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This article traces the research and publications of the physician and birth control 

advocate Dr. Hannah Stone (1893–1941). Stone used her position at the Birth 

Control Clinical Research Bureau (later the Margaret Sanger Clinical Research 

Bureau) in New York City from 1925 to 1939 to research different brands and sizes 

of diaphragms, test spermicide recipes, present and publish research in academic 

settings, and field requests from independent researchers asking to test their 

contraceptives on the clinic’s patients. She was also a key participant in a U.S. Court 

of Appeals case that dismantled the last vestiges of the 1873 Comstock Act. Her 

research, publications, and advocacy emphasized the range of women’s body types 

and the challenges of developing barrier contraceptives that would work for them 

all. She established methods of data collection and representation that would become 

standard in contraceptive research through the mid-twentieth century. 

 

Introduction 

On April 15, 1929, Dr. Hannah M. Stone (1893–1941) and four female co-workers 

were arrested at the Birth Control Clinical Research Bureau (BCCRB) in New 

York City for possessing illicit contraceptives.1 The case was dismissed, but Stone 

was arrested again in January 1933 for receiving a package of contraceptives from 

Japan, in a case that Margaret Sanger (1879–1966) and the attorney Morris L. Ernst 

(1888–1976) deliberately provoked, given the slow pace of other actions to make 

contraceptives legal nationally. When the ruling in that second case, U.S. vs. One 

Package of Japanese Pessaries, was handed down from the U.S. Court of Appeals, 

Second District of New York in December 1936, the decision in Stone’s favour 

nullified the last remnants of the 1873 Comstock Act, the Act for the Suppression 

of Trade in, and Circulation of, Obscene Literature and Articles of Immoral Use. 

Stone’s legal victory was the most public moment in a much longer career dedicated 

to testing and expanding the availability of contraceptives for women. 
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1 Reed, Birth Control Movement, 119–20.
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Stone and her husband Abraham (1890–1959) both worked with Sanger not 

only to fit and to prescribe contraceptives for women in need, but also to drive 

research forward on spermicides and barrier methods of pregnancy prevention (such 

as diaphragms). Expanding on previous scholarship on the U.S. birth control 

movement, Sanger, the American Birth Control League, and the BCCRB, this 

article describes the important work done by the BCCRB and both Hannah and 

Abraham Stone. They had an active role in the provision of contraceptives to women 

in New York City and Newark, New Jersey, in testing and developing spermicides 

and barrier contraceptive technologies, and in setting the groundwork for future 

research on contraception. In addition, it argues that Hannah M. Stone distin -

guished her research by placing the need for ongoing medical-scholarly research 

and dissemination thereof—not only patient care—at the centre of her contraceptive 

advocacy. For her, contraceptive research and patient care were inseparable.  

There is extensive literature on the birth control movement and on major figures 

in the effort to secure access contraceptives.2 Even though Margaret Sanger is 

among the most widely studied—and most widely vilified—figures in the U.S. 

movement, those who conducted the more mundane work of advancing the birth 

control cause in the United States deserve more scholarly attention.3 Stone’s life 

and work connect scholarship on the political and medical elements of the birth 

control movement, as she was among only a few U.S. physicians who combined the 

two in her gynaecological practice. She also needed to persuade patients to 

participate in her research.    

Thus, this article draws attention to a figure in the movement whose research, 

publications, and organizational skills were necessary to move it forward. In Stone’s 

fifteen years as the BCCRB’s medical director, she not only fitted diaphragms and 

cervical caps on thousands of patients and conducted thousands of gynaecological 

exams, but she also taught patients to make their own spermicides, gathered and 

published medical and technological data, organized international conferences, and 

maintained regular correspondence with physicians and manufacturers across the 

U.S. and Europe who likewise had an active interest in the U.S. movement—and in 

profiting from it.  
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2 For the US, this literature includes: Reed, Birth Control Movement; Gordon, The Moral 
Property of Women; Meyer, Any Friend of the Movement; Hajo, Birth Control on Main 
Street; Peter C. Engelman, History of the Birth Control Movement in America; and 
Holz, Birth Control Clinic in a Marketplace World. For the UK: Jones, Business of Birth 
Control; Cook, Long Sexual Revolution; Debenham, Marie Stopes’ Sexual Revolution; 
and Rusterholz, Women’s Medicine. For a comparative approach, see Drucker, 
Contraception. The term “contraception” as opposed to “birth control,” which could 
refer to any technology or technological process used between conception and live 
birth, is used throughout this article. The term “birth control” is only used if 
individuals or organizations themselves used it in historical context.   

3 Chesler, Woman of Valor; Tone, Devices and Desires.   
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Figure 1. This December 
2010 photo shows 17 West 
16th Street, New York  
City, where the Birth  
Control Clinical Research 
Bureau was located from 
1930 to 1973. The  
building is on the right.  
(Source: Beyond My Ken, 
CC BY-NC-SA 4.0, via  
Wikimedia Commons.) 

 

 

 

 

 

 

This article first provides an overview of the state of contraceptive availability, 

activism, and research in the U.S. and U.K. for women at the time that Stone was 

active, the 1920s and 1930s. Stone kept in contact with European researchers 

throughout her tenure, and this section contains insight into the state of the 

international field. Then, the article outlines her research programme at the BCCRB 

testing spermicide recipes; studying the effectiveness of different brands and sizes 

of diaphragms and cervical caps; and fielding requests from independent researchers 

for test subjects. Her research was divided into two areas: patient behaviour 

regarding barrier contraceptives (especially negotiating use or non-use with a 

spouse) and the contraceptives alone. Her clinical work illustrated that she was open 

to innovation and to learning from the experiments of others.  

After examining Stone’s day-to-day work, the article then considers its impact: 

in short, how Stone established longstanding elements of research design with 

patients and articulated her insight that a range of barrier contraceptives needed to 

be available for the diversity of bodily and internal pelvic anatomies in the patient 

population. Then, it describes Stone’s brief involvement in contraceptive smuggling 

and her participation in the U.S. vs. One Package case, demonstrating the lengths 

that she was willing to go to secure steady supplies of contraceptives for patients 

and research purposes.  

