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Abstract

New methods are now available, and others are being developed, that could enable women to take

the initiative in preventing sexually transmitted infections. However, attempts to capitalize on

“female-controlled” preventive methods thus far have met with limited success. Female-initiated

methods were introduced to intervene in the state of gender relations and assist women who are

disempowered vis-à-vis their male partners. Paradoxically, however, we underscore that it is the

very structure of regional and local gender relations that shapes the acceptability (or lack of

acceptability) of these methods.

This paper specifically addresses how the structure of gender relations—for better and for worse—

shapes the promises and limitations of widespread use and acceptance of female-initiated methods.

We draw on examples from around the world to underscore how the regional specificities of

gender (in)equality shape the acceptance, negotiation, and use of these methods. Simultaneously,

we demonstrate how the introduction and sustained use of methods are shaped by gender relations

and offer possibilities for reinforcing or challenging their current state. Based on our analyses, we

offer key policy and programmatic recommendations to increase promotion and effective use of

women-initiated HIV/STI protection methods for both women and men.
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Introduction

The global plight of women, exacerbated by the unprecedented threat of the HIV epidemic,

was prominently featured at the 2004 International AIDS Conference in Bangkok. In some

parts of the world, women are disproportionately infected relative to men, and this gender

imbalance is increasing (UNAIDS/UNFPA/UNIFEM, 2004). Women account for half of the

38.6 million adults with HIV in 2005 (UNAIDS, 2006). Although we have known for more

than a decade that women are at risk for HIV/AIDS through heterosexual sex, it has taken

these burgeoning numbers and the disease’s decimating toll to recognize that they are a

primary face of the epidemic. In sub-Saharan Africa and the Caribbean, the majority of

women are infected during unprotected sex with an infected male partner (UNAIDS, 2004a),

and most new AIDS infections in the US are due to heterosexual transmission (Centers for

Disease Control and Prevention (CDC), 2004). Women’s risk is driven by the intersection of

biological susceptibility, socio-cultural values and norms, and structural factors.

Gender, as a structural factor, organizes social relations, shaping opportunities and

constraints surrounding sexual interactions between women and men (Farmer, Connors, &

Simmons, 1996; Schoepf, 1992). The structure of gender relations is also fundamental to the

acceptability and use of women-initiated HIV/STI prevention methods. Recognition of the

importance of women’s reproductive and sexual rights (United Nations, 1994, 1996),

women’s difficulties in negotiating male condom use, and the increased feminization of

AIDS, have all served as a catalyst for the development and promotion of women-initiated

disease prevention methods (Annan, 2004; Elias & Heise, 1994; Gollub, 2000; Gollub et al.,

2000; Heise & Elias, 1995; Gupta & Weiss, 1993; Stein, 1990; Stein, 1993; Susser & Stein,

2000; UNAIDS, 2004b).

The re-establishment of condoms for sexual protection in the AIDS era represented the

return of an old technology that gave men control over disease protection and, for women,

required explicit or implicit negotiations with partners (Giami & Spencer, 2004). By

contrast, the introduction of the oral contraceptive pill in the 1960s allowed the sexual

liberation of many women, for the first time placing pregnancy prevention under their

control and disassociating reproduction from sexual intercourse (Ehrhardt & Exner, 1991). It

remains unknown, however, as to whether the introduction of these new female-initiated

HIV/STI prevention technologies will follow the path of the pill and transform women’s

bargaining power to enable self-protection.

In this paper, we argue that the adoption of a female-initiated HIV/STI prevention method,

evidenced by satisfaction with and willingness to use it, rests in large part on the structure of

gender relations in the target society. We first briefly review these methods. We then

address how gender relations structure the promises and limitations of the acceptability and

use of these methods and how these methods offer new possibilities for shaping gender

norms and gender relations. Finally, we offer some policy and programmatic

recommendations to increase promotion and effective use of women-initiated HIV/STI

protection methods for both women and men.

