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EDITORIAL



Gender and health aspects of importance for
understanding health and illness in the world
This paper is part of the Special Issue: Gender and Health. More papers from this issue can be found here
and here.

n the call for this cluster of papers in Global Health
Action, we included a variety of perspectives regarding gender and health to be covered, among them
sexual and reproductive health and rights, gender-based
violence, ageing and gender, health systems, climate
change, and globalisation; all with respect to gender.
From the papers that are now included, we draw the
conclusion that some of these aspects are more prevalent
than others. For instance, aspects of sexual and reproductive health and rights, and gender-based violence are
represented by a number of papers, whereas climate
change, ageing, and globalisation are not at all present.
Papers oriented towards gender and health with social
theories on gender are still scarce, despite the fruitful
results, as some of the papers in this cluster show, for
instance in Gibbs et al., Marcos et al., or Torres et al.,
(13). We believe that this mirrors the research field of
gender and health, and that new aspects are still to be
covered. In this editorial, we briefly summarise and
categorise the included papers and also hint at gaps and
lacking perspectives when it comes to gender and health.
We view gender as a central analytical category in the
studies of health. In health research at large, there is a
tendency to use the concept gender as equivalent to the
concept biological sex, and we can see a rise in this mix of
concepts in the past decade, where the term ‘sex’ is
replaced by ‘gender’ although the focus might not be on
social constructions of sex but rather on biological health
matters. There has for a long time been an urge for
integrating theoretical gender approaches into health
research (47). A variety of theoretical approaches are
at hand when dealing with research on gender and health
and we agree with other researchers that gender is both
relational and intersectorial (7, 8). When viewing gender
as part of social, institutional, and structural dimensions
of human lives, it also becomes evident that the links and
interconnections between different power structures are
at hand. It matters whether one lives as a woman, a man,
or other sexual identities. All this influences health, not
only at the individual level but also at all levels of human
life. Gender research also problematises other expressions
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of sex and gender such as transsexualism, transgender,
and queer perspectives. Therefore, we do not regard
gender as a binary category with men and women only
but also regard it as socially constructed and contextual.
Gender is something we live, perform, and construct.
However, as researchers in health and ill-health, we
cannot disregard that the body is a biological entity
(sex) as well as a socially constructed phenomenon
(gender). Fausto-Sterling has been vital for theorising
sex and gender and how to think about them as integral,
not separate entities (9).
The papers included in this cluster that deal with
sexual and reproductive health and rights come from
different settings and take both quantitative and qualitative approaches. They offer examples of how gender
equality is connected with different sexual and reproductive health issues, such as condom use, adolescent
pregnancies, maternal-child health, and sexual health.
MacPherson et al. chart the scenario by presenting a
critical overview of gender equity and sexual and
reproductive health in Eastern and Southern Africa.
They conclude that sexual and reproductive health is
central to gender equity in health in the region, and that
interventions to improve it have to be enacted not only
within the health system but also outside the system (10).
In the field of maternal and child health, the paper by
Mason et al. contributes not only to the visibilisation of
the importance of maternal nutrition to improve a
newborns’ health but also that of women’s health (11).
In the field of young people’s sexual and reproductive
health, Mehra et al. explore gender differences in the
association between condom efficacy and condom use
among Uganda university students. They show that
women are at higher risk of inconsistent condom use,
and relate these findings with genderpower relations,
proposing that the feminisation of the HIV epidemic in
this setting could be driven by gender inequalities (12).
Christofides et al. present a longitudinal study with
teenage girls in South Africa, exploring the relationship
between gender inequality and gender-based violence
and subsequent unplanned and unwanted pregnancies.
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They found that although some of the measures of
gender inequality were not associated with unplanned
and unwanted pregnancies, the role of gender power was
evident in that teenage girls who experienced physical
violence were more likely to have an unwanted pregnancy
(13). Finally, in the field of sexual health, DeMeyer et al.
offer evidence regarding the strong link between gender
equality and sexual health. Their cross-sectional study
with young people in Bolivia and Ecuador reveals that
more egalitarian gender attitudes are related to higher
current use of contraceptives within the couple, more
positive experiences and ideas about sexual intercourse,
and better communication about sexuality with the
partner among sexually active and sexually non-active
adolescents (14).
Violence against women or intimate partner violence
(IPV) is addressed in three articles. Women’s lived experiences of coping with domestic violence in rural Indonesia
is described by Hayati et al. as an ‘elastic band strategy’,
meaning a long-term process of moving between positions
of opposing the violence and accepting it. The interviewed
women faced lack of institutional support (15). Edin and
Nilsson highlight the specific circumstances of living in
violent relations and becoming pregnant. The study is
based in Sweden and they conclude that Swedish health
care institutions and maternal care need to become more
aware of the way pregnant women exposed to IPV express
their situation, which often is indirect and difficult to
understand (16). In a cross-sectional survey, Burgos-Soto
et al. investigated lifetime prevalence of physical and sexual
violence among HIV-infected women in Togo compared to
non-infected women. The prevalence was significantly
higher among infected women (17).
Five articles deal with questions about men, masculinities, and health. They concern traditional masculinities of dominance and power as well as emerging, new
forms of masculinities, of which the former are regarded to
be detrimental to both men’s and women’s health. In the
Nicaraguan context, Torres et al., have investigated young
men’s struggle for more gender-equitable masculinities and
they conclude that the emerging forms of masculinities
found within the study can help improve gender relations
and that they might be labelled ‘health-promoting masculinities’ (3). From the Ecuadorian context, Goicolea et al.
investigate how young men understand IPV. The main
finding is that the young men take a stance in which they
condemn violence whereas at the same time they do not
really reject sexism (18). In a study from southern Spain,
Marcos Marcos et al. provide insights into constructions
of masculinities that are dependent on collective practices
and performative acts which have a bearing on health
behaviour and gender equality (2). In a study on black
South African men’s constructions of respect and masculine identities in regard to violence and HIV, Gibbs et al.
suggest ways of working with men in order to reduce risky

2

behaviours and prevent violence (1). In a study from
Thailand on men’s experiences of alcohol addiction and
treatment, Hanpatchaiyakul et al. found three clusters of
experiences as ways of describing the development of
addiction. They emphasise the importance of addressing
concepts of masculinity and hegemony in relation to
treatment of alcohol addiction among Thai men (19).
Two papers focus on epidemiological perspectives on
gender and health. Malmusi et al. use data from the
population living conditions survey in Catalonia, Spain,
to explore if unequal gender distribution of resources can
explain women’s poorer self-rated health across social
classes. After adjustment for individual income, they
found that the association between sex and self-rated
health was eliminated, and especially so for the manual
classes. Thus, individual income accounted for the
observed health inequalities by gender and social class.
Malmusi et al. stress the need for policies to close the
gender pay gap and to facilitate women’s labour participation in order to reduce gender inequalities in health
(20). Bonita and Beaglehole discuss gender bias in the
global discourse on health, which focuses on women’s
reproductive capacity and neglects the influence of noncommunicable diseases (NCDs) on women’s health. This
neglect may result in women receiving fewer examinations and diagnosis tests, despite the fact that the absolute
numbers of NCD deaths in women are similar to that of
men. Bonita and Beaglehole propose that women and
NCDs should be prioritised on the post-2015 sustainable
human development agenda (21).
One article addresses issues of access to health services
from a gender perspective. Otero-Garcı́a et al. explore
rural midwifes’ perceptions on immigrant women’s access
to sexual and reproductive health services. According to
Otero-Garcia et al., midwifes relate underutilisation of
such services by immigrant women to gender inequalities
and access barriers (22).
Health policy is discussed in two of the papers. In their
commentary, Himabindu et al. discuss how the worldwide
attention to the ‘rape crisis’ in India generated widespread
political support for strengthening legal responses towards
violent crimes against women. Despite this, gender-based
violence remains a vast problem in India, due to the deeprooted patriarchy of Indian society making laws and
regulations not enough as a solution. According to
Himabindu et al., the portrayal of women in the Indian
cinema plays a significant role in reconstructing prejudicial
attitudes towards women. They call upon health workers
and researchers to take the lead in shaping a social
response towards gender violence by applying a gender
lens to their work and striving for the empowerment of
women (23). Gavriilidis et al. report from an evaluation of
a gender equity integration development plan (GEIPD) in
the city of Malmö, Sweden, aiming to increase gender
equity in all aspects of city life. They applied a policy
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empowerment index to understand how policy planning
can affect constituent empowerment. Gavriilidis et al.
found that 5090% of Malmö residents were concerned
with gender inequality at home or at work, despite living
in one of the most gender equal countries in the world.
Their evaluation showed that the GEIPD has a strong
potential to empower its constituency, with its strong
emphasis on protection against gender discrimination in
employment, education, and distribution of resources and
agency (24).
To conclude, we argue that there are some important
gaps that need to be addressed in future research dealing
with gender and health. Work-related health is considered
to become one of the leading causes of ill-health in the
world (25). For instance, work is heavily gendered in a
number of ways. There is substantial gender segregation
and discrimination of women in terms of income, career
opportunities, and access to leading positions. In unpaid
work, women usually take a greater responsibility for
reproductive work in child care, care for the elderly, and
household duties. Women report more stress at work and
work-related burnout is common. This calls for health
researchers to address issues of work-related ill-health,
including unpaid work, so that the total work load is
scrutinised. Health problems related to climate change
have up until now not focused much on gender, and the risk
of overlooking gendered outcomes of global warming, car
driving, transportation, and so on, is obvious here (26). We
also welcome a development of postcolonial perspectives
into gender and health research. Postcolonial theory has as
yet mainly been developed in social science and cultural
studies. The need for a theoretical integration of such perspectives is great, and would highlight inequalities, disparities, and tensions between the Global South and North in
terms of public health policy and international declarations (27). Gendered effects of international migration as
well as the vast demands on societies and individuals in
terms of ageing populations around the world are other
issues of importance for future global health research on
gender and health.
Ann Öhman
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Impact of HIV on and the constructions of masculinities
among HIV-positive men in South Africa: implications for
secondary prevention programs
Yandisa M. Sikweyiya1*, Rachel Jewkes1 and Kristin Dunkle2
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Background: To date, whilst there have been many published studies exploring the links between masculinity
and HIV, not much work has been done to explore how an HIV-positive diagnosis impacts men’s sense of
masculinity and contextualizing the masculinities as fluid and changing.
Objective: To explore how human immunodeficiency virus (HIV) impacts the lives of men and their
constructions of masculinity through interviews with 18 men living with HIV.
Design: Qualitative study involving conveniently and purposively selected black South African adult men who
lived with HIV. In-depth interviews were conducted with 18 men who resided in Johannesburg and Mthatha,
South Africa.
Results: Our analysis suggests that the performance of risky masculinity may influence the acquisition of HIV.
Yet, it also reveals that HIV can have a significant effect on men and their masculinities. Men’s constructions of
harmful notions of hegemonic masculinity pre-HIV diagnosis negatively affected their help-seeking behavior
and coping and adjustment to living with HIV, post-diagnosis. The dominant discourse that men are strong and
healthy visibly presented challenges for men when faced with an HIV-positive status. They interpreted HIV
diagnosis as a loss, a sign of failure as a man, and evidence of an inability to retain control. Being sick undermined their ability to perform roles expected of them, and this led to feelings of powerlessness, worthlessness,
and distress.
Conclusions: Interventions with men living with HIV need to provide safe spaces for men to critically explore
gender and constructions of social identities and the pressures these place on men and implications for their
health. With this approach, harmful constructions of masculinities may be challenged and mitigated, and this
process may render men amenable to change.
Keywords: Men; HIV; masculinities; coping and adjustment; South Africa
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uccesses with highly active antiretroviral therapy
(HAART) have led to decreases in mortality and
morbidity from human immunodeficiency virus
(HIV), and people living with HIV are living longer and
more productive lives (13). However, in some quarters
there are concerns that as people who live with HIV feel
better, their sexual behavior may become more risky,
or not change (4, 5), with the chance that they acquire
resistant strains of the virus or, if viral suppression is
incomplete, spread HIV (6).
In South Africa, to be eligible for HAART, adults and
adolescents must have a CD4 count of 5350 cells/mm3
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irrespective of the WHO clinical stage (7). With the
promotion of mass early HIV testing, there are increasing
numbers of people who know they have HIV, but are not
eligible for HAART, and it is essential that we promote
safe sexual practices with this group of people as a key
priority for HIV prevention in the population, as well as
enabling them to stay in the health system until they are
ready to start ARVs (8).
For a number of years, there has been awareness that
the focus of interventions with people living with HIV
should include their current psychological state including
adjustment problems, depression, and a tendency to use
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avoidance as a coping mechanism (8). These problems
elevate the risk of a person living with HIV transmitting
the virus (8). However, in the general population women
are much more willing to test for HIV than men and enter
care with a higher CD4 count (911).
To date, whilst there have been a number of published
studies exploring the links between masculinity and HIV
(12, 13), very little work has been done exploring how an
HIV-positive diagnosis affects men’s sense of masculinity and contextualizing the masculinities as fluid and
changing (14).
Gender theorists, following the lead of Connell (15),
have argued that ideals of masculinity are fluid and
dynamic, and within a given social setting there exist
multiple masculinities (see also 16, 17). Connell and
Messerschmidt (18) further argue that there is constant
construction and reconstruction of masculinities as the
situations or circumstances in which they were initially
formed change over time.
However, among these masculinities there is a shared
cultural model of masculinity that is viewed as an ideal
(19, 20). This has been termed hegemonic masculinity,
drawing from the Gramscian notion of hegemony which
implies a dominance which is attained through a social
agreement, rather than through violent subjugation of
others (15). The social agreement, or acquiescence, extends
to those who are disadvantaged by the hegemonic masculinity (15). Within a patriarchal social context, this includes
women and girls, and some alternative masculinities
(notwithstanding important minorities who resist or construct themselves in opposition to hegemonic masculinity)
(20, 21).
Because hegemonic masculinity operates as a cultural
model it pertains within a culture (17), and there may be
multiple hegemonic masculinities (especially in multi-ethic
settings) (17, 18). However, within a single culture there
tends to be one hegemonic masculinity and other masculinities (e.g. determined by age or sexual orientation)
are subordinated or protest masculinities (22). Within a
single setting, these may share important features. As a
cultural model and ideal (23), hegemonic masculinity has
traits that are recognized as features of ideal manhood,
and these inform the practices of men (21), but they do
not serve to create ‘cookie cutter’ men. In fact most men
do not behave according to the ideals of hegemonic
masculinity in all their practices, or all the time. For some
men, they aspire to be seen as occupying a hegemonically
masculine position, but may not do so either because they
cannot or in some respects they choose not to do so.
In South Africa, there is a body of scholarship on
hegemonic masculinity which is in agreement about certain male characteristics that are valorized. Hegemonic
masculinity, rooted in patriarchy, is fundamentally based
on the idea of male superiority over women (15, 21), and
South African men are expected to demonstrate this and

6

demonstrate control over women (24). Although their
power over women does not stem from the use of violence, violence is accepted as a strategy for control when
‘necessary’. South African men are expected to be
heterosexual and to engage in conspicuous performance
of heterosexuality and male desirability, in competition
with other men (25).
A South African patriarch is also expected to be head
of a household and a provider, although in practice this is
emphasized in the masculinity of older men (26). Men are
expected to be strong and tough, and by implication
healthy (12, 27). Linked to this is the idea that men are
supposed to be in control of their environment. Particularly
at a younger age, this may be tested and demonstrated
through being able to engage in risky demonstrations
of heterosexuality (e.g. multiple partners) (14), without
incurring penalties, such as getting HIV which may be
seen as a reflection of weakness (21, 28).
From this, it can be anticipated that having HIV may
be interpreted as reflecting an inadequate (or loss of)
masculinity both because it shows lack of strength and
toughness, but also because it reflects a failure of being in
control. Thus, men living with HIV may experience an
attachment of a negative or deficit masculine identity that
is meant to show that they are no longer viewed as ‘real’
man. This was paralleled by Hunter (28), writing about
Zulu men, who described isoka as a celebrated social
identity that is given to men with multiple concurrent
girlfriends (29) but if they impregnated a girlfriend they
were seen as disgraced men (30). In other words, they
were stigmatized. Goffman’s seminal work on stigma in
the 1960s highlights how stigmatized social positions
were resisted by those who would occupy them, either
through denial of the condition that was stigmatizing, or
through ‘passing’ (an attempt to conceal or get away with
not disclosing invisible stigma) as not having it (31). In
the context of HIV, denial may take the form of not
testing in the face of illness and efforts to pass may
involve rejecting opportunities for antiretroviral therapy,
support groups and safer sexual practices (especially the
use of condoms) (21).
Much of the work on understanding masculinities has
focused on particular groups (often identified by race,
socio-economic status, location in space, and time or
religion) (see 3236), and has often resulted in the description of one masculine position in the group studied
(e.g. 37).
A weakness of this analysis is that it implies that
the masculinity is fixed, either through suggesting that in
the population studied there is just one masculinity, or
else that among the individuals studied there is only one
masculinity occupied. A strength of Raewyn Connell’s
analysis has been the emphasis on the dynamic and
multiple nature of masculinities, which gives the possibility of not just multiple masculinities pertaining in an
Citation: Glob Health Action 2014, 7: 24631 - http://dx.doi.org/10.3402/gha.v7.24631
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individual setting, but also an individual man occupying
multiple masculine positions at different times and in
different contexts.
The purpose of the present paper is to explore how
HIV impacts the lives of men and their constructions of
masculinity through interviews with 18 men living with
HIV in South Africa.

