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ABSTRACT An HIV/AIDS situation analysis in Yemen was conducted in 2002 to assess knowledge 
and attitudes towards the male condom as a means of HIV prevention. Data were collected from 3 
groups: the general population, a marginalized minority group and Yemenis returning from extended 
work abroad. Only 51.3% had ever heard of the male condom; of these, just 45.5% were aware of 
its protective benefit against infection. The major constraint to condom promotion was concern that it 
would undermine the sexual norms of the country. Reduction in sensation and doubts about its preven-
tive efficacy were further constraints. Nonetheless, over 21% approved of condom promotion among 
high-risk groups. 

Perceptions du préservatif comme méthode de prévention du VIH au Yémen
RÉSUMÉ Une analyse de la situation relative au VIH/SIDA a été réalisée au Yémen en 2002 pour éva-
luer les connaissances et attitudes concernant le préservatif masculin en tant que moyen de prévention 
du VIH. Des données ont été recueillies auprès de 3 groupes : la population générale, un groupe mino-
ritaire marginalisé et des Yéménites rentrant au pays après une longue période de travail à l’étranger. 
Seuls 51,3 % avaient déjà entendu parler du préservatif masculin ; et parmi ces derniers, seulement 
45,5 % étaient conscients de l’intérêt du préservatif dans la protection contre l’infection. La contrainte 
majeure pour la promotion du préservatif était la crainte qu’il n’affaiblisse les normes sexuelles du 
pays. La diminution des sensations et les doutes sur son efficacité préventive constituaient d’autres 
contraintes. Néanmoins, plus de 21 % approuvaient la promotion du préservatif dans les groupes à 
haut risque.  
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Introduction

Yemen is listed among the 20 least devel-
oped countries in the world. Some of the 
available development indicators for 2001 
were as follows: a population of 18.9 mil-
lion growing at 3.5% per annum, GDP 
per capita of US$ 492 and illiteracy rates 
of 50% and 65% for men and women re-
spectively [1]. Infant and under-5 mortality 
rates have been reported at 75 and 102 per 
1000 live births respectively, with maternal 
mortality at 365 per 100 000 [2]. Other data 
indicate only 50% of the population have 
access to essential drugs, just 22% are at-
tended by skilled health personnel [3], and 
only 45% have adequate sanitation facilities 
[4]. A 1998 household budget survey found 
that 17.6% of the population were living be-
low the food poverty line, and 41.8% were 
living below the upper poverty line, being 
unable to obtain both their food and non-
food requirements: clothing, shelter, health 
education and transport [5].

Yemeni culture is strongly influenced 
by Islamic values, with extramarital sex 
being considered extremely shameful and 
stigmatizing for the individual and even 
the family. Sex between men is also taboo, 
although the anecdotal indications are that 
traditional sanctions against it may be less 
severe than those against extramarital het-
erosexual relations (for instance, reported 
instances of “honour killing” mostly in 
the past, were almost invariably for het-
erosexual relations). Despite this culture, 
many health care providers have admitted 
to seeing increasing numbers of patients 
with symptoms consistent with sexually 
transmitted infections (STIs), and the phe-
nomenon of men having sex with men is 
known to exist in the country. There are no 
indications of the occurrence of injecting 
drug use in the country.

The prevalence of human immunode-
ficiency virus (HIV) infection in Yemen 

remains unknown because, to date, no 
seroprevalence studies have been under-
taken. The cumulative number of cases 
reported to the National AIDS Programme 
(NAP) was 1379, as of December 2003 [6]. 
There are indications that because of stigma 
and harassment, including police arrests 
in the past, people who know or suspect 
themselves to be HIV-infected, avoid test-
ing if they can. This fact, together with the 
still limited capacity to diagnose HIV in 
the health services, would suggest that the 
cases notified to the NAP are just the tip of 
the iceberg.

Globally, condoms are an important 
option in the fight against HIV/AIDS. Solid 
epidemiological studies have shown that 
condoms are effective for HIV prevention, 
and consistent use can reduce transmission 
probability by as much as 95% [7]. These 
include studies carried out among sero-
discordant couples [8,9] and studies done in 
countries such as Uganda where a decline 
in HIV rates has been well documented and 
condoms have been an integral part of the 
success story [10].

