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Abstract

Background: Adherence problems with coitally dependent, female-initiated HIV prevention methods have
contributed to several trials’ failure to establish efficacy. Continuous use of a cervical barrier with once-daily
cleaning and immediate reinsertion may simplify use for women and improve adherence. We assessed the
acceptability and safety of precoital and continuous use of the Duet®, a cervical barrier and gel delivery system, in
Zimbabwean women.

Methods: Using a two-arm crossover design with a parallel observation group, we randomized 103 women in a
2:2:1 ratio: (1) to use the Duet continuously for 14 days, followed by a minimum of seven days of washout and
then 14 days of precoital use; (2) to use the same Duet regimens in reverse order; or (3) for observation only.
Women were aged 18 to 40 years; half were recruited from a pool of previous diaphragm study participants and
the other half from the general community. Acceptability and adherence were assessed through an interviewer-
administered questionnaire at each of two follow-up visits. Safety was monitored through pelvic speculum exams
and report of adverse events.

Results: The proportion of women who reported consistent Duet use during sex was virtually identical during
continuous and precoital regimens (88.6% vs. 88.9%). Partner refusal was the most common reason cited for non-
use during sex in both use regimens. Not having the device handy was the most common reason cited for non-
daily use (in the continuous regimen). Most women were “very comfortable” using it continuously (86.3%) and
inserting it precoitally (92.8%). The most favoured Duet attribute was that it did not interfere with “natural” sex
(55%). The least favoured Duet attribute was the concern that it might come out during sex (71.3%). No serious
adverse events were reported during the study; 57 participants reported 90 adverse events classified as mild or
moderate. There were no statistically significant differences in: (1) the proportion of women reporting adverse
events; (2) the severity of events among those using the Duet and observational controls; or (3) event severity
reported during each regimen use period.

Conclusions: In this study, the Duet was found to be acceptable and safe when inserted precoitally or used
continuously for 14 days. Assignment to use of the Duet continuously did not increase adherence to the Duet
during sex. Future HIV prevention trials should evaluate use of the Duet (precoitally and continuously) with
promising microbicide candidates.
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Background

Female-initiated methods to prevent HIV, including
microbicides, intravaginal rings and cervical barriers, are
currently being investigated in clinical trials to address
the disproportionate burden of HIV in women, particu-
larly in the highest prevalence regions, such as sub-
Saharan Africa [1]. Such technologies would provide
additional disease prevention options to women and
couples, and might be particularly beneficial in partner-
ships where male condom use is not feasible.

Thus far, 11 trials of microbicide candidates and one
trial of the diaphragm with a lubricant gel were unable
to detect a significant reduction in HIV acquisition in
women [2]. One important reason that trials of these
investigational female-initiated products may have been
unable to detect a significant protective effect is the
lower-than-anticipated adherence levels reported by trial
participants, which may have diluted the power to mea-
sure the effectiveness of the intervention had there been
true biological efficacy [2-4]. Unlike male circumcision,
these interventions are user dependent, and optimal
adherence necessitates the insertion of a device and/or
applicator of gel shortly before sex, which may be diffi-
cult for practical, cultural or other reasons.

One potential strategy to simplify use and increase
adherence to female-initiated methods is to make them
coitally independent. Continuous use of cervical barriers
has been promoted as such a strategy: products are
always worn and only removed once daily for cleaning,
and then immediately reinserted. There are limited data
on the safety and acceptability of this approach. Two
pilot studies in Madagascar promoted continuous use of
the diaphragm for four or eight weeks among sex work-
ers. In one study, 92% of respondents reported being
somewhat comfortable or comfortable with this techni-
que, although at 20% of visits, the participants reported
multiple daily insertions of the diaphragm, indicating
that the continuous-use protocol was not followed [5].
In the other study, 88% of women reported continuous
diaphragm use in the previous day at Week 1, and this
usage increased to 93% by Week 8 [6]. Although pri-
marily focused on the acceptability and feasibility of
continuous use of the diaphragm among the study
populations, these studies also monitored safety out-
comes and reported that continuous use appeared safe
[5,6].

In this study, we aimed primarily to assess the accept-
ability of the Duet® cervical barrier (with single-use 10 g
BufferGel sachets) when inserted precoitally or used
continuously in an African population, and to simulta-
neously monitor safety using a parallel observation
group. The Duet is a diaphragm-like device designed by
ReProtect, Inc. (Baltimore, MD, USA) to act as both a
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cervical barrier and a gel delivery system capable of deli-
vering gel on both its cervical and vaginal lumen sides.
Its single-size design is intended to fit most women and
does not require medical fitting. It was originally
designed for use with BufferGel®, an acid-buffering gel
that has been shown to have microbicidal activity
in vitro and in animal models [7-9], and to be safe for
human use and effective in preventing pregnancy when
used with a diaphragm, although ineffective on its own
in preventing HIV [10-13]. The functional performance,
safety and acceptability of the Duet (prefilled with Buf-
ferGel) was first investigated in the United States and
the Dominican Republic among 30 couples who used
the device during sex twice in one week [14]. In that
study, the Duet was found to be safe and acceptable,
and it was concluded that further research into the pro-
duct as a potential disease prevention method was war-
ranted [14].

Importantly, the Duet can be used with other vaginal
gels, including alternative microbicide candidates, and a
combination product could theoretically provide
enhanced protection against diseases through the addi-
tive effect of a physical barrier and gel. The results from
this study are important to consider within this context.

Methods
Study setting and population
The study was conducted from December 2008 to May
2009 at a research site in Epworth, a peri-urban town-
ship within the municipal district of Harare, the capital
city of Zimbabwe. Inclusion criteria included: being 18
to 40 years of age; being sexually active (one or more
acts of vaginal sex per week for the three months prior
to enrolment); being non-pregnant and on a highly
effective form of contraception; having no genital
abnormalities or symptoms; being able to successfully
insert and remove the Duet within three attempts; and
being willing and able to provide informed consent.
Women with abnormal menstrual cycles were excluded.
HIV-positive status was not an exclusion criterion, but
women had to be physically healthy in the judgment of
the study clinicians, with no history of any serious
acute, chronic or progressive disease, and no known
allergy to latex. As a secondary objective, the study
aimed to evaluate how previous diaphragm experience
might impact the acceptability of the Duet worn con-
tinuously and precoitally. Thus, half of the enrolled
study sample participants were purposively recruited
from a randomly selected list of former intervention-
arm participants in the Methods for Improving Repro-
ductive Health in Africa (MIRA) trial (a Phase III trial
of the effectiveness of the diaphragm in preventing
HIV), who lived in the Epworth area and were within
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the eligible age range [15]. The remaining participants
for this study were not former MIRA participants and
were either recruited by the study outreach worker at
community venues or walked in to the research centre.