Material and methods
This study was conducted in Johannesburg in the
Gauteng Province and Mthatha in the Eastern Cape
Province. These two towns represent two contrasting
settings in South Africa, i.e. urban and rural settings,
respectively.
Johannesburg is the largest city in South Africa in
terms of population, and also the provincial capital of the
Gauteng Province, which is the wealthiest province in
South Africa. In contrast, Mthatha is a small rural town
located in the Eastern Cape Province-one of the poorest
provinces in South Africa.
This paper draws on 18 in-depth interviews conducted
with adult men living with HIV. All participants were
black African men between the ages 1849, and all but
one identified themselves as heterosexual. Eleven men
resided in Johannesburg central or in Soweto, a nearby
township. The other seven men resided in Mthatha and
surrounding communities.
Interviews were conducted between 2008 and 2010 by
two male interviewers. Convenience and purposive sampling techniques were employed to recruit the men into the
study (38, 39). In Johannesburg, we employed convenience sampling to recruit men who were attending
two local clinics as out-patients, one in town and the other
in Soweto. These clinics had a dedicated service for men
living with HIV. The majority of the interviews in
Johannesburg were conducted by a male research assistant
who was in his late 20s and experienced in conducting
qualitative interviews. Prior to conducting interviews, he
was trained on research ethics and techniques of conducting in-depth interviews on sensitive topics. Whilst he
worked and lived in Johannesburg, he did not know the
men he interviewed prior to interviews. YS, who is an
author is this paper, also conducted three interviews in
Johannesburg, and all seven interviews in Mthatha. To
recruit participants in Mthatha, we employed a purposive
sampling technique. YS contacted a male colleague who
worked in the HIV and health sector in Mthatha and
requested him to assist in recruiting men who lived with
HIV that he knew or had worked with in his health
promotion programs.
There was no predetermined number of interviews to
be conducted, rather we interviewed until saturation, i.e.
when no new information was emerging in each question
of interest to the study (39). Each participant was interviewed once. Researchers may have preconceptions about
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the study topic, and this may influence the data collected
and its analysis. To reduce this potential bias, we used the
technique of bracketing where we attempted to put aside
what we thought we knew about the topic and remained
curious and open to the information we were getting in
the interviews and findings emerging from the data (38).
Interviews in Johannesburg were a mixture of IsiZulu,
SeSotho, and English, and interviews in Mthatha were
conducted in IsiXhosa, the dominant language in the
Eastern Cape Province.
The scope of enquiry was developed to guide the
interviews. It included asking men to share their views
and experiences on how being diagnosed with HIV had
affected their lives, and how the diagnosis had made them
to view themselves as men. We asked men to share life
stories on how they have experienced living with HIV and
how living with HIV had evolved over time, if it has. Men’s
sexual self-expression including sexual risk taking and
protection was also explored for both the pre- and postHIV diagnosis periods. We also explored whether men
acted or behaved differently as men who lived with HIV
when in public spaces as compared to when in private
spaces, and whether was there a difference between preand post-diagnosis periods. However, new issues that were
not initially in the scope of inquiry but had emerged during
the course of the interview and were relevant to the study
topic were explored in the interview, and then incorporated into the scope of enquiry for further exploration in
subsequent interviews with other men. All interviews were
audio-recorded.
Data analysis
Audio-recordings of the interviews were transcribed verbatim and translated into English in preparation for
data analysis. Data were analyzed inductively employing
thematic content analysis. However, there were deductive
elements to the analysis as YS who led the data analysis
reviewed the literature to explore themes that had been
presented in similar studies and thereafter checked for
those in our data (3840).
YS first read the transcripts repeatedly to familiarize
himself with the content of the transcripts (40). Thereafter,
he established few broad codes which somewhat corresponded with the questions in the scope of enquiry (39).
Thereafter, text which seemed to fit together was grouped
under a specific code. Subsequent to this, he explored the
data and identified numerous open codes. Further to this,
similar and or related open codes were grouped together
under clearly defined themes. All authors then explored the
relationships between the themes and interpreted what
they saw emerging, but also compared the findings with
those of other studies and drew the conclusions presented
in this paper.
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Participants and socio-economic circumstances
Participants gave varying reasons why they tested for
HIV. Twelve men said they tested because they had been
sick and a HIV test was recommended either by the
treating doctor or nurse or family member. Four men said
they tested following their intimate partners’ death which
often was suspected to be AIDS related. Three men
reported that they were encouraged by their partners to
test, with some of the partners having first disclosed to
the men to be living with HIV. One man said he tested for
HIV as a requirement to participate in contact sport.
At the time of the interviews, the period men had lived
with HIV ranged from being recently diagnosed (approximately 2 weeks) to 8 years.
In terms of men’s employment status, at the time of the
interviews, three said they were working in the HIV field as
lay counselors or doing other HIV voluntary work. Two
men were self-employed, four said they were formally
employed doing office-based work, while eight men
said they were not working. We do not have information
about one man’s employment status. Furthermore, we did
not collect information on the education level of the
participants.
We asked men about intimate partners and 14 men said
they were currently dating or had a sexual partner, and
the number of sexual partners ranged from having one to
four concurrent sexual partners, few men reported to be
currently in a relationship with a woman who was living
with HIV. Sixteen men reported that they had disclosed
their HIV status to at least one person. However, two
men said no one knew about their status.
Ethical considerations
Ethics approval was given by the ethics committees of
the University of the Witwatersrand, South Africa and
Emory University, United States of America. The purpose
of the study, procedures involved, risks and benefits,
and informants’ rights were explained to the participants
before they signed informed consent. A total of R50 (US
$5.7) was given to the informants for taking part in this
research. Data presented in this article were anonymously
processed with names of all the informants replaced
by pseudonyms and potential identifies removed. We
envisaged that some men may have strong emotional
reactions to some of the issues that will be discussed in
the interviews. As such, we prepared study information
pamphlets with a list of local services that men could
contact for psychological assistance should they feel the
need. However, none of the men requested or took up the
offer for referral.

Results
In the following section, we present a synopsis of the
main results. We show that HIV testing can set in chain
a set of experiences that result in radical change to a
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person’s self-assessment of masculinity as well as public
assessment, depending on experience of care seeking, ill
health, disclosure (voluntary or involuntary) and reactions of others to this. Thus, presenting a situation in
which masculinity appears at its most fluid, with multiple
masculine positions (emphasized masculinity, traditional
masculinity, and diminished masculinity) presented as being
occupied or aspired to over time, and existing at one time
within the imagination and practices of individual men.
Additionally, we show that the context of change provides
the possibility of reshaping of masculinity to construct
masculinities (resourcefulresponsible men) based on ideas
of caring and protecting which are less sexually risky and
enable treatment adherence. Furthermore, we illustrate
how shifts in identity can have an enduring and critical
impact on men’s ability to access and adhere to care and
safer sex practices, and highlight the possibilities this
creates for intervention to promote easier adjustment to a
HIV-positive status among men.
Emphasized masculinity
Men’s practices and masculine identities before they
acquired HIV were only visible through their discourse
of their practices and priorities around these in the interviews we conducted with them when they had already
acquired HIV. In our analysis, we noted fluidity, and
sometimes blending, of masculine positions within individual man. This fluidity seemed to depend on various
factors including time, space occupied by men, and,
through historical accounts, age and showed that these
masculine positions are not fixed.
The accounts highlight many of the features which
were mentioned above as being indicative of a dominant
masculinity, especially among younger people where
heterosexual performance is greatly emphasized. This is
illustrated in the narrative below:
Well I have started using condoms now, I wasn’t
practicing safe sex and I had many girlfriends and
me and my friends were competing about having
many sexual partners though I was from a poor
family but that didn’t affect my performance in
having many partners. (Menzi)

Menzi was one of the 11 men in the study who indicated that he had previously sought to occupy a position
that would enable him to be recognized as a ‘real’ man.
He describes competing with other men on his sexual
performance, measured in terms of having more girlfriends. The competition with other men over girlfriends
echoes that described by Wood and Jewkes (37) among
young men in the rural Eastern Cape.
Men indicated that they were socialized to understand
that to be a man they should take risks, be brave and
demonstrate strength, have the ability to propose love to
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women, initiate and sustain relationships with multiple
women; be dominant and in control in such relationships.
In this context, the performance of the emphasized
masculinity seems to be deeply grounded on the socialization of these men. Luxolo further illustrates this when
he explained:

traditional masculinity of Jeff and Itumeleng, the one
hegemonic in this setting. In other words, they grieved the
future they felt they could not attain and not the past that
they had lost. Tshepo described his loss in terms of an
inability to occupy the carefree hegemonic masculinity,
i.e. the traditional position:

And we were raised in a manner that we are men,
you find that we behave in a manner that we like and
we socialize [party] . . . do you understand? And as
men we have to smoke and have the drink [alcohol]
do you understand? To sleep [have sex] wherever and
whenever and with whomever you meet, do you
understand? You are a man. (Luxolo)

You know I like women, so for my situation now I
can’t have many of them and I should use protection
every time and the other thing is that I can’t have
another child because of my status.

Whilst it may seem that Luxolo was generalizing, and
perhaps exaggerating, he was also reflecting social norms
of male behavior. It is not clear whether he was talking
about himself here, but he suggests that he was, and other
men in this study reported similar pressure and behavior
in the interviews.
In the analysis we also noted that some of the men
were clearly still identifying with the youthful masculinity and at the time of the interview had several sexual
partners.
Traditional masculinity
In this setting, the traditional masculinity position is
considered a mature masculinity (30). This masculinity
emphasizes the expectation that men should provide a
secure home for the family, fulfill a role as providers, and
ensure the survival of the family line through childbearing and raising of children (41).
In our analysis, there appeared to be a blurring between the emphasized and traditional masculine positions in this setting. However, we also noted a difference
between these masculine positions in terms of views on
what is successful manhood and practices associated with
these. The main area of difference was that the emphasized masculine position is more a youth masculinity; in
contrast the traditional masculinity position is a more
mature position that is tightly correlated with particular
expectations and responsibilities fitting of a man who has
transited from being a youth to attaining the status of
adulthood.
In our study some of the men were in a different life
stage. Itumeleng and Jeff were cohabiting or married, and
Thabo was divorced. Itumeleng stayed with his partner
and a child in a flat in Johannesburg and was the main
provider in the family. Jeff was married, and had three
children.
Other men, faced with the loss of their youthful
masculinity after HIV diagnosis, grieved. The interviews
suggested that in so doing, they mostly did not hanker
after the youthful position that they had occupied and
lost, but rather lamented an inability to occupy the more
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Jeff and Itumeleng were among the men who grieved a
loss of traditional masculinity. They appeared to grieve
an inability to occupy a masculine position which ostensibly it appeared they were already in. For these men, it
appeared they were framing HIV as a loss and judging
what is lost in terms of a traditional masculine position.
In this respect, they were similar to many of the men who
were still in a more youthful masculinity.
In the interviews, there was a great deal of angst among
men when discussing issues of childbearing and fatherhood. Men who had no biological children showed strong
emotions of sadness and regret when discussing this topic.
For them, having HIV meant that they would not leave anyone behind to perpetuate their family name, proving them
to be failures in the eyes of their families. The following
narratives illustrate this anxiety among some men.
In my life I planned to have children but after
finding out about my status I just knew that I won’t
have children because of my status. (Joel)
Eh indeed it does not make me to feel good for sex
since I’m a man, I need to revive the family name
so I cannot do that because I always do it with
a condom . . . there is no choice that I can make
because I will make a poor soul dirty (transmit HIV),
it is better that I just . . ., use a condom. (Katlego)

In contrast, men who already had children worried
about the potential inability to provide for them; about
dying prematurely and leaving their children without a
father to provide for them; and others recognized with
sadness that they will not be able to have other children.
For example, Jeff stated:
That one [having children], I dream about, . . . I tell
myself as long as I’ve got two kids there’s no more
kids, there’s nothing I can do I’ll never have another
kid.

Luxolo talked about his wish to live longer so that he
could raise his children:
I wish to find myself staying in a house or next to my
place or next to the kraal you see then spending my
pension money . . . being that man who has extensive
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experience in life where they [children] keep coming
in and out saying I have a certain problem daddy and
share tirelessly with my children . . . that is the thing
that scares me, that seems difficult for us as men in
this HIV/AIDS issue. (Luxolo)

As we note in the extract below, being sick undermined
men’s ability to perform their roles and led to feelings of
powerlessness, worthlessness, and distress:
So then I am sitting here on the bed just as the
month is coming to an end I don’t know how I will
pay the rent, what are the kids going to eat, I wish to
be well. (Luxolo)

Providing support to this notion of manhood, Katlego
highlighted the importance for him, as a man, to find a
job, work and provide for his family. He explained:
So it’s like I am saying that I am washing cars in
town at the rank. I am able to support my family
with that money. (Katlego)

In this sample of men, the traditional masculine identity is largely an aspired one and appears to most be
present as a preoccupation post-HIV diagnosis.
Diminished masculinity
HIV compromised men’s ability to sustain the traditional
masculine position  one that is hegemonic in this setting,
and in response, many of them found themselves forced
into a deficit identity. That is one that was at odds with
the traditional notions of masculinity they so aspired for
(42). To date, there has been little emphasis in scholarship
on the emotional vulnerability of South African men,
with some notable exceptions (e.g. 23). In our analysis, the
diminished masculine position was particularly characterized by feelings of helplessness, hopelessness, and men’s
interpretation of their lives as compromised or constrained by having acquired HIV. Nine men occupied
this position after they were diagnosed with HIV.
There was some distinction among men who reported
this. Men who had been recently diagnosed (approximately within 1 year), at the time of the interviews, were
more likely to report the emotions mentioned above. Yet,
men who had lived with HIV for more than a year were
more likely to mention this position in their past. The
latter group had over the years, departed from this position as they adjusted to their diagnosis (see also 10, 43).
For example, Itumeleng who had been living with HIV
for a prolonged period of time reflected:
After I tested positive I felt that something very
important had been taken from me by somebody
you see and that thing I will never get it again, so
I felt very weak and I felt that I’m powerless, I’m
powerless you know what I mean and ja you feel like
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that once you have acquired HIV, you become stuck
and helpless you know and hopeless.

