronbach’s alpha of α = .74, condom use ability (e.g., ability to use a condom correctly) α = .82, and condom use self-efficacy (e.g., how easy or difficult would it be to put a condom on correctly) α = .72. For the current study three items were removed because they were not relevant to women (items 2 and 4 of the Condom Use Ability subscale, and item 6 of the Condom Use Self-Efficacy subscale); for example, “how easy or difficult it would be to keep an erection (stay hard).” Item 7 in the Condom Use Self-Efficacy scale was adapted to “how easy or difficult would it be to keep a condom on while partner is withdrawing” to make it relevant to women. Responses on all three subscales were made on a 5-point Likert scale ranging from 1 to 5, 1 being “strongly agree” for Condom Use Experience, “strongly disagree” for Condom Use Ability, and “very difficult” for Condom Use Self-Efficacy.
The acceptability of the intervention was assessed using a 4-item acceptability scale (Miranda et al., 2013). Participants were given a short summary of the aims and procedure of the intervention, and then presented with the scale, which contained items asking participants to rate the appropriateness and suitability of the intervention as well as their willingness to take part in the intervention on a 4-point Likert scale ranging from 0 (e.g., “not at all appropriate”) to 4 (e.g., “very much willing”). High scores represent a positive evaluation of the intervention. The reliability of this measure was α =.79 in the current study. 
Additionally, 6 open-ended questions from Milhausen et al. (2011) were presented to further assess acceptability. Items 3 and 4 of the qualitative open-ended questions used in the original KIHIS research were adapted to be appropriate for women in the current study. For example, item 3 was previously “What do you think about asking guys to practice putting on condoms and masturbating into condoms to increase their condom use skills?” This was changed to “What do you think about asking women to use the condom kit with their partner or on a dildo (or both)?”
Procedure
Participants completed the survey online via iSurvey; the survey took approximately 15-25 minutes. Women were presented with an information sheet describing the study and a consent statement on the first screen. Once consent was given, each participant was presented with the questionnaire. Following this, participants were fully debriefed and thanked for their time. Ethical approval was obtained from the BLINDED FOR PEER REVIEW.
Data analysis
Descriptive statistics were first obtained to report the demographic characteristics of the sample and to assess the percentage of the sample who rated the intervention as acceptable. Two forced entry multiple linear regression analyses were conducted in order to identify which factors predicted the acceptability of the intervention and experiences of condom errors and problems. 
Participants’ responses to the six qualitative questions were read through by the first author to identify categories. Responses were then assessed a second time by the first author in order to tally each participant’s response into one or more of these categories in order to identify the most common categories. The categories were reviewed and cross-validated by the second author, and agreement was reached on the final categories. Participants’ responses to the open-ended questions were assessed in a separate spreadsheet, in order to blind the researchers to the attributes of the participants.
RESULTS
Sample Characteristics
In total, 293 women completed the survey. Of these completed surveys, nine cases were excluded on the basis of missing data, and a further four were excluded because the data were from male respondents. Participants had a mean age of 22.63 years (SD = 3.65) and reported a mean of 20.67 sexual encounters (SD = 24.08) over the previous three months. Table 1 contains information on participants’ relationship status, sexual orientation, condom use frequency and condom application frequency. The majority of the sample self-identified as being in a relationship, heterosexual, always using a condom, and never applying the condom themselves. The demographic characteristics of the sample were similar to the nationally representative samples collected as part of the third U.K. National Survey of Sexual Attitudes and Lifestyles (Natsal-3, 2013) in terms of sexual orientation, condom use, and sexual intercourse frequency. However, it is worth noting that the age ranges and measurements used in the current sample differ slightly from the national data. For example, 75% of women aged 16-24 and 82% of women aged 25-34 reported a history of sexual experiences exclusively with men in Natsal-3, compared with 77% of women aged 18-30 identifying as heterosexual in the current sample. 
Acceptability of the HERS Intervention
To assess the acceptability of the HERS intervention, scores across the 4 acceptability questions were totalled and categorised into high, neutral, and low categories. A total score of 8 out of a possible 16 was classified as neutral, a score of 0-7 as low acceptability, and a score of 9-16 as high acceptability. As Table 2 shows, 80.7% of participants indicated that the intervention had high acceptability and 12.9% felt that it had low acceptability (M = 11.05, SD = 3.06). Figure 1 shows that no participants gave the intervention an acceptability score of 2 or lower, while 36 participants gave the intervention a score of 15 or higher.
Associations between the W-CUES, Condom Use Experiences, Ability, and Self-Efficacy and Acceptability
A multiple linear regression analysis was conducted to investigate whether condom use errors and problems (W-CUES; M = 10.25, SD = 4.35), experiences (M = 10.90, SD = 6.56), ability (M = 21.94, SD = 5.88) and self-efficacy (M = 26.66, SD = 4.86) predicted the perceived acceptability of the intervention. The sample size (N = 280) was more than adequately powered according to a priori analyses conducted prior to recruitment in G*Power (Faul, Erdfelder, Buchner, & Lang, 2009). This analysis indicated that a minimum of 103 participants would be needed to achieve satisfactory power (0.8) when a medium effect size is achieved. For our regression analysis, effect size refers to the proportion of the variation in the dependent variable accounted for by the independent variables. An expected medium effect size would mean that the dependent variable scores increase by at least .13 standard deviations for every standard deviation increase in the independent variables. A significance level of less than 0.05 was used to calculate the power analysis.