A study conducted during 2002, with 
the joint support of the United Nations De-
velopment Programme (UNDP), the World 
Health Organization (WHO) and the Yem-
eni NAP provided an opportunity to explore 
perceptions of this important method of HIV 
prevention in the Yemeni context. Because 
of still limited availability and familiarity 
with the female condom in the country, the 
study’s focus on condoms was limited to the 
male condom. This paper presents some of 
the findings of the study.

Methods

The study was conducted in the 4 gov-
ernorates of Hodeidah, Taiz, Aden and 
Hadramawt. The 4 were selected by the 
NAP because, along with Sana’a city which 
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was covered by an earlier study, coordi-
nation mechanisms for execution of the 
study existed in these areas. In addition, 
the increasing numbers of diagnosed cases 
indicated vulnerability of the population in 
these governorates to HIV/AIDS. Data were 
collected during June–August 2002, us-
ing both qualitative and quantitative meth-
ods. Qualitative findings were factored into 
modifications of the quantitative survey 
questionnaire.

Study population
Respondents were selected from the general 
population from both rural and urban areas 
and included married and single individu-
als as well as students and out-of-school 
youth. In addition to the general population, 
other groups recognized as vulnerable or 
high-risk groups were included in the study. 
These were returnee families, truck drivers, 
fishermen, members of the marginalized 
group Al Akhdam, women engaged in com-
mercial sex (CSWs) and men who have sex 
with men (MSM). For the purposes of the 
study and this paper, the term “marginalized 
group” is used to refer to the group name Al 
Akhdam, as this name is considered offen-
sive by some in the group. Returnee family 
respondents were operationally defined as 
those who either themselves or at least one 
of their parents had returned to Yemen after 
a period of more than 4 years outside the 
country. This was intended to exclude those 
who had been out of the country on short 
visits or for academic courses. Addition-
ally, for the qualitative data, national and 
governorate level policy-makers and health 
service providers were also recruited.

Respondents were aged 15 to 49 years 
and gave verbal consent to participate in the 
study. In addition, in consideration of local 
culture, the permission of the responsible 
male relative, if available, was sought for 
females and adolescent respondents. 

Qualitative methods
These consisted of 49 key informant in-
terviews and 45 focus group discussions 
(FGDs). The selection of these respondents 
was different from that for the quantitative 
survey, which followed 2 months later. 
Key informants were interviewed individu-
ally and were selected either because they 
were accessible and representative or be-
cause they were very knowledgeable of the 
groups under study. National and governo-
rate level policy-makers and reproductive 
health service providers were also selected 
as key informants. Further categorization of 
target groups included: in-school and out-
of-school young people, and married men 
and women. Selection was made in such a 
way as to ensure that, availability permit-
ting, these categories were accessed in all 
the governorates, in both urban and rural 
areas. CSW and MSM individuals were se-
lected as key informants through network-
ing with knowledgeable resource persons 
in the communities, and using individuals 
identified to establish contact with others of 
a similar lifestyle.

Key informants were interviewed in a 
variety of convenient and feasible locations 
that guaranteed privacy of the discussions 
and where the informants were at ease. 
These locations ranged from offices, restau-
rants, hotels or public parks. 

The FGDs consisted of 8–12 partici-
pants of similar sex, marital status, rural 
or urban residence or residence in identi-
fied target group communities. In addition, 
separate FGDs were conducted for in- and 
out-of-school youth, with different groups 
for either sex. Local mobilizers helped in 
identifying participants in each location 
who were willing to participate in the FGD 
sessions.

Both key informant interviews and 
FGDs were moderated using topic guides 
that covered perceptions of condoms, along 
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with care and support to people living with 
HIV/AIDS, observed sexual risk behaviour 
in the communities, factors related to HIV/
AIDS vulnerability, as well as attitudes to 
potential local HIV/AIDS interventions. 
The interviews and FGDs were conducted 
by social science/public health personnel 
who were selected and trained by the princi-
pal investigator. Interviews and discussions 
were conducted by personnel of the same 
sex as the key informants, except for the 
CSWs because the female personnel were 
reluctant to interview them. 

