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EXECUTIVE SUMMARY 

Vaginal microbicides were conceived of as a woman-initiated tool that could 

mitigate the effects of harmful gender norms and inequalities on HIV 

prevention because they could be used without the knowledge or consent 

of a male partner. However, evidence from microbicide trials shows that 

although they appreciate that the product could be used without their 

partners’ knowledge, women often tell their steady partners about their 

microbicide use. Furthermore, male partners’ awareness and acceptance of 

product use influenced acceptability and self-reported adherence to 

microbicide regimens among women. Participants in several trials have also 

reported that involving male partners in microbicide use benefited their 

relationships. Microbicides are still being tested in clinical trials but could be 

made commercially available in the next few years. Thus, as we prepare for 

the future rollout of microbicides as an additional HIV prevention option, we 

must consider the role male partners may play in women’s microbicide use 

and ask ourselves a fundamental question: 

How can we balance the promotion of a method that is revolutionary 

because it does not require men’s involvement with the reality that men 

often play an important role in their partners’ effective use of this woman-

centered technology? 

To help answer this question, we conducted new qualitative research with 

former microbicide trial participants, their partners, community members, 

and health care providers in Kenya; held two consultations that brought 

together microbicide researchers and male engagement experts; and 

synthesized findings from seven qualitative studies conducted in 

conjunction with microbicide trials. The goal was to better understand how 

women involve their male partners in their microbicide use during clinical 

trials and how men could be effectively engaged in the future. 

We found that women preferred to have a steady partner’s agreement to 

use microbicides, and that they used their knowledge of their relationships 

to decide whether and how to engage partners. Women who decided to 

involve their male partners used a number of strategies to obtain partner 

approval, including using the product for a while before telling their 

partners, giving men information gradually, and continuing to bring up 

microbicides until resistant partners acquiesced. Among men who were 

aware of their partners’ microbicide use, involvement ranged from 

opposition to agreement/non-interference to active support. Both men and 

women expressed a desire for men to have access to information about 

microbicides. Some women and men said that it would be helpful if male 

partners could talk with a health care provider about microbicides; 

however, men rarely went to the clinics during the trials because of their 

work schedules, fear of HIV testing, and stigma. 
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Our findings lead us to recommend that any effort to engage men in 

women’s microbicide use should support an individual woman as the 

gatekeeper of her partner’s involvement. Not only is each woman best 

equipped to understand whether it is safe and/or will be productive to 

discuss microbicide use with her partner, she is also likely to be most 

skilled in introducing the subject and ultimately gaining his support.  

With this foundation, this document aims to support effective male 

engagement in women’s microbicide use by: 

 Proposing a goal, objectives, and an approach for male engagement in 

women’s microbicide use 

 Detailing clinic- and community-based programmatic strategies that 

would likely support effective men’s engagement in microbicides 

 Offering considerations for selecting, adapting, implementing, and 

evaluating proposed strategies 

 Addressing practical issues in male engagement in microbicides, such as 

intimate partner violence and how male engagement may differ 

depending on the type of microbicide formulation being introduced 

The recommendations on male engagement in women’s microbicides use 

outlined in this document are aligned with a gender-synchronized approach 

to programming, as well as best practices for male engagement in health 

programs broadly. They are rooted firmly in the belief that each woman has 

the right to decide whether, when, and how to engage her partner in her 

own HIV prevention. Enabling women to make those decisions and 

effectively act on them will help make microbicides the game-changer for 

women’s HIV prevention that they were intended to be. Furthermore, 

acting now to prepare for male engagement in microbicides rollout is an 

opportunity to both broaden the evidence base on effective male 

engagement strategies and strengthen existing sexual and reproductive 

health programs. 
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BACKGROUND 

HIV is the leading cause of death among women of reproductive age 

worldwide (1). In sub-Saharan Africa, where the majority of new HIV 

infections occur, young women ages 15 to 24 are at particularly high risk of 

acquiring HIV (2). 

Historically, many HIV prevention programs focused on women have 

perceived men as barriers to better health outcomes for women (3). 

Experiences from diverse settings illustrate why these perceptions emerged 

and persist: some men refuse to wear 

condoms, engage in risky sex outside of their 

relationships, and perpetrate intimate partner 

violence (IPV) (4, 5). These behaviors, as well 

as the inability of many women to negotiate 

safer sex or refuse unwanted sex, are rooted 

in gender norms and inequalities that are 

harmful to both men and women but place 

the disproportionate burden of HIV on 

women.  

More recently, however, the idea that men 

can and should play a positive role in their 

partners’ and their own health has gained 

support (6, 7). Engaging men is now 

acknowledged as both something many 

women want and an important strategy for 

successful sexual and reproductive health 

(SRH) programming. Male engagement in 

family planning and prevention of mother-to-

child HIV transmission (PMTCT) has been 

shown to improve acceptability, uptake, 

adherence, and health outcomes (6, 8-11). 

Moreover, new thinking in HIV prevention 

calls into question the assumption that men 

do not have an interest in HIV prevention for 

themselves, their partners, or their families 

(3). Not only is this assumption inaccurate for 

many individuals, but it also disadvantages both men and women and 

undermines HIV prevention efforts. Finally, many programs primarily 

focused on improving health by promoting gender equality are moving away 

from working exclusively with either women or men and are starting to take 

a more comprehensive “gender-synchronized” approach (see box next 

page) (7).  

 

Gender terms  

Gender is a culturally-defined set of economic, social, and 

political roles, responsibilities, rights, entitlements, and 

obligations, associated with being female and male, as 

well as the power relations between women and men. 

Gender integration refers to the strategies applied in 

programmatic design, implementation, monitoring, and 

evaluation to take gender considerations into account 

and to compensate for gender-based inequalities. 

Male engagement is a programmatic approach that 

involves men and boys as a) clients and beneficiaries, b) 

partners, and c) agents of change in actively promoting 

gender equality, women’s empowerment, and the 

transformation of inequitable definitions of masculinity. 

In the health context, this approach comprises engaging 

men and boys in addressing their own, and supporting 

their partners’ reproductive, sexual, and other health 

needs (12).  

This document focuses on male partner engagement in 

women’s microbicide use. For this reason, references to 

“male engagement” made throughout this document 

refer to male partners unless otherwise stated. While 

our primary focus is male partners, strategies in this 

document may also help garner other influential men’s 

support and acceptance of microbicides.   
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Microbicides were developed in response to power differentials within 

relationships and gender norms that make it difficult for women to 

negotiate other forms of HIV protection, such as condom use or mutual 

monogamy. Vaginal microbicides were designed to give women an HIV 

prevention tool that they could control — one that they could use without 

their male partner’s compliance or even consent (14). However, evidence 

from microbicides studies suggests that although women appreciate a 

product that they could use without a 

partner’s knowledge (15-20), trial 

participants usually choose to talk to steady 

partners about their product use (17, 19, 21-

25). Evidence also suggests that male 

partners’ knowledge and acceptance of 

microbicide use promoted product 

acceptability and self-reported adherence to 

microbicide regimens among women (26-30). 

In addition, participants in several trials have 

reported that involving male partners in 

microbicide use benefited their relationships, 

including improving communication and 

relationship quality and increasing shared 

responsibility for HIV protection (26, 31-34). 

Findings from gender analyses conducted in 

Kenya and South Africa offer insight into how 

gender inequalities and relationship dynamics affect women’s microbicide 

uptake and adherence. Microbicides are not a “magic bullet” for women’s 

HIV prevention. For women to be able to effectively use microbicides, 

Microbicides  

The term “microbicide” refers to substances being studied that could be used in the vagina and/or rectum to 

reduce the risk of HIV infection via sexual exposure (13). The microbicide products that are in the most 

advanced stages of testing are: 

 For women — they are formulated for vaginal use and do not directly protect men from HIV. 

 Antiretroviral (ARV)-based — they contain ARV drugs like the ones used for HIV treatment. 

 Unlikely to be available over the counter — because they require HIV testing to avoid use by HIV-

positive women, which could promote drug resistance. 

 Formulated as a gel or a ring — the gel is inserted into the vagina before and after sex, and the ring 

is worn in the vagina continuously and changed every 28 days. 

 Partially protective — if they are effective, they will reduce a woman’s HIV risk but will not protect 

her completely. Microbicides are likely to be less effective than male and female condoms. 

Other microbicide formulations are also being developed and tested, including non-ARV-based microbicides, 

rectal microbicides, and multipurpose technologies to protect against pregnancy, HIV, and sexually transmitted 

infections. Eventually, microbicides could come in multiple formulations such as films, injectables, 

suppositories, and nanofibers. In this document we focus on vaginal gel and ring microbicide formulations.  

Gender-synchronized approaches 

The shift to gender-synchronized approaches was 

prompted by the realization that, “What is generally 

missing from every single-sex approach is the broader 

awareness of how gender norms are reinforced by 

everyone in the community.” (7) To that end, gender-

synchronized approaches: 

 Involve intentional efforts to reach both women and 

men (simultaneously or sequentially) 

 Seek to increase understanding of how everyone is 

influenced and shaped by social constructions of 

gender and how all actors in society exist in relation to 

each other 

 Identify or create shared values among men and 

women that promote human rights, mutual support for 

health, non-violence, equality, and gender justice 
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power differentials, relationship dynamics, and gender norms need to be 

addressed (see box below for additional findings). 1 

  

                                                                 
1 Sonke Gender Justice is a South Africa-based nongovernmental organization that works in South Africa and across the continent to strengthen 

government, civil society, and citizen capacity to prevent domestic and sexual violence, reduce the spread and impact of HIV and AIDS, enhance 

sexual and reproductive health, and promote gender equality and human rights for men and women of all ages. 

Gender analysis for microbicides introduction 

With funding from USAID, FHI 360 conducted a gender analysis in Kenya and 

partnered with Sonke Gender Justice1 to conduct a gender analysis in South 

Africa to identify gender norms and inequalities that could promote or inhibit 

women’s access to and use of microbicides. For more information on the 

process, findings, and recommendations, visit the FHI 360 Microbicides and 

Gender webpage (listed in Appendix C). 

Key findings include: 

 Women often have limited access to resources; this could make it difficult for 

women to travel to a clinic and/or purchase microbicides. 

 Stigma associated with women’s sexual activity and a lack of respect for 

women’s right to protect themselves from HIV could result in microbicide use 

raising suspicions regarding women’s promiscuity and infidelity. 

 Women’s use of microbicides may be perceived by men as an accusation of 

men’s infidelity; framing the product as improving overall sexual health 

instead of focusing on HIV prevention may help distance microbicides from 

an association with (men’s or women’s) infidelity. 

 Intimate partner violence poses a number of challenges. Women in violent 

relationships reported more difficulty with microbicide adherence in clinical 

trials (35). IPV raises important concerns about providers’ ability to counsel 

women in violent relationships on safe use of microbicides. 

http://www.fhi360.org/projects/microbicides-and-gender
http://www.fhi360.org/projects/microbicides-and-gender
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PURPOSE AND AUDIENCE  

Thus, a fundamental question for the field of microbicides is: How can we 

balance the promotion of a method that is revolutionary because it does 

not require men’s involvement with the reality that men often play an 

important role in their partners’ effective use of this woman-centered 

technology? 