The predictor variables were entered into block 1 and applied to the outcome variable via the forced entry method. The effect size of the model was small (Total R2 = .10, Adjusted R2 =.08), with the model accounting for 10% of the variance in acceptability scores. Table 3 displays coefficient statistics and significance levels of the variables within the model. Acceptability of the intervention was predicted by condom use ability and self-efficacy, but not by condom use experiences or by errors and problems.
Associations between Condom Use Experiences, Ability, and Self-Efficacy and W-CUES scores
A second regression was conducted to assess whether condom use experiences, ability, and self-efficacy predicted scores on the W-CUES scale. All predictors were entered into the model via the forced entry method. The effect size was medium (Total R2 = .28, Adjusted R2 = .28), with the final model accounting for 28% of the variance in W-CUES scores. Table 3 displays the coefficient statistics and significance levels of the variables within the model. W-CUES scores were predicted by condom use experiences and condom use ability, but not by condom use self-efficacy. 
Acceptability: Open-ended Questions
Women’s responses to the six open ended questions were grouped into categories. Participants who did not respond, those who gave clearly irrelevant answers, or responses whose meaning was difficult to decipher e.g., responses such as “I don’t understand” were excluded. For questions 1-4, some participants provided responses that could be included in more than one category and therefore the totals reflect the number of comments made. For example, participants may have commented both on the focus on pleasure and the large variety of condoms and lubricants offered.
What do you like about the study? A total of 21 different categories were identified from participants’ responses to this question. The majority (N = 54, 19%) of women indicated that they liked the large variety of condoms and lubricants provided, with the next most frequent comments that they felt that the intervention placed good focus on women’s abilities (N = 30, 10%) and pleasure (N = 28, 10%). 
What would you suggest we change about the programme? A total of 19 categories were identified from participants’ responses to this question. The majority of women indicated that they would not change anything, or had no suggestions to improve the intervention (N = 70, 40%). The most frequent suggestions included making it an online intervention to reduce inconvenience and embarrassment (N = 23, 13%), and including women’s partners in the intervention (N = 17, 10%).
What do you think about asking women to get used to the sight, smell, and feel of a condom? A total of 16 categories were identified from participants’ responses to this question. The majority of women gave general positive comments (N = 88, 36%; for example “I think this is a good idea”). The second most popular category included comments pertaining to increasing familiarity and confidence with condoms, and enabling condoms to become a “natural” part of sex (N = 60, 24%). 
What do you think about asking women to use the condom kit with their partner or on a dildo (or both)? A total of eight categories were identified from participants’ responses to this question. The majority of women felt that it would be best to offer women the option of both so they can choose which option is best for them (N = 186, 75%). For example, one participant commented: “Great to provide the option of with a partner or without. Not everyone may have a partner, but it still allows them to become familiar with condoms for when they do have one”. The second most frequently endorsed category included comments pertaining to a preference for being asked to use the condom kit on a partner (N = 21, 8%).
Do you think taking part in the programme would change your opinions about condoms? A total of six categories were identified from participants’ responses to this question. The largest percentage of women felt that their opinions would not change after taking part in the intervention (N = 76, 29%), although fairly similar proportions reported that their opinions would change (N = 68, 26%) or that they might possibly change (N = 60, 23%).
Do you think your condom use skills would improve on this programme? A total of four categories were identified from participants’ responses to this question. The majority of participants indicated that they felt their condom use skills would improve after taking part in the intervention (N = 187, 72%), and 39 women (15%) felt their skills might potentially change.
DISCUSSION
The aim of the current research was to assess acceptability of a new condom intervention targeted at young women prior to conducting research to establish its effectiveness. The objectives were threefold: to evaluate whether women rated the intervention as acceptable, to assess whether condom use errors and problems, experiences, ability to use condoms, and condom use self-efficacy predicted reported acceptability of the intervention, and to test whether condom use experiences, ability, and self-efficacy predicted condom use errors and problems.
Survey Outcomes and Implications
Approximately 80% of the young women in our sample rated the intervention as acceptable, with only 12.9 % indicating that the intervention was not acceptable. This finding is congruent with the results of the initial KIHIS pilot trials, where 83% of MSM reported that the intervention was a good idea (Emetu et al., 2014) and the majority of heterosexual men suggested that participating in the intervention was valuable, interesting, and enjoyable (Milhausen et al., 2011). Significant positive predictors of acceptability of the intervention were condom use ability (β = .18) and condom use self-efficacy (β = .20). Women who had higher self-reported condom use ability and self-efficacy reported that the intervention was more acceptable than those with lower condom use ability and self-efficacy. However, the effect size of the model was small, with 10% of the variance in acceptability scores being accounted for by condom use ability and self-efficacy.  Regarding implications for the HERS intervention, this could mean that recruiting those with lower self-efficacy and ability when applying condoms might prove challenging, as they may view the intervention procedures as less acceptable than those with higher condom use ability and self-efficacy. Even if this population is successfully recruited, there could potentially be high drop-out rates. While a higher incentive could encourage more women to participate, reducing drop-out might be more problematic. One way of minimizing drop-out might be to assign those with low pre-intervention ability and self-efficacy scores into a group which receives an additional pack of condoms and lubricants or financial compensation at completion of the intervention, in order to provide an incentive to stay in the programme. 