FGD proceedings were recorded in writ-
ing by recorder personnel, as well as by 
audio cassette, with the permission of the 
participants. Only written notes were taken 
during key informant interviews. Following 
the interviews and discussions, the notes 
were rewritten comprehensively, and sub-
mitted to the principal investigator. Audio 
tape recordings were transcribed and also 
reviewed by the principal investigator in 
order to transform the initial FGD recorder 
notes into session reports that were entered 
into a word processing program (Microsoft 
Word) for analysis. Key informant inter-
view reports were similarly entered into 
the program and all the data were coded, 
sorted and analysed in terms of the initially 
conceived themes as well as the ones that 
emerged as the study proceeded. 

Quantitative methods
This was based on a household survey of 
2579 respondents of whom 2534 were Yem-
eni nationals, categorized into 3 groups—
the general population per governorate and 
2 vulnerable groups (returnee family group 
and marginalized group). The remaining 45 
respondents were foreign nationals whose 
number was too small to make any mean-
ingful comparison with the Yemeni popula-
tion sub-groups. A target minimum sample 
size for each category overall was derived 

from the formula: N = Z2pq/d2 with the level 
of significance set to 5%. A study ques-
tionnaire was developed by the principal 
investigator, also drawing from standard 
questions used in international studies by 
an international behavioural surveillance 
toolkit [11]. The questionnaire was revised 
to respond to emerging qualitative findings 
and pre-testing. The questionnaire covered 
background and demographic data, mass 
media access, awareness of HIV/AIDS and 
other STIs as well as known sexual risk 
behaviour by others in the communities, 
reported first hand to the respondent by 
those who had engaged in it. This “third 
party” determination risk behaviour was 
done because it did not appear likely that all 
individuals would correctly report their own 
risk behaviour in an interviewer-adminis-
tered questionnaire. 

Stratified, multistage random sampling 
was used for the general population sample, 
starting by the selection of 2 urban and 3 ru-
ral districts (mudiriyat) in each governorate, 
followed by selection of 2 parishes (oslah) 
in each district. Thereafter, in each selected 
parish 2 villages were taken; 1 at the centre 
of the parish and another randomly selected 
at least 1 km away. In the case of large cit-
ies, zones and quarters (ahia) represented 
parishes and villages respectively.

Because of their settlement patterns, and 
the need to execute the study within a nar-
row time frame, for the marginalized group 
and returnee family members, purposive 
sampling was used with known large set-
tlements of the groups being identified and 
sampled. This resulted in a relative over-
representation of urban respondents for 
these groups, something that was borne 
in mind during rural/urban comparison 
analysis.

In each selected village or settlement, 
interviewers travelled in randomly deter-
mined but perpendicular directions, in-
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terviewing 1 respondent of their sex per 
household. Where there was more than 
1 willing eligible respondent, just 1 was 
selected by casting lots. After interview, 3 
subsequent household(s) were skipped in 
the general population and 1 was skipped 
in the returnee and marginalized groups 
sampling.

The completed questionnaires were re-
viewed for completeness and subsequently 
entered into SPSS, which was used in the 
quantitative analysis.

Results

Awareness of HIV/AIDS and other 
STIs
The vast majority of respondents in the 3 
groups sampled in the quantitative survey 
(general population, returnee family group 
and marginalized group) had ever heard of 
HIV/AIDS (84%–92%), but specific knowl-
edge of modes of transmission of HIV was 
lower (67%–89%). This was further indi-
cated by concurrently high levels of false 
beliefs such as HIV being transmittable by 
touch, clothing, sharing a meal and mos-
quitoes, held by 24%–58% of those who 
had ever heard of HIV/AIDS. More males, 
urban residents and those who had ever at-
tended school knew of these diseases than 
females, rural residents and school non-at-
tenders and the difference was statistically 
significant (P < 0.001) (Table 1).

Prevailing sexual risk behaviour
There was almost complete consensus 
among key informants and FGD partici-
pants that sexual risk behaviour was on the 
increase. Reproductive health care service 
providers were also more or less unanimous 
that they were witnessing an increase in the 
frequency of patients with symptoms con-
sistent with STIs. 