The article concludes with an evaluation of Stone’s impact on contraceptive 

research generally, and how her work illustrated the care that was needed for 

choosing a barrier contraceptive for each individual woman. For Stone, the freedom 

to conduct research on medical technologies and the availability thereof for patients 

were both critical for the improvement of contraception for all bodies. There was 

no such thing as a one-size-fits-all barrier contraceptive: the right fit, physician, 

user, and partner(s) all needed to align for the technology to work properly. 

   ICON, VOL 26, NUMBER 2, 2021     13
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Contraceptive Research in the 1920s to 1930s 

Barrier methods for women, and contraceptives generally, were a lively field of 

research from the late 1910s onward, and Dr. Hannah M. Stone was in the midst of 

it all. A gynaecologist in the first decades of the twentieth century could expect to 

be in the middle of national and international debates over reproductive health 

generally and contraception specifically. The Comstock Act, which had been in effect 

since 1873, forbade the sale, marketing, and distribution of any sex-, contraception-, 

or abortion-related item through the federal mail. The Act’s namesake, Anthony 

Comstock (1844–1915), fervently used its power to seize and to destroy any sex-

related material that he discovered. While the Act was not as strictly enforced in 

the 1920s as it was when Comstock was alive, it took a ruling of the New York State 

Court of Appeals to permit physicians to prescribe technologies that gave women 

control over potential pregnancy.   

Following the 1918 People vs. Sanger decision (popularly known as the Crane 

decision), diaphragms and cervical caps were available in the United States, but only 

via physicians and for medical conditions in which pregnancy could be harmful.4 

Condoms were generally available at drugstores or via mail-order and were relatively 

reliable if used properly, but their use was at the discretion of men, who were often 

reluctant to use them with a spouse. The popular association of condoms was with 

infidelity, not child spacing or pregnancy planning. As a result, heterosexual women 

had little control over the possibility of pregnancy unless they abstained from or 

refused sex altogether. Birth control activists like Stone aimed to get contraceptives 

and decision-making power into women’s hands—though only into those of married 

or engaged women.                                                                                                  

In the 1910s and 1920s, Sanger in the United States and Marie Stopes (1880–

1958) in the United Kingdom drew loud and controversial attention to the lack of 

woman-controlled contraceptive methods and the resulting detriment to women’s 

health. They knew that safe, effective, and readily available technology must underlie 

the rhetoric of birth control advocacy. Sanger was at the forefront of U.S. efforts to 

dispense birth control information and to make female-controlled contraceptives 

available to women. After standing trial for distributing contraceptive information 
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4 The People of the State of New York v. Margaret H. Sanger, Court of Appeals of New 
York, 118 N.E. 637; Tone, Devices and Desires, 106–8; Hannah M. Stone, 
“Contraceptive Methods—A Clinical Survey,” 3, Paper Read at the Contraceptive 
Session of the Sixth International Neo-Malthusian and Birth Control Conference, 29 
March 1925. In Folder 8 (Contraception General 1920–29), Box 74, Series VI, The 
Margaret Sanger Papers (unfilmed), Sophia Smith Collection, Smith College, 
Northampton, Massachusetts, USA (henceforth SSC); Hannah M. Stone, 
“Therapeutic Contraception,” Medical Journal and Record, 21 March 1928, 4, 17. In 
Folder 6, Box 74 (Contraception General 1917–50), Series VI, The Margaret Sanger 
Papers (unfilmed), SSC. 
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and found not guilty in April 1916, she established a clinic in the Brownsville 

neighbourhood of Brooklyn, New York. After police shut it down, she focused her 

energies on fundraising to support the establishment of the American Birth Control 

League in 1921 and the BCCRB in 1923, where patients could receive gynaecological 

care as well as contraception, if medically indicated.5    

As a result of Sanger, Stopes, and their fellow advocates drawing public 

attention to the need for well-fitting, user-friendly, and reliable contraceptives, 

obstetrician/gynaecologists and rubber manufacturers turned to fine-tuning the 

most reliable method available for women, which clinics could give away for free or 

sell: the rubber or metal barrier, which women often used with a homemade or 

commercial spermicide and postcoital douche. The range of barrier methods for 

women in English-, Dutch-, and German-speaking Europe included female 
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5 Chesler, Woman of Valor. 

Figure 2. Mizpah (vault) pessary, in Antoinette 
F. Konikow, The Physician’s Guide to Birth 
Control (New York, 1931). (Source: Center 
for the History of Medicine, Countway 
Library of Medicine, Harvard University.)  

Figure 3. Dumas (flat) pessary, in Antoinette 
F. Konikow, The Physician’s Guide to Birth 
Control (New York, 1931). (Source: Center 
for the History of Medicine, Countway  
Library of Medicine, Harvard University.)   
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condoms, metal and rubber cervical caps, the small check pessary (a.k.a. the cervical 

cap or Mizpah [Prorace in the United Kingdom]); the Ramses or Durex (coil-

spring) pessary; the Matrisalus (coil-spring with a wavy rim) pessary; the Dumas 

(flat) pessary; and the Mensinga (flat-spring) pessary.6 The physical differences 

between these devices were often minute to the outside observer—a few millimetres 

in diameter or height, the consistency and thickness of rubber or metal, or their 

spring mechanisms—but physicians and manufacturers took them seriously.7 These 

intricacies could be the difference between a comfortable contraceptive that fitted 

securely on the woman’s cervix or vaginal walls so that she used it without reluctance, 

or an ill-fitting device that she would discard if it was too unpleasant or painful. 

Better-quality and better-fitting diaphragms and caps promoted regular use and 

improved effectiveness.  

Despite professional medical interest in the metal cap (they necessitated twice-

monthly doctor’s visits to remove discharge and to clean), rubber cervical caps and 

diaphragms far surpassed metal ones in popularity. While there are two brief 

mentions of a female condom in contraceptive literature in the early 1920s, cervical 
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6 Ferch, Birth Control, 64–66; Van de Velde, Fertility and Sterility in Marriage, 340–1; 
Dickinson, Control of Conception, 218; Dickinson and Morris, Techniques of Conception 
Control, 13.   