Feelings of dejection after diagnosis were reported by
other men as well, best illustrated in Thabo’s narrative
below:
At first when I learned that I had acquired HIV, it
wasn’t easy for me and I used to lock myself in the
bedroom especially when it was time for me to take
vitamins, but my family would tell me that it is not
the end of the world.

Several other men reported feeling diminished by having acquired HIV. In their narratives, there was a great
sense of loss:
Things that affect men is losing dignity, self-esteem
because as a man you are a leader but if you are
living with HIV it is difficult to exercise that power
. . . it can also affect your relationship with your
partner . . . and as a father you have to be supportive
to your family and how are you going to do that
when you are the one who needs support. (Menzi)
A man looks and looks and realizes that this thing
that he has involved himself in [acquiring HIV]
makes his life cold. (Luxolo)

The practices that some men identified as vital and
marking successful manhood included strength and
bravery. As such, for them, having acquired HIV and being
sick, being cared for by others in the family or community,
or seeking help were signs of weakness which undermined
their manhood.
You know when you get sick it’s a problem because
many people would want to know and if you tell
them they will start to feel pity for you and it’s
something that men don’t want . . . and culture
really, men believe that clinics are for women and if
a man goes to the clinic it means that he is weak.
(Menzi)

Menzi clearly read his HIV status and its impact on his
health in terms of his masculinity. It was unmasculine to be
ill and pitied, and to attend a clinic to seek care. HIV represented weakness, and that was unmasculine (c.f. 44). This
resentment of illness could also reflect an avoidance of the
reality of living with HIV and a negative coping strategy.
Some men said that the HIV-positive diagnosis necessitated behavior change in their lives. Yet, for many, making
such changes seem not to be out of their own volition,
rather the changes ran counter to how they preferred to
position themselves as a man. It seems changing their
behavior was a burdensome process for them as Luxolo
explained:
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That indeed in the morning and evening I will take
this thing [ARVs] and for the rest of my life I will
never do anything else so they are just things that
you see that we are totally forced into that you must
do a certain thing, do not do a certain thing you see.
(Luxolo)

It appears Luxolo felt that he was living a prescribed
life, and that he had lost the freedom to live his life the
way he desired. His lack of control over his own life again
reflected a lack of access to the hegemonic masculinity.
For other men, the need to reduce sexual partners, and
to use a condom consistently when having sex were some
of the changes men felt were forced upon them because of
their status. This is evidenced by Boitumelo’s assertion
that ‘using a condom is not easy sometimes’.
What is depicted in the above narratives as an occupied
position by these men is diminished manhood, a loss
position that was fairly consistently described as following the diagnosis.
Coping mechanisms: avoidance or acceptance
The men interviewed spoke of the impact of HIV in diminishing their manhood as being intolerable. Thus, they
sought ways of shaking off their feelings of inadequacy
which in an immediate sense stemmed from their perception of diminished masculinity but this itself was a
response to being told they had acquired HIV. The data
suggest that there could be three ways of doing this. The
first was through deceiving partners and using traditional
healers and treatments rather than clinics. As shown in
Table 1, many men only tested for HIV when they were
sick, and some only sought medical help at the behest
of their families, or on recommendation by the doctor or
nurse consulted. Men in our study, such as Menzi above,
described public health centers as spaces they were uncomfortable to access and resisted doing so.
This type of denial was seen again in the men who did
not disclose their status to their intimate and or sexual
partners as they feared a negative reaction. They feared
being blamed for placing their partners at risk of HIV,
although ironically were continuing to do this by nondisclosure. Additionally, they feared that their acquisition
of HIV may be linked to promiscuous behavior on their
part. Some said this link between men’s promiscuous
behavior and HIV acquisition often lead to blame and
stigmatization by others in their communities. Ntsikelelo’s
comment to follow is illustrative:
Ey some men are boisterous others are fearful they
[partners] will say they acquired the virus maybe
through bad behavior . . . most men think that they
are going to break up with the person that they
were dating, they are going to break up with their
wives if they ever explain that they have the virus.
(Ntsikelelo)
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Earlier we argued that, for some men, having many
sexual partners was an essential part of being a man, so in
this context this appears paradoxical. The paradox can be
explained through understanding that it is the failure to
be able to have lots of partners and stay in control of the
situation that is perceived as unmanly, in this case loss
of control is demonstrated through having acquired
HIV. Our data show that these men were aware of the
importance of disclosing their status to their partners, yet
they thought that disclosing their status was a huge risk
for themselves, their relationships and families, and they
were, at least initially, not prepared to do this.
This risk perception may have had obtained credence
from the lived experiences of some of the men who said
that after disclosing to their partners, they experienced
severe and harsh backlash. They reported being blamed
for transmitting the virus to the partners, ridiculed, and
called names, and for some, their wives or girlfriends left
them. For instance, when Luxolo disclosed his status publicly, he experienced hostile reaction from some
of his former girlfriends and the community at large. He
said:
I disclosed to the community over the radio . . . It
was very hard I was ‘that’ person, I realized that
I had my ex-girlfriends that I dated when I was still
young and knowing that even then the virus was not
existing then, I was being followed, insulted and
I understood others were going to open cases [press
criminal charges]. (Luxolo)

Assessing the risk as huge, some men concealed their
status from their partners. This decision, however, had
negative health consequences for men and their partners.
Some men said they found it difficult to take their medication in the presence of their partners and were forced to
hide their medication resulting in treatment non-adherence.
Other men said they continued to have unprotected sex with
their girlfriends or wives even though they knew they were
potentially transmitting the virus to them.
Using traditional healers seems to have had been a
preferred option by some of the men. When we interviewed Bophelo, he had recently been diagnosed with
HIV and mentioned having asked someone to prepare
traditional medicine for him to cure the HIV:
Interviewer: Can you tell me who have you told
about your status?
Bophelo: No one, I only found out this week but I
just asked someone to prepare me muti (traditional
medicine) that heals HIV.
Interviewer: does that person have information
about HIV?
Bophelo: Yes, he had AIDS, his wife died of AIDS
and when he tested he was told he has got AIDS. So
when he was at church he had a vision of muti that
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Name
Luxolo

Relationship
Dating

Year

Support group

Social position

diagnosed

attendance

Province

HIV volunteer work

2000

Yes

EC

Required for participating
in sport
Was sick

Ntsikelelo

Casual sex partners

Self-employed

2002

Yes

EC

Itumeleng

One partner

HIV counselor

1993

Yes

Gauteng

Why

Date of

tested

interview

Disclosed

2009

Family/publicly/partners

2009

Mother/friends

Seems was sick? Developed

05/2009

Family/church/partner/

05/2009

No one

glands 2 days after diagnosed
Jeff

Wife and three girlfriends

Working

2009

Tobias

One partner

Working

2009

Katlego

One partner

Self-employed

2003

Mbongeni

One partner

Working

Menzi

Four sexual partners

Thabo

Divorcee and

Lebohang

No

publicly

Gauteng

Was sick and doctor

Gauteng

Advised by girlfriend

05/2009

Younger brother

Yes

Gauteng

Was sick

05/2009

Family/friends/clients

2005

No

EC

Encouraged by partner
(HIV  ) to test. Previous

07/10/08

Partner/family/friends

Working

2000

No

Gauteng

Was sick

07/10/08

Family/friends/partners

Not working

2008

Yes

EC

Was sick

12/11/2008

No partner

Not working

2008

Yes

Gauteng

Was sick

13/11/08

Joel

Two partners

Working in the

1995

Yes

EC

Tshepo

One partner

Not working

March 2008

Yes

Gauteng

Partner had died

Oupa

One partner

Not working

2005

No

Gauteng

Was sick and had TB

20/11/2008

Family/ partner and

Boitumelo

Two partners

Not working

2004

Gauteng

Was sick

03/12/2008

Family/friend and one

Not working
Not working

March 2006
Late 2006

Was sick and in prison
Was sick

10/12/2008
11/12/2008

Mother
Family/ friends/

recommended testing

partners had died
(All partners HIV+)
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Family

one partner

HIV field

Was sick and

14/11/2008

partner died

Family/friends and
neighbors
Significant others/family/
partners

15/11/08

Brother
neighbors
partner

Johnson
Two sexual partners
Mthuthuzeli Girlfriend (HIV  )

No
No

EC
EC

ex-girlfriends and current
girlfriend
Bophelo

No partner

_

Benjamin

Abstaining and not dating Not working

12/2008

No

Gauteng

Partner suspected of

May 2008

No

Gauteng

Partner had died

12/2008

No one

having HIV
since partner’s passing

03/12/2008

Family/friends
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Table 1. Sketches of research participants
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cures HIV. He drank the muti and when he went
back to test he was told he was HIV negative. So he
is committed to help others . . . I will take it (ARVs)
but I will not stop taking the muti treatment because
I know muti has helped many people.

Highlighting perhaps another reason for preferring
muti as a treatment for HIV, Itumeleng located its use as
an HIV treatment to cultural practices. He explained:
African [black] men wouldn’t mind to drink imbiza
[traditional medicine], to induce vomiting and do
all these traditional rituals and don’t bother about
using the condom because they want to prove that
that culture is more important to them than any
other thing.

Notwithstanding public education around there being
no HIV cure, some men consulted traditional healers
because they still held out a hope for being cured. Others
preferred traditional healers as they hoped that the latter
would explain away their sickness in terms other than
having acquired HIV.
Another avenue of avoidance of diminished masculinity was in alcohol and drug abuse (see also 46). Stanton
and colleagues argue that coping through avoidance may
predict maladjustment and lead to distress for those using
it (45). In our study, while some men may have also been
using these substances prior to HIV diagnosis, it seems
for others, post-diagnosis substance abuse may have been
a coping mechanism. For instance, some men reported
that they drank heavily as ‘a way of dealing with the
diagnosis’, ‘to relieve the pain accompanying diagnosis’,
and ‘to make their lives bearable’. This is best captured in
Jeff’s interview to follow. At the time of his interview, he
had recently been diagnosed and was visibly emotional
and teary in the interview. He narrated how he felt and
how he used alcohol as a way of dealing with the diagnosis, a coping strategy. He explained:
That’s what I was trying to do by the time I was
home, I couldn’t eat, I couldn’t sleep, but . . . I tried
too much booze [alcohol], I’d say ‘hayi [no] this is
crap’ . . . I can’t sleep while I’m drunk, it’s a waste of
money, waste of time, waste of everything, you just
go back there, do whatever.

Consistent with Jeff’s experience, Luxolo highlighted
the common use of excessive alcohol as a way of avoiding
to confront the reality of the diagnosis. He posited:
Another person will tell himself that it’s something
that is waiting for me, I am going, as I think I am
waiting for death, and some of them [men living
with HIV] say I am leaving work, another person
may end up telling himself that he will succumb to
alcohol to try and dismiss this problem which he has
Citation: Glob Health Action 2014, 7: 24631 - http://dx.doi.org/10.3402/gha.v7.24631

in his head, if I am always drunk it seems I might
feel okay.

The third coping mechanism resulted in a state of
empowerment through acceptance of one’s HIV-positive
status. Almost all men interviewed spoke of the importance of accepting one’s HIV status, but this is not to say
that all of them had concluded this stage of acceptance.
Some were clearly still battling to accept the HIV diagnosis. Notwithstanding this, our data suggest that reaching a stage of acceptance and disclosure of their status
(sometimes publicly), facilitated the process of helpseeking and treatment adherence. Whilst there were
men who had negative experiences of disclosure (e.g.
stigmatization), there were those who said they received
support from the people they disclosed to even if those
had been hostile initially (c.f. 46).
Being accepted and supported by significant others
was valued by and crucial in empowering men to move
from the diminished masculine position and reconfigure another masculine identity which allowed them to
live positively with HIV. The following narratives are
illustrative:
Just living with HIV, one becomes depressed and
wants to be alone, it takes time to adjust and accept
until you reach a point where you need to choose the
life that you want. (Lebohang)
Ja, I even go to church, church are the ones who will
tell you that there is life even if you have got AIDS.
If you go there those people are so supportive there,
praying for you sometimes you can be . . ., I can even
feel that I can live with those people who ever is
there. (Jeff)

Resourcefulresponsible men
Post-diagnosis, nine men positively reconfigured their masculinities and repositioned themselves as leaders, HIV
activists and advocates, and were viewed as resourceful
persons in their communities (see also 47). In our analysis,
we noted particular characteristics among these men.
They were mainly those who had lived with the HIV for a
prolonged period of time; were more likely to have been
through extensive HIV counseling and education or had
been part of a local support group for an extended period
of time; had disclosed their status to their families, intimate partners, and community; had disclosed publicly
about living with HIV.
Whilst most of these men had no formal training on
HIV counseling and life skills, most had taken up the role
of being HIV peer counselors and performed such roles
principally drawing from their experience of living with
HIV over a lengthy period of time.
In their narratives, there was a relatively strong desire
to make the lives of other people living with HIV bearable or to protect others from acquiring HIV. In his
interview, Luxolo spoke at length about the role he was
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playing to support other people living with HIV in his
community. It seems he was motivated by the need to
prevent emotional and physical pain and suffering that
could potentially be experienced by people living with
HIV, if there was no support. He elucidated:
Those who have just tested because I know the
challenges and that they can . . ., so that they do not
experience them the same way I did since I didn’t
have any support I didn’t know anything. (Luxolo)

Mthuthuzeli and Ntsikelelo also reported that they
encouraged other men who lived with HIV to seek help
and adhere to their medication. They motivated these
men through referring to their life stories of living with
HIV, as examples:
I encouraged some guy at the clinic about taking
treatment, he didn’t believe that our medication will
help him and I had to tell him about where I come
from. I told him that taking medication helped me a
lot. (Mthuthuzeli)

In his interview, Ntsikelelo narrated a story where he
actively played a caring role where a man in his community was refusing help and not taking his medication:
I was looking after him, he was a person then who
used to not attend the clinic even when he was sick
no he was not attending the clinic, he used to be a
person who will sit and not even take the tablets . . .
but when he fell sick I made him to meet the social
workers then so that the caregivers at the hospice . . .
I said to them then they must look after him.
(Ntsikelelo)

Boitumelo spoke about the role he was playing in his
community to prevent people from acquiring HIV. He
motivated them to use condoms consistently when having
sex, and echoed the same sentiment that he did this to
prevent other people from experiencing the suffering he
did after he was diagnosed with HIV. He posited:
I tell them about condoms and also give them
condoms to use because I don’t want them to suffer
the way I have suffered. (Boitumelo)

In some cases, men were sometimes asked by local
families to talk with a family member who was suspected
of being sick with an AIDS related disease, but was
refusing to seek help or take medication.
Okay, my family and friends and even in the community when someone is ill they would call me but
sometimes they would call me for a person who is
about to die. (Joel)
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These men derived a sense of importance and self-worth
from occupying these caring positions in their communities, positions that are certainly counter to hegemonic
ideals of masculinity. In the following extracts, we note the
feeling of self-worth which, in turn, seems to have helped
these men to regain self-respect and aided them in
reconfiguring their masculinities into positive ones.
When they keep talking about the HIV/AIDS issue
I sometimes disassociate myself from it, I’m always
on this side where I am expected to help when they
say there is a person with a problem, I ask myself
who is helping them, how can I reach that person
and be able to assist him? (Luxolo)
There’s nothing like this that I am going to tell now
that has made me happy in my life, it makes me feel
good especially when I’m out with guys standing in
front of young girls and boys 13 years old and sharing
ideas with them telling me what they know especially
about sex and sexuality and me sharing ja my experiences in life like in terms of sex and sexuality and
leaving them with that question mark of deciding
what to do, because such thing is taboo. (Itumeleng)

By protecting their sexual partners from acquiring
HIV from them by consistently wearing condoms when
having sex; abstaining from sex; reducing the number of
sexual partners; these men viewed themselves as responsible man and protectors. These practices are often used
to describe a mature and responsible man in this setting.
Thus, on noting the role they were playing in their communities, this may have restored their sense of manhood
and perhaps facilitated rationalization about being worthy
men in a different way. The following narrative from
Katlego supports our interpretation:
Katlego: So in order for me to come to that decision, I thought of that first, then I made a decision
that I will always be a person that I will have sex
with I will need to have a condom
Interviewer . . . how does that make you feel on the
inside my brother?
Katlego: Eh it makes me very happy instead of
killing the community . . . to protect another person.