Study design

The study was an open-label, two-arm crossover study
with a parallel observation group randomized in a 2:2:1
ratio (see Figure 1). Forty percent of women (the conti-
nuous—precoital group) were randomized to wear the
Duet continuously for 14 days, followed by a minimum
of seven days of washout, and 14 days of precoital use;
40% of women were randomized to the reverse-order
regimen (the precoital—continuous group). To better
inform the safety evaluation, the remaining 20% were
assigned to an observation-only arm. Duet-use regimens
and study visits were scheduled to avoid menses. All
groups received male condoms, and safe sex and risk
reduction counselling.

Study products

The Duet is similar in structure to a diaphragm, but
with a hard rim and dome. However, the Duet has a
wider rim and a reservoir surrounding the rim at the
base of the dome that acts as a gel collection area (see
Figure 2). BufferGel was provided in single-use 10 g
sachets (similar to condiment packaging). Gel was
applied on both the vaginal and cervical sides of the
Duet prior to insertion. Prior research has been con-
ducted on the acceptability of the Duet as a menstrual
collection device [16], and contraceptive efficacy studies
are planned. However, participants were advised that
this study was investigating the product’s potential use

135 Screened

32 Ineligible;
Abnormal pelvic/speculum exam 16*
Symptomatic for genital infections 5*

Pregnant 3

Duet too big 2
» Iregular menses 2
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Figure 1 Study profile.
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a. Half the gel inside the dome  b. Half the gel inside the rim

c. Applying gel from the sachet

Figure 2 Diagram of Duet and method for gel application.

for delivery of gels for HIV and sexually transmitted
infection prevention.

Study procedures

At screening, participants gave oral consent to complete
a short, interviewer-administered eligibility question-
naire, and participants who met initial inclusion and
exclusion criteria were then asked to provide written
informed consent for study procedures. A urine speci-
men was collected for pregnancy testing, and partici-
pants were interviewed about their demographic and
clinical history. Non-pregnant participants were given a
pelvic speculum exam to rule out genital abnormalities,
signs or symptoms, and two swabs were collected from
the vaginal fornices for assessment of bacterial vaginosis
(BV). One was used for a rapid point-of-care assay
(BVBlue®, Gryphus Diagnostics, Knoxville, TN, USA),
and the second for assessment of BV using both
Amsell’s criteria and Nugent scoring [17,18].

BV and all other genital signs and symptoms were
treated syndromically, according to Zimbabwe National
Syndromic Management guidelines [19]. Clinicians
demonstrated how to load gel in and on the Duet from
the sachet, and inserted it in a translucent pelvic model.
Participants then practiced the insertion and removal of
the Duet on themselves. All potential participants were
able to successfully insert and remove the Duet within
three attempts.

The randomization scheme was based on a permuted
block design with randomized blocks of sizes 5 and 10.
Participants randomized to the continuous—precoital
group initiated the continuous-use regimen immediately
and inserted the Duet while in the clinic. They were
given 14 sachets of gel, the Duet plastic case, condoms,
and an illustrated, local language (Shona) or English
Duet instruction sheet for continuous use.

Participants in the precoital—continuous group were
given a Duet to insert within one hour prior to sex, as
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well as a supply of gel sachets commensurate with their
reported coital frequency, male condoms, a Duet plastic
case, and illustrated instruction sheet for precoital use.
Precoital use specified that the Duet should be inserted
within one hour prior to sex, and removed no sooner
than one hour and no later than 24 hours postcoitus.
All participants were given male condoms.

Participants in the Duet-use groups were also pro-
vided with panty liners in case of gel leakage, and a bar
of mild soap to clean the Duet. Following randomiza-
tion, participants completed an interviewer-administered
baseline acceptability and adherence questionnaire,
received safe sex and risk reduction counselling, and
were scheduled for their first follow-up visit 14 days
after enrolment (a window of about seven days was
allowable). Participants were encouraged to come to the
clinic at any time if they required clinical attention,
counselling or resupply of gel or condoms.

At the first follow up, participants completed an inter-
viewer-administered adherence questionnaire. Next, a
clinician conducted a clinical interview and pelvic spec-
ulum exam to identify any adverse events (AEs), and to
obtain vaginal swabs for BV diagnosis. Women with
genital signs or symptoms of infection were treated syn-
dromically, as described, and scheduled to return to the
clinic within seven to 14 days for evaluation. Partici-
pants in the Duet-use groups received crossover coun-
selling to review the procedures and dates for switching
their use regimen following menses and washout. Used
and unused gel sachets were returned and inventoried,
and new gel sachets and instructions were issued in
accordance with the subsequent-use regimen.

All participants received condoms and risk reduction
counselling, and completed an interviewer-administered
acceptability questionnaire. After reviewing locator
information, participants were reimbursed for their
transport and time, and scheduled to return to the clinic
approximately one month later. A study outreach
worker contacted Duet-use participants at home within
two days of the target date for crossing over to the new
Duet-use regimen to ensure that change in regimen
occurred correctly.

The second and final follow-up visit followed the same
sequence of procedures as the first follow up, except for
crossover counselling. All study products (Duet, used
and unused gel sachets) were permanently collected and
inventoried, and participants were discontinued from
the clinical portion of the study. Updated locator infor-
mation and willingness to be contacted within 60 days
to participate in a qualitative component of the study
(data to be presented in a separate paper) were solicited
from intervention group women.
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Measures and statistical analysis

We assessed the acceptability, adherence and safety of
the Duet for use among African women when used con-
tinuously for 14 days or inserted precoitally for 14 days.
Acceptability measures

Among intervention group women, the comfort of wear-
ing the Duet during each regimen was assessed at the
visit immediately following that regimen. At the accept-
ability assessment at the final visit, the following infor-
mation was obtained: measures that assessed willingness
to use the Duet if one perceived oneself to be at risk for
HIV; comfort using the gel sachets and loading gel in
the device; preferences for the continuous versus precoi-
tal regimen for the participant and her perception of her
partner’s preference; and the characteristics most
women found favourable and unfavourable about Duet
use for themselves and their partners (i.e., the appear-
ance of the Duet and the effect on sex). After we deter-
mined that no differences were observed in acceptability
measures by the Duet group assignment (i.e., order-
effect), we combined acceptability results for both Duet-
use groups.