This document seeks to answer this fundamental question by reviewing best 

practices in male engagement in SRH programs as well as evidence on male 

engagement in microbicide clinical trials. Using this information as a 

foundation, we recommend a goal, objectives, and an overall approach, and 

propose specific strategies for engaging male partners in women’s 

microbicide use. We also explore how these recommendations can be used 

in the immediate and mid-term by microbicides researchers, funders who 

are supporting microbicide research and development and may support 

microbicide rollout in the future, and individuals and organizations that 

deliver women’s health services and programs. Notably, while this 

document focuses on microbicides, the findings and recommendations may 

also be relevant to male engagement in other programs designed to 

improve women’s and men’s health and advance gender equality, including 

the introduction of other new HIV prevention technologies such as pre-

exposure prophylaxis (PrEP).  

PROCESS  

Microbicides researchers and male engagement experts collaborated to 

synthesize the evidence on male engagement in women’s microbicide use 

and develop recommendations. This process consisted of: 

 An initial experts’ meeting to discuss the state of the evidence on 

microbicides and male engagement  

 Primary and secondary analysis of qualitative data collected in 

conjunction with microbicide clinical trials2 in South Africa, Kenya, and 

Tanzania 

 A follow-up experts’ meeting at which investigators from each of the 

studies presented and discussed their results and identified the central 

themes and programmatic implications of the data, in collaboration 

with male engagement experts (36)  

 
  

                                                                 
2 A description of the cited trials is available in Appendix A. 

A fundamental 

question for the field 

of microbicides is: 

How can we balance 

the promotion of a 

method that is 

revolutionary 

because it does not 

require men’s 

involvement with the 

reality that men 

often play an 

important role in 

their partners’ 

effective use of this 

woman-centered 

technology? 
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EVIDENCE ON MALE ENGAGEMENT IN HEALTH PROGRAMS 

Microbicides are a new technology that will require their own nuanced 

approach to male engagement, but efforts to involve men in women’s 

microbicide use should build on lessons learned about male engagement in 

health more broadly.   

Overall, health-related interventions are more effective and sustainable 

when they are gender transformative (37, 38), meaning that they foster 

critical examination of gender norms and dynamics, strengthen or create 

systems that support gender equality, and/or change inequitable gender 

norms and dynamics (12). The USAID Interagency Gender Working Group’s 

(IGWG) Gender Equality Continuum Tool provides a framework for assessing 

how and to what degree programs take gender inequalities and norms into 

account and whether they can be classified as “gender transformative.” It 

can be found in Appendix B. 

Similarly, health programs that seek to engage men in transforming harmful 

gender norms and promoting gender-equitable relationships are more 

effective than those that do not address gender inequalities (6). In fact, 

programs that involve men in SRH, such as family planning use, but do not 

explicitly promote gender equality can cause a negative backlash in which 

men assume control instead of supporting their female partners. Thus, 

when engaging men in women’s health, specific health issues should always 

be addressed within broader messages related to gender equality and 

should be accompanied by protective measures for women. For example, 

women from the community should be engaged in program design and 

monitoring and evaluation to ensure that their needs are represented and 

met throughout programming.   

The 2007 World Health Organization (WHO) review “Engaging men and boys 

in changing gender-based inequity in health: Evidence from programme 

interventions” (6) and the 2011 review “Engaging boys and young men in 

the prevention of sexual violence: A systematic and global review of 

evaluated interventions” (39) offer insights into potentially effective 

program design3:  

                                                                 
3 Both reviews acknowledge the need to strengthen program evaluations for male engagement interventions by adopting experimental designs 

and broader triangulation of findings (e.g., more extensive reports and follow-ups from the intimate partners of the male participants to 

determine whether the effects of the interventions on attitude and behavior change are lasting). They also emphasize the need for a greater 

understanding of the program components being tested, and of the ways in which differences across regions and cultures may affect 

programmatic outcomes. In particular, the reviews stress the importance of exploring how social norms may change both in the group setting 

and in the immediate social settings (such as schools, communities, and peer groups) in order to measure the impact beyond the participants to 

their communities as a whole. 

 

When engaging men 

in women’s health, 

specific health issues 

should always be 

addressed within 

broader messages 

related to gender 

equality and should 

be accompanied by 

protective measures 

for women. 
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 Providing safe spaces where men can reflect on their current attitudes 

and behaviors and what it means to be a man, internalize messages, 

and try new, more gender-equitable behaviors is vital.   

 Changing gender norms takes time: sessions of 2 to 2.5 hours over 10 

to 16 weeks show the most evidence of effectiveness in terms of 

sustained changes in attitudes. 

 Group sessions for men can lead to changes in self-reported attitudes 

and behavior. The same is true for community awareness and mass 

media campaigns. However, combining approaches is most effective. 

For example, group sessions combined with community campaigns, 

mass-media campaigns, or individual counseling are more effective than 

any of those components individually.  

 Effective and promising media and community outreach campaigns 

used positive messages showing that men can change negative 

attitudes and behaviors toward women and portrayed men changing 

and acting in positive ways. Other effective campaigns appealed to 

men’s sense of justice or their desire to care and support their partners 

and children. The most effective campaigns lasted four to six months. 

 Service provision campaigns need to train providers on how to work 

with men. Such training has been shown to change provider attitudes 

toward men, helping them perceive men as allies, partners, or clients 

rather than antagonists.  

NEW EVIDENCE ON MALE ENGAGEMENT IN MICROBICIDES 

We conducted primary and secondary analyses of data from six qualitative 

studies implemented in conjunction with microbicide trials in South Africa, 

Kenya, and Tanzania. The goal was to better understand how men have 

been involved in women’s microbicide use during clinical trials and how 

they could be effectively engaged in the future. FHI 360 and the Kenya 

Medical Research Institute (KEMRI) conducted new qualitative research 

with former microbicide trial participants, their male partners, community 

members, and health care providers in Kisumu, Kenya. Social scientists who 

collected qualitative data in conjunction with the MDP301, VOICE-C, and 

Carraguard® trials, and a mock clinical trial with adolescents in Tanzania 

conducted secondary analyses of their data.4 All analyses addressed four 

overarching research questions: 

 What existing gender norms could facilitate or hinder male engagement 

in microbicide use?  

 Why and how do women involve their male partners in their 

microbicide use? 

 What was men’s role in women’s microbicide use during trials?  

                                                                 
4 A description of the cited qualitative studies and clinical trials is available in Appendix A. 
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 What roles would women and men like men to play in microbicide use, 

and what are potential strategies for men’s inclusion? 

The analyses included 535 interviews and 107 focus groups with trial 

participants, male partners, and community members. At the follow-up 

experts’ meeting, the researchers presented the findings of their analyses. 

Meeting participants synthesized the findings across studies and discussed 

the programmatic implications. (For more details on the findings 

summarized below, see Lanham et al., in press.) 

It is important to note three considerations for the interpretation and 

application of these findings. First, these studies investigated male 

engagement in women’s use of vaginal gel and a microbicide ring. Male 

engagement in other microbicide formulations may differ. For example, a 

woman may be less inclined to involve her partner if she is using an 

injectable or may find it easier to discuss a formulation that also prevents 

pregnancy. Second, the women who join clinical trials may be more 

empowered or more motivated to prevent HIV or differ from the larger 

population in other important ways. Finally, the clinical trial environment is 

different from the “real world” in which a product will be used. For 

example, the trial requirements can be used as leverage to negotiate 

microbicide or condom use with a reluctant male partner — an approach 

that will not be available to women outside of the trial context. 

Alternatively, women may find it easier to communicate with their partners 

about microbicides once a microbicide has been proven effective. Even 

though these findings may not be generalizable to all formulations and use 

outside of the trial environment, they provide a starting point for efforts to 

engage male partners effectively in ongoing and future research and, 

ultimately, microbicides service delivery programs. 

GENDER NORMS THAT COULD AFFECT MALE ENGAGEMENT  

Prevailing gender norms about sexuality and complex relationship dynamics 

affected how women addressed their trial participation and microbicide use 

with male partners. Couples were more likely to discuss HIV risk, get tested, 

and use condoms at the beginning of a relationship. Such discussions were 

considered less acceptable later in a relationship, making it more difficult to 

introduce microbicides in established partnerships. For some men, a 

partner’s use of microbicides was a sign that she suspected he was 

unfaithful or that she had outside partners. Gender norms that discourage 

explicit acknowledgment of men’s infidelity and place great value on 

women’s monogamy made these suspicions — accurate or not — barriers 

to use. However, women found ways to work within the existing patriarchal 

gender relations, such as negotiating microbicide use without openly 

challenging male authority or voicing suspicions of infidelity. In some cases 

men and women implied that men felt they needed to maintain an outward 
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image of authority, but were more willing to be flexible within the privacy of 

their relationships. 

WHY AND HOW WOMEN INVOLVE THEIR MALE PARTNERS  

Women and men agreed that, ideally, women would discuss microbicide 

use with their steady partners, and most women wanted agreement from 

their steady partners to use microbicides. Many trial participants told their 

partners about their microbicide use early during trial participation for 

emotional, logistical, and strategic reasons. All of these factors were more 

salient for women in steady relationships — they reported a stronger sense 

of desire or obligation to discuss microbicide use, as well as more logistical 

considerations compared to casual partnerships. Their reasons included: 

 Promoting an open, trusting relationship 

 Preventing a disagreement or breakup 

 Gaining the partner’s support in case the woman later experienced side 

effects or other problems 

 Feeling it was “the right thing to do” because their partners would also 

be exposed to an experimental product 

 Difficulty explaining the sudden need to use condoms, frequent visits to 

the clinic, and (for gel users) change in lubrication during sex 

 Potential challenges hiding the applicators and inserting the gel  

Women gave two main reasons for not discussing microbicide use with 

partners:  

 Fear of a negative reaction, ranging from objection to violence 

 Belief that their partners did not need to know, particularly in casual 

relationships  

Some male partners were resistant to using microbicides at first, so women 

used a number of strategies to obtain their agreement. Some women used 

the product for a while before telling their partners about it. If a partner 

objected, the woman reminded him that he had not noticed a difference or, 

in some cases, that he had noticed but was enjoying their sexual experience. 

This was particularly the case with microbicide gels; many couples found the 

lubrication from the gel increased pleasure or at least decreased pain. Other 

women gave their partners incomplete information (e.g., not mentioning 

that the microbicide contained an antiretroviral drug) or misinformation 

(e.g., saying it was a family planning method). Other strategies included 

giving men information gradually or continuing to bring up microbicides 

until resistant partners acquiesced. Some women made their partners feel 

that they were making the decision, playing into the gender norm that men 

dominate decision-making. When partners did not agree on microbicide 

use, some women succeeded in using it without their partners’ knowledge.  
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MEN’S ROLE IN WOMEN’S MICROBICIDE USE DURING TRIALS  

Among men who were aware of a partner’s microbicide use, there was a 

broad spectrum of involvement, as reflected in the following continuum. As 

described above, an individual male partner’s involvement could also vary 

over time, placing one person at different points on the continuum during 

the course of the trial.  