Discussion
In this paper, we have argued that the men interviewed in
many ways read their HIV diagnosis and illness in terms
of their masculinity and its impact on it. Our analysis
revealed that some men described having occupied the
emphasized masculine position which we argue is a
youthful masculinity, even though some older men may
also occupy this position, that is characterized by pleasure
seeking and having multiple concurrent sexual partners
amongst other things (see also 29, 48). Most men described having occupied this position mainly before they
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were diagnosed with HIV, with most reporting having
slightly departed from this position as they felt they could
no longer occupy it after acquiring HIV. Reasons given
for the departure from this position are consistent with
Hunter’s finding on Isoka lamanyala (a dirty and unacceptable masculinity) (30) which he described as a negative labeling given to Zulu men who had, according to
the dominant culture of the time, ‘gone too far’ in their
enactment of masculinity. Similarly, some men in our
study felt that as they had HIV, having multiple concurrent sexual partners, one night stands, and not using
condom during sex would attract harsh judgment from
their peers and society, thus could no longer occupy this
masculine position.
However, we found little or no evidence suggesting that
these men cried over the loss of this youthful masculine
position, rather they grieved the loss of access to a more
valued form of masculinity, the traditional masculine
position. The latter masculine position has cultural currency in many African settings. The men who occupy it
are seen as exemplifying what manhood is. Thus they are
celebrated and marveled at as they have demonstrated
maturity and a transition from being a boy into being a
responsible man (25, 48).
As such, this culturally informed manner of attaining
manhood provides a cultural prescription for young boys
and men to measure themselves and their masculinities
against (49). To occupy this position, men should perform roles such as finding a stable job, marry and start a
family, provide for and sustain it (41, 48). Indeed, most
men interviewed in this study aspired to occupy this
position, yet the majority of them regrettably felt it was
no longer accessible to them as they now had acquired
HIV. In general, men closely linked HIV acquisition to
inadequacy and loss [of manhood]. This was more apparent in Itumeleng’s and Jeff’s narratives whom we
argue had certainly tapped into some of the aspects of
traditional masculinity, but they too viewed the traditional masculine position as unattainable, linking their
lack of potency to attain it to their having HIV.
We have noted a sizeable number of men who reconfigured their masculinity after being diagnosed with HIV.
We argue that this positional shift in masculinities was in
reaction to having been diagnosed with HIV. Through
performing more caring roles toward others (50), being
concerned about their health and starting and adhering
to treatment (48), expressing their needs and emotions
and seeking help, these men had clearly departed from
the harmful notions of hegemonic masculinity, as these
behaviors are clearly in opposition to it (51). It appears
that the observed shift was preceded by some critical
reflection on the men’s part. The possibilities of men
changing their behaviors and masculinities have been
alluded to by Barker and Ricardo (48). They argued that
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in Africa, there is evidence that masculinities are changing as ‘the dimensions of the AIDS epidemic in Africa
and the devastation of families are forcing some men
to question gender norms and attitudes that were once
unquestionable’ (p. 44).
Similarly, in our study, the vast majority of men who
were able to reconfigure their masculinities into one emphasizing responsibility and caring were likely to be those
who had, over the years, mulled over their life circumstances and masculinities, disclosed their status, sought
help thus had linkages to care, were on ARVs and
adhering. This highlights the critical need to reach out
to those men who are living with HIV but may not be sick
and thus not eligible for ARVs and ensure that they are
linked to support and care. Furthermore, we argue that
the men who were unable to reconfigure their masculinities and had remained in the diminished position were
particularly vulnerable to negative coping strategies (e.g.
drinking alcohol at harmful levels, denial, and other selfdestructive behavior) which ultimately were likely to be
life shortening.
Interventions to support adjustment to living with HIV
need to take into account the impact of HIV on masculinity and the impact of masculinity on coping with a life
with HIV and its length. Available gender-transformative
interventions in the gender-based violence (GBV) and
HIV prevention sectors have sought to change the way
men see themselves as men as part of the prevention of
GBV and sexually risk behavior. The success of these
interventions which are ‘grounded on research-based
theoretical models of prevention’ (52) has been documented
(53), and the Stepping Stones intervention is an example in
South Africa (see 54, 55). The Stepping Stones curriculum comprises a participatory approach that includes
critical reflection to encourage safer sexual practices
through building more gender-equitable relationships
(54). This approach draws on Freire’s (56) work in which
he argues that through discourse and reflection, people
can begin to question themselves and their behavior and
pursue alternative ways of being. In working with men for
gender-transformation, this approach affords men spaces
to reappraise their masculinities and adopt more genderequitable forms of masculinities (47). Thus, we argue that
the same principles of critical reflections could be used
with good effect in interventions that seek to promote
positive adjustment for men living with HIV in the critical
phase after diagnosis and before care, as well as those
starting care.
Strengths and limitations
Most men interviewed in this study were recruited from a
HIV clinic in Johannesburg and Soweto. Thus, because
they had access to HIV services from the clinics, they
may have been different to other men living with HIV in
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the general population. Notwithstanding, however, in our
analysis, in terms of experiences of living with HIV and
the behaviors reported, we could not discern any difference between these men (recruited through clinics) and
those recruited in the general community in Mthatha.
In this study, we interviewed a man who self-identified
as a man who has sex with both men and women. Whilst
our analysis revealed no discernable differences in terms
of his experiences of living with HIV and constructions
of masculinities as compared to those who self-identified
as heterosexual, future studies would do well not to
mix men who have different sexual orientations as this
may introduce gender identity complexities that may be
difficult to explicate. We acknowledge that social desirability could be a potential bias in this study as some men
may have reported behaviors they felt would be acceptable to be told to the interviewers.

3.

4.

5.

6.

7.

8.

Conclusion
In this paper we have shown that HIV can have a significant effect on men and their masculinities. Furthermore,
we have presented evidence that men’s constructions and
performance of harmful notions of hegemonic masculinity pre-HIV diagnosis negatively affect their helpseeking behavior and adjustment to living with HIV,
post-diagnosis. Interventions with men living with HIV
need to provide safe spaces for men to reflect on their
life circumstances (including health risk behaviors), and
identify significant, meaningful and future-oriented goals
and aspirations. These could be the necessary motivations
and triggers for men to reconfigure their masculinities and
help-seeking behavior. For this change to occur and for
men to adopt more gender and progressive masculinities
that would enable them to accept, cope, and adjust more
easily to living with HIV, the infusion of elements of
critical reflection (56) in interventions may be beneficial.
Such interventions should critically explore the constructions of social identities and the pressures these place on
men. Furthermore, the interventions should vigorously
challenge harmful constructions of masculinities, this
process may render men amenable to change.
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Background: Although teenage pregnancies in South Africa have declined, the short and longer term health
and social consequences are a potential public health concern. This longitudinal study aimed to describe the
range of risk and protective factors for incident unwanted and unplanned pregnancies occurring over 2 years
of follow-up among a cohort of adolescent women in the Eastern Cape, South Africa. It also investigated the
relationship between gender inequality and gender-based violence and subsequent unplanned and unwanted
pregnancies among the cohort.
Objective: Teenage girls, aged 1518 years (n 19), who were volunteer participants in a cluster randomized
controlled trial and who had data from at least one follow-up were included in this analysis. To assess risk and
protective factors for incident unwanted or unplanned pregnancies, we constructed multivariate polytomous
regression models adjusting for sampling clusters as latent variables. Covariates included age, having a
pregnancy prior to baseline, education, time between interviews, study intervention arm, contraceptive use,
experience of intimate partner violence, belief that the teenage girl and her boyfriend are mutual main
partners, and socioeconomic status.
Results: Overall, 174 pregnancies occurred over the 2-year follow-up period. Beliefs about relationship control
were not associated with unwanted and unplanned pregnancies, nor were experiences of forced first sex or
coerced sex under the age of 15. Hormonal contraception was protective against unplanned pregnancies (OR
0.40; 95% CI 0.210.79); however, using condoms was not protective. Physical abuse (OR 1.69; 95% CI 1.052.72)
was a risk factor for, and having a pregnancy prior to baseline was protective against an unwanted pregnancy
(OR 0.25; 95% CI 0.070.80). Higher socioeconomic status was protective for both unplanned and unwanted
pregnancies (OR 0.69; 95% CI 0.580.83 and OR 0.78; 95% CI 0.640.96). Believing that the teenage girl and
her boyfriend were mutual main partners doubled the odds of reporting both an unplanned and unwanted
pregnancy (OR 2.58 95% CI 1.076.25, and OR 2.21 95% CI 1.134.29).
Conclusion: Although some of the measures of gender inequity were not associated with unplanned and
unwanted pregnancies, there is evidence of the role of both gender power and socioeconomic status. This was
evident in teenage girls who experienced physical violence being more likely to have an unwanted pregnancy.
Interventions to prevent teenage pregnancies need to be tailored by socioeconomic status because some
teenagers may see having a pregnancy as a way to have a more secure future. Interventions that engage with
relationship dynamics of teenagers are essential if unwanted and unplanned pregnancies are to be prevented.
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Unplanned and unwanted teenage pregnancies

eenage pregnancies have adverse short- and longterm health outcomes for both the young women
and their infants. Teenage mothers have been found
to be at increased risk for anemia, urinary tract infection,
and pregnancy-induced hypertension (14). Infants were
more likely to suffer infant and neonatal death, accidents,
infections, and sudden infant death syndrome (SIDS) (5).
There is also a body of literature that has explored the
longer term social and mental health consequences of
teenage pregnancy. These consequences include depression and substance use, increased sexual risk behavior,
as well as lower educational attainment and socioeconomic status (68). Most of this literature emanates
from developed countries in North America, Australia,
and Europe.
Nearly one-third of South African women report
having had a teenage pregnancy (9, 10). There is evidence
that teenage fertility declined by 10% between 1996 and
2001 from 79 births per 1,000 women to 65 births per
1,000 women (11).
Studies from South Africa have described the relationship between teen pregnancies and poorer educational
outcomes (12, 13). A recent study of young women in
South Africa found that early teenage pregnancies increased risk of acquiring HIV (14).
It is against this backdrop of both short and longer
term adverse health outcomes that teenage pregnancies
are largely viewed as a public health issue. However, few
studies investigating the risk factors for teenage pregnancies differentiate between desired, unwanted, and unplanned pregnancies. In the South African context, some
teenage pregnancies are desired, but most are unplanned
or unwanted (11, 15). An unplanned pregnancy is described in the literature as a pregnancy that is not desired
at that particular time, in other words it is mistimed,
whereas an unwanted pregnancy is not wanted at all (16).
The adverse consequences for unwanted pregnancies tend
to be more severe than those for unplanned pregnancies
(17). Literature that differentiates between unplanned and
unwanted pregnancies has focused on women of all age
groups and not on teenage girls in particular. Differentiating between unplanned and unwanted pregnancies may
allow for a more nuanced understanding of the risk factors
of teenage pregnancy, and may allow for the development
of more closely targeted and more effective prevention
strategies. In addition, increasing understanding of the
difference between unplanned and unwanted pregnancy
may assist health care providers in determining not only
the unmet need for contraceptive services but also for
abortion services.
Studies from South Africa have identified lower educational achievement and a shock to the household, defined
as death of a household member, job loss, marital disruption, or loss of a grant or remittance, as a risk factors
for teenagers becoming pregnant (12, 13). Other studies
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have found an association between gender inequality
and gender-based violence, including child sexual abuse
and forced first sex, and teenage pregnancies (15, 1824).
However, this research has rarely differentiated on the
bases of whether the teenage pregnancy was unplanned or
unwanted.
This longitudinal study aimed to describe the range
of risk and protective factors for incident unwanted
and unplanned pregnancies occurring among a cohort
of 819 teenage women aged 1518 over approximately
2 years of follow-up. It also aimed to describe the relationship between gender inequality and gender-based
violence and subsequent incident pregnancies among a
cohort of teenage girls in the Eastern Cape, South Africa.