Mantell et al. Page 2

Soc Sci Med. Author manuscript; available in PMC 2014 July 30.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



The female condom is the only physical barrier method in addition to the male condom that

has established contraceptive efficacy (Farr, Gabelnick, Sturgen, & Dorflinger, 1994;

Trussell, 1998) and high likelihood of STI prevention efficacy (Feldblum et al., 2001;

Fontanet et al., 1998; French et al., 2003; see Cecil, Perry, Seal, & Pinkerton, 1998;

Hoffman, Mantell, Exner, & Stein, 2004, and World Health Organization, 1997, for

reviews). The diaphragm, one of the oldest known contraceptives available to women, has

similar contraceptive efficacy to that of the female condom when used with a spermicide

(Trussell, 2004; see Cook, Nanda, & Grimes, 2003, for review). Although it has the

potential to prevent HIV (Cohen, 2002; Moench, Chipato, & Padian, 2001), the diaphragm’s

efficacy in preventing the acquisition of HIV has not yet been demonstrated. A number of

studies have found the diaphragm to be acceptable as a contraceptive method (Bulut et al.,

2001; Di Giacomo do Lago, Barbosa, Kalckmann, Villela, & Gohiman, 1995; Harvey, Bird,

Maher, & Beckman, 2003), and more recently, as a potential HIV/STI prevention method

(van der Straten et al., 2005). Microbicides, chemical barriers that may be formulated as a

gel, suppository, film, or incorporated into a sponge or intravaginal ring with slow, extended

release of the product, are under active development but not yet available for use (Alliance

for Microbicide Development, 2004; see Rockefeller Foundation Microbicides Initiative,

2002, for a review of mechanisms of HIV prevention, and Mantell, Myer et al., 2005, for a

review of acceptability issues). Under the best of circumstances, microbicides will offer only

partial protection against HIV and are unlikely to be as efficacious as condoms. Still, in

populations where condom use is low, even a partially efficacious microbicide could avert

millions of infections (Foss, Vickerman, Heise, & Watts, 2003).

Gender relations and the acceptability and use of female-initiated disease

prevention methods

Over the past 10 years, public health research has increasingly articulated how gendered

structures of labor, power, and emotional cathexis shape health risks for women and men,

including those related to HIV/AIDS (Connell, 1987; Pulerwitz, Amaro, DeJong,

Gortmaker, & Rudd, 2002; Pulerwitz, Gortmaker, & DeJong, 2000; Wingood &

DiClemente, 2000). Although inequitable gender relations led to the creation of female-

initiated disease prevention methods, these same relations of inequality make it difficult for

women to use female-initiated methods, especially in long-term relationships. Monolithic

assumptions of female choice, autonomy, control, and empowerment were built into the

promise of female-initiated technologies. These assumptions overlooked the fact that

structures of gender have distinct “rules of the game” that call for women to use “different

strategies to maximize security and optimize life options with varying potential for active or

passive resistance in the face of oppression” (Kandiyoti, 1988, p. 274). The “patriarchal

bargain”, or the ways in which women choose (or are forced) to draw on various strategies

to cope with various gradations of inequality (Kandiyoti, 1988; Kibria, 1990), will affect

women’s success in using female-initiated disease prevention methods. Whereas shifting

gender relations may afford more opportunities to use female-initiated disease prevention

methods (Susser, 2001), there is a great deal of diversity in how much, when, and in what

ways women can and will transform the state of gender relations with men (Kandiyoti,

1988).

Mantell et al. Page 3

Soc Sci Med. Author manuscript; available in PMC 2014 July 30.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



Despite these trends, gender relations and roles have not been a central feature in discussions

of female-initiated method acceptability and promotion (Schoeneberger, Logan, &

Leukefeld, 1999). Inadequate attention to the gendered context that shapes method

introduction and individuals’ negotiations is surprising, given that male partner resistance is

reported to be a major factor in women’s discontinuation of female condom use (Beksinska,

Rees, McIntyre, & Wilkinson, 2001; Farr et al., 1994; Ford & Mathie, 1993; Sakondhavat et

al., 2001; Welsh, Feldblum, Kuyoh, Mwarogo, & Kungu, 2001).

In the section below, we apply the concept of the patriarchal bargain to explore the promises

and limitations of female-initiated HIV/STI prevention methods in various contexts. We

examine the ways in which these methods shape and are shaped by three domains: (1)

women’s empowerment and gender equality, (2) the re-negotiation of gender norms, and (3)

covert method use.