Adherence measures

We computed the mean, median and range for the
number of days the Duet was reported to be used dur-
ing the continuous-use regimen, and the number of sex
acts during both regimens. We evaluated adherence to
the assigned regimen by computing the proportion of
days (100%, = 80%) that the Duet was worn during the
continuous-use regimen and the proportion of sex acts
(100%, > 80%) during which the Duet was worn during
both the continuous-use and precoital-use regimens.
Condom use adherence and the number of times the
Duet came out on its own were tabulated. We also
assessed the reasons for sub-optimal adherence among
those who were imperfect users. Finally, to explore the
potential influence of previous cervical barrier use on
adherence and acceptability to the Duet, we used chi-
square statistics to compare the proportion of women
reporting key measures by prior diaphragm experience.
Safety measures

These were based on a tabulation of participants’ self-
reports of AEs and clinician classification of those
events, abnormal physical findings, the results of the
point-of-care BV test (Amsell’s criteria and Nugent
score not shown), and reports of emotional problems or
social harms. For AEs, we computed the number of
individuals experiencing events, the number of events
observed, and the number of events per 100 person
weeks of observation, by group. This study was not
powered to identify statistical differences between
groups. However, for illustrative purposes, we compared:
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(1) the proportion of women experiencing AEs among
those using the Duet versus observational controls using
Fisher’s exact test statistics; and (2) the proportion of
women reporting AEs during the continuous-use versus
precoital-use regimens. Because participants participated
in each regimen, the data were treated as paired data
and analyzed using a McNemar’s test.

The study was carried out under the principles out-
lined in the Declaration of Helsinki and was reviewed
and approved by Institutional Review Boards at RTI
International (USA) and the Medical Research Council
of Zimbabwe. The Medicines Control Authority of Zim-
babwe provided regulatory approval for the conduct of
the study.

Results

Study sample

Table 1 presents the baseline characteristics of the 103
women enrolled in the study (42 continuous—precoital
group, 41 precoital—continuous group, 20 observa-
tion-only group), who had a mean and median age of
30 years, were all married, and mostly Shona (66%),
the majority tribal group in Zimbabwe. All women had
at least one child, and the majority (63%) had more
than two children. Use of a highly effective contracep-
tive was an inclusion criterion; most women (66.7%)
were using oral contraceptives, while 28.4% were using
injectables.

For sexual risk behavior, the mean and median num-
ber of sexual partners in the past three months was one,
and less than 15% had ever been treated for a sexually
transmitted infection (STI), although 14% also reported
having some vaginal symptoms in the past three months
and almost one-fifth (19.2%) were BV positive per rapid
assay (and asymptomatic, thus not treated). While 81%
reported having ever used male condoms in their life-
time, only half (51.2%) reported using male condoms in
the past three months.

Twelve of the 52 former MIRA participants (23.1%)
had used a diaphragm in the past three months, but
none of these women cited the diaphragm as a current
contraceptive method. Randomization groups were lar-
gely similar for all measured baseline characteristics;
although the parity distribution for women in the conti-
nuous—precoital group was lower than those in the
other two groups, these women were also more likely to
be BV positive (per rapid assay) at baseline. Women in
the observation group were slightly more likely to report
ever having used male condoms. All enrolled partici-
pants were able to wear the Duet device; only two of
the 135 women screened were unable to wear the Duet
due to an unsuitable fit (see Figure 1).
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Adherence to Duet-use regimen

We examined adherence among Duet users by regimen.
When participants were assigned to use the Duet con-
tinuously, they wore it all day or at least part of the day
for, on average, 13.3 of the target 14 days (median 14,
range 7-14; see Table 2). Overall, the majority (81%) of
women reported that they wore the Duet for all of their
continuous-use days, and 90% used it for at least 80% of
the days they were instructed to use it (see Table 2).
During the continuous-use regimen, each woman
reported an average of 10 sex acts overall (mean 10.2,
median 10) for the 14-day period, and 88.6% reported
using the Duet every time they had sex, while 63.3%
reported using condoms every time.

During their precoital regimen, women reported a
similar number of sex acts for the 14-day period (mean
10.5, median 10), and the overall proportion of women
who reported consistent Duet use during sex was vir-
tually identical to that during the continuous-use regi-
men (88.9%). Reported condom use during sex was
similar to the continuous-use regimen, with roughly
two-thirds of women reporting condom use for 100% of
sex acts. Reports of crossover contamination and invo-
luntary Duet removal were rare (see Table 2). Compared
to those in the Duet groups, more women in the obser-
vation group (80%) reported consistent male condom
use, and they had only slightly fewer sex acts (mean 9.3,
median 8.5) during the 14-day periods assessed.

During both regimen periods, we asked women their
main reasons for not using the Duet every day or during
every act of sex, and supplied some categorical
responses, as well as an open-ended response. Although
the majority (range 79%-90%; see Table 2) indicated that
they had used it every time, partner refusal was the
most commonly cited reason for non-adherence during
sex in both regimen periods. Reasons for not using the
Duet every day during the continuous regimen were
more varied: the most common reason participants
cited was that they did not have it with them. Partner
refusal, discomfort, having menses, and non-use because
they did not have sex (demonstrating protocol misun-
derstanding) were also mentioned (see Table 2).

Acceptability

Overall, 86.3% of women reported feeling “very comfor-
table” wearing the Duet continuously for 14 days, while
92.8% reported the same for the precoital regimen (see
Table 3). Just over half (51.4%) of the participants
reported a preference for the precoital regimen, 10% felt
they were equivalent, and 39% preferred continuous use.
Women’s perceptions of their partner’s preferences for
continuous or precoital use mirrored their own
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Table 1 Baseline characteristics of study sample, overall and by group assignment

Characteristic

Total (n = 103) Continuous—precoital (n = 42) Precoital—continuous (n = 41) Observation (n = 20)

mean median mean median mean median mean median
Age 302 300 29.7 29.0 308 30.0 299 310
No. partners, past 3 mos. 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0
n % n % n % n %

Ethnicity

Shona 67 65.7 28 66.7 27 659 12 63.2

Other 35 343 14 333 14 342 7 36.8
Relationship status

Married 102 100.0 42 100.0 41 100.0 19 100.0
Parity

1-2 39 382 22 524 13 317 4 210

3 or more 63 61.7 20 47.6 28 683 15 789
Current contraception

Long-term contraceptives 5 49 1 24 3 73 1 53

Injectables 29 284 12 286 14 342 3 158

Oral contraceptives 68 66.7 29 69.1 24 585 15 79.0
Ever treated for RTI/STI, lifetime

Yes 15 14.7 8 19.1 5 12.2 2 105
Any symptoms, past 3 mos.