Methods
Study population and setting
In total, 1,416 South African women aged 1526 were
recruited from 70 villages and residential areas near
Mthatha in the Eastern Cape, South Africa. The analysis
presented here is based on a subset of 922 teenage women
aged 1518 years at baseline.
Study design
Data for the analysis was from a cluster randomized
controlled trial of the Stepping Stones HIV prevention
intervention (25, 26). The study was a stratified, two-stage
survey with villages sampled from predefined strata based
on geographical characteristics and participants clustered
within villages. Villages were eligible for inclusion if they
were in the study area, located 10 km or more from other
study villages, contained a secondary school, and were
willing to participate. Once village gatekeepers agreed to
inclusion, volunteers were recruited, primarily from secondary schools. Twenty women were recruited per cluster.
All participants were resident in the village where they
were schooling and mature enough to understand the
content of the intervention (25). For the purposes of these
analyses, the women were treated as an observational
cohort, and exposure to the Stepping Stones intervention
was treated as a covariate.
Questionnaire
Detailed discussion of the development and content of
the questionnaire appears elsewhere (25). Data used here
include sociodemographic characteristics, sexual behavior, and a range of reproductive outcomes including
pregnancy. Women who responded in the affirmative to
the question ‘Since the previous interview have you been
pregnant?’ or to the question ‘Are you currently pregnant?’ at either follow-up interview were categorized as
having an incident pregnancy. An additional question
asked when the respondent became pregnant. To eliminate
any misclassification of the timing of pregnancies, the
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reported dates when a woman became pregnant and her
baseline interview dates were compared to ensure that the
pregnancy started after the baseline interview. Assessment
of pregnancy desire was based on the response to the item:
‘At the time you became pregnant did you want to become
pregnant then, did you want to wait until later, or did
you not want to have any children at all?’ Women who
responded that they ‘wanted to wait until later’ were
classified as having an unplanned pregnancy whereas
those who said that they ‘did not want to have children at
all’ were classified as having an unwanted pregnancy.
Teenage girls who said that they wanted the pregnancy at
that time were dropped from further analysis (n10).
Many of the teenage girls had a pregnancy prior to the
baseline assessment. For the analysis of the association
between child sexual abuse and first pregnancies, all first
pregnancies were included in the analysis, including those
prior to baseline and those that occurred over the 2 years
of follow-up.
The questionnaire included the WHO violence against
women instrument which was modified to be culturally
appropriate (27). The instrument included five items
measuring single and multiple occurrences of physical
abuse occurring within the past 12 months and over
a woman’s lifetime, and four items measuring single
and multiple occurrences of sexual abuse within the past
12 months and over a woman’s lifetime. Three variables
measuring intimate partner violence (IPV) were derived.
These included a 3-level categorical variable of type of
abuse which included no abuse, physical only, and sexual
abuse with or without physical abuse. The frequency of
IPV was measured through a categorical variable with no
abuse, once only, and more than once. The temporality of
IPV was measured using a 4-level variable: no abuse,
abuse occurring before the previous 12 months only, abuse
occurring in the past 12 months only, and abuse occurring
both before and during the past 12 months.
Coerced first sex was derived from an item that asked
‘Which of the following statements most closely describes
your experiences the first time you had sexual intercourse? ‘I was willing; I was persuaded; I was tricked;
I was forced; I was raped’. This was dichotomized into
those who were willing and those who were coerced.
Child sexual abuse was measured through a response
to one or more of four items that asked about the period
‘before the age of 18,’ for example ‘Someone touched my
thighs, buttocks, breasts, or genitals when I did not want
him to or made me touch his private parts when I did not
want to’ (28).
For women with current main male partners at baseline,
a sexual relationship power scale developed by Pulerwitz
and her colleagues (10-items, Cronbach’s alpha  0.73),
previously shown to be associated with prevalent HIV
among South African women, was used to measure gender
power equity (29). A typical item was, ‘When (Name of
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boyfriend) wants me to sleep over, he expects me to agree’.
Each item was assessed on a 4-point Likert scale and
the measure was scored and categorized into tertiles. For
the analyses, the tertile with lowest equity was compared
to the middle and higher ones.
Contraceptive use was measured by an item that asked
‘Are you currently doing something or using any method
to delay or avoid getting pregnant?’ and follow-up questions which asked about which contraceptive method
was being used. Contraceptive use was then categorized
into a 3-level variable: no contraceptive use, hormonal
contraceptives, or condoms only. Contraceptive knowledge was measured using a 6-item scale, with items such
as: ‘A woman who is not using contraception and has
sex during her period will probably get pregnant’. The
continuous variable was later dichotomized into higher
and lower knowledge.
Three questions established past year numbers of main
boyfriends, khwapheni (hidden partners concurrent with
main partners), and men with whom the participant had
sex only once. Socioeconomic status was assessed by use
of a scale that encompassed household goods ownership,
food, and cash scarcity.
Data collection
Face-to-face interviews by trained, female interviewers
using standardized questionnaires were carried out at
12-month intervals over approximately 2 years of followup. Detailed data were collected from all participants on
reproductive outcomes and sexual behavior at each of
three time points: baseline (T0), first follow-up (T1) which
occurred between 1 year and 18 months after baseline,
and second follow-up (T2) which occurred between 1 year
and 18 months after the first follow-up data collection.
The amount of time participants were followed up is
controlled for in analyses by creating a variable of time
since baseline data collection. The date of the baseline
interview was subtracted from the final interview.
Data analysis
Data analysis was carried out in Stata 10 (Stata Corp.,
College Station, TX, USA). Descriptive statistics were
first calculated for all variables. Potential risk and protective factors and incident unwanted or unplanned pregnancies were explored. Two-way associations were determined
between measures of gender power relations including
relationship control and IPV variables, sexual risk behavior such as number of sexual partners, and demographic
variables. For continuous variables the summary took
the form of means with 95% confidence intervals (95%
CIs), whereas for binary variables the summary took
the form of percentages with 95% CIs. Variables were
considered statistically significant if pB0.05.
To assess risk and protective factors for incident unwanted or unplanned pregnancies, we constructed multivariate polytomous regression models using svy: mlogit,
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which adjusts for clusters as latent variables within the
model. Variables were considered for inclusion in the
model if the significance in two-way analyses was less
than 0.2 or if they were theoretically important.
Explanatory variables included age at baseline, having
a pregnancy prior to baseline, education, time between
interviews, study intervention arm, mutual main partners,
contraceptive use, experience of IPV, and socioeconomic
status. Elimination was used in the modeling to obtain
the most parsimonious model. Variables that had a nonsignificant p-value were systematically eliminated with the
least significant variable eliminated first. All IPV variables
and relationship control were included in the original
model and systematically eliminated, with the exception
of experience of IPV by type of violence. All theoretically
relevant interaction terms were tested and none were
found to be statistically significant.
Ethical considerations
Ethical clearance for the study was granted by the
University of Pretoria ethics committee. Written consent
was obtained for all participants recruited into the study.

Results
Eight hundred and nineteen study participants provided
data at baseline and at least one follow-up time point.
These participants reported a total of 174 pregnancies
over approximately 2 years of follow-up. Of these pregnancies, 10 (3.6%) were wanted at that time, and these
respondents were dropped from subsequent analyses. Of
the remaining 164 pregnancies, 53 (32.3%) were unplanned
and 85 (67.7%) were unwanted. Pregnancy intention data
were missing for 22 young women, and they were also
dropped from analyses, for a total of 756 women reporting
136 pregnancies.
Table 1 shows the sociodemographic and select sexual
and reproductive behaviors for three groups: women who
reported no incident pregnancy, and those who had at
least one unplanned or unwanted pregnancy at T1 or T2.
Those women who reported an unwanted or unplanned
pregnancy came from households with lower socioeconomic status. Young women who had incident unplanned
or unwanted pregnancies were less likely to have had a
pregnancy prior to baseline. They were also less likely
to report hormonal contraceptive use at baseline and

Table 1. Sociodemographic and behavioral characteristics of teenage girls (1518) by whether they reported no pregnancy or
incident unplanned or unwanted over approximately 2 years of follow-up
No incident

Incident unplanned

Incident unwanted

pregnancy (n 620)

pregnancies (n 51)

pregnancies (n 85)

Demographic variables

n

%

95% CI

n

%

95% CI

n

%

95% CI

Age at baseline
15 years

23

3.65

2.35.7

1

1.85

0.312.5

4

4.55

1.711.7

p
0.67

16 years

148

23.49

20.426.8

12

22.22

12.037.4.5 17

19.32

13.127.5

17 years

251

39.84

35.544.4

27

50.0

34.765.3

47.73

35.760.0

42

18 years

208

33.02

28.937.4

14

25.22

15.040.9

25

28.41

17.742.3

Boyfriend in past 12 months

609

96.67

95.197.8

52

96.3

86.199.1

87

98.9

92.299.8

0.43

Mutual main partners

458

72.70

68.476.6

46

85.19

71.892.9

71

80.7

68.189.1

0.11

26.453.0

35

40.23

27.454.6

88
85

0.14 3.13.8
19 mo
074

10 or more years of education

276

43.81

36.751.2

21

38.89

Mean socioeconomic status score
Mean duration of main relationship

629
615

0.11
23 mo

3.13.8
0148

54
53

0.47 3.12.3
21 mo
068

Mean no of days since last sex

545 107 days

0.69
B0.01
0.04

01170

51

114 days

12100

82

77 days

1870

0.16

83

14.72

11.618.6

7

13.46

6.326.6

3

3.61

1.210.5

0.02

Contraception
None

221

39.89

35.144.9

29

55.77

43.267.7

34

40.96

30.951.0

Hormonal

245

43.44

38.548.6

14

26.92

15.941.8

27

32.53

23.243.0

94

16.67

13.320.7

9

17.31

9.030.6

22

26.51

19.734.0

262
366

41.72
58.28

38.145.5
54.562.0

26
28

48.15
51.85

33.263.5
36.566.8

39
49

42.47
55.68

34.954.0
45.865.0

0
1

29
340

5.32
62.39

3.68.0
58.066.6

3
30

5.88
58.82

2.016.2
42.973.1

3
52

3.66
63.41

1.210.6
52.872.9

2 or more

176

32.29

28.536.4

18

35.29

22.151.3

27

32.93

23.244.3

Pregnancy prior to baseline

Condoms only

0.02

Contraceptive knowledge
Low
High

0.64

Risky behavior
Number of sexual partners at baseline

0.86
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more likely to report using only condoms as contraceptives. They were more likely to believe that they were
their boyfriend’s main partner, and have a relationship of
shorter duration.

at baseline and subsequent incident unplanned or unwanted pregnancies. Having a non-consensual first sexual
experience was also not associated with having a teenage
pregnancy. Coerced sex under the age of 15 years was not
associated with incident pregnancies. Child sexual abuse
was associated with first pregnancies (some occurred prior
to baseline), but not with subsequent pregnancies (44.1%
vs. 31.9%; p0.002) (data not shown in table).

Loss to follow-up
Table 2 shows that of the (n922) women aged 1518
years, 11.4% (n 103) were lost to follow-up. These
women were older and were less likely to have completed
10 years of schooling than those who were successfully
followed; those lost to follow-up were also more likely to
have been sexually active at baseline. The mean age of the
teenage girls retained in the cohort was 17.04 years (range
1518 years). At baseline, 87.3% of participants had had
sexual intercourse. By the end of the follow-up period,
93.6% of the young women had had sexual intercourse.

Multivariable analysis results
Table 4 shows the results from the polytomous regression
on unwanted and unplanned pregnancies. Hormonal
contraception was significantly protective against unplanned pregnancies; however, it showed no impact on
unwanted pregnancies. Using condoms as contraceptives
was not associated with unplanned pregnancies. Physical
abuse was a risk factor for unwanted pregnancies, but not
unplanned pregnancies. Lower socioeconomic status was
a risk factor for both unplanned and unwanted pregnancies. Believing that the teenage girl and her boyfriend
were mutual main partners doubled the odds of reporting
both an unplanned and unwanted pregnancy. Having a
pregnancy prior to baseline was protective against an
unwanted pregnancy; however, this was not the case for
unplanned pregnancies.

Relationship between unwanted and unplanned
pregnancies and gender-based violence and power
and control in relationships
Table 3 shows the associations between experiences of
gender-based violence and power and control in relationships and incident unwanted and unplanned pregnancies.
Young women who had an incident unplanned and unwanted pregnancy were more likely to report experiences
of physical abuse at baseline than those women who
did not have an incident pregnancy. However, they were
less likely to report experiences of sexual abuse. There was
no association between power and control in relationship

Discussion
The study found that lower socioeconomic status and
a teenage girl believing that she was her boyfriend’s main

Table 2. Comparison of the study participants followed up and lost to follow-up
Followed up (%) (n 819)

Lost to follow-up (%) (n 103)

p

Age (Mean years)

17.0

17.3

B0.01

Education: grade 10

43.5%

30.1%

B0.01

0.05

0.03

Socioeconomic status (score)

0.90

Ever had a boyfriend
Ever had sex

96.1
87.3

98.1
94.2

0.32
0.05

Pregnancy prior to baseline

13.7

12.5

0.73

Mutual main partner

76.6

83.2

0.10

Duration of sexual activity (years)

2.24

2.24

0.99

Alcohol problem

3.5

6.8

0.14

51

67.5

71.9

25
5

29.9
2.7

25.0
3.1

68.3

69.4

Lifetime Number of sexual partners

Contraceptive use  ever
Age difference with partner (years)

0.64

3.11

2.77

0.88
0.15

Experience of IPV ever by type
None

68.07

60.0

Physical abuse only

20.69

27.0

Physical and/or sexual abuse

11.24

13.0

Reproductive health knowledge score
Intervention: Stepping Stones

23.0
53.0

22.4
56.3

22

0.14

0.14
0.57
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Table 3. Associations between gender-based violence and control and incident pregnancies over approximately 2 years of
follow-up
No incident pregnancy

Incident unplanned

Incident unwanted

(n 620)

pregnancies (n 51)

pregnancy (n 85)

n

%

95% CI

n

%

95% CI

n

%

95% CI

None

437

69.81

65.973.5

38

70.37

58.280.2

57

64.77

54.973.5

Physical abuse only

116

18.53

15.222.4

11

20.37

11.533.4

26

29.55

21.239.5

73

11.66

9.114.8

5

9.26

4.219.3

5

5.68

2.512.4

372

62.52

58.166.7

32

62.75

49.074.7

50

58.82

49.068.0

Lifetime experience of IPV by a boyfriend by type

Sexual abuse with/without physical
Temporality of experience of IPV by a boyfriend
None

p
0.06

0.82

Before the past 12 months only

37

6.22

4.48.7

3

5.88

1.916.8

4

4.71

1.812.0

Within the past 12 months only

117

19.66

16.423.4

9

17.65

9.031.6

16

18.82

11.629.1

69

11.60

9.214.6

7

13.73

6.726.1

15

17.65

11.725.8

None

407

64.60

60.568.5

35

64.81

52.375.6

53

60.23

50.469.3

Once only
More than once

108
115

17.14
18.25

14.220.6
15.321.7

4
15

7.41
27.78

2.718.9
17.740.8

18
17

20.45
19.32

13.330.1
13.330.1

Low control (more equal)

189

29.0

25.435.0

15

27.78

17.241.5

29

32.95

22.845.0

Medium control

315

50.0

45.754.4

26

48.15

33.762.9

44

50.0

38.761.3

High control (less equality)

126

20.0

16.624.0

13

24.07

12.740.8

15

17.05

16.723.7

Forced first sex (p0.21)

85

13.49

10.916.7

5

9.26

4.318.9

8

9.09

4.118.9

0.94

Coerced sex before 15 (p0.61)

20

3.67

2.45.6

3

5.88

2.016.3

4

4.88

2.011.2

0.64

Both before and within the past 12 months
Experience of IPV by a boyfriend by frequency

0.16

Relationship control scale

0.90

partner were risk factors for both incident unwanted and
unplanned pregnancies. Having had a previous pregnancy
and using hormonal contraceptives were protective
against unplanned but not unwanted pregnancies. Women
who had experienced physical abuse were more likely to
have an unwanted pregnancy.
Unlike other studies, contraceptive knowledge and
educational attainment were not associated with incident
pregnancies over the 2 years of follow-up (12, 13). Our
study suggests that the relationship dynamics and access
to health services may play a greater role in teenage
pregnancies than knowledge and education, although it
may also be the case that because participants were
recruited from schools, their educational attainment was
too homogenous to observe an effect.
This study explored multiple potential connections
between the experience of violence and abuse and teenage
pregnancy. Unlike some previous studies, the results of
the current study do not support a link between forced
first sex and teenage pregnancies (15, 21); however, child
sexual abuse was associated with first pregnancies
(although not with second or third pregnancies). Our
findings thus support a link between experience of early
trauma and early pregnancy, but suggest that cumulative
trauma is more important than a single sentinel event.
Similarly, although we did not observe an association
between power and control in intimate relationships and
incident pregnancies, we did show that young women
Citation: Glob Health Action 2014, 7: 23719 - http://dx.doi.org/10.3402/gha.v7.23719

who experienced physical abuse were more likely to
report a new unwanted pregnancy. A parallel ethnographic study conducted among young women from the
study cohort show that women reported feeling little-tono ability to control their sexual or reproductive lives
(30). Although the findings on violence and unwanted
teenage pregnancy reported here reflect multiple nuanced
links at the level of individual analysis, it is likely that the
pervasive context of women’s disempowerment, created
in part through the common occurrence of violence, also
contributes to unwanted pregnancy.
Lower socioeconomic status was a risk factor for both
unplanned and unwanted pregnancies. Teenage girls who
come from poorer families may perceive pregnancy
as a way to ensure greater security for their future, if the
paternity of the child is established and the father of
the child’s family provides economic support (31, 32).
By contrast, teenage girls who come from families who
are better off may have a greater fear of becoming pregnant and disappointing their families, negatively having
an impact on their educational and social status (31).
However, not all teenage pregnancies are stigmatized; there
are families which embrace teenage pregnancies and view it
as a rite of passage to womanhood (33).
Young women’s beliefs about the nature of their
relationship increased the likelihood of having an incident pregnancy over the follow-up period. In particular,
teenage girls who believed that they and their boyfriends
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Table 4. Polytomous regression model of risk factors for incident unplanned and unwanted teenage pregnancies, adjusted for
time between interviews and treatment arm
95% Confidence Interval

OR

Pregnancy prior to baseline

Incident unplanned pregnancies
1.01
0.39

2.64

p

0.98

Age

0.90

0.60

1.35

0.61

Relationship duration

1.00

0.98

1.01

0.58

Contraception  none

Ref.

Hormonal

0.40

0.21

0.79

B0.01

Condoms only

0.86

0.38

1.99

0.73

Mutual main partners

2.58

1.07

6.25

0.03

Socioeconomic status
Exposure to intervention

0.69
0.96

0.58
0.50

0.83
1.85

B0.01
0.89

IPV  none

Ref.