Promises: improvements in women’s empowerment and gender equality

Putting options for protection into women’s hands is vital to curbing sexual transmission of

HIV/AIDS, given contexts of inequality, economic dependence upon men, and gendered

norms of monogamy and multiple sexual partnerships (Ankrah & Attika, 1997). Some

studies suggest that the female condom enhances women’s empowerment because it can

increase safer sex, enhance bargaining power within relationships, and optimize control over

the body (Busza & Baker, 2004; Choi, Roberts, Gomez, & Grinstead, 1999; Francis-

Chizororo & Natshalaga, 2003; Gollub, 2000). This perception of bodily control also is

evident in women’s reports of feeling protected due to inserting the device themselves

(Klein, Eber, Crosby, Welka, & Hoffman, 1999) and avoiding situations, e.g., men piercing

holes in male condoms, that are predicated on trusting the male partner (Pool et al., 2000a).

Women who engage in transactional sex for economic reasons report greater empowerment

as a result of female condom use—especially when their male partners resist using male

condoms. Some female sex workers report that the female condom enhances their control

(Busza & Baker, 2004) and direct bargaining over the negotiation process with clients

(Setiadi, Jatiputra, & Santoso, 1996).

In contexts other than sex work, research shows that some married women whose husbands

demand sex and refuse to use condoms derive greater control over their bodies and fates

with female condom use (Chege, 1999). This also may be true in situations where women

face the risk of unexpected or forced sex or high levels of risk for gender-based violence. In

these types of situations, having a protective product that can be inserted prior to sex or

remain in place for a long duration are important considerations (Orner et al., 2006).

More broadly, given the extent to which a culture of human rights and/or social movements

for feminism has affected women in various regions, many may be poised to become

“female condom women, more autonomous from men, more able to make their own

decisions” (Kaler, 2001, p. 789). This also may become true for women who use diaphragms

and microbicides. Therefore, female methods are a part of an already changing state of

gender relations and can be a catalyst for further changes.
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Since gender is relational, the above trends also shape masculinities. Given the widely

varying positions of status that men hold, and the way in which some men critically reflect

on narrow constructs of masculinity, men in several countries are considering female-

initiated methods as furthering the goals of gender equality. Even men who adhere to beliefs

that male sexuality is innately uncontrollable and/or more powerful than female sexual

desire acknowledge that women have the right to protect themselves. In one Zambian study,

men reported that “…some husbands stop their wives from taking any [family planning]

methods, and yet they can’t control their desires...It is better she uses a method she is

comfortable with, especially if her husband is not understanding. She has the right to take a

pill secretly” (Biddlecom & Fapohunda, 1998, p. 365).

Furthermore, in South Africa, given long histories of anti-apartheid activities and shifting

gender relations, men are viewed by some as politicized, “willing to take a stand to promote

gender equity” (Peacock, 2002, p. 40), or to end women’s oppression (Morrell, 2001). In

India, Kenya, Costa Rica, Thailand, the Dominican Republic, and Colombia, there have

been efforts to transform gender roles and encourage men to talk about sexuality and disease

prevention as part of HIV/AIDS programs (UNAIDS, 2001). Men can and will play an

important role in the acceptance and negotiation of female-initiated methods.

Challenges: backlash against perceived advances

Rapid social transformation due to globalization, urbanization, and structural adjustment

have exacerbated gender inequalities and increased opportunities for sexual interactions

(Gilbert & Gilbert, 2004). In some contexts, these broader changes have increased women’s

status and called into question the effects of women’s “emancipation” on men (Baylies &

Bujra, 1995; Posel, 2003; Twiggs, 2003). For example, in South Africa, some men report

that their roles are more precarious than before due to concerns about destabilizing male

power or privilege (Hunter, 2005; Walker, 2005).