The above findings are consistent with previous research on women who applied condoms to their male partners. For example, studies have reported that women who applied condoms had a more positive attitude toward sexuality and a higher frequency of sexual experiences than those who did not apply condoms (Sanders et al., 2006). Women with less experience of condom application may have more negative attitudes towards sexuality and fewer sexual experiences and thus it is possible that this group may feel that the HERS intervention is not acceptable. Those with more negative attitudes towards condoms may be less willing to discuss sexual topics and take part in a study on condom use. In this case, recruitment for this population could be made easier by offering potential volunteers the option of participating online to potentially reduce embarrassment and discomfort.
Although our data suggest that those who are more likely to take part in the HERS intervention might be women less in need of the intervention, previous research suggests that there is a “mismatch” between perceived condom application skill and actual skill. In one study, while women who applied condoms reported being more confident that they had applied condoms correctly than those who did not apply, the number of errors reported were similar in the two appliers and non-appliers groups (Sanders et al., 2003). Since the current study only used self-report instead of behavioural measures to assess condom use skills, it may be that those who felt that they already possessed good condom application skills (and therefore viewed the intervention as acceptable) would make as many errors as those who do not. 
Significant negative predictors of condom use errors and problems were condom use ability (β = -.38) and condom use experiences (β = -.17), with condom use ability and experiences accounting for 28% of the variance in W-CUES scores. Women who had lower condom use ability and less positive condom use experiences reported more errors and problems when using condoms than those with higher ability and experiences. This finding is not surprising, and is congruent with findings reported in the KIHIS pilot study of heterosexual males, where condom use ability and experience improved, and condom use errors and problems decreased, following the intervention (Milhausen et al., 2011). It may be that measures of condom use ability and experiences could be used alongside the W-CUES scale in order to identify those who could benefit the most from participating in the intervention. Although, as previously discussed, recruiting these participants may be difficult because of lower acceptability of the intervention in this group.
Qualitative Data Outcomes and Implications 
Analysis of the open-ended acceptability questions revealed that women liked that the intervention offered participants a large variety of condoms and lubricants to try, felt that the intervention placed good focus on women’s condom use experiences and ability, and thought that the intervention was sex-positive and pleasure focused.  Additionally, they indicated that the intervention would allow women to increase their familiarity and confidence with condoms, and would allow condoms to become a “natural” part of sex. 
When asked about their preferences, the majority of women felt that it was best to offer participants the option of completing the intervention with both a partner and a dildo, so that women may choose the option that suits them best. Participants also offered other suggestions in order to improve the programme, such as allowing women to access the intervention online to reduce embarrassment and inconvenience and inclusion of women’s partners in the intervention. Regarding implications for future research, it seems that women should be offered a range of options in order to effectively tailor the intervention to a programme which suits each individual best. This could include the option to complete the intervention online or in a practical session either individually or in groups, with a partner or without. Other interventions have successfully targeted couples instead of individuals (Burton, Darbes, & Operario, 2010). This option is supported by our findings, as many young women in our sample indicated that they would like the option to take part in the intervention as a couple.
Interestingly, while a slightly higher percentage of women (29%) indicated that the intervention would not change their opinions about condoms than those who thought that it would (26%), 72% reported that they felt that their skills would improve if they participated in the intervention. While this is only based on women speculating about whether their opinions would change, it seems it would still be beneficial if negative opinions of condoms were addressed as part of the intervention. The health professional providing the condom application demonstration could give women the opportunity to discuss these opinions during the initial meeting, and give tailored advice on how they might overcome the perceived negatives.
Strengths and Limitations
