
Are HIV/AIDS Prevention Interventions for Heterosexually
Active Men in the United States Gender-Specific?

Although gender-specific

theories are often deployed

in interventions to reduce

women’s HIV risks, the same

is often not true for interven-

tions among men. Theories

of masculinity are not guid-

ing most US research on

the risky sexual behavior of

heterosexualmenoronwhat

can be done to intervene.

We first assess the extent

to which evidence-based

HIV-prevention interventions

among heterosexually ac-

tivemenintheUnitedStates

draw upon relevant theories

of masculinity. Next, we

introduce a useful frame-

work within masculinity

and gender studies that

can be applied to HIV-

preventioninterventionswith

heterosexually active men.

Finally, we make sugges-

tions to improve the gender

specificity of HIV-prevention

interventions for heterosex-

uallyactivemenintheUnited

States. (Am J Public Health.
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ALTHOUGH THE FIRST AIDS

cases in the United States were
attributed to men who had sex
with men, more than 70% of
HIV infections worldwide are
now estimated to occur as a result
of heterosexual sex.1 Most HIV-
positive women were infected
through heterosexual sex.2

Despite wide regional variation
in the percentage of cases attrib-
utable to heterosexual transmis-
sion, it is clear that the proportion
of women with HIV is rising in
many parts of the world. In Asia,
30% of adults living with HIV are
women, and in Sub-Saharan
Africa, 60% of adults living with
HIV are women.2 Globally,
increases in the proportion of
women infected with HIV have
occurred in a relatively short pe-
riod of time: in 1985, 30% of
infected persons were women;
this percentage now stands at
approximately 50%, and the ab-
solute numbers of infected
women, as well as the percen-
tages, are increasing in many
parts of the world.2

In the United States, where the
main subgroup affected by HIV/
AIDS is men who have sex with
men, heterosexual transmission is
the primary means of transmission
among women.3 Among women
diagnosed in the United States,
heterosexual transmission as the
identified source of transmission
more than tripled from 1985 to
the present, and the Centers for
Disease Control and Prevention
has reported that 80% of cases of
HIV infection among women are
diagnosed as being heterosexu-
ally transmitted.3,4 Of this 80%,

approximately one third are the
result of having sex with a male
partner who is an injection drug
user.3,4 Combined, these facts
suggest that sexual behavior
change among heterosexually ac-
tive men will be key to controlling
the HIV epidemic for both het-
erosexual men and women.

Analyses of why these trends are
occurring have come to the same
conclusions: gender and gender
inequality in particular have been
identified as a major ‘‘root cause’’ of
what shapes and exacerbates the
course of the epidemic.5–8 Some
argue that these findings under-
score how HIV studies need to
‘‘adequately address the contextual
issues of heterosexual relationship
dynamics’’6(p873) on a domestic
and global level. It seems clear
that the structure of gender rela-
tions needs to be examined and
challenged for both women and
men.

To what extent has this exami-
nation already occurred? Very
little, it appears. Indeed, HIV-
prevention interventions for het-
erosexually active adults have
largely targeted women, as they
are said to need structural, cul-
tural, institutional, and technolog-
ically based empowerment and
protection. But what do hetero-
sexually active men need? What
do gender relations have to do
with HIV prevention? Because
women and men are equally
shaped by gender, how can we use
theories of masculinity to under-
stand what puts men at risk for
HIV infection and to guide
researchers in creating effective
prevention interventions?