During periods of shifting gender relations and reproductive and sexual paradigms,

possibilities for backlash may increase when women negotiate the use of female-initiated

methods, given historical evidence that advances for women often are perceived as a loss of

power for men (Kimmel, 1996; Messner, 1997). In the context of these changes, the

initiation of female methods can be threatening to men. A method that signifies a woman’s

control over her body may be viewed more generally as a sign of her sexual freedom,

challenging male authority or overstepping local or regional values. In cultures where men

control women’s choices and opportunities, men may feel their decisions about reproductive

and sexual health should supersede those of women. Some research suggests that men

believe that use of female-initiated methods gives women too much power over sex

(Francis-Chizororo & Natshalaga, 2003; Geloo, 2002; Mantell, Adeokun et al., 2001; Pool et

al., 2000a), leading men to feel insecure or threatened (Ankrah & Attika, 1997). This may be

especially pronounced in cultures where women’s bodies and sexuality are viewed as

literally belonging to the husband (Duffy, 2005) or where they are subjected to strong

cultural edicts, such as female genital mutilation and wife inheritance/”cleansing” of widows

(Luginaah, Elkins, Maticka-Tyndale, Landry, & Mathui, 2005; Oyaro, 2004). Thus,
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perceived shifts in gendered power relations brought about by the use of female-initiated

HIV/STI prevention methods may not be welcomed by men.

The most extreme example of backlash—violence and sexual coercion of women—has been

associated with increased risk of HIV/AIDS (Dunkle et al., 2004; Maman et al., 2002).

Several US studies indicate that women may run the risk of physical or sexual abuse if they

attempt to use a female condom without approval from their partners1 (El-Bassel, Gilbert,

Rajah, Foleno, & Frye, 2000; Haignere et al., 2000; Witte, Wada, El-Bassel, Gilbert, &

Wallace, 2000), and this also could hold true for covert use of a diaphragm or microbicide. It

is true that without the availability of female-initiated methods, women face the threat of

being exposed to HIV due to lack of social power to engage in protected sex. However, the

introduction of female-initiated disease prevention methods can create difficult tensions

between preserving cultural trends that honor male power and decision-making and moving

toward gender equality.

Promises: opportunity for re-negotiation of gender norms

In contrast to the previous section that describes the promises and limitations of female-

initiated methods in terms of macro-oriented gendered contexts, this section examines these

opportunities and constraints at the level of gender norms. Providing women with access to

their own prevention methods might not raise their wages, cultural valuations, or reduce

discriminatory legal practices, but these methods can act as a catalyst to change norms of

self-care, communication and decision-making about sex and fertility, and sexual pleasure.

Some of the literature on reproductive technologies and fertility (Becker, 1996; Biddlecom

& Fapohunda, 1998) suggests there is space for transforming male gate-keeping of disease

prevention methods. For example, men in numerous countries have responded positively to

women having their own methods. In the US, rural and urban men characterized women

who would use a microbicide to be taking care of themselves in a beneficial way (Coggins,

Blanchard, & Friedland, 2000). Several studies of the female condom and microbicides

indicate men’s endorsement of these methods (Coggins et al., 2000; Pool et al., 2000a;

Ramjee, Gouws, Andrews, Myer, & Weber, 2001). In a study of diaphragm use in the US,

only 13.4% reported that partner resistance was a reason for discontinuing its use (Harvey et

al., 2003). If men are supportive of female partners’ need for self-protection, this might de-

emphasize the centrality of women’s caring for others at the expense of themselves.

The availability of women-initiated methods also provides a catalyst for breaking norms of

female sexual silence, enhancing women’s communication with their sexual partners about

sexuality and HIV/STI prevention. In one US study, suggesting female condom use to one’s

partner predicted use of this method (Choi, Gregorich, Anderson, Grinstead, & Gomez,

2003). A study of the female condom in Brazil and Kenya reported that the peer support

groups on the female condom helped them talk about sex more candidly with their male

partners (Ankrah & Attika, 1997). Since the couple is an important unit of analysis in sexual

and reproductive health matters (Becker, 1996), such discussions can offer women and men

1Despite this legitimate concern, to date, no carefully designed empirical studies have compared the likelihood of partner abuse
associated with women initiating female versus male condom use.
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an opportunity for understanding each partner’s wishes and potentially for renegotiating

norms.