Opposition. Some men were opposed to their partners participating in the 

trial and/or using microbicides because they had concerns about product 

safety, potential partner infidelity, or the researchers’ intent. Some men 

were resistant because they lacked knowledge about the product or trial, 

and some did not want their partners participating in something beyond 

their control or understanding. Male partner opposition ranged from voicing 

unease or uncertainty to outright refusal.  

Agreement/Non-interference. Some men gave their partners permission to 

use microbicides. In other cases, male partners’ “agreement” was tacit — 

they did not give express permission, but knew their partners were using 

microbicides and did not interfere. 

Active support. Some men provided their partners with instrumental or 

emotional support to participate in a trial and use microbicides. Some 

reminded their partners to use the gel or in some cases inserted it for them 

as part of foreplay. Some helped their partners attend clinic visits by 

reminding them of their appointments, occasionally accompanying them, or 

giving them transport money. The men’s most common form of active 

support was adapting their sexual practices to meet the trial requirements 

of regular condom and microbicide use.  

ROLES FOR MEN AND STRATEGIES FOR THEIR INCLUSION  

As stated, most women wanted their partners to agree to their microbicide 

use. In some cases, women expressed frustration with their partners, 

desiring them to be more open to communicating, and more supportive and 

Among men who 

were aware of a 

partner’s microbicide 

use, there was a 

broad spectrum of 

involvement. 
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open-minded about microbicide use. In one study in Kenya, women were 

asked to rank their support preferences. Women said that in addition to 

agreeing to microbicide use, they would most like their partners to 1) get 

tested for HIV, 2) use other forms of HIV protection (such as male 

circumcision or mutual monogamy), and 3) attend couples’ counseling on 

microbicides. 

Both men and women expressed a desire for men to have access to 

information about microbicides. Men wanted to know about the safety and 

side effects of the product. They also wanted to know 

whether microbicides prevent pregnancy, protect men 

from HIV, and affect fertility or the sexual experience. 

Some had questions (and suspicions) about the clinical 

trial process. 

Some women and men said it would be helpful if male 

partners could talk directly with a health care provider 

about microbicides because providers carry authority 

and could legitimize the product and the research, 

thereby convincing men to accept their partners’ microbicide use. Some 

women wanted assistance from providers because they felt their own ability 

to convey information in the most accurate and persuasive way was limited.  

However, having men come to the clinic to receive information could be 

difficult. Several of the studies experienced challenges recruiting men for 

interviews and focus groups. Men were often unavailable because they 

were working. Others were hesitant to go to the study clinic because they 

were afraid it would involve HIV testing or thought, “the clinic was meant 

for women only.” Some studies had more success recruiting men if they 

conducted interviews and focus groups outside of the clinic.  

RECOMMENDATIONS FOR MALE ENGAGEMENT IN MICROBICIDES 

The recommendations for male engagement in microbicides outlined in the 

remainder of this document are: 1) aligned with a gender-synchronized 

approach to programming, 2) based on evidence of effective male 

engagement in health programs broadly and male engagement in 

microbicide trials specifically, and 3) rooted firmly in the belief that each 

woman has the right to decide whether, when, and how to engage her 

partner in her own HIV prevention. 

GOAL, OBJECTIVES, AND APPROACH  

We recommend that the goal of male engagement in microbicides be to 

increase women’s agency to safely and effectively use microbicides.  

 

Information requested by men 

 Safety and side effects of the 
product 

 Whether microbicides prevent 
pregnancy 

 Whether microbicides protect 
men from HIV 

 Effects on fertility or the sexual 
experience 



16 Engaging Male Partners in Women’s Microbicide Use  

Primary objectives that would contribute to this goal are: 

 To promote women’s ability to decide if, when, and how to involve their 

partners in microbicide use, and to act on these decisions  

 To increase male partners’ awareness, acceptance, and willingness to 

use microbicides 

Secondary objectives, which would likely be beneficial but are not 
necessary to accomplish the goal, are: 

 To promote the perception among community members that 

microbicides contribute to a safe, healthy, and satisfying sex life 

 To increase male partners’ behaviors that support microbicide use (e.g., 

reminding partner to use microbicide, providing transport to the clinic) 

 To increase HIV testing among male partners 

 To increase men’s willingness to use condoms or adopt other HIV-

protective behaviors 

 To increase couples’ communication, including about HIV  

 To promote gender-equitable relationships 

Notably, some of the secondary objectives may also lead to improvements 
in other aspects of couples’ relationships, such as men’s respect for their 
partners’ SRH decisions and increased communication and more equitable 
negotiation/joint decision-making on SRH matters, such as the use of family 
planning. They may also improve men’s health by encouraging men to use 
health services.  

  

Overall approach 

Our recommended approach — giving both men and women information about microbicides, but 

promoting women’s right to determine whether and how to involve their partners — is aligned with 

the recent evolutions in the fields of HIV prevention and gender equality because it: 

1) Does not treat all women and/or all men as uniform groups (e.g., women as victims and men as 

perpetrators or women as interested in HIV prevention and men as risk-takers who bring HIV 

into their homes) 

2) Engages men in a way that is guided by dialogue and collaboration with women and ultimately 

determined by individual women’s needs and priorities 

3) Gives men a space to be more gender-equitable in their own homes instead of openly in public 

— recognizing the ways in which men are also harmed by gender norms and may wish to 

overcome them, but may experience social barriers in the process 

4) Works at the community level to promote positive messages that reinforce change occurring 

within individual households 

5) Assumes that men could play an important positive role, but that this role should be mediated 

by their partners, for whom gender inequality and biological factors increase HIV risk 

6) Moves from seeing men solely as enablers of women’s positive health and highlights their 

potential to be partners in promoting gender equality and health for themselves and their 

partners 
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Any effort to engage men in women’s microbicide use should make an 

individual woman the gatekeeper of her partner’s involvement. Not only is 

each woman best equipped to understand whether it is safe and will be 

productive to discuss microbicide use with her partner, she is also likely to 

be most skilled in introducing the subject and ultimately gaining his support. 

In addition, efforts should be made at the community level to inform men 

and women about microbicides. Community-based efforts will expand 

access to basic knowledge about the product and help address 

misconceptions that could be barriers to use. If men are aware of 

microbicides and the basic facts about their safety and properties, it will 

likely be easier for women to introduce them to their partners.  

STRATEGIES FOR MALE ENGAGEMENT  

Potential strategies for engaging men in women’s microbicide use are 

presented in the following tables. Each was suggested at the second 

experts’ meeting. Following the meeting, we further investigated each 

strategy for evidence of effectiveness in family planning and PMTCT 

programs that sought to engage men.5 Family planning and PMTCT 

programs were chosen based on their similarity with microbicides — both 

primarily address a woman’s health issue or technology, but one in which 

men can play an important role. Lack of evidence from published 

evaluations does not necessarily suggest that a specific strategy has never 

been used or is not effective. Similarly, a male engagement strategy with 

proven effectiveness may not necessarily be effective in a different 

geographical location or in the context of microbicides. Male engagement is 

still a relatively new field and the evidence base is evolving. Furthermore, 

evaluations of the use of some of these strategies in current microbicide 

trials were not available at the time this document was produced. In 

summary, these are all potentially effective strategies for engaging men in 

women’s microbicide use, but they must be adapted for different 

populations and tested to determine their effectiveness. 

In addition to presenting the evidence of effectiveness for each strategy, we 

include information on the potential inputs required as well as outputs that 

could be measured to gauge successful implementation and reach. Finally, 

the tables contain specific considerations for implementation and highlight 

ways in which these strategies respond to the evidence on male 

engagement in microbicides.  

  

                                                                 
5 Strategy 8, which focuses on changing gender norms and promoting gender equality, refers to evidence from the field of HIV prevention. 

Any effort to engage 

men in women’s 

microbicide use 

should make an 

individual woman 

the gatekeeper of 

her partner’s 

involvement.  
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Working with women      

Strategy 1 Providers counsel women regarding whether/how to communicate with partners about 
microbicide use 

Inputs  Microbicides counseling curriculum for training providers  

 Counseling job aid 

 Trained providers 

Outputs # women considering microbicide use who talk to a provider about whether/how to discuss 
microbicide use with their partners  

Evidence from other male 
engagement efforts6 

Considerations  

 No literature was found on 
evaluations of this practice in 
family planning or PMTCT, likely 
because it is not evaluated as a 
stand-alone component rather 
than because it is not used in 
counseling on these topics. 

This strategy creates an entry point for male partner engagement that 
ensures the individual woman is the gatekeeper of her partner’s 
involvement and provides her with support as she decides whether 
and how to discuss microbicide use with her partner.  

Trained providers can support women initiating or discussing the 
initiation of microbicide use to assess whether and how to 
communicate with their partners about microbicides. While this will 
be most important during the first visit, it may be important to also 
address in later visits at the woman’s request. For providers to play 
this role effectively, they must be sensitized as to why women would 
or would not want to involve their partners, provide unbiased support 
during counseling, and respect women as the authorities on their own 
relationships.    

As part of the counseling process, providers should help each woman 
assess her partner’s investment in HIV prevention, her partner’s 
health, and her own health, as well as whether he would actively 
present a barrier to her microbicide use if engaged. One of the most 
important elements of counseling is helping each woman think 
through how her partner would react if she talked to him versus how 
he would react if she used microbicides without his knowledge and he 
found out. Note that providers will need to be trained to screen and 
refer for IPV. 

The strategies that women used to engage their male partners in the 
clinical trials (detailed in Why and how women involve their male 
partners, page 13) could also be presented to women as they think 
through their options. 

Evidence from family planning suggests that women who believe their 
husbands are opposed to family planning may be inaccurate in their 
perceptions (40); thus, counselors should be trained to bring up this 
possibility during counseling.    

  

                                                                 
6 All results presented in this column, in this and each of the following tables, were statistically significant unless otherwise noted. 
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Working with women (continued) 

Strategy 2 Providers give women written materials on microbicides to share with male partners or provide 
women with information on how to sign up for a mobile message service that can be used to 
answer questions about microbicides 

Inputs  Written materials for women to share with men 

 Mobile messages to share with men and a message delivery platform 

Outputs # women who receive materials they can share with male partners 
# women who share materials/messages with partners 

Evidence from other male engagement efforts Considerations  

 No literature was found on interventions 
where women were given literature to 
educate their partners on family planning or 
PMTCT, likely because such interventions are 
not evaluated as a stand-alone component 
rather than because this approach is not used 
in counseling on these topics.  

 The Mobile for Reproductive Health (m4RH) 
intervention in Kenya — where users send a text 
to request information on specific family planning 
methods and then receive that information on 
their phones — found that women showed their 
partners messages that they received on family 
planning and that women felt these messages 
increased the validity of information they shared 
with their partners. However, there was no 
evidence as to whether women’s use of family 
planning increased as a result (41, 42). 