Online surveys in the area of sexuality have been praised as a more cost-effective alternative in order to access hard-to-reach samples than probabilistic methods (Catania, Dolcini, Orellana, & Narayanan, 2015). Additionally, the current study utilized well-established measures previously used by other researchers. The primary aim was to assess the acceptability of the HERS before preliminary trials of its efficacy are undertaken, and thus the findings have direct relevance to these trials. Information has been obtained from women who are similar to the target population for the HERS intervention about how the procedures and design of future trials can be optimised before efforts are made to evaluate the intervention. For example, participants indicated that they would prefer more choice when it comes to the intervention procedure, such as the option to participate with a partner and the ability to choose the amount of contact time with the healthcare professional. Additionally, recruitment for the HERS trials may need to be creative. As previously mentioned, those who might benefit the most from the intervention may be difficult to recruit because they feel that the intervention is less acceptable. Participants’ suggestions in this study could inform the design of future trials of the HERS and potentially increase recruitment success, reduce drop-out rates, and increase the effectiveness of the intervention itself.
There were also some limitations to the current research. All of the measures included in the survey relied on self-report, and no behavioural measures were used. Therefore, it is impossible to know whether participants have reported their behaviours accurately. Issues such as social desirability biases may have affected the data (Catania, Gibson, Chitwood, & Coates, 1990). However, some have argued that biases are less common in online studies (Mustanski, 2001). Another limitation of online surveys was that distractions could not be controlled for, and we were unable to determine whether participants had understood the questions or instructions (Catania et al., 2015). Additionally, participants were not asked whether they would recommend the intervention to their friends or sexual partners, which could have provided more insight into their view of the intervention. Finally, the open-ended question pertaining to participants’ thoughts about using the condom kit during sex or masturbation for the purposes of the intervention asked, “What do you think about asking women to use the condom kit with their partner or on a dildo (or both)?” but we did not explicitly ask women about their own willingness to use the condom kit. Although the intervention procedure indicated that women would be asked to use the condoms during sex and masturbation, some participants may not have read this description thoroughly, and therefore may not have fully understood the question.
In terms of the intervention itself, one limitation could be its scalability. Since the current intervention procedure relies on a healthcare professional to provide the initial consultation and condom demonstration, it could mean that the intervention in constrained to sexual health clinics. Although the demonstration could be given electronically via a website or app, it might be difficult to make certain that the participant has viewed this demonstration or that they have practiced the application procedure sufficiently. One possible way to circumvent this would be require participants to view the demonstration before completing each follow-up questionnaire, or to train laypersons such as youth workers to extend the intervention’s reach.
Implications for Future Research
	Although implications of the current research have been briefly discussed in relation to the HERS intervention, it is important to discuss the implications relevant to interventions which aim to increase condom use aimed at young women more generally. Many studies in the sexuality and sexual health area utilise samples from university and clinic populations. The use of social media enables a more diverse sampling of the population which is not constrained by location (Catania, Dolcini, Orellana, & Narayanan, 2015). Unfortunately, the current study did not collect data on ethnicity or country of residence.
Many women indicated that they felt that their partners should be involved in the intervention as well and suggested that the intervention provide tips on how to negotiate condom use successfully with their partners. The fact that women requested this focus on condom negotiation suggests that they were willing to take a more active role in their condom usage and approach condom usage as a mutual decision between partners. Previous studies have suggested that communication between partners is the strongest predictor of consistent condom use (DePadilla, Windle, Wingood, Cooper, & DiClemente, 2011). 
Acceptability of the intervention in the current study was high and many women indicated that they liked the intervention because it places more focus on women taking responsibility when it comes to condom use, supporting the idea that it is important to include women in condom promotion efforts. While some previous interventions have attempted to increase condom use in women (Bryan et al., 1996; DiClemente & Wingood, 1995; St. Lawrence et al., 2001; Wingood & DiClemente, 2013), most interventions are still very male-focused.
Conclusions
The acceptability of the HERS intervention was high (80.7%), and participants felt that that main positives of the proposed intervention procedure were its focus on women and increasing pleasure when using condoms. They indicated that the intervention was sex-positive and that they liked that it aims to make condoms a “natural” part of sex. Acceptability was predicted by condom use self-efficacy (β = .20) and ability (β = .18), with the self-efficacy and ability accounting for 10% of the variance in acceptability scores, and frequency of condom use errors and problems was predicted by condom use ability (β = -.38) and condom use experiences (β = -.17), with ability and experiences accounting for 28% of the variance in frequency of condom use errors and problems. 
The findings suggest that the HERS intervention should offer participants a greater array of options for completing the intervention (such as the ability to take part online), should consider opening the intervention up to couples, and should offer participants more opportunity to discuss their experiences of condoms and their usage with a healthcare professional. Feasibility and pilot studies of the HERS should include qualitative data, in order to provide deeper insight into women’s opinions about the interventions and suggestions for improvement. Future research into condom use promotion should also place more focus on women in order to help them overcome the perceived barriers to taking an active role in successful and complete condom use. 
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Figure 1. Frequency of total scores on the Acceptability Scale
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Table 1
Demographic Characteristics of the Sample
	