Ten years ago, Exner et al.
underscored that:

While many HIV risk reduction
interventions have been focused
among women, heterosexual
men have less frequently been
the focus of such efforts . . . yet it
is imperative that heterosexually-
active men be included in strategic
efforts to reduce heterosexual
transmission because sexual be-
havior is dyadic and men are the
partners of women.9(p348)

To examine the state of the
field, Exner et al. reviewed HIV-
prevention interventions from
1981 to 1998 that focused on
reducing risky heterosexual be-
havior among North American
men. Intervention programs were
described as ‘‘informational’’ (e.g.,
providing HIV/AIDS, alcohol,
and sexuality information), ‘‘con-
dom skills’’ (e.g., ensuring consis-
tent and correct condom use),
‘‘relational skills building’’ (includ-
ing negotiating safer sex, asser-
tiveness, and communication), and
‘‘individual risk counseling’’ and
‘‘community street outreach’’ (for
injection drug users). Of the 20
interventions they found to meet
rigorous methodological stand-
ards, seven were for injection drug
users. Of the remaining 13 inter-
ventions, three targeted men ex-
clusively, whereas the remainder
focused on both women and men.
At that time, the authors made
a call to bolster prevention efforts
for heterosexually active men.

How far have we come since
then? Lyles et al.10 carried out
a systematic review of the inter-
vention literature from 2000 to
2004 and detailed18 interventions
that met rigorous criteria for best
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evidence. Of the six best-evidence
interventions that were designed
for sexual risk reduction among
heterosexually active HIV-negative
adults, four were for women, two
were for both women and men (of
which one focused on those re-
ceiving outpatient psychiatric care
and the other on couples commu-
nication), and none were designed
for heterosexually active men
only. Although one of the two
interventions among both women
and men focused on issues of gen-
der norms and gender power, all of
the women-only interventions fo-
cused on these topics. The women-
only interventions also empha-
sized the need to infuse women
with more safer-sex negotiating
power vis-à-vis a male partner.

Notably, in both of the previ-
ously mentioned reviews—and
even in a third review from 2002
that focused on interventions with
heterosexually active men11—des-
pite the large number of interven-
tions, the word masculinity was not
mentioned once. The reviews in-
cluded no overt discussion about
the ways in which men have gen-
der or are affected by a system of
gender inequality. There was also
no mention of how masculinity
and gender relations should be
a guiding theoretical framework to
understand—and intervene
about—what puts heterosexually
active men at risk for HIV infection.

GENDER AND HIV/AIDS

Public health and HIV/AIDS
studies have only recently started
to make an otherwise common
and important disciplinary shift
in the study of gender relations.
This shift is one that moves away
from the common conflation of
gender with women and women’s
oppression to the recognition of
gender relations, or the ways in
which both women and men are

affected by gender inequality.
Such an emphasis is needed be-
cause of the way in which women
and men are differentially posi-
tioned in and affected by gender
norms and gender inequality.12,13

This type of shift is also urgent
because masculinity as a set of
beliefs and social practices and
as an institutionally supported set
of structures definitively shapes
both men’s and women’s health
outcomes.14–16

An emphasis on masculinity
and gender relations within the
United States would move HIV
prevention further in the direction
in which key masculinity scholars
have progressed for decades and
public health scholars have started
to shift to more recently.12-15 One
useful framework comes from
a leading US masculinities scholar,
Mike Messner, and can be easily
applied to HIV/AIDS prevention.
In his 1997 work,13 Messner of-
fered a three-part framework to
explain the experiences of men as
a group relative to women as
a group and relative to groups of
differently positioned men.

The first part of the framework
stipulates that men as a group
experience institutional and cul-
tural privileges over and above
women as a group. As applied to
HIV/AIDS, two examples are
that (1) men have greater access
to assets, income, education, and
property rights, and women’s
lack of these key resources
leaves them more vulnerable to
HIV infection and its negative
effects, and (2) there is a sexual
double standard that allows men
to have multiple partners but
stigmatizes women for the same
behaviors.

The second part of the frame-
work clarifies that men face nega-
tive and harmful effects from
gender inequality and experience
great costs for adhering to narrow

definitions of masculinity (referred
to as ‘‘costs of masculinity’’) that
hurt both men’s and women’s
health. As applied to HIV/AIDS,
examples include not getting
tested for HIV, not asking for help,
taking on multiple partners as
a signifier of masculinity, and tak-
ing or inflicting life-threatening
risks in the name of constituting
masculinity.