7 Stone, “Contraceptive Methods,” 9; Cautley and Fingado, “Instrument for Measuring 
the Spring Tension of Vaginal Diaphragms,” 34–35, 44. For detailed descriptions of 
contraceptive manufacturing in the US in this era: Tone, Devices and Desires; for the 
UK: Borge, Protective Practices; Jones, Business of Birth Control. 

Figure 4. Rubber cervical cap, low dome, cord for easy removal, size 1, by Down Bros., 
London, c. 1920s. Caps like this one fit snugly over the cervix and could be difficult to place 
and to remove. (Source: Board of Trustees of the Science Museum, CC BY-NC-SA 4.0.)
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caps and diaphragms dominated the contraceptive market for women’s devices in 

the English-, Dutch-, and German-speaking world.8 Stone and her fellow 

gynaecologists focused their attention on them.  

The cervical cap was the smaller of the two main types of rubber barrier 

contraceptives, and it was designed to adhere directly to the cervix using suction. 

The cap was usually made of brown, non-transparent rubber, was about an inch in 

diameter, and had a small dome and a thick rim. Fitting with a physician was 

important for ensuring a good selection—if the dome was too low, it could slip off; 

if the dome was too high, the woman’s partner could feel it with his penis and thus 

“it interferes with performance and pleasure in the act.”9 Advice varied regarding 

the length of time a woman should wear a cap before and after having sex, how and 

when spermicide and lubricant should be added (if at all), the need to douche the 

vagina afterward (and if so, with what), and cleaning and storing the device itself. 

As placing a cervical cap could be challenging, and “particularly difficult for women 

who have relatively long vaginas or short fingers” and/or “are also of stout and full 

figure,” the Dutch gynaecologist Theodoor H. Van de Velde recommended an 

alternative device to these users.10 The diaphragm was one of those alternatives for 

larger-bodied women.  
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8 Haire, “Contraceptive Section,” 275; Stopes, Contraception (Birth Control), 169–70. 

9 Van de Velde, Fertility and Sterility in Marriage, 337. See also Konikow, Physician’s 
Manual of Birth Control, 82–85; Dickinson, Control of Conception, 180. 

10 Van de Velde, Fertility and Sterility in Marriage, 339. See also Stone, “Contraceptive 
Methods,” 11; Dickinson and Morris, Techniques of Conception Control, 11.  

Figure 5. Ortho Diaphragm, Package F (Mensinga style), 80 mm, c. 1940. (Source: Division 
of Medicine and Science, National Museum of American History, Smithsonian Institution.)
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One popular style of diaphragm among U.S. gynaecologists was the Mensinga, 

also known as the Dutch pessary, which Stone sometimes prescribed. The Mensinga, 

named after the German physician who first published an anonymous description 

of it in 1882, was a rubber dome with a flat watch spring embedded in the rim that 

adhered to the vaginal walls instead of the cervix. Physicians like W. P. J. Mensinga 

initially offered custom-made diaphragms, and commercial rubber manufacturers 

eventually made them in approximately one dozen sizes, from 50 to 90 millimetres 

in diameter. Women needed a prescription and an initial fitting with a physician as 

“the vaginas of women differ very much.”11 The user could insert and remove a 

diaphragm herself once taught how, and she could preserve spontaneity by inserting 

it hours before any potential intercourse took place. It could be gently folded and 

inserted dome up, which best covered the partner’s penis, or dome down, which 

best covered the cervix, and there was scholarly debate over the advantages and 

disadvantages of positioning it in either direction.12 The user would leave it in for 

several hours after intercourse, and early in the twentieth century, physicians would 

encourage women to douche with water or a weak acid solution after removal to 

avoid insemination. Some diaphragms used a coil spring instead of a flat spring to 

hold the tension within the device, and medical debates over contraceptives in this 

era often centred on the relative merits of coil- or flat-spring diaphragms.13 Stone, 

as outlined below, preferred the coil-spring versions, and they were generally more 

widely available than the flat-spring type in the United States.  

The range of barrier contraceptives available when Stone began her research in 

the mid-1920s illustrates that manufacturers and physicians were aware that 

diaphragms and cervical caps were not one-size-fits-all devices. Women who had 

short fingers, long vaginas, or excess body weight, or who were not dextrous or 

flexible, could not insert different devices (say diaphragms and cervical caps) with 

equal finesse. Cervixes had a range of shapes and sizes and were affected by 

childbirth—the amount of tension needed to hold a barrier device varied according 

to the number of children a woman had birthed. The gynaecologist of the 1920s 

needed to discern which barrier was right for each individual patient—or if another 

method was more suitable. After Sanger established the BCCRB’s in-house 

contraceptive manufacturing company, Holland-Rantos, in 1925 with her second 

husband J. Noah Slee (1861–1943), Stone and the other staff members were able to 
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11 Van de Velde, Fertility and Sterility in Marriage, 330. See also Dickinson, Control of 
Conception, 205. 

12 Most images showed it placed dome down. Stone, “Vaginal Occlusive Pessary,” 7–8; 
“Should the Diaphragm Be Inserted Dome Up or Dome Down?,” 163–4; Dickinson, 
Control of Conception, 205; Kopp, Birth Control in Practice, 146. 

13 Stone, “Vaginal Occlusive Pessary,” 19; Konikow, Physician’s Manual of Birth Control, 75–82. 
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provide research findings directly to the manufacturers and could advise them 

regarding the devices that worked best for patients. 

 
Stone and Barrier Contraceptive Research  

When Stone assumed the medical directorship of the BCCRB in 1925, she began 

an ambitious research program. Stone was one of the public faces of contraceptive 

research throughout the mid-1920s and 1930s and had the same name recognition 

as Sanger. She would not only fit patients with cervical caps and diaphragms, but 

she also taught them how to prepare homemade spermicides. She gathered and 

published data to forward barrier contraceptives as an area of technological research. 