Yes 14 137 6 143 6 14.6 2 10.5
BV status at baseline

Positive 19 19.2 12 286 4 10.8 3 15.0
Ever used male condoms

Yes 83 80.6 32 76.2 32 78.1 19 95.0
Male condom use, past 3 mos.

All of the time 8 9.5 1 3.0 4 125 3 15.8

Sometimes 35 41.7 16 485 9 28.1 10 526

Never 41 488 16 485 19 594 6 316
Ever used diaphragm, past 3 mos.

Yes 12 1.7 4 9.5 5 122 3 15.0

preferences. A majority (85%) of women reported that
they would “definitely” use the Duet if they thought they
were at risk for HIV and it could help protect them (see
Table 3).

Women were provided with a list of Duet attributes,
and asked to indicate which they found the most and
least favourable (see Table 3). The top three attributes
of the Duet that most participants cited were that it
doesn’t interfere with “normal/natural sex” (55%), it is
reusable (18.8%), and it is inserted by the woman herself
(11.3%). Women ascribed their partner’s preferences to
the same three characteristics, although greater empha-
sis was placed on the first attribute: that it does not
interfere with “natural” sex.

The three least favourable characteristics of the Duet
for women were all hypothetical attributes: that it might
come out during sex (71.3%); and that it might change
the feeling of sex either for women themselves (13.8%)
or their partners (12.5%). Here again, women’s percep-
tions of their partners’ attitudes towards the least

favoured characteristics were similar to their own.
Women also reported that their partners would disfa-
vour the Duet if they could feel it during sex, and this
ranked as potentially more disfavourable than a decrease
in the women’s own sexual pleasure.

Previous diaphragm experience

We compared responses to key adherence and accept-
ability measures between those who had previously used
a diaphragm and those who had not (“diaphragm
naive”) using Fisher’s exact tests. No differences were
statistically significant; however, there was a trend
towards a preference for precoital use and better adher-
ence to the precoital-use regimen among diaphragm-
experienced women (see Table 4).

Safety

Adverse events

During the course of the study, no serious AEs
occurred; 57 participants reported 90 AEs that were
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Table 2 Adherence to Duet use among intervention group participants (n = 83), by regimen

Continuous regimen (n = 80)

Precoital regimen (n = 82)

Duet adherence

Days Duet worn
Number of sex acts

Duet regimen adherence
Worn at least 80% of days
Worn 100% of days
Duet adherence during sex
Worn at least 80% of sex acts
Worn 100% of sex acts
Ever used Duet precoitally during continuous regimen
Duet ever came out on its own
Mean/median number of times Duet came out on its own*
Reasons for non-adherence
Main reason Duet not used during sex
Used the Duet every time for sex
Partner refused to use it
Did not have Duet with her/forgot to use it
Discomfort/having menses/did not have time to insert
Other
Main reason Duet not used every day
Used the Duet every day
Did not have the Duet with her
Partner refused to use it
Discomfort/did not have sex/having menses/other
Forgot to use it
Condom adherence
Worn at least 80% of sex acts
Worn 100% of sex acts

mean med (range) mean med (range)
133 14.0 (7-14) NA NA
102 9.0 (2-42) 105 10.0 (2-42)
n % n %
71 89.9 NA NA
64 81 NA NA
74 93.7 77 939
70 886 73 89
1 13 1 13
2 2.5 0
15 15 0
69 87.3 74 90.2
4 5.1 3 3.7
1 report each 26 2 reports each 48
1 report each 39 0 0
2 2.5 1 12
62 785 NA NA
5 6.3 NA NA
3 3.8 NA NA
2 reports each 10.0 NA NA
1 1.3 NA NA
52 658 53 654
50 633 53 654

*Denominators and proportions exclude missing data for n = 4 for continuous-use adherence and n = 1 for precoital-use adherence.

classified as mild or moderate (see Table 5). There were
no statistically significant differences in: (1) the propor-
tion of women reporting AEs (overall and reproductive
tract or urinary tract related); (2) the severity of events
reported among those using the Duet and those in the
observation group; or (3) the severity of events reported
during each regimen use period. Similarly, the distribu-
tion of relatedness to study product was not significant
(p >0.05) between the two Duet regimens (not applic-
able for observation group).

In total, 31 events (among 28 women) were classified
as related to study products: 13 “possibly”, 10 “prob-
ably”, eight “probably not”, and zero “definitely” (see
Table 5). The majority of related events were reproduc-
tive tract or urinary tract related. However, a few parti-
cipants reported physiological/neurological discomfort
associated with the squatting position that some women
used for inserting and removing the Duet (i.e., numb-
ness or pain in hips).

Three individuals had abnormal physical exam find-
ings at each of two follow-up visits (data not shown).
One of these women had persistent cervical erythema
following her precoital-use regimen that necessitated
study discontinuation. The remaining five cases were
noted after the continuous-use regimen and included
findings of abnormal discharge (two women), candidiasis
(one), cervical ectopy (one) and suspected pelvic inflam-
matory disease (one). No epithelial disruptions were
identified.