“Life has changed. In the past we heard 
about all these behaviours but not as 
much as today…. [Now] everything is 
done openly. Nobody cares if it’s right 
or wrong.” Female secondary school 
student FGD.

From analysis of the qualitative data, 
growing poverty, a sociocultural transition, 
variations in the sexual subcultures between 
sections of the Yemeni population, and 
population movements including a migrant 
worker tradition, emerged as the factors 
underlying sexual risk behaviour.

The quantitative survey indicated that in 
the general population, 19.2% of males had 
been told personally by another male that 
such a male had had extramarital sex (het-
erosexual) over the preceding 12 months. 
In addition, 8.8% of males had first-hand 
knowledge of others who had had sex with 
other males over the same period. Rates of 
male-reported third-party risk behaviour 
were higher among respondents from re-
turnee and marginalized families, although 
this was only statistically significant for 
reports of MSM (Figure 1). The quantitative 
survey also revealed that 6.4% of all males 
had had an abnormal genital discharge over 
the preceding 12 months, this rate rising 
to 24.0% for female respondents, although 
this would be less specific for STI than for 
males [12]. 

Awareness of male condoms
Apart from the general population, where 
51.3% had heard of the male condom, less 
than half of the respondents in any of the 
population groups sampled had heard of it. 
At 36.3%, this awareness was significantly 
lower among respondents from the margin-
alized group (P < 0.001). Furthermore, in all 
respondent categories, no more than 45.5% 
of all those who had ever heard of the con-
dom knew that it could also prevent STIs. 
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Overall, therefore, the fact that a condom 
could prevent STIs was known by less than 
23% of all respondents in any respondent 
category (Figure 2).

Condom awareness was further ex-
amined by sex, residence and schooling. 
Awareness of the male condom, both by 
having heard of it and by knowing it as 
a method of family planning was signifi-
cantly higher among males and those who 

had ever been to school. The difference 
by residence was examined only among 
general population respondents (to avoid 
the potential urban over-representation re-
sulting from the purposive sampling of the 
other 2 population groups sampled). This 
yielded a significantly higher awareness 
of condoms among the urban than rural 
general population respondents, 55.0% and 
45.3% respectively (P < 0.001) (Table 1).

Figure 1 Known sexual risk behaviour by others (third parties), known first hand, and as 
reported by males (EMS = heterosexual extramarital sex, MSM = men having sex with men) 

Figure 2 Awareness of condoms and approval for their promotion by respondent category 
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Knowledge of sources of and 
access to condoms
From the qualitative data, most key inform-
ants and FGD participants in the urban areas 
knew where condoms could be obtained. 
However, there were barriers of cost report-
ed for the poor, as well as the requirement 
of marital status verification before issue 
of condoms at some government health fa-
cilities. This latter requirement effectively 
excluded many members of high-risk and 
vulnerable groups from access to the lowest 
cost condoms.

Quantitative survey findings indicated 
that pharmacies were the most widely 
known source, more often named than all 
other sources, including various categories 
of health facilities combined. Despite the 
higher cost, pharmacies were also the most 
frequent source of the last condom used, 
again more often used than all the other 
sources combined. There were no statisti-
cally significant differences in awareness of 
the various sources by respondent category 
(Figure 3).

Use of condoms
Qualitative findings indicated that condom 
use was rare even among the high-risk 
groups, with the possible exception of some 
female sex workers in 1 city. 

“Many people don’t like to use the con-
dom. I find myself forced to do it [sex] 
without a condom.” Female sex worker 
key informant.

“No one is using the condom with me 
because I know my clients very well we 
trust each other.” Female sex worker 
key informant. 

“There are some girls who carry con-
doms in their handbags. I have practised 
sexual intercourse with one of those 
girls. She asked me to use it but I refused. 

I think most people don’t use condoms 
because they don’t like [them].” High 
risk heterosexual male key informant.

 “I don’t use a condom at all. I don’t 
know what it is.” Man who has sex with 
men key informant.

“No one is using the condom with me, 
because people who engage in risk be-
haviour don’t feel enjoyment if they use 
condom. I never used it and no one has 
used it with me. …. I never thought 
about it.” Man who has sex with men 
key informant.