This section first examines Stone’s own research contributions on spermicides and 

barrier contraceptives before turning to her involvement with the research of others 

seeking to enter the contraceptive business. Lastly, it looks at her research into 

contraceptive failure. Stone’s dedication as well as her analytical and statistical skills 

established the BCCRB as a site for respected, high-quality research. As she would 

write in 1933, birth control clinics “must serve not only as centres for the dissem -

ination of contraceptive advice, but also as experimental stations where the 

effectiveness and value of various contraceptives may be determined.”14 

The idea that birth control clinics should serve as “experimental stations” set 

them apart from other kinds of medical services and affected the ways that 

gynaecologists approached contraceptive practice. In order to stay on the right side 

of the law (the 1918 Crane decision that allowed contraception only for therapeutic 

reasons), they had to discern a life- or health-threatening medical reason to prescribe 

contraception. Fertility per se was not a disease, but gynaecologists had to treat the 

possibility of pregnancy as a health risk for some patients. Contraception was thus 

configured as a treatment to prevent, rather than to cure, a potential future condition 

that was not a risk for everyone.   

With all these legal and intellectual matters in the background, Stone 

investigated different forms of spermicides and tested a range of diaphragms and 

cervical caps on BCCRB patients.15 For patients who did not like barrier methods 

or could not convince their husbands to let them use them, she suggested a less-

reliable yet wholly legal prophylactic, the homemade or drugstore-bought 

spermicide jelly or paste, which patients could apply interiorly before intercourse 

to block the entry of semen into the cervix and to kill sperm. Stone’s base recipe 
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14 Stone, Maternal Health and Contraception, 1. On Bocker and the first two years of the 
BCCRB: Chesler, Woman of Valor, 274–8; Tone, Devices and Desires, 125–6; Reed, Birth 
Control Movement, 113–5. 

15 On a similar set-up for contraceptive research in the UK: Rusterholz, Women’s 
Medicine, 68–69.
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was one that Sanger outlined in her first Family Limitation pamphlet in 1914: 1 

percent lactic acid, 10 percent boric acid, and “quantity sufficient” of glycerite of starch, 

or enough to hold the acids together. Other possible ingredients included salicylic 

acid, quinine bisulphate, Irish moss, tragacanth (a binding agent), and chinosol (a 

fungicide), and using a cocoa butter base instead of glycerite of starch.16 While the 

cocoa butter, gelatine, or glycerite of starch provided some physical protection, the 

sperm-killing properties of the active ingredients varied. Quinine, for example, killed 

sperm but could irritate and produce rashes on the skin of either partner.17  

In “Contraceptive Methods,” Stone wrote that she and her husband tested 

spermicides in vitro and in vivo. For their in vitro testing, they mixed spermicidal 

pastes and jellies with drops of recently ejaculated semen to see how fast and how 

well they killed sperm—as it turned out, the pastes were more effective for the period 

of one minute or less. For their in vivo testing, patients inserted paste before sexual 

intercourse, and then she “examined the secretion of the vagina and cervix soon 

thereafter. In none of these cases was [she] able to discover living spermatozoa.”18 

How the Stones obtained consent from the patients whose secretions they studied 

is unclear, as is the number of patients involved or whether they were aware that 

their contributions were quantified and published. No patients were identifiable, as 

was the standard practice.  

In any case, Hannah Stone’s brief mention of these research methods in an 

early text show her and her husband’s determination to discover the most effective 

spermicides through unorthodox means. Her research methods also show her 

flexibility in collaborating with patients to find a method that worked for them. She 

was willing to teach poor women how to make their own spermicide to save money 

and/or a visit to the pharmacist. 

Stone often coupled her recommendation to use spermicide with a prescription 

for a diaphragm. As mentioned above, Stone favoured diaphragms made with coil 

springs (see Figure 7), while Europe-based colleagues like Norman Haire favoured 

those made with flat springs (figure 6). The pessaries with flat springs needed 

particular attention from the user because the flat spring protruded from within its 

rubber rim if not handled carefully.19 The diaphragm, as Rose Holz points out, was 
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16 Margaret Sanger, Family Limitation (1914), p. 16. Folder 6 (Manuscripts and Books: 
Pamphlets), Box 85, Series I: Correspondence October 1929–March 1931, The Margaret 
Sanger Papers (Microfilmed), SSC See also Konikow, Physician’s Manual of Birth 
Control, 53–54. 

17 Stone, “Contraceptive Methods,” 13, Stone, “Therapeutic Contraception,” 5; Van de 
Velde, Fertility and Sterility in Marriage, 344; Haire, “Contraceptive Section,” 272–3; 
Calnan and Caron, “Quinine Sensitivity,” 1750. 

18 Stone, “Contraceptive Methods,” 12. 

19 Borge, Protective Practices, 95.
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“woman controlled” but “doctor prescribed”—prospective users needed to agree to 

an examination and fitting session before receiving a prescription for it. Far from a 

disadvantage, however, the involvement of a doctor was seen as an advantage. “Its 

safety, effectiveness, function as a female-controlled method, and (eventual) 

respectability by way of its association with doctors and scientific medicine were 

among the many reasons why the device held such great appeal.”20 Finding the best 

contraceptive for a patient necessitated a conversation along with a pelvic exami -

nation, to learn what technologies the patient could realistically use in the context 

of her marital relationship and home life—whether her spouse was generally 

agreeable to using contraceptives, for example. The typical exam with Stone was not 

a one-way street.   
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20 Holz, Birth Control Clinic, 8, 36, 41.

Figure 6. Diaphragmatic pessary with watch 
(flat) spring, in Antoinette F. Konikow, The 
Physician’s Guide to Birth Control (New York, 
1931). (Source: Center for the History of 
Medicine, Countway Library of Medicine, 
Harvard University.)  