This strategy responds to women’s desire for support in 
communicating with their male partners about 
microbicides. In particular, it helps them fully explain the 
effects of the product. These materials should address the 
information men said they most needed, including: 

 Safety and side effects of the product 

 Whether microbicides prevent pregnancy 

 Whether microbicides protect men from HIV 

 Effects on fertility or the sexual experience 

If mobile phone messages are used, those developing the 
service should consider how to make it safe for women. 
Many women may wish to share messages with their 
partners, but if they do not, they should know how to 
safely receive messages without a partner’s knowledge. For 
example, each message could be followed by a reminder to 
delete the previous message. Furthermore, before women 
sign up to receive messages, they should be counseled on 
the safest ways to receive those messages.  

Strategy 3 Women’s groups discuss SRH, including partner involvement in microbicides 

Inputs  Women’s groups 

 Informational materials on microbicides  

 Discussion guide for involving male partners 

Outputs # women who attend a women’s group meeting in which microbicides are discussed 

Evidence from other male engagement efforts Considerations  

 No literature was found on interventions 
where women’s groups were used as spaces 
for discussion on how to effectively involve or 
keep male partners from acting as barriers to 
use of family planning or PMTCT services. 

This strategy builds on the creativity demonstrated by 
women in microbicide trials, as they found ways to 
successfully engage even reluctant partners. Women’s 
groups could provide spaces where women can learn from 
one another, including techniques that have proven useful 
for communicating with partners about microbicides or 
using microbicides without a partner’s knowledge.  

The women’s groups could be existing groups that discuss 
health or non-health issues, such as microcredit, or new 
women’s groups could be formed. 
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Working with couples and male partners    

Strategy 4 Providers or lay counselors (or community health workers, where appropriate) do outreach to 
male partners about microbicides at female partner’s request 

Inputs  System for female partners to refer male partners 

 Curricula for providers and lay counselors on talking to male partners about microbicides 

 Trained providers, lay counselors  

 Audiovisual or written materials on microbicides 

 Travel or phone reimbursements for providers/others  

Outputs # Male partners who have received information on microbicides from a provider or lay counselor 

Evidence from other male engagement efforts Considerations  

 In Ethiopia, in a study of the effects of 
counseling couples on family planning uptake 
and continuation, home visits were 
conducted by female health assistants and a 
traditional birth attendant. They discussed 
health, the importance of planning one’s 
family, and contraceptive options with 
husbands and wives (intervention group) or 
the wife alone (control). At 12 months, twice 
as many women in the intervention group 
were using contraception as those in the 
control group (43). 

 Qualitative reports included in the WHO 
review (6) suggest that this strategy was 
particularly important among hard-to-reach, 
underserved, or minority groups who were 
suspicious of health and social services or did 
not have experience using them. 

In response to men’s and women’s request that men have 
greater access to clinic staff (but outside of the clinic 
setting), this strategy involves outreach by providers or lay 
counselors. Outreach could occur by phone, during home 
visits, in communities, and/or using audiovisual materials.  

However, outside of clinical trials, limited resources will 
likely require task-shifting and work with community health 
workers and/or peer educators. If task-shifting does occur, 
additional inputs — such as audiovisual or written materials 
for distribution — may be even more important. 

It is important to note that this strategy is only appropriate 
when it is requested by female partners. Having providers 
reach out to men directly, without their female partner’s 
knowledge or consent, could create an environment in 
which male partners have superior knowledge of 
microbicides and are able to use this knowledge and their 
power within their relationships to coerce their partners 
into using microbicides. This ultimately takes away women’s 
agency and negatively affects gender equality.   
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Working with couples and male partners (continued) 

Strategy 5 Providers offer couples’ counseling and group counseling (for groups of couples) on microbicide 
use 

Inputs  Microbicides curriculum for providers on counseling   

 Trained providers 

 Facilities for couples counseling 

Outputs # couples counseled on microbicide use 

Evidence from other male engagement efforts Considerations  

 In Kenya, in an intervention to improve uptake 
of practices to prevent HIV transmission at 
birth, both men and women were invited to 
the clinic for HIV testing and counseling. Once 
there, both parties were invited to participate 
in couples’ counseling. Use of nevirapine at 
birth was reported by 88% of HIV-positive 
women who received couples’ counseling, 67% 
whose partners came to the clinic but did not 
participate in couples’ counseling, and 45% 
whose partners did not present at the clinic 
(44).   

 A study in Bangladesh on men’s role in their 
partners’ contraceptive continuation invited 
husbands to be counseled when their wives 
received a levonorgestrel implant or at their 
one-month follow-up visit. There was 10% 
greater continuation among those whose 
husbands were counseled. This was not 
statistically significant but is considered 
promising (45).   

 The Men in Maternity intervention in India was 
designed to increase post-partum family 
planning by engaging men whose wives were 
using antenatal care through individual and 
group counseling of men as well as couples’ 
counseling during visits. Researchers found 
increased use of family planning 
(predominantly condoms) among the 
intervention group at 6-9 months postpartum 
(59% compared to 45% in the control) and 
increased interspousal communication (64% 
versus 84%) and joint decision-making (77% 
versus 91%) about family planning (46). 

 

This strategy is responsive to women’s desire for men to 
come to couples’ counseling and men’s desire for greater 
access to providers. As the evidence suggests, it also 
offers an opportunity to build communication and joint 
decision-making skills between partners and can improve 
health behaviors. 

Notably, no consistent guidance exists on the components 
of effective couples’ counseling for HIV prevention; 
therefore, any couples’ counseling intervention needs to 
be carefully designed and monitored. As noted by 
Ghanotakis et al. (2012), “particular attention needs to be 
paid to potential negative consequences of promoting 
couples HIV testing and counseling and involving men in 
other clinic-based activities.” (47) For example, if 
providers are not trained to challenge gender inequitable 
attitudes held by couples, couples’ counseling could serve 
to reinforce men’s role as decision-makers and 
disempower women. Indeed, one study found that male 
involvement in PMTCT services had a negative impact on 
women’s uptake of PMTCT services and antenatal care 
(48). 

Any efforts made to encourage male partners to attend 
couple’s counseling or other activities should not 
disadvantage women whose partners do not attend. 
There are anecdotal reports of antenatal clinics that 
prioritize serving couples over women who come alone 
for care. Unintended consequences, such as this one, 
should be considered and continually monitored in male 
engagement activities.     
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Building community awareness    

Strategy 6 Education by peers or community health workers 

Inputs  Community education activities on microbicides  

 Trained community health workers/peer educators 

 Community education events 

 Audiovisual materials on microbicides, or written materials for distribution 

Outputs # men and women who attend community education sessions 

Evidence from other male engagement efforts Considerations  

 Peer education by “male motivators” in Malawi increased 
family planning use and couples’ communication. The 
motivators — chosen based on their use of and enthusiasm 
for modern contraception — visited men in their homes 
multiple times to discuss the benefits of family planning 
and the harms of rigid gender norms regarding large 
families, and to role-play conversations on family planning 
with partners (11). 

 Couples who attended single-sex groups, led by trained 
facilitators at antenatal clinics in South Africa, had 
increased HIV- and PMTCT-related knowledge and uptake 
of PMTCT, as defined by infant medication dosing. Those in 
the experimental group discussed safer sex, sexual 
negotiation, and PMTCT issues and built skills in 
communication, adherence, and interpersonal negotiation 
during four sessions. Men and women in couples attended 
these sessions separately but were given homework to 
discuss between sessions. Couples in the control group met 
for the same amount of time in single-sex groups but 
received the standard of antenatal care: health-related 
videos on diabetes, hypertension, alcohol misuse, and 
exercise. This intervention demonstrated the difference 
between active male engagement and simple male 
involvement in PMTCT programming (49). 

 Community education, by “Triad Teams” (a physician, 
religious leader, and social worker) as part of the “Together 
for a Happy Family” intervention in Jordan used a video, 
discussion guide, and brochures to conduct discussion 
sessions about family planning themes with community 
leaders, who then shared them with family, friends, and 
community members. This intervention cannot be said to 
have caused these changes, but is associated with a 
country-wide decrease in ideal family size and an increase 
in the percentage of men who used a family planning 
method and discussed it with their wives (50). 

 

This strategy is responsive to women’s and 
men’s desire for men to have more access to 
information on microbicides and to findings 
suggesting that men’s lack of information 
could be a barrier to women’s use. Depending 
on who conducts the outreach, this strategy 
may give men more access to health care 
providers or encourage communication about 
health with male peers (an important element 
of gender-transformative programming), and 
provide male role models in the community. 
As the evidence at left suggests, it can also be 
an appropriate strategy for skills building on 
communication in relationships.  

This strategy could be implemented for 
single-sex groups or mixed groups and could 
be either microbicide specific or contain 
information on microbicides as well as other 
health information. 

Although there is evidence of the 
effectiveness of peer education, in our 
primary data collection in Kisumu, Kenya, 
men’s opinions of receiving microbicides 
education from peer educators were mixed. 
Some men were receptive to the idea; 
however, they noted that this might be an 
embarrassing topic for men, they might not 
want their friends to know about it, or their 
peers would not have accurate information. 
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Building community awareness (continued) 

Strategy 7 Positive messaging and marketing of microbicides via multimedia 

Inputs  Multimedia microbicides marketing materials (commercials, posters, radio, social media, etc.) 

Outputs # women in the community exposed to microbicide messages   
# men in the community exposed to microbicide messages   

Evidence from other male engagement efforts Considerations  

 “Together for a Happy Family in Jordan” (also 
described above) included a mass media 
component to reframe family planning as 
socially acceptable and desirable. That 
campaign is associated with improved 
attitudes toward family planning among men 
and women, but cannot be said to have 
caused these changes (50). 

This strategy is responsive to women’s and men’s desire for 
men to have more access to information on microbicides. It 
also addresses findings that men’s lack of information or 
perception that microbicides are associated with infidelity 
could be barriers to women’s use. 

Messages that normalize microbicides and market them as 
a product for general sexual and reproductive health may 
help prevent microbicides from becoming associated with 
infidelity while informing the public generally about what 
they are and how they work. In some instances, positive 
messages that highlight the role that microbicides could 
play in a pleasurable and fun sexual experience were seen 
as likely to be most persuasive to men. Marketing materials 
could feature steady couples to promote acceptability of 
microbicide use among this group and to show that men 
can play a positive role in microbicide use. 

Experiences from voluntary male circumcision also suggest 
that some men are motivated to get circumcised because 
they believe it will improve their sexual performance. 
Messages on sexual performance are not included in 
VMMC materials, but rather are spread through informal 
peer networks. 