The baseline distribution of BV-positive BV Blue
results was unevenly distributed by arm, with the conti-
nuous—precoital group having almost twice the propor-
tion as the other two groups (see Table 1). In the
follow-up period, across all groups, 19 BV Blue-positive
results were observed among 15 individuals (data not
shown). Seven of these 19 BV-positive results during fol-
low up were among women who were negative for BV
at enrolment, and this was distributed evenly as two
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Table 3 Acceptability of the Duet among intervention group participants (n = 83)
# %
Very comfortable wearing the Duet continuously 69 86.3
Somewhat comfortable 10 125
Not at all 1 928
Very comfortable inserting and removing the Duet before and after each act of sex 77 92.8
Somewhat comfortable 5 6.0
Not at all 1 12
Definitely would use Duet if | thought | was at risk for HIV and Duet could protect me 68 85.0
| maybe would use the Duet 1 13.8
I maybe would not use the Duet 1 13
| definitely would not use the Duet 0 -
Very comfortable opening the gel sachet 79 98.8
Somewhat comfortable 1 13
Not at all 0 0
Very comfortable loading the gel into the Duet 97.5 80
Somewhat comfortable 25 2
Not at all
Preferred regimen
Continuous 31 388
Precoital 41 513
Same 8 100
Preferred regimen of partner
Continuous 30 375
Precoital 41 513
Same 9 1.3
Most favourable characteristic of Duet for participant (top 3)
Duet does not interfere with normal/natural sex 44 550
The Duet is reusable 15 188
You can put the Duet in yourself 9 1.3
Least favourable characteristic of Duet for participant (top 3)
The Duet might come out during sex 57 713
Duet might change the feeling of sex for you 1 138
Duet might change the feeling of sex for him 10 125
Characteristic participant perceived as most favourable for partner (top 3)
Duet does not interfere with normal/natural sex 56 68.8
The Duet is reusable 10 125
You can put the Duet in yourself 10 12.5
Characteristic participant perceived as least favourable for partner (top 3)
The Duet might come out during sex 36 70.0
Duet might change the feeling of sex for him 13 163
He might feel Duet in your body during sex 5 6.3

cases per group (one individual in the continuous—pre-
coital group was positive at both follow-up visits).
Emotional problems and social harms

A minority of individuals also reported emotional pro-
blems caused by the Duet: during the continuous regi-
men, four women (5%) reported “fear”, one reported
verbal abuse from the partner, and one reported partner
complaints about the gel. During the precoital regimen,
four women reported “fear”, two cited verbal abuse from
partners, and one reported “shame”.

Discussion

This is the first study to assess acceptability and safety
of the Duet used with a vaginal gel for 14 days continu-
ously or precoitally in an African setting. Although Buf-
ferGel alone and the diaphragm used with an inactive
lubricant have not been shown to be effective in pre-
venting HIV in this setting [12,15], the combined effec-
tiveness of a cervical barrier, such as the Duet and an
effective microbicide, has not yet been tested. Thus, the
safety and acceptability results reported here may inform
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Table 4 Adherence and acceptability of the Duet, by previous diaphragm experience (n = 83)

Dia-naive ppts  Dia-experienced ppts p value*
(n =41) (n = 42)
Continuous regimen adherence n % n %
Duet regimen adherence
Worn at least 80% of days 37 949 34 85.0 0.26
Worn 100% of days 33 84.6 31 77.5 057
Duet adherence during sex
Worn at least 80% of sex acts 38 974 36 90.0 0.36
Worn 100% of sex acts 36 923 34 85.0 0.48
Precoital regimen adherence
Duet adherence during sex
Worn at least 80% of sex acts 36 87.8 41 100.0 0.06
Worn 100% of sex acts 35 854 38 92.7 0.48
Acceptability
Very comfortable wearing the Duet continuously 34 85.0 35 87.5 0.74
Somewhat comfortable 6 150 4 100
Not at all 0 - 1 25
Very comfortable inserting and removing the Duet before and after each act of sex 37 90.2 40 95.2 051
Somewhat comfortable 3 73 2 4.8
Not at all 1 24 0 -
Willingness to use Duet if you thought you were at risk for HIV and Duet could protect you 1.00
| definitely would use the Duet 34 85.0 34 85.0
I maybe would use the Duet 5 12.5 6 150
I maybe would not use the Duet 1 25 0 -
| definitely would not use the Duet 0 - 0 -
Preferred regimen 0.13
Continuous 20 50.0 11 27.5
Precoital 17 425 24 60.0
Same 3 75 5 12.5
Preferred regimen of partner 034
Continuous 18 45.0 12 300
Precoital 19 47.5 22 55.0
Same 3 75 6 15.0

*P value for the comparison between diaphragm-naive and diaphragm-experienced participants, based on Fisher’s exact test

future trials of products such as these, used indepen-
dently or in combination.

Overall, women were very comfortable wearing the
Duet continuously or inserting it precoitally, and the
majority indicated that they would use it in the future if
it were shown to be effective in preventing HIV and
they perceived themselves to be at risk. Since the Duet
and gel were used together, it is difficult to disentangle
attitudes towards the device alone versus the gel alone.
For example, when responding to questions about “Duet
use”, women may have automatically incorporated “gel
use” in their assessment, or may have been referencing
only the device. The majority of women reported being
“very comfortable” with the functional aspects (opening
and loading) of the single-use gel sachets, and thus, it is
likely reasonable to assume that favourable attitudes
towards the Duet applied to impressions of both the

cervical barrier and the gel application process, if not
also the gel itself.

Women who were former MIRA participants and had
previous diaphragm experience (used precoitally) appear
to have a preference for precoital-use regimen for the
Duet, although the difference was not statistically signifi-
cant at the p < 0.05 level. Further analysis is planned to
more specifically examine the characteristics of women
who favoured continuous versus precoital use. Mirroring
the preferences for one regimen over another, women
who were diaphragm experienced were more consistent
users of the Duet when asked to use it precoitally,
although again, the difference was not statistically signif-
icant. This study may have been underpowered to detect
significantly reduced uptake of continuous use of this
similar prevention technology because of previous famil-
iarity with precoital insertion. However, because so few
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Table 5 Total number of women experiencing adverse events (n), number of AEs (#), and number of AEs per 100

person weeks, by regimen

Continuous regimen

Precoital regimen Observation

(n = 80)* (n = 83)* (n = 20)*
n # #/100woman p’ N #  #/100woman p°> n #  #/100 woman
weeks weeks weeks

Total 28 38 238 060 32 39 235 1.00 11 13 16.3
Reproductive tract (RT) or urinary tract (UT) 12 15 94 042 8 10 6.0 1.00 4 4 50
related
Severity
Mild 20 23 144 086 22 27 16.3 062 10 11 138
RT/UT related 5 38 075 7 4.8 100 3 3 38
Moderate 11 15 94 1.00 10 12 7.2 023 2 2 2.5
RT/UT related 7 9 56 007 1 2 12 1.00 1 1 13
Severe 0 0 - - 0 0 - - 0 0 -
RT/UT related 0 0 - - 0 0 - - 0 0 -
Relatedness to study products