Physical abuse only

1.06

0.51

2.21

0.88

Sexual abuse with/without physical abuse

0.74

0.30

1.81

0.51

Incident unwanted pregnancies
Pregnancy prior to baseline
Age

0.25
1.09

0.07
0.82

0.80
1.46

0.02
0.54

Relationship duration

0.98

0.97

1.00

0.06

Contraception  none

Ref.

Hormonal

0.74

0.43

1.30

0.29

Condoms only

1.81

0.99

3.30

0.05

Mutual main partners

2.21

1.13

4.29

0.02

Socioeconomic status

0.78

0.64

0.96

0.02

Exposure to intervention
IPV  none

1.43
Ref.

0.85

2.41

0.18

Physical abuse only

1.69

1.05

2.72

0.03

Sexual abuse with or without physical abuse

0.55

0.24

1.27

0.16

were mutual main partners were more likely to report
both unwanted and unplanned pregnancies. The perceived stability of the relationship could lead teenage girls
to feel less concerned about the possibility of becoming
pregnant. This may lead to inconsistent contraceptive
use. In addition, the association with physical abuse from
a male partner, combined with believing themselves to be
in a committed relationship could result in young women
acquiescing to pressure to take risks and not use contraceptives (especially condoms) consistently (32).
Use of hormonal contraceptives was protective against
unplanned pregnancies, whereas using only condoms was
a risk factor for an unwanted pregnancy. This could be
because of condom breakage or lack of commitment
to consistent and correct use (34). We also found that
having a prior pregnancy was protective against a future
unwanted pregnancy. This is additional evidence of a
fertility trend in South Africa reported by Garenne and
his colleagues (35) who found that women who give birth
as teenagers wait several years before having another
child. Having a pregnancy also enables and encourages
young women to interact with health care services. In
South Africa, more than 90% of women attend antenatal
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care services at least once, and most women deliver in
hospitals or maternal and obstetric units. This provides
an opportunity for women to access contraceptive services
after delivery.
There is an unmet contraceptive need among the young
women in the Eastern Cape, evident by the high percentage of teenage girls having unplanned and unwanted
pregnancies. Although these services are provided free of
charge at primary health care clinics in South Africa, there
are problems with access, especially for young women.
Health care providers are often judgmental about teenagers seeking contraceptive services (31, 36). In addition,
we found that the mean time since last sex was 3 months,
indicating that many of the young women are having
sex infrequently. This may affect the consistency of
contraceptive use, especially the commonly used injectable
contraceptives (34). The two injectables used in primary
health care clinics are depot medroxyprogesterone acetate (DMPA) and norethisterone enantate (NET-EN).
Both are progestin-only injectables with DMPA providing
12 weeks’ protection and NET-EN 8 weeks’ protection,
requiring repeat visits to clinics (34). Because many of the
young women in the study were having sexual intercourse
Citation: Glob Health Action 2014, 7: 23719 - http://dx.doi.org/10.3402/gha.v7.23719
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less frequently, they may not have attended the clinic for
their follow-up visit and the next dose of the injectable
contraceptive. This finding suggests the need for a wider
range of contraceptive methods and wider promotion of
emergency contraceptives.
Our study has several limitations. Pregnancies were
self-reported and it is possible that women did not
disclose pregnancies that resulted in a termination. This
may have resulted in under-reporting of pregnancies.
Subsequent longitudinal studies could explicitly measure
induced abortions and miscarriages. Participants were
volunteers, and this may limit the generalizability of the
findings. Teenage girls who were lost to follow- up were
older, with lower educational attainment, and the effect
of this differential loss on the outcomes investigated in
our study is unknown. However, the key strength of the
study is the longitudinal design with incident pregnancies
occurring after the risk and protective factors under
study. In addition, the study differentiates between the
risk and protective factors for unwanted and unplanned
pregnancies among adolescent women. This allows for a
more nuanced response.

Conclusion
Although not all of the measures of gender inequity were
associated with unplanned and unwanted pregnancies in
this study, there is evidence that inequitable gender power
relations and low socioeconomic status do increase risk.
Interventions to prevent teenage pregnancies need to be
tailored by socioeconomic status because some teenagers
may see having a pregnancy as a way to have a more
secure future. Interventions that engage with teenagers’
relationship dynamics are essential for effective prevention of unwanted and unplanned pregnancies. There is
also an unmet contraceptive need among the young
women in the Eastern Cape.
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The recent public outcry following a brutal gang rape of a young woman in India’s national capital was a
watershed moment in the world’s largest democracy. It generated widespread public and political support
for strengthening legal provisions to punish sex offenders. Although the legal response is a useful deterrent
against such heinous crimes, women continue to suffer due to deeply rooted social prejudices that make them
vulnerable to violence and discrimination in society. In this commentary, we aim to analyse the current
developments with respect to gender violence in India within a background of the social position of women in
Indian society. Using secondary data related to sex-selective abortions and crimes against women, and a critical
review of the portrayal of women in Indian cinema, we reflect on the role of health workers, researchers and
public health professionals in shaping a social response towards improving gender parity in our country.
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n 13 September 2013, a New Delhi judge sentenced four men to death for the brutal gang rape
of a 23-year-old physiotherapy student. She died
due to severe injuries suffered during the attack. The
barbaric nature of the crime appalled the country and
brought worldwide attention to what print media now
calls the Rape crisis of India (1, 2). Nationwide protests
forced lawmakers to refer this case to a fast-track court,
and the judgment was pronounced in less than a year.
The perpetrators were sentenced to the gallows, a punishment reserved in Indian law for the rarest of the rare
instances of inhuman crime. The government sought to
appease the widespread street protests in many cities. The
law concerning violence against women was amended
by the Parliament (3). The maximum punishment for
rape resulting in death (or vegetative state) of the victim
was modified from life imprisonment to include death
penalty. Other laws related to sexual crime were made
stricter, in the hope that this would deter people from
committing such crimes. The source and subsequent
impact of these immediate reactions and quick fixes
have been extensively debated in the print media (4, 5).
In this commentary, we aim to discuss the current
scenario of violent crimes against women in India within

O

a backdrop of the social position of women in Indian
society in general and the media response following this
incident in particular.

Crimes against women in India
The numbers of violent crimes in India especially those
against women including rape that are reported in official
statistics are increasing with each passing year (6). This
violence thrives within a milieu of steady economic
growth, and increasing inequality between the rich and
poor in Indian society; India’s GINI coefficient1 that has
increased from 0.32 to 0.38 in the last two decades is
evidence to that (7). India’s new riches and development
strides as witnessed by its GDP growth from $450.42
billion in 2000 to $1841.7 billion seem to bear no fruits
for its women. In 2012, the crimes against women reported by official statistics increased by 24.7%, compared
to those reported in 2008 (8). Ranging from the so-called
eve teasing2 and outright sexual harassment on the street
1
GINI coefficient: The GINI coefficient is a measure of statistical
dispersion intended to represent the income distribution of a
nation’s residents.
2
Eve-teasing: the making of unwanted sexual remarks or advances
by a man to a woman in a public place.
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or workplace, to harassment for dowry,3 molestation in
public transport vehicles, and the often-reported rape,
these crimes against women reflect the vulnerability and
deep-rooted problems related to the position of women in
Indian society. Out of 28 states, 10 states reported more
than 10,000 cases of crime against women in 2011 putting
states with both high and low HDI (Human Development Index) and literacy rates in the list; probably an
indication that education and economic growth alone do
not influence the occurrence of these crimes and pointing
towards socio-political and cultural factors. This can be
further observed in the National Crime Records Bureau
(NRCB) statistics which show that cruelty by a husband
or his relatives (46.8%) and dowry-related crimes (7.1%)
account for more than half of the crimes against women.
With increased incidence and visibility of these gruesome
crimes, there is an urgent need to address this problem at
multiple levels of Indian society, including professional,
familial and social settings.
According to the NCRB, 24,923 cases of rape were
reported in 2012 (9), amounting to one rape every 22
minutes. A continuous increase in the reported cases of
rape has been observed in the period from 2009 to 2012
with more than 3% increase in the number of cases
reported in 2012 over 2011. Nearly, 12.5% (3,125) of the
total victims of rape were girls younger than 14 years,
23.9% (5,957) were in the 1418 age group, 50.2%
(12,511) were in the 1830 age group and 12.8% (3,187
victims) were in the 3050 age group. These statistics
possibly do not capture the actual numbers. While gross
under-reporting could be one reason for this (10), the
other reason is that crimes such as gang rapes, stalking
and acid attacks on women were not included in official
statistics of crime against women until the law was amended on 3 February 2013 (3). Even amongst those crimes,
the NCRB statistics takes only the principal offence of
the formal complaint (First Information Report) into
account. So in cases such as the Delhi gang rape, which
resulted in the death of the rape victim, the rape would be
unaccounted for in the official statistics; the true scale of
gender violence thus remaining undercounted.
The problem of underestimation of the gender-based
crime is compounded by failure of the justice system of
the country in securing convictions. The NCRB statistics
(9) show that 54.6% of rape cases reported in 2011 are yet
to be investigated, while 30.6% are waiting for trial. Only
16% of the cases have resulted in convictions. The recent
protests demanded for stricter laws, possibly under an
assumption that greater punishment will reduce the rate
of sexual crime. However, with the abysmal conviction
rate, stricter laws alone may not achieve the necessary
deterrence.
3
Dowry: an amount of property or money brought by a bride to her
husband on their marriage.
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The amendments made to the criminal law (3) are not
(yet) comprehensive. Marital rape, for example, is still not
considered a criminal offence. Rape by armed personnel
(military and police), although under the purview of
the law, is excluded if it occurs in several states of
India (north-eastern states, Jharkhand, and Jammu and
Kashmir) where the draconian Armed Forces Special
Powers Act (AFSPA) deprives women from seeking legal
recourse in such circumstances. The consequences of
having separate law for Armed forces are many. For
example, the alleged mass rape of 53 women in 1991 and
the alleged rape and subsequent killing of Manorama Devi
in the year 2000, both incidents involved armed forces
personnel. Both cases are still in court and the verdict is
yet to be delivered, decades after the crimes (11, 12).
On one hand is the political apathy in formulating and
implementing gender-sensitive policies. On the other is
the lack of a clear protocol of action in these issues, care
of victims of rape being one such example. Although a
detailed directive was sent to all the state governments on
establishment of Rape Crisis Centres (RCCs) and specialised Sexual Assault Treatment Units (SATUs) in 2009,
no such units have been set up in the states even now,
except in New Delhi (13). The law states that a female
police officer should record the victim’s statement, as well
as assist her with medical and legal support. However,
female police personnel account for only 6.5% of the
police force, which makes it difficult to implement this.
Further, the government health services in the country
lack the infrastructure and resources needed to implement care for rape victims as specified by the law in most
district and sub-district hospitals. It has been reported
that traumatised victims often have to go from one
hospital to another for forensic examination following
rape (14). Victims often sit for hours in soiled clothes
in the hospital and feel humiliated all over again in
the course of insensitive history-taking by doctors and
health workers. Judgemental attitudes and lack of privacy
in government healthcare establishment worsens their
trauma (14).

Tip of an iceberg: women in Indian society
In a democracy, it is said that the politicians are only as
good as the people. The deep-rooted patriarchy of Indian
society lay exposed when several people, including senior
politicians, type casted the victims of sexual violence,
as possibly having contributed to the perpetration of the
crime (15). Some of the typical characterisations of the
victims included women who dressed ‘provocatively’, ‘was
out late in the night’ or was ‘behaving in a suggestive way
that invited trouble’. Others suggested in an apparent
gesture of sympathy that the rape victim becomes a living
corpse indicating the life of shame that the victims of
sexual abuse will be subjected to in the country.
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Table 1. Comparison of the CSR and FIMR amongst Indian states with High and Low Human Development Index

State

CSR (the number of females per thousand

FIMR (the number of deaths of female

males in the age group 06 in a

children less than one year of age per

human population)

1,000 live births)

Human Development Index

India

0.554

914

52

Delhi

0.750 (Rank 3)

866

34

Himachal Pradesh

0.652 (Rank 4)

906

45

Punjab

0.605 (Rank 5)

846

39

Haryana

0.552 (Rank 9)

830

53

Odisha

0.362 (Rank 22)

934

66

Chhattisgarh

0.358 (Rank 23)

964

57

Sources: From Refs. 20, 21, and 22.
CSR, child sex ratio; FIMR, female infant mortality rate.

The problem of gender-based violence runs very deep
in India. The rape crisis is just one facet of the multitude
of problems that reflect the gender discrimination scenario.
These prejudicial attitudes are seen right from womb to
tomb (16). They start with the practice of sex-selective
abortion and infanticide, and continue through adolescent and adult life with high levels of female infant
mortality, child marriage, teenage pregnancy, lesser wages
for women, unsafe workplaces, domestic violence, maternal mortality, sexual assault and neglect of elderly
women.
India has made great strides in terms of economic
growth in the past decade. The increase in female literacy
rates from 54% in 2001 to 65% in 2011 (17) and improved
maternal mortality ratio from 327 in 2001 (18) to 178
in 2012 (19) suggest a movement towards greater gender
equality in the country. However, the 2011 census showed
that the child sex ratio dropped to its lowest value since
independence to 914 females for every 1,000 males, showcasing the continuing trend of boy preference. What is
surprising is that socio-economic development alone does
not modify this trend. Even states that rank high on
the HDI report relatively low child sex ratio and high
female infant mortality rate (see Table 1) (2022). In
other aspects of gender equality too, such as education or
participation of women in the workforce, or representation of women in elected bodies, India falls short of
international standards. It ranks 136 out of 186 among
the nations of the world in the United Nations Development Programme’s gender inequality index. Violence
against women, either sexual or physical  wife beating
is widely spoken of, but hardly reported  is an expression
of power asymmetry between men and women. It seems
to co-occur with other indicators of gender disparity. The
dismal reporting rate of domestic violence can also be
attributed to the attitudes of the victims. According to
National Family Health Survey 3 (NFHS-3) data, 41% of
women believed their husbands were justified in slapping
them and 35% of the women even believed that a brutal

beating is also justified if they neglected doing the
household chores or looking after their children.