Finally, although no mass media intervention was tested, 
research in Uganda suggests that men who have heard 
about PMTCT are twice as likely to become involved in 
their partners’ antenatal visits as those who have not (51). 
Knowledge of microbicdes may facilitate a similar 
acceptance and involvement. 
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Building community awareness (continued) 

Strategy 8 Incorporate information on microbicides into programming that primarily focuses on gender 
equality 

Inputs  Content on microbicides designed to be incorporated into gender equality programming (for 
education sessions, this could be curriculum on microbicides; for mass media, this would 
include gender-transformative messages on microbicides) 

 Facilitators’ training on microbicides (if education is used) 

Outputs # attendees of gender-transformative programs that include content on microbicides  
# men and women exposed to gender-transformative messaging 

Evidence from other male engagement 
efforts 

Considerations  

 Stepping Stones in South Africa used 
participatory learning approaches in 
single-sex groups led by peer educators to 
build gender-equitable relationships and 
better communication between partners. 
They saw a decrease in HIV infections 
(15%) and herpes (31%) among women. 
There was also improved condom use 
among men and a decrease in numbers of 
partners, perpetration of partner 
violence, and transactional sex. Couple 
communication also increased (52). 

 Program H is a participatory gender-
focused program that brings together 
men and women in a community to 
discuss and analyze factors that increase 
their vulnerability to HIV, and then to 
address these factors. The intervention 
includes intergenerational dialogues to 
change harmful gender norms. In Brazil, 
the intervention improved gender-
equitable attitudes and beliefs, increased 
men’s recognition that women have 
sexual rights and agency, increased HIV 
testing, and increased condom use (53). 

This strategy could be used in conjunction with the others and 
is responsive to the importance of gender-transformative 
approaches to engaging men. The difference is the emphasis: 
whereas the other strategies focus on microbicides but may use 
gender-transformative messages, this strategy focuses on 
gender equality but also addresses microbicides. 
 
Implementation tips for gender-transformative programming 
with men include: 

 Tie the messaging to the multiple ways in which a man 
already cares for his health and his partner’s. 

 Give men a sense that they’re informed about the latest 
SRH information. 

 Where possible, encourage role modeling; have men talk 
to other men in the community. Male role models can 
reinforce positive messaging about microbicides and 
potentially strengthen men’s support for women’s SRH 
more generally, by openly discussing microbicides and 
their support of their partners’ SRH decisions with other 
men. 
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Many of these strategies could be used to increase gender equality while 

improving microbicides-related outcomes. One way to increase the gender-

transformative potential of these strategies is to train providers, peer 

educators, community health workers, and others who will deliver 

information on microbicides on the gender-related barriers to microbicide 

use that women may face as well as harmful gender norms more generally. 

This training should include content to help reframe providers’ perspectives 

on men, encouraging them to see men as potential supportive partners of 

women’s health. Training and support would need to be ongoing, as this 

shift in attitudes and practices takes time. Resources for programming of 

this type can be found in Appendix C. 

CONSIDERATIONS FOR STRATEGY SELECTION AND ADAPTATION  

Few programs or research studies will have the resources to invest in all of 

the strategies we propose, and some strategies will be more locally relevant 

than others. For example, peer education worked well in Malawi, but 

evidence suggests that peer education on microbicides may not be widely 

acceptable in Kisumu, Kenya. This section offers criteria that can be 

considered when selecting and adapting strategies to support male 

engagement in women’s microbicide use and provides recommendations on 

the minimum package of strategies needed. 

As circumstances will differ by region, culture, and country, one of the first steps 

in strategy selection is conducting a gender analysis to identify ways that men 

may act as barriers to women’s microbicide use, as well as any opportunities for 

their constructive involvement. FHI 360’s “Manual for Conducting a Gender 

Analysis for Microbicide Introduction” (2014) provides relevant guidance and 

tools for such an analysis. 

Overall, the most important consideration for inclusion of any male 

engagement strategy is whether women in the community deem it safe, 

appropriate, and potentially useful. 

Another important factor to consider is feasibility. 

The inputs listed in the tables above may help 

programmers determine what can be most easily 

integrated or added to existing programming. Existing 

services and workloads will also help determine who 

– for example, a provider versus a lay counselor – can 

implement the strategy. Task-shifting, where 

appropriate, is encouraged for purposes of 

sustainability.  

Any efforts to bring men to the clinic are likely to 

require a larger review and adaptation of clinic 

facilities and services to make them more “male-

Male-friendly services  

 Trained, competent, and male-
friendly staff who view men as 
partners and positive change agents 

 Efforts to actively address stigma 
around male participation 

 Initiatives exclusively for men and 
led by men 

 More male providers and volunteers 

 Reaching out to men directly and 
strategically (10) 

Overall, the most 

important 

consideration for 

inclusion of any male 

engagement 

strategy is whether 

women in the 

community deem it 

safe, appropriate, 

and potentially 

useful.  

http://www.fhi360.org/projects/microbicides-and-gender
http://www.fhi360.org/projects/microbicides-and-gender
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friendly.” These revisions, which include training for counselors to address 

their attitudes toward men as well as their skills in interacting with male 

clients, can be resource intensive. Recent research suggests that these 

changes are successful at attracting men, but that they do require many 

inputs (54). However, if one of the intentions of the male engagement effort 

is to increase men’s use of services for their own health, these activities may 

be of primary importance.  

As mentioned previously, several different formulations of microbicides are 

being tested in clinical trials, and characteristics of the products should be 

considered in choosing and adapting male engagement activities. The 

following variables will be important to consider in strategy selection and 

adaptation:  

 Clinic guidelines on product use will affect how often users must go to the 

clinic for either additional HIV testing or to restock the product. These 

requirements could affect the number of times a woman must conceal 

clinic visits from her partner, the number of opportunities her partner has 

to accompany her, and/or how often she is able to get support from 

providers at the clinic on how to communicate with her partner. 

 Product formulation will affect both promotion efforts that could 

appeal to men (e.g., a gel can be marketed as promoting sexual 

pleasure) and women’s desire to discuss microbicide use with their male 

partners. For example, some methods — such as a monthly injectable — 

are likely to be less noticeable than a gel and may remove some of the 

impetus to involve male partners. 

 Contraceptive property is likely to influence both men’s and women’s 

perceptions of the acceptability of the product as well as how and 

where the product will be promoted. Family planning clinics are often 

regarded as women’s spaces, and this perception would need to be 

addressed if men were to accompany their partners there.  

 Inclusion of ARVs will determine where users will obtain microbicides. A 

microbicide that does not contain ARVs could be widely available 

outside of clinics and could even be something that men could pick up 

for their partners as an over-the-counter medication. 

Regardless of the strategies selected, as the findings from the 2007 WHO 

review underscore (6), it is vital that efforts to engage men are guided by 

input from women and address harmful gender norms directly. Therefore, 

the top priority when selecting strategies should be determining what 

combination of activities would ensure that: 1) male engagement is directed 

by women and 2) locally relevant gender inequalities and harmful gender 

norms are addressed. The box on the next page details our 

recommendations for a minimum package of strategies. 

It is vital that efforts 

to engage men are 

guided by input from 

women and address 

harmful gender 

norms directly. 
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WAY FORWARD 

At the time that this document was published, microbicides were still being 

tested in clinical trials and were not yet licensed for introduction. During 

this stage, we recommend testing and evaluating various male engagement 

strategies in clinical trials, open-label studies, and demonstration projects. 

Building evidence on what works for male engagement now will lower 

barriers to using these strategies later. In addition, there are several ways in 

which existing SRH programs can be strengthened now to lay the ground 

work for a gender-transformative microbicides introduction that includes 

both men and women.  

EVALUATION   

Recognizing that evaluation within programs and clinical trials requires 

complex designs, this document offers several ideas that could inform 

efforts to measure the effectiveness of the proposed male engagement 

strategies. The outputs from the strategy tables could be used to determine 

the level of exposure that each strategy achieves. If used in conjunction with 

costing tools, they could also help gauge cost per person reached. The 

objectives of male engagement can and should inform what is evaluated 

when male engagement occurs — ensuring that the strategies are assessed 

according to their impact on women’s uptake or adherence to microbicides 

and gender equality. (See box next page for specific outcomes that could be 

measured based on those objectives; the gender scales in Appendix C may 

also be helpful in these efforts.)  

Minimum package of strategies 

The most important of all of the strategies described above is provider 

counseling for women on if, when, and how to engage their male partners 

(Strategy 1). This strategy supports women as the gatekeepers of their 

partners’ involvement and enables each woman to decide what will work best 

for her. In addition, the provider/client interaction offers opportunities to 

assess and discuss some of the most difficult aspects of male partner 

engagement, such as the potential for IPV. 

The second priority strategy is positive messaging about and marketing of 

microbicides (Strategy 7). This strategy could provide an entry point for women 

who wish to speak to their partners about microbicides or a point of reference 

if questions arise. It could also provide men with basic facts that address 

concerns about negative side effects. Finally, this strategy would also have the 

benefit of introducing potential new female users to the product.   
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Another important focus of future research and evaluation efforts is 

understanding and addressing IPV associated with women’s microbicide 

use. Intimate partner violence is common among women participating in 

microbicides trials, although trial participants have pointed out that 

“violence is so pervasive in their communities that attributing IPV to the trial 

or the gel is problematic.” (55) Regardless of the cause, partner violence 

needs to be better understood and addressed in trials as well as in eventual 

microbicides rollout. This will be of particular importance as strategies to 

engage men are implemented. Establishing whether there is a change in the 

incidence of IPV with the implementation of these strategies could be 

difficult, but is an important research objective because it could provide 

insight into whether these strategies have unintended negative 

consequences or could be used as tools for decreasing women’s 

vulnerability to violence.  

Finally, to ensure that the fundamental elements of any successful strategy 

are maintained if that strategy is scaled up, it is important to link a 

strategy’s gender-transformative components to its ultimate success. Too 

often the gender-transformative elements of effective pilots fail to be 

scaled-up with the larger intervention because they are perceived as 

peripheral (56). Clearly linking these components to successful outcomes 

will highlight their importance for future implementation.  

Recommended outcomes to evaluate in male engagement strategies 

 Women’s interest in using microbicides   

 Women’s perceptions of personal agency regarding the ability to decide 
if/when/how to engage their male partners in microbicide use 

 Women’s self-efficacy to either discuss microbicides with a partner or use 
microbicides without his knowledge  

 Male partner’s awareness, acceptance, and willingness to use microbicides 

 The perception among community members that microbicides contribute 
to a safe, healthy, and satisfying sex life 

 Women’s microbicide adherence 

 Male partner interference in microbicide use 

 Male partner behaviors supporting microbicide use 

 Couples’ communication (including joint-decision making) 

 Shared responsibility between partners for HIV prevention 

 Relevant gender-equitable attitudes and behaviors among men and women 
(the specific attitudes selected would be responsive to those identified in 
the gender analysis as most important to address) 

 Recognition, by men and women, of women’s right to protect themselves 
from HIV 

 Men’s health behaviors, including condom use and testing for HIV 
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PROGRAM STRENGTHENING  

Improving and expanding existing SRH programs can build capacity for 

future male engagement in microbicides. Immediate activities could include: 

 Strengthening and expanding existing programs that promote positive 

male engagement and couples’ communication, especially about issues 

of sex and sexuality. Gender-equitable relationships and improved 

communication about sex help women and men prevent HIV and pave 

the way for discussions on microbicide use. Couples’ HIV counseling and 

testing is one opportunity to promote this type of healthy 

communication. 