Definitely 00 - - 00 - - -0 -

Probably 4 4 25 073 6 6 36 - -0 -

Possibly 6 9 56 075 4 4 24 - -0 -

Probably not 4 4 25 1.00 4 4 24 - -0 -

Not related 14 21 131 021 21 25 151 - - 13 -

* Duet use participants were followed for up to 14 days per regimen. Observation group participants were followed for up to 28 days.
! P value for the comparison of the proportion of intervention group women reporting an event during the continuous vs. precoital regimen periods (McNemar's

test)

2 P value for the comparison of the proportion of women reporting an event between those in an intervention group vs. observational controls (Fisher's exact

test)

women in the region have been exposed to these tech-
nologies, this should not pose a substantial barrier to
future efforts to promote or introduce continuous use of
a female-initiated HIV prevention method. While it is
promising that more than 80% of women overall were
reportedly willing and able to use the Duet continuously
during their 14-day use period, in this study the propor-
tion of sex acts with a Duet in situ was almost identical
for each use regimen. Thus, assignment to continuous
use did not result in higher adherence during sex, when
exposure to HIV or STIs may occur.

One of the previously described Madagascar pilot stu-
dies recently reported that continuous diaphragm use
was associated with four times higher odds of adherent
diaphragm use during sex [20]. However, these findings
were based on a subgroup analysis of participants who
were classified as “continuous users” using an imputed
composite variable created through qualitative and
quantitative data triangulation. Also, the study popula-
tion had at least four monthly sexual partners, com-
pared with our monogamous, married population [20].
In contrast, we examined Duet adherence during sex,
using an intent-to-treat approach based on group
assignment. Of note, among the subgroup of women (n
= 64) who reported full adherence during the continu-
ous use regimen, 97% of sex acts were protected by

Duet (as compared with 89% overall). It is unknown
how promotion of continuous use and its effect on
adherence would change (in either direction) with
longer study duration or with a larger sample size that
would provide greater power to detect differences by
group.

More than half the participants felt that the most
favoured characteristic of the Duet is that it does not
interfere with “normal/natural” sex, indicating that using
the Duet during sex did not change the feeling of sex,
an often cited complaint about male condoms [21,22].
Perceptions of the potential for diminishing sexual plea-
sure for either the participant or her partner were like-
wise important fears to participants, as were concerns
that the device might come out during sex or that the
partner may touch the device with his penis, presumably
because these instances would interrupt the sex act or
sexual pleasure. Sexual pleasure has been discussed as a
critical consideration in microbicide and cervical barrier
acceptability research because the introduction of a gel
could alter the “natural” feeling of sex. Women may
find that a gel increases their pleasure or reduces their
pain, although they may be concerned that partners will
find the lubrication to be unfavourable [23-25].

Women’s top three reasons for liking or disliking the
Duet were virtually identical to their perceptions of
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their male partners’ attitudes. While we did not sepa-
rately assess men’s and women’s perspectives, a growing
body of literature, including data from the MIRA study,
supports the interpretation that the male partners’
acceptability of the Duet may have influenced women’s
own acceptability and use of the device [25-28]. Further
analysis of the study’s qualitative interviews with men
and women will explore these issues in greater depth.

In this study, the Duet appeared safe, when used both
continuously and precoitally, for 14 days. This study
relied on clinical observation and self-report of adverse
events and did not include colposcopic examinations.
The nature and quantity of events observed is what was
expected for a study of this size and duration in this set-
ting. Although not statistically significant, more events
were observed in the intervention groups, and more
gynecological events were classified as “moderate” in the
continuous-use regimen, but this may be attributed to
women’s heightened awareness and more frequent con-
tact with their genitalia when using a product daily
(compared to non-use), and when using a product con-
tinuously as compared with just during sex.

In the North American-based Duet study, the Duet
was also concluded to be safe, although the authors
recommended ongoing monitoring of abdominal and
genital pain in future studies, and attention to peeling
or disruption of the cervical epithelium [14]. In this
study, no epithelial disruptions were observed on specu-
lum exam, although one participant experienced persis-
tent cervical erythema and was discontinued at her first
follow-up visit. Several participants initially reported
pain or discomfort upon inserting, removing and wear-
ing the Duet. Although the majority of these problems
resolved with counselling on proper placement or prac-
tice, these issues should continue to be monitored in
future studies.

In the MIRA study, participants’ reports of problems
associated with diaphragm use decreased substantially
after the first one or two follow-up visits with improving
skills and counselling from clinic staff [29]. Unlike the
contraceptive diaphragm, the Duet is a single-size device
designed for use without medical fitting. Our results
confirm and extend those of Ballagh et 4/ in indicating
that the Duet provides an appropriate fit for most
women, and thus may be appropriate for over-the-coun-
ter use [14].

This study has several strengths and limitations. First,
we aimed to assess the acceptability and safety of two
Duet-use regimens, and both preferences and biological
susceptibility to reproductive tract-or urinary tract-
related AEs may have been biased by the participant’s
first regimen assignment and/or previous exposure to
cervical barriers. The study’s randomized, crossover
design controlled for any possible bias towards the
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regimen assigned first or second. We purposively
selected an equal number of women with and without
previous diaphragm experience, and stratified our adher-
ence and acceptability results by this characteristic (few
women reported recent diaphragm use at baseline, so
this was not done for the safety results).

This study was short in duration, and it is difficult to
predict how acceptability and safety outcomes might
change with longer use time. In this analysis we
included only quantitative, pre-designated measures of
product acceptability, rather than our qualitatively cap-
tured data. This approach potentially limits a broader
understanding of product acceptability, and important
reasons for liking/disliking Duet may have been
overlooked.

Acceptability, adherence and safety measures, with the
exception of clinical observation of AEs, relied on self-
report, which may have been subject to social desirabil-
ity and recall bias. We minimized this bias by measuring
adherence and acceptability in several ways, and found
high concordance between multiple measures (i.e., pro-
portion of acts/days covered and the opt-in selection of
“Not applicable, I used it every time” when asked about
non-use).

Further, participants were not excluded for non-adher-
ence or for disliking the products, and most AEs that
might have warranted discontinuation would have been
observed during pelvic exams. Nonetheless, the level of
condom use reported in this sample of married women
on effective contraception was high, although similar to
other research in this setting [15,30,12], and it is
unknown whether this is from social desirability bias or
from the successful implementation of intensive condom
counselling in this study, and/or previous research stu-
dies. Related to this final point, it is also important to
acknowledge that the women able and willing to join
this study, and meeting entry criteria, may not have
been representative of the general population, nor of
those at highest risk of HIV/STI acquisition.