Gender norms around sexual pleasure that tend to favor men also can be altered with female

condoms, and potentially with microbicides and diaphragms. Use of these methods could

shift emphasis from male sexual pleasure to an empowered sense of female sexual

subjectivity (Woodsong, 2004), resulting in enhanced sexual pleasure for both women and

men due to lubricant use or increased lubrication, the stimulation of the outer ring, the

novelty of use, or male partners’ assistance with insertion (Francis-Chizororo & Natshalaga,

2003; Green et al., 2001; Hernández, de Caso, & Ortíz, 1996; Klein et al., 1999; Woodsong

& Koo, 2002). For example, in a southwest Uganda study, nearly all of the women and most

of the men reported that female condom and spermicide use did not interfere with their

sexual pleasure; nearly one-quarter of the women and two-thirds of the men reported that

these products actually increased their sexual enjoyment (Pool et al., 2000b). In the US, the

perception of enhanced sexual pleasure has been associated with increased female condom

use among family planning clients (Choi et al., 2003). The above findings are particularly

important given the broader pattern that some women are challenging traditional ideas about

norms of passivity in sex and the centrality of male sexual pleasure, and thus may reflect

ongoing transformations in gender roles (e.g., see Spronk, 2005).

Challenges to re-negotiating gender norms

Whereas many men may be supportive of self-care and more progressive gender norms, it

may be difficult at the interpersonal level for men to give up the protection that they provide

in the patriarchal bargain. Underscoring this theme, one male participant in a Zambian study

said: “By using a condom, my wife is demonstrating a liberation I am uncomfortable with. It

is as though she cannot trust that I can protect her” (Geloo, 2002). Women, too, may be

unwilling to give up the benefits of protectionism that men provide. Given widespread

discourses in Sub-Saharan Africa about the need for protection and ideologies that hold men

responsible for safeguarding the household and family health, control over female methods

might be accommodated within the domain of male decision-making.

Some men believe that women’s use of these methods will transgress the boundaries of

decision-making in the household, and that these decisions should be made by men

themselves or jointly with their partners. Hence, in some societies, women’s methods may

be seen as fostering unacceptable changes in women’s and men’s decision-making roles.

Where cultural norms and laws put forth the idea of men as “in control” or gatekeepers of

women’s bodies and sexuality, female methods introduced fear that male sexuality will be

regulated by women. Other men fear that female-initiated method use will unleash women’s

sexuality, promoting female “promiscuity”, infidelity, or relationship disruption. For

example, in focus groups in Malawi and Zimbabwe, one man said: “It [microbicide]

shouldn’t be sold to women, because they will just use it to have sex with other men”

(Bentley et al., 2004). The same dynamic has been reported in southwestern Uganda, where

men claim that: “if these products would be controlled by them [the women] I wouldn’t like

it, because if she gets used to it, she will go wherever she likes and in the end I will fail to

keep her” (Pool et al., 2000a, p. 202).
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Finally, although by no means universal, researchers have highlighted how male pleasure

predominates in sexual scripts and larger cultural ideologies (Bowleg, Lucas, & Tschann,

2004; Ortíz-Torres, Williams, & Ehrhardt, 2003). Research has shown that many women

like the female condom and enjoy the greater control it affords in bargaining, but do not

want to be perceived as choosing a method that diminishes male decision-making or

pleasure. Furthermore, many women cite male resistance as a key impediment to continued

use of the female condom (Artz et al., 2001). In some instances, this protest may be related

to perceptions or actual experiences of men’s diminished sexual pleasure.

Promises: covert methods give women control over sexual protection

Those introducing women-initiated protection assumed that even in the most inequitable

contexts, a code of secrecy would prevail, as occurred with women who use the pill and

injection to hide contraceptive use from their partners (Castle, Konaté, Ulin, & Martin,

1999). The female condom may provide a viable alternative for imposing and secretly using

rather than negotiating female condom use. Sex workers in a Mexico City study reported:

“You can earn more money ‘promising’ them you won’t use a condom, and when they find

out there was protection, they don’t have a problem” (Hernández et al., 1996). Other studies

suggest that married women whose husbands may be drunk or demand sex and refuse to use

condoms may be able to use the female condom (Ankrah & Attika, 1997; Chege, 1999).

Clandestine use can be seen as an act of resistance to women’s subordination, providing

women with a way to derail norms that give men freedom and control over sex and

protection. The diaphragm does not require the male partner’s cooperation because in many

cases, it cannot be detected (Moench et al., 2001). For some women, concealment of the

method is particularly important. For example, in Zimbabwe, using the diaphragm covertly

was associated with consistent use (van der Straten et al., 2005).