The third and final part of the
framework underscores that not
all men equally experience the
cultural and institutional privileges
of manhood because there are
differences and inequalities among
men. For example, race- and class-
marginalized men do not have
easy access to the structural ben-
efits (e.g., access to the occupa-
tional system) associated with
masculinity and are dispropor-
tionately at risk for HIV infection.

A key question therefore
remains: In the third decade of the
HIV/AIDS epidemic, are any of
the domestic evidence-based pre-
vention interventions designed to
reduce sexual risks for heterosex-
ually active men informed by the-
ories of masculinity?

HIV-prevention interventions
for women have been theoreti-
cally informed by gender-related
theories and have advanced do-
mestically from gender-neutral to
being more gender-sensitive and
gender-transformative over time.7

This important point was made by
Geeta Rao Gupta8 at the Interna-
tional Center for Research on
Women in her plenary address at
the XIII International AIDS Con-
ference in Durban, South Africa, in
2000. Gupta underscored how
prevention interventions could be
categorized as:

d Damaging—Programs that rein-
force harmful gender stereo-
types, such as those that put
forward that men are violent,
promiscuous, or predatory.

d Do No Harm—Programs that
suggest abstinence, faithfulness,
or condom use without taking
gender inequality into account.

d Gender-Sensitive—Approaches
that respond to the different
needs of women and men but
do not change the contextual or
structural aspects of gender
relations.

d Transformative—Interventions
that challenge gender roles,
culture, and gender structures,
and create more gender-equita-
ble relations. Such programs
also allow critical examination
of norms of masculinity and
femininity and how these im-
pact both women’s and men’s
health.

Applying these terms to Lyle
et al.’s study10 of the six best-
evidence interventions that were
designed to provide sexual risk
reduction for heterosexually ac-
tive HIV-negative adults, we find
that two were gender-neutral
(none were for heterosexually
active men),17,18 two were gen-
der-sensitive,19,20 and two were
a mix of gender-sensitive and
gender-transformative.21–23 One
of the latter interventions was for
women only and the other was
for couples. No changes in gen-
der relations were attempted at
the structural or institutional
level, and all of the ‘‘transforma-
tion’’ was at the level of individ-
ual- or couple-level gender roles.
None of the interventions
deployed relevant theories of
masculinity.

WHY DOES GENDER
SPECIFICITY MATTER?

Do gender-sensitive and gen-
der-transformative HIV-preven-
tion interventions make a differ-
ence? The answer has been yes for
women, and the answer is yes for
men. In 2000, Wingood et al.24

innovatively applied Connell’s
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theory of gender and power25 to
HIV/AIDS prevention. In the
years that followed, several rigor-
ous HIV-prevention programs
have deployed this theory, which
elaborates the relationship be-
tween labor, power, and cathexis.
Additionally, researchers have
modified gender-neutral social–
psychological models. All these
HIV-prevention programs have
had successful risk reduction out-
comes.21–23,26

There is also international evi-
dence that behavioral interven-
tions carried out among men and
boys transformed the attitudes
and practices that are related to
HIV risk. In South Africa, the
Medical Research Council evalu-
ated an HIV-prevention program
called Stepping Stones that com-
bined gender equity, HIV pre-
vention, and antiviolence work.27

This evaluation showed signifi-
cant changes in men’s attitudes
and practices. At the two-year
follow-up point, men who partici-
pated in the intervention reported
fewer partners, higher condom
use, less transactional sex, less
substance abuse, and less perpe-
tration of intimate partner vio-
lence.28

In Brazil, Instituto Promun-
do’s intervention with young
men promoted healthy rela-
tionships and HIV and sexually
transmitted infection preven-
tion and showed significant
shifts in gender norms at six and
12 months. Young men with
more equitable norms were be-
tween four and eight times less
likely to report sexually trans-
mitted infection symptoms, and
additional improvements were
noted at 12 months after an in-
tervention.29