Women and Indian cinema
The portrayal of societal themes in popular cinema could
be considered as a reflection of popular societal attitudes.
In Indian cinema, ‘kissing’ was not allowed on-screen on
the grounds of modesty until the mid-2000s. However,
rape or izzat lootna (dishonouring) of women has been a
recurrent theme and sub-theme in mainstream Bollywood
cinema for decades now, examples are movies like Insaaf
Ka Tarazu or more recently Woh Lamhe. Rape and subsequently avenging rape often forms the central narrative
of many films. Rape also appears as a sub-plot to
reinforce the heroic role of male actors in films (23).
The familiar portrayal of rape and sexual assault of
women in cinema, however tacit, is disturbing in its lack
of censorship (versus censorship of acts like kissing, for
example) and its conflicting pervasiveness in a mainstream form of entertainment. However, this is not to
deflect from the limited, but realistic representation of
rape and forms of sexual abuse in alternate films such as
Bandit Queen4 (Shekhar Kapur, 1994) and Monsoon
Wedding (Mira Nair, 2001) which used the film media
to bring the issues into mainstream discourse. Another
genre of mainstream media the saasbahu serials (translation: mother-in-law and daughter-in-law soaps) have
been acknowledged for their role in featuring other forms
of violence and discrimination within Indian households.
At a time when the country is introspecting its treatment
of women, it would be useful to remind ourselves that
sexual violence in the popular media may be a way of
highlighting issues of violence against women and may
also, in many cases, be an echo of pervasive prejudices in
our society (24). Although the presence and acceptance
4
Bandit Queen is based on a real-life bandit turned politician,
Phoolan Devi.
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of violence against women in mainstream media in India
warrants further research, its existence as a reflection of
societal attitudes is indeed indisputable (Box 1).
Box 1. Women and Indian cinema
In the 1978 film Ghar, a newlywed couple on their
way home, are attacked by a group of young men
(drinking, driving a car and listening to music). The
wife is abducted and raped. The rest of the film/
script aside, the construction of the 3 min sequence
from 1978 could be considered reflective of society
even today. The point to note here is the portrayal of
the woman. She is portrayed as an honourable or a
virtuous woman owing to the fact that she was (a)
married; (b) she was walking with her husband when
she was attacked. The rapists’ portrayal however
was as men not known to the victim, but rather as
indulgent young men out to have a good time in a
car, under the influence of alcohol. According to
2012 NCRB data, rapists were known to the victim
in as many as 98.2% of the cases (15).
While on one hand it is essential to develop comprehensive laws to address this issue, laws are not the only
solution. The effectiveness of these laws depends on
women’s awareness of these laws and their ability and
ease to call upon them, if need be. Legal awareness
among women is an important step towards improving
the reporting rates of rapes. Allotment of adequate funds
to build the necessary infrastructure and to ensure the
enactment of this law through qualified and trained
personnel are the steps to be taken by the government. In
terms of judicial measures, although the amendment to
criminal law states that all rape cases should be tried in
fast-track courts and the trial to be completed within
2 months, without the necessary judicial reforms and
infrastructure in place it will be extremely difficult to
achieve the desired conviction rate. According to NCRB
statistics, 83.6% of cases are still pending in courts across
various states in the country. With this poor conviction
rate, even the most stringent of laws do not serve their
purpose.
The government of India failed to incorporate several
important recommendations of the three- member committee that was formed to amend the criminal law (3), the
crucial one being the criminalisation of marital sexual
abuse. According to the National Family Health Survey
report of 200506 (25), 9% of all women aged 1549
experienced sexual violence at some time during their
lifetime. Out of these 87.5% reported that the perpetuator
was their current husband. With over 104 countries in the
world outlawing marital rape, it is only imperative for
India to follow in their footsteps without using tradition
or the institution of marriage as an excuse.
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Gender-based violence and public health
As health workers (doctors, nurses and public health
professionals), we all come across various facets of this
issue. Be it an out-patient encounter with a victim of
domestic violence presenting with non-specific complaints, or post-rape care of a victim at a primary care
facility, health workers’ appreciation of this societal problem is an important part of the solution. Public health
implications of rape are numerous. The repercussions of
sexual violence are beyond the victim and include the
family as well as society at large.
According to the NCRB statistics (6), out of the 24,923
reported rape cases in the country during the year 2012,
offenders were known to the victims in as many as in
24,470 (98.2%) cases. Primary healthcare/emergency
healthcare professionals, who may be the first point of
contact for these victims should be able to recognise the
signs of a sexual assault and report them to the appropriate authorities. It is essential to train these personnel
not only in medical treatment of these victims, but also in
providing psychosocial support to them. To incorporate
routine screening of violence into healthcare practise,
healthcare professionals’ preparedness to treat such
patients needs to be assessed and they should be trained
in the maintenance of confidentiality, positive attitudes,
and respect for patients’ rights.
Provision of medical as well as legal support to the
victims at their first point of contact following the
incident can increase the reporting as well as conviction
rate in these crimes. Ensuring the provision or providing
the victims with emergency contraception pill (ECP) or
post-exposure prophylaxis (PEP) should be the responsibility of the first point of contact as these are immediate
measures, most effective within the first 72 hours after the
incident. Development and training of both police as well
as medical personnel on standardised protocols in postrape care is imperative.
Conviction in any criminal case largely depends on the
forensic evidence. Abysmal conviction rate of rape cases,
standing at 16% of the total, can be improved by meticulous forensic sample collection and transfer to the
concerned authorities. Every medical officer in public
health services should be trained to perform physical
assessment as well as meticulously maintaining the medical records. They should be trained in sample collections
of forensic evidence from the victims and aid the police
and other concerned authorities in providing evidence.
Advocacy campaigns about the optimum post-rape care
should be undertaken by public health professionals to
achieve these goals.
Establishment of RCCs and SATUs in all major cities
and towns is essential, which can act as a one-stop centre
for medical, social, psychological and legal support of
rape victims. Government, in collaboration with NGOs
and other public health organisations, should set up
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helplines through which the victims have access to a
network of professionals who are trained to support them
in seeking care as well as legal recourse. Gender sensitisation of personnel towards this sensitive issue is
another step that needs to be taken to make sure that
the law enforcers as well as medical staff  largely men 
are more sensitive towards rape victims.

Conclusion
Gender-based violence, especially violent crime like rape,
is a multifaceted problem. To address this, it is essential
to tackle various other concurrent issues that act as
contributing factors and thus play an equally important
role. An example for this is the portrayal of women in
Indian cinema. This bears evidence to the deep-rooted
prejudicial attitudes towards women and other deeper
societal issues that are contributory to these crimes.
Although the incorporation of stringent laws and stricter
punishments are important to deter people from committing such crimes, the solution to this is much more than
just promulgation. Though the amendment to criminal
law addresses a few of these issues, it still falls short in
many aspects. It is important to acknowledge that judicial
reform is only one aspect; there is a more humane side to
this whole issue. Legal solutions in the form of amendments to improve conviction rates could function as deterrents to such acts. However, in such a scenario health
workers could play a key role in applying a gender lens to
their work as healthcare providers, researchers and
policymakers. In a country with gender discrimination
operating at so many levels and in so many ways, bringing about the needed change requires dedicated and
combined efforts of multiple agencies. While education
and empowerment of women is a larger social process to
which public health professionals may not be able to
contribute directly, we urge health workers and public
health professionals to facilitate improved access, utilisation and coverage of women in the services that we study,
plan, implement and evaluate. Doctors, nurses and other
healthcare providers, researchers and public health professionals need to respond to this social predicament
individually and engage with this problem in their own
families, organisations and communities.
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Background: It is widely agreed upon that gender is a key aspect of sexuality however, questions remain on
how gender exactly influences adolescents’ sexual health.
Objective: The aim of this research was to study correlations between gender equality attitudes and sexual
behavior, sexual experiences and communication about sex among sexually active and non-sexually active
adolescents in 2 Latin American countries.
Design: In 2011, a cross-sectional study was carried out among 5,913 adolescents aged 1418 in 20 secondary
schools in Cochabamba (Bolivia) and 6 secondary schools in Cuenca (Ecuador). Models were built using
logistic regressions to assess the predictive value of attitudes toward gender equality on adolescents’ sexual
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Results: The analysis shows that sexually active adolescents who consider gender equality as important report
higher current use of contraceptives within the couple. They are more likely to describe their last sexual
intercourse as a positive experience and consider it easier to talk with their partner about sexuality than
sexually experienced adolescents who are less positively inclined toward gender equality. These correlations
remained consistent whether the respondent was a boy or a girl. Non-sexually active adolescents, who
consider gender equality to be important, are more likely to think that sexual intercourse is a positive
experience. They consider it less necessary to have sexual intercourse to maintain a relationship and find it
easier to communicate with their girlfriend or boyfriend than sexually non-active adolescents who consider
gender equality to be less important. Comparable results were found for boys and girls.
Conclusions: Our results suggest that gender equality attitudes have a positive impact on adolescents’ sexual
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relationship between gender attitudes and specific SRH outcomes such as unwanted teenage pregnancies and
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t is widely agreed upon that gender is a key aspect of
sexuality (14); however, questions remain on how
gender exactly influences adolescents’ sexual health
(2, 5, 6). The relationship between gender and sexuality is
a multifaceted and multi-determined social process (7),

I

strongly affected by societal, interpersonal, and personal
factors (1, 8). During adolescence, sexual and reproductive development and health are key issues that go hand
in hand with gender equality (2, 9). Studies have shown
that less egalitarian gender norms threaten the sexual
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health and wellbeing of adolescents (2, 1013). Adolescent
boys with less egalitarian gender norms are more likely
to engage in sexual risk behavior, such as having multiple sexual partners. Adolescent girls with less egalitarian
gender norms are more vulnerable to negative sexual and
reproductive health (SRH) outcomes, such as experiencing
sexual coercion (6, 8, 14).

Background
On a societal level, former research clearly indicated that
social influences and cultural attitudes have an effect on
sexual behavior among adolescents (2, 8, 14). Different
gender norms exist for adolescent boys and girls (2).
Adolescents internalize these social norms and values
before they become sexual active (15) and their sexual
attitudes and behavior are shaped by them (6, 14, 16).
On an interpersonal level, research indicated the need
to further explore factors that are related to adolescent
communication about sexuality (17, 18). It has been proven that gender stereotypes shape the way young people
communicate (19) and that communication about sexuality is different for adolescent boys and girls (18, 2022).
On an individual level, aspects such as norms and
attitudes influence adolescents’ sexual behavior and experiences. Girls tend to have more egalitarian gender role
attitudes than boys who claim to have more traditional
gender role attitudes (6, 23). These differences play a role
in diverse sexual behavior for both sexes (2). Little is
known on the association between adolescent sexual
behavior and sexual pleasure (2, 24). However, research
has proven that adolescents consider sexual pleasure to be
an important goal in their relationships and that they
expect sex to result in sexual pleasure (13). Studies among
students in the United States have shown that gender
equality and perceived equity in a relationship are both
associated with sexual enjoyment (12, 25). Similar data
were found among Swedish adolescent heterosexual girls
who mentioned sexual pleasure on equal terms as a
characteristic of their ideal sexual situation (26).
Limited research in Latin America confirmed these
results. At societal level, Latino cultures are characterized
by a cultural machismomarianismo system, which includes a traditional gender ideal of male dominance and
female submission (10, 27, 28). Studies in the Caribbean
and Ecuador indicated that these diverse social and
cultural gender norms lead to different sexual behavior
among boys and girls (8, 28). The macho male adolescents
are supposed to be heterosexual, have many sexual
partners and should engage in higher sexual risk behavior
than the female adolescents who are expected to be
innocent and self-sacrificing and therefore more vulnerable to negative SRH outcomes (8, 28, 29). These traditional gender norms also constitute barriers for adolescent
girls to enjoy sexual experiences (10, 28).
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At an interpersonal level, research in the United States
has shown that a cultural Latin American background
increases the difficulty to communicate on sexuality
(30, 31). The Horizon project in Brazil concluded that
boys who participated in interventions that promoted
gender equitable behavior, communicated with their
primary partners about a broader range of key HIV/
STI-related topics (29).
At an individual level, the same project indicated that
men who had more equitable gender norms showed less
sexual risk behavior (32). Research in Ecuador and Brazil
found an increasing tendency among adolescents to have
more consensual and pleasant sex and depicts a close
relationship between gender norms and adolescent sexual
pleasure (10, 28, 32).
We can conclude that evidence on the association
between gender and adolescent sexuality exists and is
growing. The importance of gender for adolescents’
sexuality is also recognized by international organizations
such as the United Nations Population Fund and the
World Health Organization (WHO) who recognize the
need to address gender as an ‘upstream’ antecedent of
adolescents’ sexual health behavior (33, 34). However,
until now in Latin America, only limited research was
conducted on societal, interpersonal and personal levels
to understand the link between gender equality and
adolescents’ sexuality (8, 10, 2729, 32). On a societal
level, comparing different gender equality indicators
could assess this relationship. Nevertheless, our research
focusses on the individual and interpersonal level, while
taking into account that adolescents remain the main
target group in changing behavior programs to improve
their sexual health. We defined the interpersonal level as
the level which includes factors that are related to the
interaction of the adolescent with their partners, peers and
parents. The main objective of this article is to describe
how gender equality attitudes among adolescents in Latin
America are correlated to their sexual behavior, positive
sexual experiences and communication about sex. To the
best of our knowledge, these correlations have not yet
been structurally studied in any large-scale research
performed in Latin America.

Methods
This paper presents partial results of the international
interventional research project Community Embedded
Reproductive Health Care for Adolescents in Latin
America (CERCA), funded by the European Commission
(35). CERCA seeks to create a community-based model to
improve adolescent health, by organizing activities such as
workshops, family visits, sending informative text messages and psychological counseling. The topics treated
were related to SRH and wellbeing for adolescents,
communities, health care providers and authorities. The
intervention ran for a period of approximately 2 years.
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In 2011, a cross-sectional study was carried out
among 5,913 adolescents aged 1418 years in 20 secondary schools in Cochabamba (Bolivia) and 6 secondary
schools in Cuenca (Ecuador). These schools were purposively selected according to a strategy developed by
the CERCA consortium: 1) selection of primary health
care centers that took part in the interventions: 2 in
Cochabamba and 3 in Cuenca; 2) selection of secondary
intervention schools that fell within the area of coverage
of these health care centers: 12 in Cochabamba and 3
in Cuenca; and 3) selection of secondary control schools
within the area of coverage of other primary health
care centers: 8 in Cochabamba and 3 in Cuenca. The
selected intervention and control schools had similar
characteristics (socio-economic indicators, geographic location and the size of school). The survey was conducted
in both intervention and control schools (20 out of a total
of 1,100 schools in Cochabamba and 6 out of a total
of 127 schools in Cuenca) before the intervention started.
The amount of selected schools and participants was based
on the calculations for a cross-sectional control study
measuring the impact of interventions on contraceptive
use among adolescents. We estimated that among 1418
year-old adolescents, 30% are sexually active and that 30%
of the sexually active adolescents use a modern contraceptive. Using the finite population correction factor, we
determined that a minimum of 2,057 respondents was
needed in each country to detect a significant difference of
10% in contraceptive use between the intervention and
control groups. Due to the larger amount of schools in
Cochabamba, within the area of coverage of the selected health care centers, more schools were selected
in Cochabamba than in Cuenca. In Cochabamba, the
selected health care centers and schools were located
in 3 different zones, which are all urban with basic
health services. One zone is mainly populated by middleincome families (Sarcobamba); the other 2 areas (Central
Cochabamba and Quintanilla) have a mix of very poor and
very rich inhabitants. In Cuenca, the survey was conducted
in urban (parish Cañaribamba) and rural areas (parish El
Valle and Chiquintad). The parish of Chiquintad is
characterized by migration and poverty; the other 2
parishes have residents of middle-income. Due to the fact
that the selected schools in Cuenca were mainly technical
schools, girls were underrepresented in our sample. However, our sample had a representative mix of adolescents
with an urban versus rural (only Ecuador) and diverse
socio-economic background.
In Bolivia, the study was approved on 6 July 2011 and
in Ecuador on 13 September 2011 by the relevant ethical
committees (Tribunal de Ética Médica Colegio Médico
de Cochabamba and Comisión de Bioética Facultad de
Ciencias Médicas, Universidad de Cuenca). In both
countries, different procedures were applied, depending
on the national legislation. In Bolivia, the permission of