Challenges: covert methods are incorporated into the gendered status quo

Clandestine use has been promoted as a distinctive advantage of microbiocides. However,

accumulating evidence suggests that women in steady relationships want to or do disclose to

male partners that they used a candidate/surrogate product (Mantell, Myer et al., 2005;

Orner et al., in press; Weeks et al., 2004; Woodsong, 2004). For these women, candor was

preferred over secrecy. Part of the reason for this is that many women consent to male

authority or enjoy a degree of joint decision-making. It had been assumed that female

methods would empower women by giving them sole decision-making; however, many

women in steady partnerships consult men on decisions relating to their sexuality.

Furthermore, surreptitious use of female-initiated HIV/STI prevention methods may be

illusory, given that they are inserted directly into the vagina. Some women are concerned

that their partners will discover the method during sex, possibly eroding trust in the

relationship or leading to violence. In the case of sex workers, some research suggests than

men offer more money in return for unprotected sex (Tran, Detels, Hien, Long, & Nga,

2004). Neither the female condom nor more discreet barrier methods will automatically

circumvent the need to inform sexual partners and negotiate their use. These findings

highlight the limitation in promoters’ and researchers’ choice to view women as the target
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population, instead of embracing the relational nature of gender, which would entail

engaging women and men simultaneously.

Conclusions: implications of promoting female-initiated HIV/STI prevention

methods

A more nuanced understanding of how gender relations structure the promises and

limitations of female-initiated prevention methods is critical to increasing their widespread

acceptability and use. To advance the field, we suggest the following:

Consider the state of local and regional gender relations to tailor promotional strategies
and messages for female-initiated disease prevention methods

It is important to explore both the current state of gender relations and the shifting trends in

the region, given that these influence introduction approaches, common backlash tendencies,

and the opportunities that these methods provide for the renegotiation of gender norms. One-

size-fits-all strategies concerning empowerment and covert use will not necessarily lead to

increased uptake and continued use of female-initiated methods, highlighting the need for

practitioners to remain cognizant of the need for a range of female-initiated methods and the

appropriateness of particular negotiation strategies.

Potential areas to be addressed include: (a) the effects of gender relations on the

acceptability of female-initiated methods and their continued use; (b) the role methods play

in the promotion of women’s empowerment compared to reinforcement of patriarchy; (c)

the dynamics and determinants of partner decision-making regarding use of female-initiated

methods; (d) gender hierarchy impediments to transforming gender relations; (e) use of

collective strategies that engage women in the promotion of female methods; (f) evaluation

of the effects of structural interventions that seek to transform gender relations on the

acceptability and use of female-initiated methods; (g) assessment of the effects of structural

interventions that promote female-initiated method use on gender relations; and (h) the

influence of gender norms that stress childbearing on use of female-initiated methods and

gender relations. Research and interventions targeted to HIV-positive persons, HIV-negative

persons, and couples of mixed serostatus in these areas are needed.

Engage men in the promotion of female-initiated methods

Men should be integrated into the female-initiated method trajectory—from a product’s

initial development to its reach in the marketplace—to maximize the use of these methods as

prevention options. In cultures where negotiation of either male or female condoms would

erode marital trust, signal a lack of love, and imply acceptance of infidelity, men may

benefit from knowledge and experience in using female-initiated methods for disease

protection in marital and extramarital relationships (Hirsch, Higgins, Bentley, & Nathanson,

2003).

A review of the acceptability of new HIV/STI prevention methods in the US (Severy &

Spieler, 2000) suggests that many men prefer the female to the male condom because it is

less constricting and more natural. For men who feel that male condoms detract from their
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sexual pleasure, promoting the concept of sexual enjoyment of female methods could be an

effective strategy. Male partners’ preferences have been reported to influence women’s use

of female condoms and candidate microbicides (Artz et al., 2000; Choi et al., 1999; Coggins

et al., 2000).