Conclusions

We found that the Duet was highly acceptable and safe
for use both continuously and precoitally in this African
setting when used for 14-day periods. Further research
should explore the safety of the device with alternative
microbicide candidates as a low-cost, reusable delivery
mechanism and potential disease prevention option. In
this study, assignment to continuous-use regimen did
not equate with more protected sex acts. However, the
strategy may be more effective in enabling adherence
over periods of time longer than 14 days. Users familiar
with precoital insertion of cervical barriers or other
methods might require more counselling to encourage
continuous use.



Montgomery et al. Journal of the International AIDS Society 2010, 13:30
http://www jiasociety.org/content/13/1/30

Acknowledgements

The authors acknowledge the excellent work of the Zimbabwe clinic staff,
Adlight Chandipiswa, Maggie Kaduva, Mavis Kamba, Meria Mari, Matthew
Phiri and Rachel Shonhiwa, and of laboratory staff, Marshall Munjoma and
Erasmus Mhizha. This research was funded by the International Partnership
for Microbicides.

Author details

'Women'’s Global Health Imperative, RTI International, San Francisco Project
Office, San Francisco, CA, USA. “International Partnership for Microbicides,
Paarl, South Africa. *University of Zimbabwe-University of California San
Francisco Research Collaborative Programme in Women'’s Health, Harare,
Zimbabwe. *ReProtect, Inc,, Baltimore, MD, USA. °Center for AIDS Prevention
Studies, Department of Medicine, University of California San Francisco, San
Francisco, CA, USA.

Authors’ contributions

ETM participated in the development of the study protocol, data collection
instruments and procedures, monitored field operations and data, led the
analysis, and drafted the manuscript. CW conceived of the study, developed
the protocol and instruments, oversaw field implementation, and reviewed
and edited the manuscript. PM coordinated and managed the data
collection, and participated in the development of instruments and
procedures. HC performed the statistical analysis. TC oversaw the field site,
provided clinical expertise to the protocol development, and attended to all
clinical and safety-related issues, as applicable. TRM participated in the
development and design of the project and protocol, provided clinical input
on data, and reviewed and edited the manuscript. FS provided clinical
technical assistance in the oversight of safety issues, and reviewed and
edited the manuscript. AVDS participated in the development and design of
the project and protocol, provided technical expertise in the development
and interpretation of behavioural assessments, and reviewed and edited the
manuscript. All co-authors read and approved the final version of the
manuscript.

Competing interests
TRM is the inventor and manufacturer of the Duet device and BufferGel. No
other authors hold competing interests.

Received: 12 January 2010 Accepted: 5 August 2010
Published: 5 August 2010

References

1. UNAIDS: Report on the global AIDS epidemic: executive summary. Geneva
2008.

2. Weiss HA, Wasserheit JN, Barnabas RV, Hayes RJ, Abu-Raddad LJ: Persisting
with prevention: The importance of adherence for HIV prevention.
Emerging Themes in Epidemiology 2008, 5:8.

3. Padian NS, van der Straten A, Ramjee G, Chipato T, de Bruyn G,

Blanchard K, Shiboski S, Montgomery ET, Fancher H, Cheng H,
Rosenblum M, van der Laan M, Jewell N, McIntyre J: Diaphragm and
lubricant gel for prevention of HIV acquisition in southern African
women: a randomised controlled trial. Lancet 2007, 370:251-261.

4. Masse B, Boily M, Dimitrov D, Desai K: Efficacy dilution in randomized
placebo-controlled vaginal microbicide trials. Emerg Themes Epidemiol
2009, 6:5.

5. Behets F, Turner A, Van Damme K, Rabenja L, Ravelomanana N, Swezey T:
Vaginal Microbicide and Diaphragm Use for Sexually Transmitted
Infection Prevention: A Randomized Acceptability and Feasibility Study
Among High-Risk Women in Madagascar. Sex Transm Dis 2008,
35:818-826.

6.  Behets F, Turner A, Van Damme K, Rabenja N, Ravelomanana N, Zeller K,
Rasolofomanana J: Acceptability and feasibility of continuous diaphragm
use among sex workers in Madagascar. Sex Transm Infect 2005,
81:472-476.

7. Olmsted SS, Dubin NH, Cone RA, Moench TR: The rate at which human
sperm are immobilized and killed by mild acidity. Fertil Steril 2000,
73:687-693.

8. Zeitlin L, Hoen TE, Achilles SL, Hegarty TA, Jerse AE, Kreider JW, Olmsted SS,
Whaley KJ, Cone RA, Moench TR: Tests of BufferGel for contraception and

20.

21,

22.

23.

24,

25.

26.

Page 12 of 13

prevention of sexually transmitted diseases in animal models. Sex
Transm Dis 2001, 28:417-423.

Patton DL, Sweeney YC, Cummings PK, Meyn L, Rabe LK, Hillier SL: Safety
and efficacy evaluations for vaginal and rectal use of BufferGel in the
macaque model. Sex Transm Dis 2004, 31:290-296.

van de Wijgert J, Fullem A, Kelly C, Mehendale S, Rugpao S, Kumwenda N,
Chirenje Z, Joshi S, Taha T, Padian N, Bollinger R, Nelson K: Phase 1 trial of
the topical microbicide BufferGel: safety results from four international
sites. J Acquir Immune Defic Syndr 2001, 26:21-27.

Tabet SR, Callahan MM, Mauck CK, Gai F, Coletti AS, Profy AT, Moench TR,
Soto-Torres LE, Poindexter AN, Frezieres RG, Walsh TL, Kelly CW,

Richardson BA, van Damme L, Celum CL: Safety and acceptability of
penile application of 2 candidate topical microbicides: BufferGel and
PRO 2000 Gel-3 randomized trials in healthy low-risk men and HIV-
positive men. Journal of Acquired Immune Deficiency Syndromes 2003,
33:476-483.

MTN: Trial finds microbicide promising as HIV prevention method for
Women. Press Release 2009.

Barnhart KT, Rosenberg MJ, MacKay HT, Blithe DL, Higgins J, Walsh T,

Wan L, Thomas M, Creinin MD, Westhoff C, Schlaff W, Archer DF, Ayers C,
Kaunitz A, Das S, Moench TR: Contraceptive efficacy of a novel
spermicidal microbicide used with a diaphragm: a randomized
controlled trial. Obstet Gynecol 2007, 110:577-586.