 Creating a stronger IPV referral system in the health sector and 

increasing training and sustained support for health care providers in 

order to improve services for women experiencing IPV.  

 Helping strengthen or creating platforms at the community level for 

women to voice their needs and preferences for male engagement in 

women’s sexual and reproductive health. These groups should continue 

to be involved as strategies to engage men in microbicides are 

discussed, designed, and implemented. They can also inform current 

women’s SRH programs. 

 Strengthen and expand gender-sensitivity training for providers to 

promote more gender-equitable attitudes and behaviors in service 

provision. 

Building support for these activities, and ultimately for a gender-

transformative microbicides rollout, will require advocacy. Efforts should be 

made now to educate funders and policymakers about the importance of 

supporting a gender-transformative microbicides rollout once a product is 

available, as well as the need for investments in current SRH programs to 

prepare for rollout. 
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CONCLUSION 

Microbicides were developed to give women an HIV prevention tool that did 

not require their male partners’ involvement; yet, evidence from clinical 

trials demonstrates that men play an important role in many women’s 

successful microbicide use and that many women wish to tell their steady 

partners. Rather than seeing this reality as a loss for women’s HIV 

prevention, researchers, advocates, and program planners can view it as an 

opportunity to think about male involvement in microbicides in a new way. 

A gender-transformative approach to male partner engagement in 

microbicides — one that engages men on women’s terms — could not only 

improve product uptake and use, but could also improve couples’ 

relationships and decrease women’s underlying vulnerability to HIV. Positive 

messaging through mass media, community outreach, and counseling that 

encourages men’s support for their partners’ SRH, and provider training on 

gender sensitivity could promote greater gender equality within 

communities and the health system. Strengthening programs and systems 

to prepare for male engagement in microbicides can improve women’s SRH 

programs operating today.   

In addition, engaging men in women’s use of microbicides could help shape 

the field of male engagement as a whole. Ongoing microbicides trials can be 

used to conduct rigorous research on male engagement strategies. 

Materials and guidance developed and tested now can inform the field for 

years to come. 

Returning to our fundamental question — how can we balance the 

promotion of a method that is revolutionary because it does not require 

men’s involvement with the reality that men often play an important role in 

their partner’s effective use of this woman-centered technology — we 

believe that the answer lies in trusting that women know what’s best for 

them and creating an environment that enables women to both make 

decisions and carry them out effectively. This approach is fundamental to 

making microbicides the game-changer for women’s HIV prevention they 

were intended to be. 

 

  

A gender-

transformative 

approach to male 

partner engagement 

in microbicides — 

one that engages 

men on women’s 

terms — could not 

only improve product 

uptake and use, but 

could also improve 

couples’ 

relationships and 

decrease women’s 

underlying 

vulnerability to HIV.  
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APPENDIX A. 

STUDIES REPRESENTED IN MALE ENGAGEMENT IN MICROBICIDES DATA PRESENTED  

Clinical trial Qualitative data included in analysis 

Trial: MDP301 (57) 

Phase: III 

Product: PRO2000 vaginal gel 

Length of product use: 12 months (24 in Uganda) 

Years: 2005-2009 

Sites: 13 sites in South Africa, Tanzania, Uganda, and Zambia 

Participants: 9,385 sexually active women, ages 18 years or 
older (≥16 years in Tanzania and Uganda) 
 
 

Study name: MDP301 (23, 58-60)  

Main focus: Social Science Sub-study to Assess the Accuracy of Behavioural 
and Adherence Data, Acceptability of the Gel and the Trial Procedures, and 
Understanding of the Trial and the Consent Procedure  

Years: 2005-2009 

Sites: 3 sites in Johannesburg, Durban, rural KwaZulu Natal, South Africa 

Ethics approvals: Witwatersrand University Human Research Ethics 
Committee; University of KwaZulu-Natal Biomedical Research Ethics 
Committee; The Medicines Control Council of South Africa  

Participants:  

 154 individual in-depth interviews (IDIs) with 90 men and women (45 
couples). These women shared information about the trial and involved 
their partners from early on.  

 60 IDIs with 30 women who did not immediately inform their partners 

 31 focus group discussions (FGDs) with trial participants, 18 FGDs with 
women in the community, and 18 FGDs with men in the community. 

Methods for Secondary Analysis: NVivo software was used to analyze IDIs 
and FGDs through additional coding and extraction of themes relevant to 
male engagement 

Trial: Carraguard Phase 3 Trial (61) 

Phase: III 

Product: Carraguard vaginal gel 

Length of product use: 9-24 months 

Years: 2004-2007  

Sites: 3 sites in South Africa (Gugulethu, Soshanguve and 
Isipingo) 

Participants: 6,202 women, ages 16 and older 
 

Study name: Evaluation of the Informed Consent Process in the Phase 3 
Study of the Efficacy and Safety of the Microbicide Carraguard in Preventing 
HIV Seroconversion in Women (62-66) 

Main focus:  Informed consent  

Years:  2006-2007 

Sites: Gugulethu and Soshanguve, South Africa  

Ethics approvals: Population Council Institutional Review Board; Ethics 
Committee of the University of Cape Town; the Research Ethics and 
Publication Committee of the University of Limpopo, Medunsa Campus 

Participants: 

 103 IDIs with trial participants  

 5 FGDs with trial participants (n=29) 

 1 mixed-gender FGD (n=3 trial participants, 2 male partners) 

 2 FGDs with male partners (n= 8) 

Study Name: Microbicides Acceptability: A Qualitative Study to Explore 
Social and Cultural Norms, Interpersonal Relations and Product Attributes 
(67, 68) 

Main focus: Sexual norms and gender roles affecting microbicide 
acceptability 

Years: 2006-2007 

Sites: all 3 sites 

Ethics approvals: Population Council Institutional Review Board; Ethics 
Committee of the University of Cape Town; the Research Ethics and 
Publication Committee of the University of Limpopo, Medunsa Campus; the 
Biomedical Research Ethics Committee, University of Kwa-Zulu Natal 

Participants:  

 62 IDIs with trial participants  

 14 FGDs with trial participants (n=97) 

 2 FGDs with male partners (n=13) 

 3 IDIs with male partners  

Methods for Secondary Analysis: Thematic analysis of the previously coded 
data was conducted for codes most pertinent to the research questions 
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Trial: MTN-003 - “VOICE-C” (69)  

Phase: IIb 

Product: Vaginal 1% tenofovir gel, oral tenofovir, oral 
tenofovir/ emtricitabine 

Length of product use: Up to 36 months 

Years: 2008-2012 

Sites: South Africa (3 sites), Zimbabwe, and Uganda  

Participants: 5,029 women, half were ages 18-24 

Study name: MTN-003C - “VOICE-C” (70) 

Main focus: Household- and community-level factors associated with study 
product adherence in VOICE 

Years: 2010-2012 

Site: Johannesburg, South Africa  

Ethics approvals: Office of Research Protection Institutional Review Board, 
RTI International; Human Research Ethics Committee of the University of the 
Witwatersrand 

Participants:  

 22 male partners in 14 IDIs and 2 FGDs (n=8) 

 102 randomly-selected female VOICE participants in IDIs (n=41), 
ethnographic interviews (n=21), and 7 FGDs (n=40)  

Methods for Secondary Analysis: Thematic analysis of coded transcripts 
from all IDI, EI, and FGD data from male partners and female study 
participants described above  

Trial: IPM 014A 

Phase: I/II 

Product: Dapivirine vaginal gel 4759, 0.05% 2.5G 

Length of product use: 6 weeks 

Years: 2009 

Sites: Kenya, Malawi, Rwanda, and South Africa  

Participants: Approximately 320 women, ages 18-40 

 

Trial: IPM 015 

Phase: I/II 

Product: Dapivirine vaginal ring 

Length of product use: 12 weeks 

Years: 2010 

Sites: Kenya, Malawi, Rwanda, South Africa and Tanzania  

Participants: Approximately 280 women, ages 18-40 

 

Trial: MTN-004/ VivaGel® (71) 

Phase: I 

Products: VivaGel (SPL7013 gel) vaginal gel 

Length of product use: 14 days 

Years: 2006-2007 

Sites: United States, Kenya 

Participants: 54 sexually active women, ages 18 to 24 

Study name: Male Engagement in Microbicides  

Main focus: Identifying strategies for engaging men in future trials, open-
label studies, demonstration projects, and microbicide introduction so they 
will support their female partners in using microbicide products for HIV 
prevention or, at least, to minimize men’s interference in women’s 
microbicide use. 

Years: 2013 

Site: Kisumu, Kenya 

Ethics approvals: Kenya Medical Research Institute Ethical Review 
Committee; FHI 360’s Protection of Human Subjects Committee 

Participants:  

 30 IDIs with former female trial participants 

 25 IDIs with women who were not trial participants 

 14 IDIs with men who were partners of trial participants at the time of 
the trial  

 29 IDIs with men who were not partners of trial participants 

Methods for Analysis: Thematic analysis of IDIs using NVivo 9 software. The 
saliency of themes was assessed via frequencies, degrees of emphasis and 
elaboration, co-occurrences, and contrasts of themes across interviews, and 
compared among participant groups.  
 

Trial: Adolescents and Microbicide Clinical Trials: Assessing 
the Opportunities and Challenges of Participation (72-75) 

Phase: Mock clinical trial  

Product: Proxy vaginal gel (Pre-Seed lubricant) and proxy 
oral pill (Vitacap multivitamin)  

Length of product use: optional, 0-2 months 

Years: 2011-2013 

Sites: Tanzania 

Participants: 135 sexually active adolescents and young 
women, ages 15-21 

Study Name: Adolescents and Microbicide Clinical Trials: Assessing the 
Opportunities and Challenges of Participation (76-78) 

Main focus: Sociocultural factors that hinder young women’s participation in 
topical or oral microbicide trials  

Years: 2010-2011 

Site: Dar es Salaam, Tanzania 

Ethics approvals: Muhimbili University of Health and Allied Sciences; 
National Institute for Medical Research (Tanzania); FHI 360’s Protection of 
Human Subjects Committee 

Participants:  

 3 FGDs with mothers of adolescents in the community (n=25) 

 2 FGDs with fathers of adolescents in the community (n=18) 

 2 FGDs with unmarried male partners of adolescents in the community 
(n=14) 

Methods for Secondary Analysis: Thematic analysis of coded excerpts from 
all FGD data from male partners, fathers, and mothers of adolescent girls 
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APPENDIX B. 