In 2007, the World Health
Organization released a report
endorsing the efficacy of working
with men to achieve gender

equality and improve health,
describing the key aspects of
successful interventions.30 From
this meta-analysis, the authors
found that programs that were
rated as gender-transformative
were more effective than gender-
neutral and gender-sensitive
interventions.30

What results when domestic
HIV-prevention researchers in-
clude heterosexually active men in
prevention programs without pro-
viding a theoretical framework
that offers gender specificity or
a transformation in gender rela-
tions? Men are assumed (1) not to
have gender,31 (2) to experience
HIV risks that are not related to
gender relations, or (3) to be
privileged and harmful to women
without considering how gender
inequality structures both wom-
en’s and men’s HIV risks. Merely
providing men with information
and skills within prevention pro-
grams and predicting that they will
enact changed behaviors once
they receive these negates that
gender relations profoundly shape
men’s enactment of risky behav-
iors.14–16,30–37

The points made in this section
are particularly important among
economically disadvantaged
men, who may be race or class
oppressed and are frequently kept
from traditionally defined mascu-
line success (e.g., work). As a re-
sult, marginalized men may be
more reliant on enacting narrow
definitions of hegemonic mascu-
linity as a resource to construct
status.13,35 Put another way, what
some scholars call ‘‘the signifiers of
‘true’ masculinity’’ (e.g., sexual
conquest, physical forms of mas-
culinity) are ‘‘readily accessible to
men who may otherwise have
limited resources for constructing
masculinity.’’14(p1392) For these
men, critical reflections on the role
of masculinity in shaping both

men’s and women’s HIV risks is
paramount. Of course, such trends
are not limited to heterosexually
active men.37

CONCLUSIONS AND
SUGGESTIONS FOR
RESEARCHERS

Very little work in domestic
HIV-prevention programs that in-
clude men has been theoretically
gender-specific, although some
progress has been made on the
gender-transformative front for
women on domestic and interna-
tional levels and much more
progress has been made on work
with heterosexually active men on
an international level.27–30,36,38–40

The US evidence-based HIV-pre-
vention agenda lags far behind
despite a solid body of work that
examines the intersection of mas-
culinity and HIV or includes men
as partners in reproductive
health.36–44

At minimum, we urge preven-
tion researchers to consider these
recommendations:

d Do not assume that gender-
neutral HIV-prevention strate-
gies with men adequately take
men’s HIV risks into account.

d Develop HIV-prevention inter-
ventions that are more gender-
sensitive and gender-transfor-
mative and that focus on the
needs of heterosexually active
men. Allow safe spaces where
men can reflect upon and crit-
ically discuss the costs of adher-
ing to narrow definitions of
masculinity.

d Create a domestic think tank
with wide international partici-
pation to consider the ways in
which prevention interventions
can simultaneously tend to race
and class inequalities, gender
equity, and the costs of mascu-
linity for marginalized men who
are disproportionately affected
by HIV/AIDS.

d Encourage interdisciplinary
research teams within the HIV-
prevention field that draw on
experts in masculinity and gen-
der relations. Ensure that syn-
ergies are maximized by
working across disciplines such
as public health, global health,
sociology, epidemiology, politi-
cal economy, psychology, law,
medicine, and anthropology.

d Develop gender and HIV poli-
cies for future national plans.
The ways in which gender
relations impact both women’s
and men’s risks and health
should be included.

d Conduct research on the ways
in which men make sense of
abstinence, faithfulness, and
condom use messages and how
these messages impact men’s
preventive behaviors.

d Support innovative work focused
on the creation of evidence-
based prevention interventions
that are theoretically informed
by theories of masculinity.

d Identify and implement strate-
gies to take gender focused
interventions with men to scale
by integrating this work into
broader organizations, institu-
tions, and policies.45