Despite the indicated low level of use, 
several health care providers reported a 
noticeable increase in uptake of condoms 
for family planning. There were reports that 
some among the rich and educated were 
using condoms more readily than the rest of 
the population.

“There are a lot of married and edu-
cated youth using the condom because 
they care about their health. It is a good 
idea to use condoms, and there will be 
no problem [with the policy] except it 
doesn’t give you enjoyment during sex.” 
Returnee family male FGD participant.

There was also open demand for a good 
quality condom supply and condom educa-
tion from some members of the vulnerable 
groups such fishermen in 1 coastal city.

From the quantitative survey, it emerged 
that only 2% of the total survey sample had 
used a condom for any reason in the preced-
ing 12 months. This rate rose to 6% of those 
who had ever been married, and among 
users of modern family planning methods 
9% had used a condom in the previous 12 
months. Condom use for family planning or 
otherwise was reported more frequently by 
males, those who had ever been to school, 
and for urban dwellers amongst the general 
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population respondents. However this was 
only statistically significant for those living 
in urban areas and who had ever been to 
school (Table 1).

Overall constraints to condom use
The commonest reported constraint to con-
dom use among high-risk individuals was 
the experience of reduced pleasure, reported 
by both male and female informants.

“Condoms are not being used at all by 
truck drivers because people are not 
aware of how to use them, and if they use 
them they don’t feel enjoyment.” Truck 
driver key informant.

“People who pay for sex don’t normally 
use the condom. They say ‘we pay mon-
ey to enjoy ourselves, with the condom 
there is no enjoyment’.” Female sex 
worker key informant.

More generally, some respondents op-
posed the promotion of condoms for HIV 
control because they were not even 100% 
safe for birth control, let alone HIV preven-
tion.

“There is no benefit from this condom, 
because it is not even [fully] safe for 
family planning. How could it be safe 
for prevention of AIDS?” Urban married 
man FGD participant.

“If the condom is not safe for family 
planning how can we use it to protect 
ourselves from AIDS?” Rural married 
woman FGD participant.

Some fishermen also complained of 
frequent breakage of condoms, raising 
questions about the quality of the condoms 
available to end-users in the hot coastal 
areas. Other respondents occasionally 

Figure 3 Knowledge of source of condoms (all respondents) and source of last used condom 
(among those who had ever used)
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mentioned the belief that repeated use of 
condoms would lead to genital irritation, 
infection and even cancer in women.

Opposition to condom promotion
Most FGD participants and key informants 
opposed the idea of promoting the use of 
the condom for HIV/AIDS and other STI 
prevention in the country. Dissemination of 
information on any benefits of condom use 
was opposed because of the belief that such 
awareness would remove the fear of the 
negative consequences of extramarital sex, 
such as pregnancy and disease, leading to an 
increase in such behaviour. Dissemination 
of such information was seen to undermine 
the traditional deterrents to “illegal” sex, 
namely the threat of these negative con-
sequences. For some people holding such 
views, any increase in condom use, even 
among high-risk groups such as MSM, 
would be a negative development.

Some respondents, including well edu-
cated youth, even believed that condom 
promotion would result in a net increase, 
instead of a decrease in STIs.

“No, we should not encourage the use of 
condom or the spread of condom because 
this can cause the spread of diseases and 
other dangerous behaviours. No, it is 
forbidden. It is not allowed” Female 
university student FGD participant. 

“When someone uses a condom as pre-
vention against AIDS, this indirectly 
helps in the spread of AIDS and other 
wrong behaviours” Urban woman FGD 
participant.

For a large section of the population that 
included health care providers, preserving 
the morals and the traditional sexual norms 
was of greater importance than preventing 
the spread of HIV. If HIV reduction inter-
ventions reduced the spread of infection 

but left the rate of “illegal” sex higher, this 
would be a negative development, in their 
view.

“In our country we don’t need the con-
dom at all. We should not worry about 
AIDS more than we worry about its 
cause which is illegal sex. Instead of 
educating people on condom use, you 
should educate them to stop “illegal” 
sexual behaviour... We must not educate 
people that “illegal” sex is forbidden, 
then [after that] educate them that you 
can practise it with a condom.” Urban  
married man FGD participant.