Focusing on ways for men to protect their own health and the health of their families and

partners while assisting men to be more open about talking about sex, sexuality, and HIV/

AIDS is of paramount importance. Equally important in prevention programs is to ensure

that men are not marginalized and treated as individuals to blame (UNAIDS, 2001). Rather,

prevention workers need to underscore that men are not a homogeneous group and are

situated within broader social and economic contexts that have meant difficult changes for

both women and men. Additionally, drawing upon men’s experiences of race/ethnic, class,

or other inequalities can be a starting point for increasing conscientization about the parallel

between these oppressions and gender inequalities. As Patricia Hill Collins reminds us:

“Depending on the context, an individual may be an oppressor, a member of an oppressed

group, or simultaneously oppressor and oppressed “ (Hill Collins, 1991, p. 225). Engaging

men in these difficult dialogues can help men to hear messages about the need for improved

health for both women and men and diminish the sense that supporting gender equality

reduces male power.

Recognize that female-initiated methods for HIV/STI prevention do not exist in a gender-
neutral landscape, even though they have been uncritically infused with ideologies of
female empowerment, autonomy, and personal choice

The discourse and practice associated with female-initiated methods operationalize female

empowerment through feminist ideals of “choice”, “control”, and resistance to male control

of women’s bodies and sexuality. Contrary to hopes and desires, no one physical or

chemical barrier method—female condom, diaphragm, microbicide—will alter women’s

relationship power, and no one approach to method introduction and dissemination can be a

road map across widely varying structures of gender relations around the world.

Exhortations to use condoms, which challenge partners’ perceptions of fidelity, may be

unacceptable to both women and men where trust is crucial to the emotional bond in the

relationship and the sexual double standard reigns.

Balance the need to draw strategically upon masculine ideologies that will protect women
and men from HIV/STIs with the risk that programmatic decisions may perpetuate gender
inequality

Increasingly, public health has attempted to articulate the costs of “traditional” masculinity

to women’s and men’s health (Courtenay, 2000; International HIV/AIDS Alliance, 2003;

Messner, 1997; Rivers et al., 1998; UNAIDS, 2001). If such efforts continue to highlight

how contemporary gender roles can compromise men’s and women’s health while

simultaneously underscore how men have a personal investment in challenging these roles,

this will assist in expanding the protection of both women and men (Lewis, 2003; Peacock,

2002).
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Since many women consent to degrees of male authority and view it as part of a societal

bargain that offers women benefits and protections (Connell, 1987; Kandiyoti, 1988), the

mutual benefits provided by female-initiated methods should be promoted. Messages that

endorse these methods need to go beyond simple polarized use/non-use, rejection/

acceptance, resistance/allowance to include strategic negotiations that draw on a variety of

benefits and limitations of a method to each partner. Appealing to men’s desires to maintain

authority in decision-making, protectiveness toward their partners, families, or leadership in

the community, can be used to gain their commitment to the fight against both HIV/AIDS

and gender-based violence. Messages to men that can equate use of female-initiated

prevention methods with masculinity, manliness, and responsibility for their own and others’

health, are likely to be effective.

However, promoters of female methods cannot assume that male-positive messages are

inherently gender-equitable. Strategically drawing upon masculinist discourse may lead to

masculine-bolstering behaviors that reinforce gender inequality and harm women (Kimmel,

1996; Messner, 1997). Thus, the challenge is to strike a balance between respecting the state

of gendered power relations on the ground, fighting for greater gender equality, and

underscoring its benefits to men. Additionally, highlighting the costs of masculinity to both

women and men, and facilitating men’s investment in gender equality can reshape the

perception that gains for women mean losses for men.

Realize that the structure of gender relations can shape the acceptability and use of
female-initiated methods and that conversely, female-initiated methods could contribute to
shifting the state of gender relations

This is suggested by responses to the advent of hormonal contraception and Viagra™

(Giami & Spencer, 2004) as well as our analysis in this paper. There is a need for both short-

term and long-term solutions to the prevention of HIV/STIs among women. Short-term

approaches will continue to focus on female-initiated methods—both existing and new ones

—that could potentially strengthen women’s immediate ability to protect themselves from

HIV/STIs. Long-term solutions will require political and social changes that will address the

underlying causes of women’s and men’s vulnerabilities—the intersecting web of gender

inequalities; the increasing feminization of poverty; and gender, racial, and class

discrimination. Over time, with interventions that create opportunities for change in the

balance of gendered power at the structural, household, and couple level, the promises of

female-initiated methods will move closer to being fulfilled. Without the assistance of

multilevel interventions that shift gendered contexts in the long run, new technologies will

continue to be accommodated into the prevailing structure of gender relations in which they

were created.
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