Ballagh S, Brache V, Mauck C, Callahan M, Cochon L, Wheeless A, Moench T
A Phase 1 study of the functional performance, safety, and acceptability
of the BufferGel Duet. Contraception 2007, 77:130-137.

Padian NS, van der Straten A, Ramjee G, Chipato T, de Bruyn G,

Blanchard K, Shiboski S, Montgomery ET, Fancher H, Cheng H: Diaphragm
and lubricant gel for prevention of HIV acquisition in southern African
women: a randomised controlled trial. The Lancet 2007, 370:251-261.
Averbach S, Sahin-Hodoglugil N, Musara P, Chipato T, van der Straten A:
Duet for menstrual protection: a feasibility study in Zimbabwe.
Contraception 2009, 79:463-468.

Nugent RP, Krohn MA, Hillier SL: Reliability of diagnosing bacterial
vaginosis is improved by a standardized method of Gram stain
interpretation. J Clin Microbiol 1991, 29:297-301.

Amsel R, Totten PA, Spiegel CA, Chen KC, Eschenbach D, Holmes KK:
Nonspecific vaginitis. Diagnostic criteria and microbial and
epidemiologic associations. Am J Med 1983, 74:14-22.

Welfare MoHaC: EDLIZ: Essential Drugs List for Zimbabwe, including guidelines
for treatment of medical conditions common in Zimbabwe Harare: National
Drug and Therapeutics Policy Advisory Committee, 3 1994.

Penman-Aguilar A, Swezey T, Norris Turner A, Bell A, Ramiandrisoa F,
Legardy-Williams J, Randrianasolo B, Van Damme K, Dulyx J, Behets F,
Jamieson D: Promoting continuous use as a strategy for achieving
adherence in a trial of the diaphragm with candidate microbicide. AIDS
Educ and Prev 2009, 21:512-525.

MacPhail C, Campbell C: “I think condoms are good but, aai, | hate those
things": condom use among adolescents and young people in a
Southern African township. Soc Sci Med 2001, 52:1613-1627.

Philpott A, Knerr W, Maher D: Promoting protection and pleasure:
amplifying the effectiveness of barriers against sexually transmitted
infections and pregnancy. Lancet 2006, 368:2028-2031.

Woodsong C, Alleman P: Sexual Pleasure, Gender Power and Microbicide
Acceptability in Zimbabwe and Malawi. AIDS Education & Prevention 2008,
20:171-187.

Elias C, Coggins C: Acceptability research on female-controlled barrier
methods to prevent heterosexual transmission of HIV: Where have we
been? Where are we going? J Women’s Health Gend Based Med 2001,
10:163-173.

Montgomery E, Cheng H, van der Straten A, Chidanyika A, Lince N,
Blanchard K, Ramjee G, Nkala B, Padian N: Acceptability and use of the
diaphragm and Replens® lubricant gel for HIV prevention in Southern
Africa. AIDS and Behaviour 2010, 14(3):629-638.

Montgomery E, Chidanyika A, Mtetwa S, Chipato T, Padian N, van der
Straten A: Female-controlled HIV prevention methods in Zimbabwe: how
“involved” are the male partners? [oral presentation]. 4th IAS Conference
on HIV Pathogenesis, Treatment and Prevention; 22-25 July 2007; Sydney,
Australia .


http://www.ncbi.nlm.nih.gov/pubmed/18620578?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18620578?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17631387?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17631387?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17631387?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19818138?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19818138?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18562985?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18562985?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18562985?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16326849?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16326849?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10731526?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10731526?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11460027?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11460027?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15107631?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15107631?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15107631?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11176265?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11176265?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11176265?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12869836?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12869836?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12869836?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12869836?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17766603?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17766603?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17766603?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18226678?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18226678?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19442783?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1706728?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1706728?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1706728?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6600371?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6600371?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11327136?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11327136?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11327136?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17141710?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17141710?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17141710?dopt=Abstract

Montgomery et al. Journal of the International AIDS Society 2010, 13:30
http://www jiasociety.org/content/13/1/30

27. van der Straten A, Moore J, Napierala S, Clouse K, Mauk C, Hammond N,
Padian N: Consistent use of a combination product versus a single
product in a safety trial of the diaphragm and microbice in Harare,
Zimbabwe. Contraception 2008, 77:435-443.

28. Beckman LJ, Harvey SM, Thorburn S, Maher JE, Burns KL: Women'’s
acceptance of the diaphragm: the role of relationship factors. J Sex Res
2006, 43:297-306.

29.  Montgomery ET, Blanchard K, Cheng H, Chipato T, deBruyn G, Ramjee G,
Padian NS, van der Straten A, MIRA team: Diaphragm and lubricant gel
acceptance, skills and patterns of use among women in an effectiveness
trial in Southern Africa. Eur J Contracept Reprod Health Care 2009,
14:410-419.

30. Kumwenda N, Hoffman |, Chirenje M, Kelly C, Coletti A, Ristow A,

Martinson F, Brown J, Chilongozi D, Richardson B, Rosenberg Z, Padian N,
Taha T: HIV incidence among women of reproductive age in Malawi and
Zimbabwe. Sex Transm Dis 2006, 33:646-651.

doi:10.1186/1758-2652-13-30

Cite this article as: Montgomery et al: An acceptability and safety study
of the Duet® cervical barrier and gel delivery system in Zimbabwe.
Journal of the International AIDS Society 2010 13:30.

Page 13 of 13

Submit your next manuscript to BioMed Central
and take full advantage of:

e Convenient online submission

e Thorough peer review

¢ No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

¢ Research which is freely available for redistribution

Submit your manuscript at ( -
www.biomedcentral.com/submit BioMed Central



http://www.ncbi.nlm.nih.gov/pubmed/18477494?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18477494?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18477494?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17599251?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17599251?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19929644?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19929644?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19929644?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16773032?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16773032?dopt=Abstract

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Study setting and population
	Study design
	Study products
	Study procedures
	Measures and statistical analysis
	Acceptability measures
	Adherence measures
	Safety measures


	Results
	Study sample
	Adherence to Duet-use regimen
	Acceptability
	Previous diaphragm experience
	Safety
	Adverse events
	Emotional problems and social harms


	Discussion
	Conclusions
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References