It is time to shift HIV/AIDS
discourse and prevention practice
focused on heterosexually active
men from gender-neutral to gender-
specific and gender-transformative.
It is time to ensure that prevention
interventions with heterosexually
active men in the United States are
gendered. Their health—and the
health of women—depends on it. j

About the Authors
Shari L. Dworkin is with the Department of
Social and Behavioral Sciences, University
of California, San Francisco, CA, and the
Center for AIDS Prevention Studies, Uni-
versity of California, San Francisco. Robert
E. Fullilove is with the Department of
Sociomedical Sciences, Mailman School of
Public Health, Columbia University, New
York, NY. Dean Peacock is with Sonke
Gender Justice, Cape Town, South Africa.

COMMENTARIES

June 2009, Vol 99, No. 6 | American Journal of Public Health Dworkin et al. | Peer Reviewed | Commentaries | 983



Requests for reprints should be sent to
Shari L. Dworkin, PhD, MS, UCSF Social
and Behavioral Sciences Department,
3333 California Street, Suite 455, Box
0612, San Francisco, CA 94118 (e-mail:
Regina.Gudelunas@ucsf.edu).

This article was accepted November 25,
2008.

Contributors
S. L. Dworkin originated the article,
carried out the research, and led the
writing. R. E. Fullilove and D. Peacock
commented on drafts and contributed
ideas to drafts and final versions.

References
1. UNFPA. State of World Population.
Reproductive Health: A Measure of
Equity. 2005. Available at: http://www.
unfpa.org/swp/2005/english/ch4/chap4_
page1.htm. Accessed July 1, 2008.

2. The Joint United Nations Pro-
gramme on AIDS. Report on the Global
Epidemic. 2008. Available at: http://
www.unaids.org/en/KnowledgeCentre/
HIVData/GlobalReport/2008/2008_
Global_report.asp. Accessed July 18, 2008.

3. Centers for Disease Control and
Prevention. HIV/AIDS in the United
States. 2006. Available at: http://
www.cdc.gov/hiv/resources/factsheets/
us.htm. Accessed July 18, 2008.

4. Centers for Disease Control and
Prevention. HIV and AIDS: A Picture
of Today’s Epidemic. 2008. Available
at: http://www.cdc.gov/hiv/topics/
surveillance/pdf/us_media.pdf http://
www.cdc.gov/hiv/topics/surveillance/
pdf/us_media.pdf. Accessed July 10, 2008.

5. Gupta GR, Weiss E. Women’s lives
and sex: implications for HIV prevention.
Cult Med Psychiatry. 1993;17:399–412.

6. Logan TK, Cole J, Leukefeld C.
Women, sex, and HIV: social and con-
textual factors, meta-analysis of published
interventions, and implications for prac-
tice and research. Psychol Bull. 2002;
128:851–885.

7. Exner TM, Hoffman S, Dworkin S,
Ehrhardt AA. Beyond the male condom:
the evolution of gender-specific HIV
interventions for women. Annu Rev Sex
Res. 2003;14:114–136.

8. Gupta GR. Gender, Sexuality and
HIV/AIDS: The What, the Why and the
How. Presented at: XIIIth International
AIDS Conference; July 12, 2000; Durban,
South Africa. Available at: http://
www.icrw.org/docs/Durban_HIVAIDS_
speech700.pdf. Accessed July 18, 2008.

9. Exner TM, Sandor Gardos P, Seal
DW, Ehrhardt AA. HIV sexual risk re-
duction interventions with heterosexual
men: the forgotten group. AIDS Behav.
1999;3:347–358.

10. Lyles CM, Kay LS, Crepaz N, et al.
Best-evidence interventions: findings
from a systematic review of HIV behav-
ioral interventions for US populations at
high risk, 2000–2004. Am J Public
Health. 2007;97:133–143.