Figure 7. Diaphragmatic pessary with coil 
spring, in Antoinette F. Konikow, The  
Physician’s Guide to Birth Control (New York, 
1931). (Source: Center for the History of 
Medicine, Countway Library of Medicine, 
Harvard University.)  
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An indication of Stone’s awareness of patients’ bodily diversity can be found in 

her earliest article-length publication, “Contraceptive Methods—A Clinical Survey” 

(1925). The article was an overview of methods that included Stone’s commentary 

on each one. Regarding diaphragms, she noted, “the pessary which we use almost 

exclusively at present at the Research Clinic is the Ramses [a coil-spring diaphragm 

imported from Germany].” The Matrisalus diaphragm, by contrast, had a wavy, non-

circular rim that was “particularly well adapted for patients with a relaxed perineum,” 

uterine prolapse (weakened pelvic floor muscles), or a cystocele (bladder hernia).21 

Even when Stone had just begun her research program, she had already understood 

that various kinds of barrier contraceptives were necessary to fit the many differences 

among patients’ anatomies.  

 Although Stone prescribed diaphragms more often than cervical caps, di -

aphragms were more expensive. They used more rubber and came in more sizes than 

cervical caps. Furthermore, inserting the coil or watch spring to tension the 

diaphragm was done by hand. A 1929 publication of the BCCRB’s in-house 

manufacturing company Holland-Rantos pointed out the differences between 

cervical cap and diaphragm manufacturing: “It is not easy to manufacture any of 

the types of diaphragms described…. the vagina diaphragm is strictly a hand-made 

article that requires an unusual degree of skill to fabricate. Great care must also be 

taken in vulcanizing the plastic rubber after it is joined to the spring. Unless the 

rubber is properly dried it will deteriorate rapidly.”22  

 Though having a variety of barriers at hand was important for doctors to 

provide patients with the best-fitting device, Stone was well aware that variety made 

manufacturing barrier methods expensive. This was especially true when poor pa -

tients received them for free and most other clinic visitors purchased them at or just 

above cost. This report also points to an underlying problem for rubber goods 

manufacturers who might have been interested in expanding their business into 

female contraceptives: they were reusable. Whereas rubber condoms were single-

use devices, diaphragms and caps were designed to be washed and reused for one to 

two years. Thus, unless manufacturers raised prices beyond what most women could 

afford, they made less money from them than on single-use condoms, spermicidal 

jellies, and suppositories.23 Even though contraceptives for men and for women had 

an identical function—pregnancy prevention—the reusability of women’s contra cep -

tives and the throwaway nature of condoms required a different form of evaluation as 
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21 Stone, “Contraceptive Methods,” 10, 11. 

22 Research Department of Holland-Rantos Co., Inc., Report on Physician’s Replies to 
Questionnaire Concerning Their Experience with the Vaginal Diaphragm and Jelly, 1929. 
In Folder 2 (Birth Control Medical Views 1916–37, n.d.), Box 9, series IV, The 
Margaret Sanger Papers (unfilmed), SSC.  

23 Holz, Birth Control Clinic, 36; Borge, Protective Practices, 96.
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a business possibility from manufac turing, 

sales, and profitmaking per   spec tives. Despite 

condoms being a more obvious money-

maker than barrier contraceptives for 

women, some inventors were still inter -

ested in the diaphragm as a potential 

income opportunity, as will be clear shortly.    

Questions of cost to patients arose 

only occasionally in Stone’s interactions 

with them—her main foci were physi -

ology and the role of contraceptives in 

marital relationships. Much of Stone’s 

device research with patients focused on 

diaphragms, as they were the main business of the BCCRB and Holland-Rantos, 

but her attention turned to cervical caps in cases where diaphragms would not fit. 

She outlined the medical circumstances for prescribing cervical caps or diaphragms 

in a letter to a colleague working at a clinic in Brookline, Massachusetts, along with 

the circumstances that necessitated other decisions. Her letter makes clear the 

myriad factors that affected the physician’s decision about the right contraceptive 

for an individual patient:  

 

In the presence of a markedly relaxed perineum, cystocele, rectocele, or pro -

lapsus, the diaphragm, as you know, may sag and fail to give adequate protection. 

For these women[,] substitute methods are desirable and we have been using 

various types of chemical and mechanical methods such as jellies alone, soft 

rubber cervical caps, matrisalus and duraflex pessaries, individually fitted sponges 

and so on. For the past few years we have also been using[,] in some instances[,] 

a form of cervical cap either made of chromium or of bakelite . . . The caps are 

available in 12 sizes, from 20–44 millimetres in diameter. . . . We do not consider 

the method to be suit able for general or wide use but in certain selected cases it is 

a serviceable and satisfactory substitute for the more generally used methods.24  
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24 Letter Hannah M. Stone to Ilia Galleani, 1 February 1937. Folder 17 (Stone, Hannah 
M., M.D., 1932–1940), Box 17, Planned Parenthood League of Massachusetts Papers, 
SSC. See also Stone, “Contraceptive Methods,” 13.

Figure 8. Set of thin circular spring pessaries 
covered with rubber, 19 sizes, personal 
collection of F. T. Burkith (1881–1961), English, 
1925–1960. These fitting rings could be used 
to determine the correct size of diaphragm 
for a patient. (Source: Board of Trustees of 
the Science Museum, CC BY-NC-SA 4.0.)
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This letter details the intricate intersections between medical, bodily, and 

technological knowledge necessary on the part of physicians to determine the best 

method of contraception for a patient to use and to fit a diaphragm or cervical cap 

properly. After fitting a diaphragm or cap, the physician needed to spend approxi -

mately fifteen minutes on teaching the patient how to insert and remove it herself 

—which could be difficult for the non-dexterous or inflexible.25 In short, there was 

a close medical relationship between pelvic pathology and contraceptive selection.  

Stone received frequent correspondence from inventors. They wrote to Stone with 

their ideas for designing new versions of contraceptives, as they clearly expected (de -

spite significant odds and the difficulty of entering the business) that contra cep tives 

were an avenue to profit for themselves. Inventors were creative in experimenting 

with materials, sizes, shapes, and insertion/removal methods in ways that intrigued 

Stone. They explored the shapes and materials of the diaphragm, cervical cap, 

spermicides, and applicators and shared their ideas with prominent individuals in 

the birth control movement, like Stone, asking for access to patients to test their 

devices. Although most, if not all, of these unsolicited ideas were never explored 

beyond initial correspondence, their existence illustrates the interest of many 

individuals and companies in perfecting imperfect methods of contraception.  