	N
	%

	Relationship Status
	
	

	Single
	85
	30.4

	In a Relationship
	157
	56.1

	Married
	35
	13.5

	Other
	3
	1.1

	Sexual Orientation
	
	

	Heterosexual
	216
	77.4

	Gay/Lesbian
	2
	0.7

	Bi-Sexual
	50
	17.9

	Other
	10
	3.6

	Prefer not to say
	1
	0.4

	Condom Use Frequency
	
	

	Never
	59
	21.1

	Rarely
	65
	23.2

	Less than half the time
	20
	7.1

	More than half the time
	44
	15.7

	Always
	92
	32.9

	Condom Application Frequency
	
	

	Never
	126
	45.0

	Rarely
	68
	24.3

	Less than half the time
	37
	13.2

	More than half the time
	27
	9.6

	Always
	22
	7.9



Table 2
Percentages of High, Neutral, and Low Scores for the Acceptability of the Intervention
	Acceptability
	N
	%

	High acceptability
	226
	80.7

	Neutral
	18
	6.4

	Low acceptability
	36
	12.9

	Total
	280
	100


Note. High acceptability indicates scores of 9-16, neutral indicates scores of 8, and low acceptability indicates scores of 1-7.

Table 3
Predictors of Acceptability and W-CUES within the Regression Model
	Predictor
	B
	SE B
	β
	95% CI

	Acceptability
Condom Use Self-Efficacy
	
.13
	
.05
	
.20**
	
[.038 , .216]

	Condom Use Ability
	.10
	.04
	.18*
	[.020 , .170]

	W-CUES
Condom Use Ability
	
-.28
	
.05
	
-.38***
	
[-.370 , -.192]

	Condom Use Experiences
	-.11
	.04
	-.17**
	[-.190, -.039]

	
	
	
	
	


Note. * p <.05, ** p <.01, Note. *** p <.001 

image1.png
601

2 & ) &
21098 f311qe3dasay jo Aduanbaiy

104

Total Acceptability Score