11. Elwy AR, Hart GH, Hawkes S,
Petticrew M. Effectiveness of interven-
tions to prevent sexually transmitted
infections and human immunodeficiency
virus in heterosexual men: a systematic
review. Arch Intern Med. 2002;162:
1818–1830.

12. Connell RW. Masculinities. Berkeley,
CA: University of California Press; 1995.

13. Messner MA. The politics of mascu-
linity: men. In: Movements. Thousand
Oaks, CA: Sage; 1997.

14. Courtenay WH. Constructions of
masculinity and their influence on men’s
well-being: a theory of gender and health.
Soc Sci Med. 2000;50:1385–1401.

15. Courtenay WH. Behavioral factors
associated with disease, injury, and death
among men: evidence and implications
for prevention. J Mens Stud. 2000;9:
81–129.

16. Sabo D, Gordon D. Rethinking men’s
health and illness. In: Sabo D, Gordon F,
eds. Men’s Health and Illness: Gender,
Power, and the Body. Thousand Oaks, CA:
Sage; 1995:1–21.

17. Carey MP, Carey KB, Maisto SA,
et al. Reducing HIV risk behavior among
adults receiving outpatient psychiatric
treatment: results from a randomized
controlled trial. J Consult Clin Psychol.
2004;72:252–268.

18. Shain RN, Piper JM, Newton ER,
et al. A randomized, controlled trial of
a behavioral intervention to prevention
sexually transmitted disease among mi-
nority women. N Engl J Med. 1999;340:
93–100.

19. Hobfoll SE, Jackson AP, Lavin J,
et al. Effects and generalizability of com-
munally oriented HIV-AIDS prevention
versus general health promotion groups
for single, inner-city women in urban
clinics. J Consult Clin Psychol. 2002;70:
950–960.

20. Baker SA, Beadnell B, Stoner S, et al.
Skills training versus health education to
prevent STDs/HIV in heterosexual
women: a randomized controlled trial
utilizing biological outcomes. AIDS Educ
Prev. 2004;15:1–14.

21. El-Bassel N, Witte SS, Gilbert L, et al.
The efficacy of a relationship based HIV/
STD prevention program for heterosexual
couples. Am J Public Health. 2003;93:
963–969.

22. Ehrhardt AA, Exner TM, Hoffman S,
et al. A gender-specific HIV/STD risk
reduction intervention for women in
a health care setting: short- and long-term

results of a randomized clinical trial. AIDS
Care. 2002;14:147–161.

23. Ehrhardt AA, Exner TM, Hoffman S,
Silberman I, Yingling S, Adams-Skinner J.
HIV/STD risk and sexual strategies
among women family planning clients in
New York: Project FIO. AIDS Behav.
2002;6:1–13.

24. Wingood GM, DiClemente RJ.
Application of the theory of gender and
power to examine HIV-related exposures,
risk factors, and effective interventions for
women. Health Educ Behav. 2000;27:
539–565.

25. Connell R. Gender and Power.
Cambridge, MA: Polity Press; 1987.

26. Wingood GM, DiClemente RJ,
Mikhail I, et al. A randomized controlled
trial to reduce HIV transmission risk
behaviors and sexually transmitted dis-
eases among women living with HIV: the
WiLLOW Program. J Acquir Immune Defic
Syndr. 2004;37:S58–S67.

27. Jewkes R, Nduna M, Levin J, et al. A
cluster randomized-controlled trial to de-
termine the effectiveness of Stepping
Stones in preventing HIV infections and
promoting safer sexual behavior amongst
youth in the rural Eastern Cape, South
Africa: trial design, methods and baseline
findings. Trop Med Int Health. 2006;
11:3–16.

28. Jewkes RJ, Nduna M, Levin J, et al.
Impact of Stepping Stones on HIV,
HSV-2, and sexual behavior in rural
South Africa: cluster randomized con-
trolled trial. BMJ. 2008;337:a506.