“Socially, we are against this idea of 
condom use, because you are trying 
to solve the problem by using its very 
cause! If AIDS is a result of “illegal” sex 
behaviours, we [would be] increasing 
the level of this behaviour by providing 
condoms. There is no need to open doors 
that are going to create a lot of problems 
in the community. With this policy you 
are calling us to follow the West and 
forget about our faith, religion and tra-
ditions.” Policy-maker key informant.

“Those who are engaged in bad behav-
iour will accept it [the condom], even if 
there is a poison in it. But why do you 
make what is haram (sinful) in Islam, 
halal (acceptable)?” Health care pro-
vider key informant.

The sentiment of the need to “protect” 
people from condom promotion was such 
that, in one FGD, it was even recommended 
that any condom use among couples where 
1 partner was already infected with HIV, 
be kept secret, so that knowledge of such 
use would not spread to the rest of the com-
munity. In several FGDs, stern enforcement 
of laws against sexual risk behaviour by 
the government, rather than disseminat-
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ing information on the condom’s potential 
protection, was seen as the most important 
step to take to control the spread of HIV. 
In another FGD, it was even recommended 
that the government should punish people 
promoting condom use for “increasing il-
legal sex” in the community.

Health care providers and condom 
promotion
Support for condom promotion was more 
frequently voiced among health care pro-
viders than other respondents, and in all 
the governorates many of them expressed 
readiness to participate in educating people 
about condoms. They saw the obstacles 
faced as surmountable, just as those against 
other modern methods of family planning 
had been overcome in the past. Experienced 
health care providers, who often saw cases 
of STI on a regular basis, more readily rec-
ognized the necessity for condom promo-
tion. 

However, there was a perception that 
making extramarital sex safer was tan-
tamount to legitimizing it, leading to a 
conscious decision by some health care 
providers to withhold information on the 
STI-protective benefits of condoms from 
their clients. In one FGD of health sector 
policy-makers, the group was so sharply 
divided on this issue that there was danger 
of the discussion turning violent, and some 
participants finally walked out in protest.

“If ‘illegal’ sex is forbidden in our reli-
gious guidelines, how can we encourage 
condom use? Do you want us to tell peo-
ple who want to have ‘illegal’ sex to use 
the condom in order to prevent AIDS? 
This is unbelievable.” Health sector 
policy-maker FGD participant.

Another constraint was that most health 
care providers had inadequate skills and 

lacked the necessary tools (such as dildos) 
to demonstrate correct condom use. Shyness 
and fear of the stigma that could be attached 
to someone promoting or demonstrating 
details of condom use were also evident.

“If one goes into details [of steps of 
proper condom use], the clients will 
imagine that the provider is not a good 
person, that she is probably promiscu-
ous, and that she is also encouraging 
the wives to engage in bad behaviour 
[‘illegal’ sex].” Midwife trainer key 
informant.

Furthermore, because most of the repro-
ductive health service delivery is done by 
female providers, information provided on 
condom use in reproductive health settings 
would have to be mediated via the females 
in order to reach their male partners. This 
indirect route could jeopardize the accuracy 
of the information that would eventually 
reach the males.

Broader support for condom 
promotion
Despite widespread opposition to condom 
promotion, there was at least a minority of 
participants in almost all FGDs supporting 
it, at least for high-risk individuals. Even 
in FGD sessions where the opposition was 
very strong, recognition of the difficulty 
in getting all individuals engaged in risk 
behaviour to stop it, led to expressions of 
tolerance for condom promotion, if it was 
limited to high-risk groups.

“If the condom is going to be distributed 
in special places, such as those that deal 
with commercial sex work, it is no prob-
lem because it is not easy to stop them. 
But giving condoms to those people 
should be followed by health education 
on the dangers of these diseases” Urban 
married man FGD participant.
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“For those perverts [who have extra-
marital sex] if we offer the condom, it 
is good. But more important than the 
condom is poverty reduction and health 
education, especially in secondary 
schools.” Female reproductive health 
service provider FGD participant.

In the quantitative survey, respondents 
were asked whether condom promotion 
ought to be carried out for individuals who 
persist with extramarital sex, as is done 
in some other countries, as part of routine 
interventions, especially those targeting 
high-risk and vulnerable groups. Over one-
fifth of respondents in each of the 3 main 
categories supported such condom promo-
tion. At 34.4%, this support was highest 
among the marginalized group, and over-
all, was significantly higher among males, 
those who had attended school and among 
the urban general population respondents 
(Table 1, Figure 1).