 To take one example, the physician J. W. D. Chesney, in Maywood, Illinois, 

sent Stone his pessary design, called the Vanitec, in early 1932. It is not clear what it 

looked like, but how it felt to patients is. Stone replied to Chesney in May 19, 1932 

that “we have been trying out your Vanitecs Pessary in the preliminary fitting tests, 

but so far, do not find any suitable indications for its use. As long as this pessary 

does not show any advantage over those more generally used, or even in special cases, 

its more bulky and complicated structure . . . make it awkward and unsuitable for 

our purposes.”26 Robert Latou Dickinson (1861–1950), who founded the National 

Committee on Maternal Health in 1923 to coordinate U.S. research on contra -

ceptives and other obstetric/gynaecological health issues, pointed inventors toward 

Stone. Stone updated Dickinson on experiments with a different pessary in 1939: 

“I am enclosing a report on the Durex Bow-spring pessary by Doctor Weiser….  

The present construction of its rim makes it too stiff and apt to cause too much 

pressure. I found somewhat similar results in a series of trials which I myself 

conducted . . . It still requires a certain amount of technical improvement.”27 Even 
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25 Stone, “Vaginal Occlusive Pessary,” 5. Dickinson and Morris also suggested that the 
physician could give the patient “a simply worded slip of instructions” to reinforce what  
the physician instructed in the examination room. (Dickinson and Morris, Techniques of 
Conception Control, 13); Dickinson, Control of Conception, 180–1.  

26 Letter Hannah M. Stone to J. W. D. Chesney, 19 May 1932. In Folder 4 (Hannah Stone), 
Box 36, Series III, The Margaret Sanger Papers (unfilmed), SSC. 

27 Letter Stone to Robert Latou Dickinson, 22 March 1939. In Folder 4 (Hannah Stone), 
Box 36, Series III, The Margaret Sanger Papers (unfilmed), SSC.
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though neither the Chesney nor the Weiser prototypes worked, Stone took them 

seriously enough to experiment with them in fit tests on patients. In turn, the 

physicians who sent her their creations trusted her to give them honest feedback 

on their work. Thanks to Stone, the BCCRB served as a hub for contraceptive 

invention in the 1920s and 1930s. 

Stone advised potential innovators on their unique designs and developed 

methods of contraceptive research and understandings of device failure. She showed 

that agreement on the part of a patient’s partner was necessary before any device 

was inserted—in short, that the willingness to use and to maintain a contraceptive 

within a broader pattern of interpersonal relationships was key to the success of any 

method. To improve pregnancy prevention with a contraceptive that users had to 

place properly hours or shortly before intercourse, couples needed to agree that they 

wanted to prevent pregnancy—perhaps before each act, or perhaps as part of an 

agreement when the woman first acquired the device. The successful use of a barrier 

contraceptive was linked directly to its placement before intercourse, thus often 

leading to complaints that it interfered with spontaneity. Success with female-

controlled contraceptives was a product of a dynamic between the user, her 

partner(s), the gynaecologist, the device, and the manufacturer. A mistake by or with 

any one of these actors could lead to an unwanted (and potentially risky) pregnancy. 
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Figure 9. Lanteen Flat Spring Diaphragm kit with spermicide, applicator, and instruction booklet, 
c. 1940. After it became legal for US doctors to prescribe contraceptives to patients without 
medical conditions in 1937, rubber goods companies increasingly sold diaphragms packaged 
with standard accessories. (Source: Division of Medicine and Science, National Museum of 
American History, Smithsonian Institution.)
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Stone’s Patient Research 

Contraceptive manufacturing issues, however crucial, were generally distant from 

most patients’ immediate prophylactic and medical concerns. Despite the work of 

Stone and others on spermicides and barrier contraceptives, much of her scholarship 

reflected her strong interest in patient care and the need to fit female-controlled 

contraceptives into the broader scope of patients’ lives. Stone’s second contribution 

to contraceptive history was in the use and analysis of patient reporting data—

particularly how to measure success or failure in contraceptive use. Stone interviewed 

patients before and several times after fitting them with a device, compiled their 

answers, and published them in reports. Patient reports, along with their partner’s 

perceptions of (and feelings about) barrier methods, were key to technological im -

prove ment and effectiveness. Her data illustrated patterns in patients’ contraceptive 

use and the reasons behind success or failure.  

Stone’s 1928 article, “Therapeutic Contraception,” published data gathered from 

1469 patients who had visited the BCCRB for services in the previous two years. 

They were prescribed one of five different spermicidal jellies alone (360), a pessary 

alone (36), a pessary (usually a Ramses) and jelly (1017), or a miscellaneous method, 

such as effervescent tablets or suppositories (56). Of those 1469 patients, Stone had 

follow-up data on 1133 of them.  

Stone’s reported failure rates across all methods were low, around three percent, 

but she did not match the failure rates with the number of use-months—which 

ranged from under six months to over two years. The lack of knowledge regarding 

the timing of ovulation introduced further uncertainty into the results—if a patient 

ovulated, conceived, and then began a contraceptive without knowing she was 

already a few weeks pregnant, that would count in Stone’s results as a failure. After 

the research of Austrian physician Hermann H. Knaus (1892–1970) and the Japanese 

physician Kyusaki Ogino (1882–1975), which established that ovulation occured 

roughly mid-cycle, was first published in English in 1932, physicians like Stone could 

begin to time the introduction of contraceptives into a woman’s life more precisely.28  

At the time of publication, however, in 1928, Stone focused much of her 

attention on the human interactions involved in contraceptive use and the 

interpersonal reasons for contraceptive failure. She was unsurprised by a certain 

amount of failure—this was to be expected with any technology—however, she 

thought that the reasons were worth identifying in order to minimize them. Stone 

thought that some failures were due to poor-quality contraceptives, but that most 

were due to patient error. However, other failures were not the woman’s fault alone—

the husband shared responsibility via his agreement with and attitude toward a 

woman-controlled device: “Forty-four patients stated that they, or more frequently 
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28 Stone, “Therapeutic Contraception,” 7, 10; Stone, Maternal Health and Contraception, 27.