29. Pulerwitz J, Barker G, Segundo M.
Promoting Healthy Relationships and
HIV/STI Prevention for Young Men:
Positive Findings from an Intervention
Study in Brazil. Horizons Research
Update. Washington, DC: Population
Council; 2004. Available at: http://
www.popcouncil.org/pdfs/horizons/
brgndrnrmsru.pdf. Accessed on Novem-
ber 10, 2008.

30. Barker G, Ricardo C, Nascimento M.
Engaging men and boys in changing
gender-based inequity in health: evidence
from programme interventions. 2007.
Available at: http://www.who.int/
gender/documents/Engaging_men_boys.
pdf. Accessed September 8, 2008.

31. Kimmel M. Manhood in America: A
Cultural History. New York, NY: Free
Press; 1990.

32. Flood M. Lust, trust, and latex: why
young heterosexual men do not use
condoms. Cult, Health Sex. 2003;5:
353–369.

33. Wilton T. Engendering AIDS:
Deconstructing sex, text, and epidemic.
London, United Kingdom: Sage; 1997.

34. Hunter M. Cultural politics and
masculinities: multiple partners in

historical perspective in KwaZulu-Natal.
Cult Health Sex. 2005;7:389–403.

35. Majors R, Billson JM. Cool Pose: The
Dilemmas of Black Manhood in America.
Horizons Report. Washington, DC:
Population Council; December 2004.
Available at: http://www.popcouncil.org/
horizons/newsletter/horizons(9)_1.html.
Accessed May 23, 2007.

36. Pulerwitz J, Barker G, Sagundo M,
Nascimento M. Promoting more gender-
equitable norms behaviors among young
men as an HIV/AIDS prevention strategy.
Horizons Report. Washington, DC: Popu-
lation Council; 2006. Available at: http://
www.popcouncil.org/pdfs/horizons/
brgendernorms.pdf. Accessed May 23,
2007.

37. Carballo-Dieguez A, Remien RH,
Dolezal C, Wagner G. Unsafe sex in the
primary relationships of Puerto Rican
men who have sex with men. AIDS Behav.
1997;1:9–17.

38. Peacock D, Levack A. The men as
partners program in South Africa: reach-
ing men to end gender-based violence
and promote sexual and reproductive
health. Int J Men Health. 2004;3:173–188.

39. Greig A, Peacock D. Men as Partners
Programme: Promising Practices Guide.
2005. Available at: http://www.
genderjustice.org.za/resources/20.html.
Accessed July 22, 2008.

40. Barker G. Dying to be Men: Youth,
Masculinity, and Social Exclusion. New
York, NY: Routledge; 2005.

41. Seal DW, Ehrhardt AA. Masculinity
and urban men: perceived scripts for
courtship, romantic, and sexual interac-
tions with women. Cult Health Sex. 2003;
5:295–319.

42. Campbell C. Women, Families & HIV/
AIDS: A Sociological Perspective on the Epi-
demic in America. Cambridge, United King-
dom: Cambridge University Press; 1999.

43. Seal DW, Ehrhardt AA. HIV pre-
vention-related sexual health promotion
for heterosexual men in the United States:
pitfalls and recommendations. Arch Sex
Behav. 2004;33:211–222.

44. Greene ME, Mehta M, Pulerwitz J,
Wulf D, Bankole A, Singh S. Involving
Men in Reproductive Health: Contribu-
tions to Development. Available at:
http://www.unmillenniumproject.org/
documents/Greene_et_al-final.pdf.
Accessed September 1, 2008.

45. Flood M, Peacock D, Grieg A, Barker
G. WHO men and gender policy brief:
policy approaches to involving men and
boys in achieving gender equality. Avail-
able at: http://sonkegenderjustice.org.
Accessed September 29, 2008.

COMMENTARIES

984 | Commentaries | Peer Reviewed | Dworkin et al. American Journal of Public Health | June 2009, Vol 99, No. 6