Discussion

Globally, constraints to condom use are 
similar across countries and continents and 
include factors such as reduced sensation, 
concerns on reliability, unavailability or 
inaccessibility, low-risk perception, as well 
as psychological and social factors includ-
ing gender relations [13]. Various combina-
tions of these factors have been reported by 
studies from Jamaica [14], Uganda [15,16], 
Australia [17], China [18] and the USA 
[19,20].

Our study reveals a low awareness of the 
condom in general and of its STI protective 
benefit in particular, co-existing with low 
levels of use in a context of consistent 
reports of increasing occurrence of sexual 
risk behaviour, even in the general popula-
tion. The study finding that 19.3% (close to 
1 in 5) of general population males had been 

told first hand of heterosexual extramarital 
sex by other participating males over the 
preceding 12 months indicates a signifi-
cant occurrence of sexual risk behaviour. 
Even among those individuals who knew 
of the condom’s STI prevention benefit, 
knowledge of the correct steps of its proper 
use was very limited. Given the consist-
ent reports from both key informants and 
FGDs, that sexual risk behaviour was on 
the increase, it is important to find a cultur-
ally acceptable role for the condom in the 
prevention of HIV/AIDS and other STIs.

Given the broader scope of the study, 
full exploration of the effect of socio-
economic factors in condom awareness and 
use was not possible. However, the lower 
awareness found among women, the less 
educated and rural residents highlights the 
need to address this disparity in knowledge 
and the consequent vulnerability of these 
groups of the population. That the differ-
ence in reported condom use by sex was not 
statistically significant, suggests that most 
condom use may be between males and 
females, even though the method might still 
be male-driven or male-led.

Pharmacies were the most frequently 
known source of condoms, and they were 
the most frequent source of the last condom 
used. The popularity of pharmacies indi-
cates readiness of the Yemeni population to 
access condoms through social marketing 
approaches, and these are already being 
exploited. The greater degree of anonym-
ity for the buyer and the longer opening 
hours of pharmacies compared with health 
facilities are some of the advantages of this 
source.

The strong sentiments expressed against 
condom promotion indicate the need for any 
efforts at promotion to pay due attention to 
these sensitivities. Nonetheless, considering 
the conservative cultural context and low 
awareness, the fact that over one-fifth of the 
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respondents supported condom promotion 
indicates potential for increased accept-
ance with more sensitization. The general 
increase in acceptance of modern family 
planning methods over time supports this 
impression. 

The levels of sexual risk behaviour and 
syndromic symptoms of STIs found by our 
study indicate that the condom is likely 
to remain a much-needed weapon in the 
arsenal against HIV/AIDS in the country, at 
least in the short and medium term. Oppo-
nents of condom promotion include health 
sector policy-makers and service providers. 
However, because some members of these 
groups have already resolved the conflicts 
in their own minds and come out in favour 
of condom promotion, it is reasonable to 
assume that debate and discussion among 
health professionals could result in the 
identification of acceptable ways for their 
participation in condom promotion and dis-
tribution activities. This could be enhanced 
by highlighting that the use of condoms 
by individuals engaged in risk behaviour 
would protect the “innocent” spouses of 
these individuals and their unborn children 
who are not party to such behaviour. Be-
cause the condom has increasingly become 
accepted as a method of birth control, it 

is possible within this context to increase 
awareness of its proper use, and its STI-
protective benefit, without unduly offend-
ing cultural sensitivities. Indeed the national 
HIV/AIDS strategy, approved by the Cabi-
net in December 2002, takes the approach 
of “complementing traditional cultural and 
religious values, such as abstinence and 
marital faithfulness, with information on 
the protective benefits of the condom in set-
tings of risk behaviour” [21]. Nonetheless 
there are significant challenges to the use 
of the condom for HIV/AIDS prevention 
in Yemen as illustrated by our study which 
need to be addressed and any efforts to 
promote its contraceptive and STI preven-
tion benefits must take account of cultural 
sensitivities.
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