02. ICON_26_2_complete.qxp_test_icon  2022-01-26  11:00 AM  Page 26



their husbands, had no confidence in the particular method, and they were afraid to 

rely on it . . . [and] many husbands have not enough confidence in their wives to 

depend upon their employment of a new method.” Some women simply disliked 

barrier contraceptives altogether, a criticism which Stone took seriously: “This failure 

to make use of the pessary is perhaps a serious indictment against it, and should 

stimulate a search for means of simplifying the technique, as well, of course, as 

further research into the whole problem of contraception.”29  

Stone further contributed to the development of contraceptive failure theory 

in her 1933 booklet Maternal Health and Contraception. An English physician, Carlos 

Paton Blacker (1895–1975), had divided the reasons for failures into three categories: 

omission of the pessary (including carelessness and omission of the accompanying 

jelly); defective materials (including a wrongly sized pessary, which was the 

physician’s fault); and “unaccountable.” Stone added a fourth: wrong technique, in 

which a woman intended to use the pessary and jelly properly but was unable to do 

so.30 The physician could also be subject to blame for the fourth category, if he or 

she did not instruct the patient properly. Contraceptive failure, in other words, was 

rarely only one person’s fault.       

Despite this close analysis of contraceptive failures, some remained “unac -

countable” despite physicians’ best efforts. Stone aimed to reduce the failure rate 

among her patients as much as possible regardless. Her focus on the reasoning 

behind device failure and descriptions thereof identified ways that devices could be 

designed for the least likely risk of failure. She also hoped to help gynaecologists to 

teach their patients those common reasons for failure in the hopes that patients 

would take them to heart—knowing that no device could ever have a perfect success 

rate (perfection was only possible for those with hysterectomies or the abstinent). 

To measure device failure accurately, though, the device actually had to be accessible 

to both researchers and patients, and Stone therefore took on the project of ensuring 

their availability in the United States for all patients—not only those for whom 

pregnancy was a health risk.   

 

Legal History: Smuggling and Japanese Pessaries 

As mentioned above, the People v. Sanger decision of 1918 permitted physicians to 

prescribe contraceptives to individuals who needed them to protect their health. 

However, U.S. import bans not only made it difficult for women to access barrier 

contraceptives, but also limited physicians’ abilities to participate in and to advance 

scholarship. Physicians pointed out this problem regularly in their writing, and Stone 

challenged these restrictions directly.   
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29 Stone, “Therapeutic Contraception,” 15, 11. 

30 Stone, Maternal Health and Contraception, 24–25.
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Robert Dickinson, her close colleague, was well aware of this legal problem, 

and he advocated for their legality on different grounds. The domestic versions of 

some devices were of poorer quality than the imported versions, and so he publicly 

advocated for changes in the contraception import law. He expressed his position 

in March 1928 in the foreword to Stone’s article “Therapeutic Contraception”: 

 

As a practical comment on a study built largely on vaginal pessaries, one 

cannot fail to draw attention to a handicap which should be removed. Mensingas 

cannot be bought here, and the Federal Law forbids their importation. The 

rubber in the Ramses made in Milwaukee and New York does not retain its 

elasticity as many months as the German product. The brass spiral spring in 

all Ramses, foreign or American, is weak for the larger sizes, 65 mm and 

above, as compared with the coil of Italian watch spring in the Leipzig and 

London Mensinga. Therefore, adequate tests of mechanical methods could be 

made if the Custom House did not prevent importation of foreign pessaries.31 

 

Dickinson was not alone in lamenting the illegality of contraceptive imports 

and the better quality of European diaphragms—many people involved in the birth 

control movement shared his point of view. Slee (Sanger’s second husband) imported 

illegal, higher-quality German and English diaphragms from 1923–25 hidden in oil 

drums until he and Sanger established the Holland-Rantos company to produce 

diaphragms domestically.32 One man saw this state of affairs as a moneymaking 

opportunity. Norman E. Himes (1899–1949), a graduate student in history at 

Harvard University, travelled to England in summer 1927 to conduct research for 

his doctoral dissertation. While there, he visited the rubber manufacturers Lamberts 

Ltd., and, after his return to the United States, arranged for the Murray Agency, 

Slee’s Canadian import company in Montreal, to import Mensinga-style 

diaphragms.33 Stone had the resources to buy a portion of them for the main 

BCCRB clinic and a second clinic in Newark: “I believe that I can take most of 

them from you. I probably will be unable to use all of them myself but can share 

them with the clinics here and in [New Jersey] if necessary. The English Mensingas 

are still superior to the domestic products and I shall be glad to obtain them . . . If 

you will send the caps and enclose a statement I will mail you a check for them.” 34 
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31 Robert Latou Dickinson, foreword to Stone, “Therapeutic Contraception,” 2.  

32 Tone, Devices and Desires, 126–27. 

33 Letter E. W. Lambert to Norman E. Himes, 24 March 1928. In Folder 323, Box 29, 
Norman E. Himes Papers, Center for the History of Medicine, Francis A. Countway 
Library of Medicine, Harvard University, Boston, Massachusetts, USA (henceforth 
Himes Papers). 