GENDER EQUALITY CONTINUUM TOOL 

 

 

 

APPENDIX C. 
KEY RESOURCES 

 

 AVAC, Global Advocacy for HIV Prevention: Microbicides Page –  

http://www.avac.org/prevention-option/microbicides  

 Gender and Microbicides FHI 360 website –

http://www.fhi360.org/projects/microbicides-and-gender  

 Men Engage – http://menengage.org/       

 Compendium of Gender Scales – https://www.c-

changeprogram.org/content/gender-scales-compendium/   

  

http://www.avac.org/prevention-option/microbicides
http://www.fhi360.org/projects/microbicides-and-gender
http://menengage.org/
https://www.c-changeprogram.org/content/gender-scales-compendium/
https://www.c-changeprogram.org/content/gender-scales-compendium/


34 Engaging Male Partners in Women’s Microbicide Use  

REFERENCES  

1. WHO (2013). Women’s Health. Factsheet No. 334. Geneva: World Health Organization (WHO). 
2. UNAIDS (2013). Global Report: UNAIDS Report on the Global AIDS Epidemic 2013. Geneva: 

Joint United Nations Programme on HIV/AIDS (UNAIDS). 
3. Higgins, J. A., Hoffman, S., & Dworkin, S. L. (2010). Rethinking gender, heterosexual men, and 

women's vulnerability to HIV/AIDS. Am J Public Health 100(3):435.  
4. Gupta, G. R. (2002). How men's power over women fuels the HIV epidemic: It limits women's 

ability to control sexual interactions. BMJ 324(7331):183-184. 
5. UNAIDS, UNFPA, & UNIFEM. (2004). Women and HIV/AIDS: Confronting the Crisis. New York: 

United Nations Population Fund (UNFPA). 
6. Barker, G., Ricardo, C., & Nascimento, M. (2007). Engaging Men and Boys in Changing Gender-

Based Inequity in Health: Evidence From Programme Interventions. Geneva: World Health 
Organization. 

7. Greene, M. E. & Levack, A. (2010). Synchronizing Gender Strategies: A Cooperative Model for 
Improving Reproductive Health and Transforming Gender Relations. Written for the 
Interagency Gender Working Group (IGWG). Washington, DC: Population Reference Bureau. 

8. Aluisio, A., Richardson, B. A., Bosire, R., John-Stewart, G., Mbori-Ngacha, D., & Farquhar, C. 
(2011). Male antenatal attendance and HIV testing are associated with decreased infant HIV 
infection and increased HIV-free survival. J Acquir Immun Defic Synd 56(1):76-82. doi: 
10.1097/QAI.0b013e3181fdb4c4. 

9. Becker, S. (1996). Couples and reproductive health: a review of couple studies. Stud Fam Plann 
27(6):291-306.  

10. WHO (2012). Male Involvement in the Prevention of Mother-to-Child Transmission of HIV. 
Geneva: World Health Organization (WHO). 

11. Shattuck, D., Kerner, B., Gilles, K., Hartmann, M., Ng'ombe, T., & Guest, G. (2011). Encouraging 
contraceptive uptake by motivating men to communicate about family planning: the Malawi 
Male Motivator project. Am J Public Health 101(6):1089-1095. doi: 
10.2105/AJPH.2010.300091. 

12. Interagency Gender Working Group (IGWG). IGWG Training Modules. 
http://www.igwg.org/training.aspx. Accessed June 13, 2014. 

13. AVAC website. http://www.avac.org/prevention-option/microbicides. Accessed June 3, 2014.  
14. Stein, Z. A. (1990). HIV prevention: the need for methods women can use. Am J Public Health 

80(4):460-462.  
15. Hoffman, S., Morrow, K. M., Mantell, J. E., Rosen, R. K., Carballo-Dieguez, A., & Gai, F. (2010). 

Covert use, vaginal lubrication, and sexual pleasure: a qualitative study of urban U.S. Women 
in a vaginal microbicide clinical trial. Arch Sex Behav 39(3):748-760. doi: 10.1007/s10508-009-
9509-3. 

16. Montgomery, E. T., Cheng, H., van der Straten, A., Chidanyika, A. C., Lince, N., Blanchard, K., et 
al. (2010). Acceptability and use of the diaphragm and Replens lubricant gel for HIV prevention 
in Southern Africa. AIDS Behav 14(3):629-638. doi: 10.1007/s10461-009-9609-z. 

17. Pool, R., Whitworth, J. A., Green, G., Mbonye, A. K., Harrison, S., Wilkinson, J., & Hart, G. J. 
(2000). An acceptability study of female-controlled methods of protection against HIV and 
STDs in south-western Uganda. Int J STD AIDS 11(3):162-167. 

18. Rosen, R. K., Morrow, K. M., Carballo-Dieguez, A., Mantell, J. E., Hoffman, S., Gai, F., et al. 
(2008). Acceptability of tenofovir gel as a vaginal microbicide among women in a phase I trial: 
a mixed-methods study. J Womens Health 17(3):383-392. doi: 10.1089/jwh.2006.0325. 

19. van der Straten, A., Montgomery, E. T., Cheng, H., Wegner, L., Masenga, G., von Mollendorf, C., 
et al. (2012). High acceptability of a vaginal ring intended as a microbicide delivery method for 
HIV prevention in African women. AIDS Behav 16(7):1775-1786. doi: 10.1007/s10461-012-
0215-0. 

20. Whitehead, S. J., McLean, C., Chaikummao, S., Braunstein, S., Utaivoravit, W., van de Wijgert, J. 
H., et al. (2011). Acceptability of Carraguard vaginal microbicide gel among HIV-infected 
women in Chiang Rai, Thailand. PLoS One 6(9):e14831. doi: 10.1371/journal.pone.0014831. 

21. Gafos, M., Mzimela, M., Sukazi, S., Pool, R., Montgomery, C., & Elford, J. (2010). Intravaginal 
insertion in KwaZulu-Natal: sexual practices and preferences in the context of microbicide gel 
use. Cult Health Sex 12(8):929-942. doi: 10.1080/13691058.2010.507876. 

22. Green, G., Pool, R., Harrison, S., Hart, G. J., Wilkinson, J., Nyanzi, S., & Whitworth, J. A. (2001). 
Female control of sexuality: illusion or reality? Use of vaginal products in south west Uganda. 
Soc Sci Med 52(4):585-598.  

http://www.igwg.org/training.aspx
http://www.avac.org/prevention-option/microbicides


Engaging Male Partners in Women’s Microbicide Use  35 

23. Montgomery, C. M., Gafos, M., Lees, S., Morar, N. S., Mweemba, O., Ssali, A., et al. (2010). Re-
framing microbicide acceptability: findings from the MDP301 trial. Cult Health Sex 12(6):649-
662. doi: 10.1080/13691051003736261. 

24. Sahin-Hodoglugil, N. N., van der Straten, A., Cheng, H., Montgomery, E. T., Kacanek, D., 
Mtetwa, S., et al. (2009). Degrees of disclosure: a study of women's covert use of the 
diaphragm in an HIV prevention trial in sub-Saharan Africa. Soc Sci Med 69(10):1547-1555. doi: 
10.1016/j.socscimed.2009.08.014. 

25. Woodsong, C. (2004). Covert use of topical microbicides: implications for acceptability and use. 
Int Fam Plan Perspect 30(2):94-98. doi: 10.1363/ifpp.30.94.04. 

26. Montgomery, E., van der Straten, A., & Torjesen, K. (2011). "Male involvement" in women and 
children's HIV prevention: challenges in definition and interpretation. J Acquir Immune Defic 
Syndr 57(5):e114-116; author reply. e116-117. doi: 10.1097/QAI.0b013e31821d33d6. 

27. Mngadi, K. T., Maarschalk, S., Grobler, A. C., Mansoor, L. E., Frohlich, J. A., Madlala, B., et al. 
(2014). Disclosure of microbicide gel use to sexual partners: influence on adherence in the 
CAPRISA 004 trial. AIDS Behav 18(5):849-854.  

28. Salter, M. L., Go, V. F., Celentano, D. D., Diener-West, M., Nkhoma, C. M., Kumwenda, N., & 
Taha, T. E. (2008). The role of men in women's acceptance of an intravaginal gel in a 
randomized clinical trial in Blantyre, Malawi: a qualitative and quantitative analysis. AIDS Care 
20(7):853-862. doi: 10.1080/09540120701742300. 

29. Woodsong, C., MacQueen, K., Amico, K. R., Friedland, B., Gafos, M., Mansoor, L., et al. (2013). 
Microbicide clinical trial adherence: insights for introduction. J Int AIDS Soc 16:18505. doi: 
10.7448/IAS.16.1.18505. 

30. Montgomery, E. T., van der Straten, A., Chidanyika, A., Chipato, T., Jaffar, S., & Padian, N. 
(2011). The importance of male partner involvement for women's acceptability and adherence 
to female-initiated HIV prevention methods in Zimbabwe. AIDS Behav 15(5):959-969. 

31. Greene, E., Batona, G., Hallad, J., Johnson, S., Neema, S., & Tolley. E.E. (2010). Acceptability 
and adherence of a candidate microbicide gel among high-risk women in Africa and India. Cult 
Health Sex 12(7):739-754. 

32. Marlow, H. M., Tolley, E. E., Kohli, R., & Mehendale, S. (2010). Sexual communication among 
married couples in the context of a microbicide clinical trial and acceptability study in Pune, 
India. Cult Health Sex 12(8):899-912. 

33. Pistorius, A. G., van de Wijgert, J. H., Sebola, M., Friedland, B., Nagel, E., Bokaba, C., & Hoosen, 
A. A. (2004). Microbicide trials for preventing HIV/AIDS in South Africa: phase II trial 
participants' experiences and psychological needs." SAHARA J 1(2):78-86. 

34. Woodsong, C., MacQueen, K., Namey, E., Sahay, S., Morar, N., Mlingo, M., & Mehendale, S. 
(2006). Women's autonomy and informed consent in microbicides clinical trials. J Empir Res 
Hum Res Ethics 1(3):11-26. 

35. Kacanek, D., Bostrom, A., Montgomery, E. T., Ramjee, G., de Bruyn, G., Blanchard, K., Rock, A., 
Mtetwa, S., van der Straten, A., & MIRA Team. Intimate partner violence and condom and 
diaphragm nonadherence among women in an HIV prevention trial in Southern Africa. J Acquir 
Immune Defic Syndr 64, no. 4 (2013): 400-408. 

36. Lanham, M., Wilcher, R. Montgomery, E. T., Pool, R., Schuler, R., Lenzi, R., & Friedland, B. (In 
press). Engaging male partners in women’s microbicide use. J Int AIDS Soc. 

37. Boender, C., Santana, D., Santillan, D., Hardee, K., Greene, M. E., & Schuler, S. R. (2004). The 
'So What?' Report: A Look at Whether Integrating a Gender Focus Into Programs Makes a 
Difference to Outcomes. Interagency Gender Working Group Task Force Report. Washington, 
DC: Population Reference Bureau. 

38. Rottach, E., Schuler, S. R., & Hardee, K. (2009). Gender Perspectives Improve Reproductive 
Health Outcomes: New Evidence." Washington, DC: Population Reference Bureau. 

39. Ricardo, C., Eads, M., & Barker, G. (2011). Engaging Boys and Young Men in the Prevention of 
Sexual Violence: a Systematic and Global Review of Evaluated Interventions. Cape Town/Rio de 
Janeiro: Sexual Violence Research Initiative/Instituto Promundo.  

40. Cleland, J., Bernstein, S., Ezeh, A., Faundes, A., Glasier, A., & Innis, J. (2006). Family planning: 
the unfinished agenda. Lancet 368(9549):1810-1827.  