34 Letter Hannah M. Stone to Himes, 11 December 1928. In Folder 536, Box 47, Himes Papers.
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 Stone’s brief involvement with Himes’s illegal import activities showed that 

she was willing to break laws restricting access to contraception that she considered 

unjust. Her last lawbreaking act was the most public: her deliberate reception of 

illegal contraceptives to challenge the U.S. Tariff Act of 1930. The resulting decision 

in the U.S. District Court of Appeals case U.S. vs. One Package (1936) made 

contraceptives legal for distribution for any patient and led to their approval by the 

American Medical Association (AMA), further loosening their association with 

prostitution.35  

 In January 1933, Stone received a shipment of 120 pessaries from a Japanese 

physician and diaphragm designer in Osaka, a shipment that Sanger and the attorney 

Morris L. Ernst arranged as part of Sanger’s work with the National Committee 

on Federal Legislation for Birth Control, which she helped found in 1929 in 

Chicago. The shipment was confiscated under section 305a of the Tariff Act, which 

incorporated the prohibitions against importing obscene items originally established 

by the Comstock Act. The first trial in December 1935 was decided in Stone’s favour, 

with Judge Grover M. Moscowitz stating: “The claimant having imported the 

libelled articles for experimental purposes to determine their reliability and 

usefulness as contraceptives to cure or prevent disease, a lawful purpose, it must be 

held that the libelled articles do not come within the condemnation of the statute.”36  

 The U.S. government appealed the decision, and the case eventually reached 

the U.S. Court of Appeals for the Second Circuit (New York). In December 1936, 

Judge Augustus Hand’s decision upheld a lower court ruling that affirmed the right 

of physicians to import contraceptives for medical reasons. Stone penned an article 

for The Nation soon afterward in January 1937, exulting in the decision and its wide-

ranging impact on women’s reproductive health and research thereon. The ruling 

“once and for all establishes contraception as a recognized part of medical practice 

and removes the legal barriers to the dissemination of contraceptive knowledge.” 

Furthermore, “laws which define moral behaviour cannot remain static. They must 

be swept aside from time to time by the newer currents of thoughts which spring 

from changing human needs.”37 The time had come for a change in access to 

contraceptives for medical researchers and patients alike, and the actions of Stone, 

Sanger, and Ernst were key to making that happen.  
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35 United States vs. One Package of Japanese Pessaries, 86 F.2d 737 (2d Cir. 1936); The 
Margaret Sanger Papers Project, “Tracing One Package—The Case That Legalized 
Birth Control,” 2011, https://www.nyu.edu/projects/sanger/articles/tracing_one_ 
package.php. 

36 Reed, Birth Control Movement, 121; Margaret Sanger Papers Project, “Tracing One 
Package”; and United States vs. One Package, 13 F. Supp. 334 (S. D. N. Y. 1936). 

37 Hannah M. Stone, “Birth Control Wins,” 16 January 1937, 
https://www.thenation.com/article/archive/birth-control-wins; see also Tone, Devices 
and Desires, 177–8. 
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Conclusion: Stone and Her Legacy  

Stone’s behind-the-scenes, less visible editing work, along with her engagement in 

research networks, supported international knowledge exchange regarding contra -

ceptive technologies. Her research had limited impact on the technological 

development of contraceptive manufacturing, even for the BCCRB’s own brand of 

products, Holland-Rantos. Her main contact with Holland-Rantos appears to be a 

survey of physician attitudes toward contraceptives that was published in 1929, 

though she may have shared the results of her work directly with the company. Her 

work provided other medical researchers data on users and the effectiveness of the 

spermicides, diaphragms, and cervical caps that she prescribed. Additionally, she 

presented her work at the Sixth International Neo-Malthusian and Birth Control 

Conference in New York City (March 1925) and later presented at the Seventh 

International Birth Control Conference in Zurich, Switzerland, in September 1930. 

She edited and published the proceedings of the Zurich conference with Sanger, 

who served as the conference’s president.38  

Stone’s data collection, organization, and analysis was more influential on some 

of the now-standard characteristics of contraceptive research. Contraceptive 

researchers could not evaluate contraceptive technologies in their static form alone. 

They had to adopt practices not common in other medical specialties, such as 

querying their patients about the details of their sex lives and practices, testing device 

placement using glass tubes as mock phalluses, and examining the vaginas of patients 

several hours post-coitus to measure the effectiveness of barrier devices and 

spermicides. Stone’s studies also showed the important role of patient education 

and attitudes toward the devices themselves, along with their feelings of comfort 

and safety, in determining effectiveness, failure rates (presently called unintended 

pregnancy rates), and use of contraceptives. Her research also hinted at how users’ 

contraceptive needs changed over their lives and how technologies could be adapted 

to different phases of women’s lives and fertility, before and after childbirth. In the 

end, her work contributed more to patient use studies and data analysis techniques 

than it did to technological advancement. 

However, Stone’s most visible legacy regarding contraceptive research was her 

willingness to serve as the plaintiff in the One Package case. Her participation in the 

world of contraceptive smuggling and efforts to legalize contraceptives over many 

years demonstrated the importance to her of the free flow of contraceptives across 

national borders. The One Package decision galvanized her efforts toward making 

the most comfortable, most effective kinds of barrier contraceptives available to 
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38 Stone, “Contraceptive Methods,” Stone, “Vaginal Occlusive Pessary,” 3–18. 

39 Eisenstadt v. Baird, 405 US 438 (1972).   

40 Stone, “Birth Control Wins.” 
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all women who wanted them; there were enough different brands and sizes of 

diaphragms and caps to fit almost anyone with any type of pelvic structure. Those 

efforts, however, kept the power to prescribe contraceptives for women in the hands 

of doctors, who focused their energies on helping heterosexual engaged or married 

women find the best device for themselves. The birth control pill would likewise be 

restricted in the United States to married women, at least at first. By the time that 

hormonal birth control was available to American women with a prescription but 

regardless of marital status in 1972, the sexual revolution had also begun, leaving 

behind a world in which diaphragms no longer fit in any sense of the word.39       

The world in which hormonal contraception is an everyday part of women’s 

lives would not have come into being without the many researchers and advocates 

around the world who established the parameters and long-term goals of 

contraceptive research practice in the 1920s and 1930s. Though later advocates would 

disagree, Hannah M. Stone believed that physicians and scientists needed to guide 

birth control advocacy. She thought that the Conference on Contraceptive Research 

and Clinical Practice (held in New York on December 29 and 30, 1936, shortly after 

the One Package decision) “marked the removal of birth control from the field of 

controversy to that of scientific consideration, from the platform and the pulpit to 

the laboratory and the clinic.”40 Contraception has never been far from “the field of 

controversy,” no matter how scientifically or medically oriented the research is. 

However, Stone’s efforts pointed the way toward contraceptive research that 

incorporates patients’ experiences and relationships, in the hopes of finding 

technologies that worked for every body. 
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