41. L'Engle, K., Vahdat, H., Ndakidemi, E., Lasway, C., & Zan, T. (2013). Evaluating feasibility, reach 
and potential impact of  text message family planning information service in Tanzania. 
Contraception 87(2):251-56. 

42. Vahdat, H., L’Engle, K., Plourde, K., Magria, L., & Olawo, A. (2013). There are some questions 
you may not ask in a clinic: providing contraception information to young people in Kenya 
using SMS. Int J Gynaecol Obstet 123(Suppl1):e2-26. 

43. Terefe, A., & Larson, C. P. (1993). Modern contraception use in Ethiopia: Does involving 
husbands make a difference? Am J Public Health 83(11):1567-1571.  



36 Engaging Male Partners in Women’s Microbicide Use  

44. Farquhar, C., Kiarie, J. N., Richardson, B. A., Kabura, M. N., John, F. N., Nduati, R. W., et al. 
(2004). Antenatal couple counseling increases uptake of interventions to prevent HIV-1 
transmission. J Acquir Immun Defic Syndr 37(5):1620-1626.  

45. Amatya, R., Akhter, H., McMahan, J., Williamson, N., Gates, D., & Ahmed, Y. (1994). The effect 
of husband counseling on NORPLANT® contraceptive acceptability in Bangladesh. 
Contraception 50(3):263-273.  

46. Varkey, L. (2004). Involving Men in Maternity Care in India. New Delhi: Population Council. 
47. Ghanotakis, E., Peacock, D., & Wilcher, R. (2012). The importance of addressing gender 

inequality in efforts to end vertical transmission of HIV. J Int AIDS Soc 15(Suppl 2):17385. doi: 
10.7448/IAS.15.4.17385. 

48. Becker, S., Mlay, R., Schwandt, H. M., & Lyamuya, E. (2010). Comparing couples’ and individual 
voluntary counseling and testing for HIV at antenatal clinics in Tanzania: a randomized trial. 
AIDS Behav 14(3):558-566.  

49. Weiss, S., Peltzer, K., Villar-Loubet, O., Shikwane, M., Cook, R., & Jones, D. (2014). Improving 
PMTCT uptake in rural South Africa. J Int Assoc Provid AIDS Care 13(3):169-176.  

50. Yassa, A. (2003). Men in Jordan Get Involved in “Together for a Happy Family.” Baltimore, 
Maryland, USA: Johns Hopkins Bloomberg School of Public Health, Center for Communication 
Programs. 

51. Byamugisha, R., Tumwine, J. K., Semiyaga, N., & Tylleskär, T. (2010). Research determinants of 
male involvement in the prevention of mother-to-child transmission of HIV programme in 
Eastern Uganda: a cross-sectional survey. Reproduc Health 7:12. doi: 10.1186/1742-4755-7-12. 

52. Jewkes, R., Nduna, M., Levin, J., Jama, N., Dunkle, K., Puren, A., & Duvvury, N. (2008). Impact of 
Stepping Stones on incidence of HIV and HSV-2 and sexual behaviour in rural South Africa: 
cluster randomised controlled trial. BMJ 337:a506. doi: 10.1136/bmj.a506. 

53. Pulerwitz, J., Barker, G., Segundo, M., & Nascimento, M. (2006). Promoting More Gender-
equitable Norms and Behaviors among Young Men as an HIV/AIDS Prevention Strategy. 
Horizons Final Report. Washington, DC: The Population Council. 

54. Mtui, R. (2013). Make it “male-friendly” and they will come: men’s utilization of integrated 
reproductive health and HIV services in Mtwara Urban District, Tanzania. International 
Conference on Family Planning, Addis Ababa, Ethiopia. 

55. Stadler, J., Delany-Moretlwe, S., Palanee, T., & Rees, H. (2014). Hidden harms: women's narratives 
of intimate partner violence in a microbicide trial, South Africa. Soc Sci Med 110:49-55.  

56. Rottach, E., Hardee, K., Jolivet, R., & Kiesel, R. (2012). Approach for Promoting and Measuring 
Gender Equality in the Scale-up of Family Planning and Maternal Neonatal and Child Health 
Programs. Washington, DC: Futures Group, Health Policy Project. 

57. McCormack, S., Ramjee, G., Kamali, A., Rees, H., Crook, A. M., Gafos, M., et al. (2010). 
PRO2000 vaginal gel for prevention of HIV-1 infection (Microbicides Development Programme 
301): a phase 3, randomised, double-blind, parallel-group trial. Lancet, 376(9749):1329-1337. 
doi: 10.1016/S0140-6736(10)61086-0. 

58. Montgomery, C. M., & Pool, R. (2011). Critically engaging: integrating the social and the 
biomedical in international microbicides research. J Int AIDS Soc 14(Suppl 2):S4. doi: 
10.1186/1758-2652-14-S2-S4. 

59. Montgomery, C. M., Watts, C., & Pool, R. (2012). HIV and dyadic intervention: an 
interdependence and communal coping analysis. PLoS One 7(7):e40661. doi: 
10.1371/journal.pone.0040661. 

60. Pool, R., Montgomery, C. M., Morar, N. S., Mweemba, O., Ssali, A., Gafos, M., et al. (2010). A 
mixed methods and triangulation model for increasing the accuracy of adherence and sexual 
behaviour data: the Microbicides Development Programme. PLoS One 5(7):e11600. doi: 
10.1371/journal.pone.0011600. 

61. Skoler-Karpoff, S., Ramjee, G., Ahmed, K., Altini, L., Plagianos, M. G., Friedland, B., et al. (2008). 
Efficacy of Carraguard for prevention of HIV infection in women in South Africa: a randomised, 
double-blind, placebo-controlled trial. Lancet 372(9654):1977-1987. doi: 10.1016/S0140-
6736(08)61842-5. 

62. Abbott, S., Friedland, B., & Katzen, L. (2007). Health concerns and HIV risk perception as 
motives to join a clinical trial. 36th Annual Psychosocial Workshop, New Orleans, Louisiana.  

63. Abbott, S., Friedland, B., Katzen, L., de Kock, A., Madiba, S., & Cishe, S. (2008). Decision making 
and the influences of others in the informed consent process: A qualitative investigation in the 
Phase 3 study of Carraguard.®  International Microbicides Conference, New Dehli, India.  

64. Abbott, S., Friedland, B., Katzen, L., Madiba, S., de Kock, A., & Cishe, S. (2008). What motivates 
women to enroll in microbicide clinical trials: Results from the Phase 3 Carraguard® Trial. XVII 
Annual International AIDS Conference, Mexico City, Mexico. 



Engaging Male Partners in Women’s Microbicide Use  37 

65. Katzen, L., Friedland, B., Abbott, S., de Kock, A., Madiba, S., & Cishe, S. (2008). Qualitative 
evaluation of the informed consent process in the Phase 3 Carraguard® Efficacy Trial: study 
staff experiences and recommendations for future trials. International Microbicides 
Conference, New Dehli, India. 

66. Madiba, S., Friedland, B., Abbott, S., Katzen, L., de Kock, A., & Cishe, S. (2008). Male partner 
involvement in the Carraguard® Phase 3 Trial: Data from a qualitative study of the informed 
consent process. International Microbicides Conference, New Dehli, India.  

67. Abbott, S., Morar, N., Madiba, S., Katzen, L., Phillip, J., Mokgatle-Nthabu, M., & Friedland, B. 
(2010). Microbicides acceptability: The influence of social and cultural norms, interpersonal 
relations and sexual socialization. International Microbicides Conference, Pittsburgh, 
Pennsylvania. 

68. de Kock, A., Abbott, S., Morar, N., Friedland, B., Mtimkulu, V., Cishe, S., et al. (2008). Exploring 
microbicide acceptability in terms of socio-cultural norms, relationships and product attributes 
in the Carraguard® Phase 3 Trial in South Africa. XVII Annual International AIDS Conference, 
Mexico City, Mexico. 

69. Marrazzo, J., Ramjee, G., Nair, G., Palanee, T., Mkhize, B., Nakabiito, C., et al. (2013). Pre-
exposure prophylaxis for HIV in women: daily oral tenofovir, oral tenofovir/emtricitabine or 
vaginal tenofovir gel in the VOICE study (MTN 003). 20th Conference on Retroviruses and 
Opportunistic Infections, Atlanta, GA. 

70. van der Straten, A., Stadler, J., Montgomery, E., Hartmann, M., Magazi, B., Mathebula, F., et al. 
(2014). Women's experiences with oral and vaginal pre-exposure prophylaxis: The VOICE-C 
qualitative study in Johannesburg, South Africa. PLoS One 9(2):e89118. doi: 
10.1371/journal.pone.0089118. 

71. Cohen, C. R., Brown, J., Moscicki, A. B., Bukusi, E. A., Paull, J. R., Price, C. F., & Shiboski, S. 
(2011). A phase I randomized placebo controlled trial of the safety of 3% SPL7013 Gel 
(VivaGel(R)) in healthy young women administered twice daily for 14 days. PLoS One 
6(1):e16258. doi: 10.1371/journal.pone.0016258. 

72. Baumgartner, J. N., Kaaya, S., Kaale, A., Headley, J., & Tolley, E. (2012) Domestic violence 
among adolescents and young women in HIV prevention research in Tanzania: participant 
experiences and measurement issues. XIX International AIDS Conference, Washington, DC.  

73. Headley, J., Baumgartner, J. N., Kaaya, S., Minja, A., Kalungula, H., Bangapi, D., & Tolley, E. 
Adolescent and young women’s acceptability and use of a proxy microbicide gel or pill in a mock 
trial in Tanzania (2014). 4th International Workshop on HIV & Women, Washington, DC.  

74. Tolley, E., Kaaya, S., Kaale, A., Kalungula, H., Headley, J., & Baumgartner, J. N. (2012) Do 
adolescents under 18 years old warrant inclusion in HIV prevention clinical research? 
Comparing sexual risk patterns of adolescent and young adult women in a mock trial in 
Tanzania. XIX International AIDS Conference, Washington, DC.  

75. Tolley, E., Kaaya, S., Bangapi, D., Minja, A., Headley, J., Kaale, A., & Baumgartner, J. N. 
Feasibility of recruiting adolescent women into a mock HIV prevention trial. (2012) XIX 
International AIDS Conference, Washington, DC.  

76. Baumgartner, J. N., Tolley, E., Kaaya, S., Sastry, J., & Headley, J. (2012). Adolescent and 
community perspectives on microbicide trial participation in Tanzania and India. International 
Microbicides Conference, Sydney, Australia.  

77. Sastry, J. & Tolley, E. (2012). Research on adolescent sex: to do or not to do. International 
Microbicides Conference, Sydney, Australia.  

78. Tolley, E., Baumgartner, J. N., Kaaya, S., Sastry, J., & Headley, J. (2012) Adolescent sexual risk 
and perceived need for PrEP: paving the way for their future participation in HIV prevention 
trials. International Microbicides Conference, Sydney, Australia.  

  



38 Engaging Male Partners in Women’s Microbicide Use  

 

 