the Ministry of Education and institutional permission of
all selected schools was obtained. Subsequently, trained
CERCA staff invited all 1418 year-old students who
were present that day, to complete a self-administered
questionnaire after having signed an informed consent
form (36). In the selected schools in Ecuador, firstly,
institutional permission was obtained and secondly, all
parents or guardians of the students were, during a school
meeting, informed by project staff about the study.
Afterwards, they were asked to provide written refusal
or agreement on the participation of their children. The
students who had parental permission to participate were
asked to sign an informed consent. Of all Ecuadorian
students who received approval of their parents to
participate (all but 11), 2 refused to take part in the
study. In Bolivia all invited adolescents participated. In
total, 4,000 adolescents in Bolivia and 2,699 in Ecuador
(total 6,699 adolescents), aged between 14 and 18, took
part in the research. However, 486 questionnaires in
Bolivia and 300 in Ecuador were invalid and excluded
from the study. This brought the total final sample down
to 5,913 adolescents.
One of the investigated topics was adolescents’ gender
attitudes, which was measured using the Attitudes toward
Women Scale for Adolescents (AWSA) (37). This scale is
widely used to assess gender attitudes among adolescents
(3842). Galambos et al. found high reliability for the
internal consistency estimates and the testretest stability
of the scale as well as a large support for the construct
validity of the scale (37). For this study, the Spanish
version of AWSA was used. The scale was pilot tested
before conducting the survey.
A factor analysis of the AWSA scale was performed
and is described in detail in the authors’ article on the
AWSA scale (36). Three subscales emerged from the
factor analysis: power dimension, equality dimension and
behavioral dimension. When testing the external validity
of the different factors, mainly the factor of equality
dimension revealed a consistent correlation with adolescent sexual behavior. This article provides a more indepth analysis of the equality dimension subscale.
Respondents were asked if they agreed with the following
4 statements which refer to the fact that men and
women should have the same rights and opportunities
(in brackets the number of the item in the AWSA is
presented):
1) (V03) On average, girls are as smart as boys
2) (V05) It is alright for a girl to want to play rough
sports like football
3) (V09) If both husband and wife have jobs, the
husband should do a share of the housework such
as washing dishes and doing the laundry
4) (V12) Girls should have the same freedom as
boys
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Each item represents an attitude to which the study
participants responded on a 4-point Likert-type scale
ranging from 1 ‘strongly agree’ to 4 ‘strongly disagree’.
In the analyses, the responses were reversely coded to
create a gradient with higher scores indicating a more
positive attitude toward gender equality. For each item, on
average 40 (0.7%) values were missing. They were replaced
by the estimated mean from the respondent’s answers to
the remaining items. For further analysis, the values of the
factorial scores on the equality dimension were divided
in 3 categories, using their terciles as cut-off points
and coded as: 1low, 2medium and 3 high positive
attitude toward gender equality. Due to differences in
responses, this procedure was performed by splitting data
into: respondents’ sex, age group (1416 and 1718) and
country.
The Cronbach a was used as a measure of internal
consistency of the subscale. The subscale was subjected to
the SpearmanBrown prediction formula to adjust its
reliability to the reliability of the full 12-item test (43).
A Cronbach a ]0.70 (0.70 for girls and 0.73 for boys)
was considered acceptable.
The statistical analyses were done using SPSS 21.0.
As the sample of our study was not randomly selected, in
all analyses, data were adjusted through weighing by sex,
country and age, using the average distribution of the
respondents as a standard population. By weighing, we
aimed at reflecting the distribution in the general study
population.
Logistic regressions were performed to estimate the
adjusted odds ratios (aORs) and their 95% confidence
intervals of adolescents’ sexual behavior, sexual experiences and communication about sex in relation to
adolescents’ attitudes toward gender equality. The goodness of fit of the logistic regression model was evaluated
calculating the Hosmer and Lemeshow test (p 0.05
indicating an acceptable model). Interactions between sex
and gender equality attitudes (both categorical variables)
were tested.
Sexual behavior was measured, using the following
questions and variables: ‘Did you ever have sexual
intercourse (coitus)?’ (yes/no), ‘Do or did you feel pressure
to have sexual intercourse because a lot of your peers
already had sexual intercourse?’ (yes/no), number of
sexual partners (2 or more/1), current contraceptive use
of couples (yes/no) (current use of contraceptives or
the use of a condom during the 3 most recent sexual
experiences), the fact whether both had taken the initiative
to have sexual intercourse the last time (yes/no) and the
agreement on the necessity to have sexual intercourse to
maintain a relationship (yes/no).
Positive sexual experiences for sexually active adolescents were measured by the outcomes ‘positive experience’
and ‘not positive experience’ (neutral, negative, don’t
know) on the question ‘How did you feel the last time you
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had sexual intercourse?’ For sexually inactive adolescents
a bivariate variable was formulated based on the question ‘Do you think that sexual intercourse is a positive
experience?’
The bivariate variable (yes/no) ‘easy communication
with the partner’ is based on the answers of adolescents
who indicated currently having a partner.
We assessed the predictive role of attitudes toward
gender equality in different components of adolescents’
sexual behavior, experiences and communication for sexually
active and for sexually non-active adolescents separately.
The same confounding factors (age, sex, country, living
with mother/father, living conditions, and importance
of religion) were included in both models as adjusting
components. The confounders were identified based on
correlation analysis and on literature research.

Results
Of the 5,913 respondents, 3,330 were boys and 2,583 were
girls, 59.4% were Bolivian and 40.6% Ecuadorian. Of all
respondents 23.4% ever had sexual intercourse. In the
overall sample, 93.9% of the respondents completed the
AWSA scale. One hundred and thirty-seven respondents
(2.3%) did not respond to any of the items V03, V05, V09
and V12 and were therefore excluded from the analysis.
Table 1 describes the crude and the weighted distribution
of respondents by social, demographic and sexual outcome
variables.
Table 2 displays the distribution of the scores per
AWSA item by sex and age.
The mean of the total score on the gender equality
subscale was 12.68 and the median 13.00. Girls expressed
more positive attitudes toward gender equality than boys
(mean scores were 13.10 and 12.27, pB0.001, respectively
for girls and boys). The scores did not significantly differ
by age or by whether or not the adolescents were sexually
active.
Table 3 shows the results of the logistic regression for
sexually active adolescents. Adolescents who were sexually
active and who considered gender equality as important
(high vs. low) declared higher current use of contraceptives within the couple, were more likely to describe
their last sexual intercourse as a positive experience and
considered it easier to communicate with their partner
about sex than sexually experienced adolescents who were
less positively inclined toward gender equality. Gender
equality attitudes were not a significant predictor of ever
having had sexual intercourse, of the number of sexual
partners, of mutual initiative to have sexual intercourse, or
of pressure for sexual intercourse. When calculating the
interaction between sex and gender equality, the outcome
remained consistent.
The same analysis was done for non-sexually active
adolescents (Table 4). In this group, adolescents who
considered gender equality as important, were more likely
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Table 1. Crude and weighted distribution of respondents by
social, demographic and sexual outcome variables
Crude number

Weighted

of cases

number of cases

n (%)

n (%)

All cases

5,913 (100.0)

5,913 (100.0)

Crude number

Weighted

of cases

number of cases

n (%)

n (%)

Characteristics (predictors
and outcome variables)

Characteristics (predictors
and outcome variables)

Table 1 (Continued )

Easy communication with partner about sex
No
432 (37.8)
Yes

457 (36.3)

712 (62.2)

802 (63.7)

4,518 (100.0)

4,341 (100.0)

Sex
Boys

3,330 (56.3)

2,957 (50.0)

Girls

2,583 (43.7)

2,956 (50.0)

14

1,173 (19,8)

1,183 (20.0)

15

1,451 (24.5)

1,183 (20.0)

Agreement with necessity to have sexual intercourse to

16

1,456 (24.6)

1,183 (20.0)

17

1,274 (21.5)

1,182 (20.0)

maintain a relationship
Did not agree

18
Country

559 (9.5)

1,182 (20.0)

Bolivia

3,514 (59.4)

2,957 (50.0)

No

2,991 (89.3)

2,884 (89.5)

Ecuador

2,399 (40.6)

2,956 (50.0)

Yes

359 (10.7)

340 (10.5)

Age (years)

Those who did not have sex

Ideas about sexual intercourse
Not positive

3,336 (76.8)

3,245 (77.5)

Positive

1,005 (23.2)

943 (22.5)

Agreed or did not know

3,271 (74.4)

3,205 (75.7)

1,128 (25.6)

1,031 (24.3)

Feeling the pressure to have sexual intercourse

Easy communication with partner about sex

Living with mother during the last 3 years
Less than last 3 years

1,043 (18.2)

1,034 (18.1)

No

985 (69.3)

952 (68.5)

3 years or more

4,696 (81.8)

4,691 (81.9)

Yes

436 (30.7)

437 (31.5)

Living with father during the last 3 years
Less than last 3 years
3 years or more

2,273 (39.5)
3,486 (60.5)

2,437 (42.4)
3,315 (57.6)

2,069 (35.0)
3,834 (65.0)

2,125 (36.0)
3,779 (64.0)

Not important

1,487 (26.9)

1,344 (24.3)

Important

4,047 (73.1)

4,186 (75.7)

Low

1,963 (33.2)

1,971 (33.4)

Middle
High

2,077 (35.1)
1,873 (31.7)

2,042 (34.5)
1,900 (32.1)

Quality of living house
Poor
Good
Importance of religion

Factor of gender equality

Had sexual intercourse (penetration)
No

4,518 (76.6)

4,341 (73.6)

Yes

1,379 (23.4)

1,557 (26.4)

1,379 (100.0)

1,557 (100.0)

596 (51.2)

719 (53.6)

569 (48.8)

622 (46.4)

No

954 (69.2)

1,054 (67.7)

Yes

425 (30.8)

502 (32.3)

Those who had sex
Number of sexual partners
1
2 or more
Actual use of contraceptives

Experience of last sexual intercourse
Not positive

518 (39.5)

531 (35.8)

Positive

794 (60.5)

953 (64.2)

Mutual initiative to have sexual intercourse the last time
No
Yes

767 (55.6)
612 (44.4)

798 (51.3)
758 (48.7)

Pressure to have sexual intercourse
No

1,010 (85.6)

1,169 (86.9)

Yes

170 (14.4)

175 (13.1)

to think that sexual intercourse is a positive experience,
considered it less necessary to have sexual intercourse to
maintain a relationship and found it easier to communicate about sex with their girlfriend or boyfriend than
sexually non-active adolescents who were less supportive
toward gender equality. An association between gender
equality attitudes and pressure to have sexual intercourse
has not been found. Similar aOR have been obtained
when including the interaction between sex and gender
equality in the model.
The differences between the groups with medium and
high attitudes toward gender equality are small and not
significant.
Considering the confounding factors, we can observe
that especially religion was positively correlated with the
sexual experiences of adolescents and the mutual initiative to have the most recent sexual experience. Except for
the outcome of feeling pressure to have sexual intercourse, age was also positively correlated with adolescents’ sexual behavior, experiences, and communication.
Negative correlations were found between sexual active
adolescents’ religion and the fact that they ever had
sexual intercourse, the communication with their partner
about sex, their number of sexual partners, and with
feeling pressure for sexual intercourse. For non-sexually
active adolescents, religion was merely negatively correlated with the agreement of needing to have sexual
intercourse to be able to maintain a relationship. For
these adolescents who did not have sexual intercourse yet,
age is an important confounding factor for all outcomes.
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Table 2. The distribution of the scores per AWSA item by sex and age
Distribution of responses to the items of the gender equality subscalea
V03
Group of
respondents

Disagree

V05
Agree

Disagree

V09
Agree

Disagree

V12
Agree

Disagree

Agree

Boys

770 (26.3%) 2,157 (73.7%) 1,041 (35.3%) 1,904 (64.7%) 260 (8.8%) 2,679 (91.2%) 667 (22.7%) 2,271 (77.3%)

Girls
pb

508 (17.3%) 2,426 (82.7%)
B0.001

1416-year old

808 (23.0%) 2,707 (77.0%) 1,158 (32.9%) 2,363 (67.1%) 264 (7.5%) 3,259 (92.5%) 610 (17.3%) 2,911 (82.7%)

808 (27.6%) 2,120 (72.4%) 127 (4.3%) 2,805 (95.7%) 455 (15.5%) 2,486 (84.5%)
B0.001
B0.001
B0.001

adolescents
1718-year old

469 (20.0%) 1,876 (80.0%)

692 (29.4%) 1,661 (70.6%) 123 (5.2%) 2,225 (94.8%) 512 (21.7%) 1,846 (78.3%)

adolescents
pb

0.007

0.005

0.001

B0.001

a

Responses ‘Strongly disagree’ and ‘Disagree’ were aggregated to ‘Disagree’ and responses ‘Agree’ and ‘Strongly agree’ were
aggregated to ‘Agree’; bChi-square test.

Discussion
This study investigated how gender equality attitudes
among adolescents in Bolivia and Ecuador are linked
with sexual topics at the individual level (mainly sexual
behavior and positive sexual experiences) and at the
interpersonal level (communication with partner about
sex). Our study revealed that more egalitarian gender
attitudes are related to higher current use of contraceptives
within the couple, with more positive experiences and
ideas related to sexual intercourse and easier communication about sex with the partner among sexually active and
sexually non-active adolescents.
The finding of higher current contraceptive use within
couples corresponds with research results found in Brazil,
where intervention research indicated the link between
gender equitable norms of young men and a higher
reported condom use at last sexual intercourse (32). The
fact that individual positive attitudes toward gender
equality are related to a higher use of contraceptives is
not surprising within a Latin American culture, known
for its machismo. Having positive attitudes toward
gender equality means one breaks free from the typical
male role as virile, promiscuous and dominant and from
the female stereotype as being innocent, submissive
and self-sacrificing (2, 8, 14, 28). This might  at the
interpersonal level  open opportunities to discuss not
only topics related to HIV, as was demonstrated in Brazil
(29), but also to discuss topics concerning contraceptive
use. This assumption is in line with our research, which
indicates a positive correlation between gender equality
attitudes and communication with the partner about
sexuality.
Former research indicated an association between
physically measured sexual enjoyment and perceived
equity among young adults in the United States (12).
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The research of Goicolea et al. (10) revealed an emerging
interest in women’s sexual pleasure among Ecuadorian
adolescents. Our research is the first to indicate the
relationship between attitudes in favor of gender equality
and more positive experiences and ideas about sexual
intercourse in Latin America.
The fact that no significant difference was found
between the groups with medium and high positive attitudes toward gender equality could be related to the
characteristics of the Latin American culture, known
for its’ distinct gender roles for men and women. As
gender equality is not yet widely accepted, the fact that
adolescents’ have positive attitudes toward gender equality or not could be more important and significant then
the magnitude of these attitudes. We hypothesize that the
intensity of gender equality attitudes is of more importance in cultures where gender equality is well accepted.
Our data did not show a correlation of positive attitudes toward gender equality with the number of sexual
partners, or with a mutual initiative to engage in the most
recent sexual experience or with feeling pressure to have
sexual intercourse. Former research conducted in 37
countries concluded that individuals living in highly
egalitarian countries are more likely to have more sexual
partners, compared to someone living in a country where
women’s status is significantly inferior to the status of
men (44). It might be that we could not find a correlation
between adolescents’ individual gender attitudes and their
number of sexual partners due to the impact of gender at
societal level. Bolivia and Ecuador are respectively ranked
97 and 83 in the list of the Gender Inequality Index (45).
This influence of social gender norms can also explain
why we did not find a relation between a mutual initiative
to engage in the most recent sexual experience and gender
attitudes. Regarding sexual pleasure of adolescents girls in
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(0.79;
(1.34;
(0.64;
(0.57;
(1.56;
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0.72)***
1.85
1.21
2.17
0.9
0.98
0.61
0.77
1.16
0.61
0.853
Agea
Countryb
Sexc
Gender equalityd
Gender equalitye
Living with motherf
Living with fatherf
Living conditionsg
Importance of religionh
pi

(1.75;
(1.05;
(1.89;
(0.77;
(0.84;
(0.51;
(0.66;
(1.01;
(0.53;

(95% CI)
OR
Predictors

(95% CI)

OR

(95% CI)

OR

(95% CI)

OR

(95% CI)

OR

(95% CI)

OR

(95% CI)

OR

with partner
intercourse
intercourse the last time
intercourse
partners
intercourse

contraceptives

Easy

communication
Pressure for sexual
initiative to have sexual

Both have taken
Positive experience

last sexual
Current use of
Number of sexual
Ever had sexual

Table 3. Demographic and social factors predicting different aspects of sexual behavior among sexually active adolescents: odds ratios (ORs) and 95% confidence intervals
(CIs) estimated from the multivariate binary logistic regression
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Ecuador, Goicolea mentions that, on the individual level
adolescent girls may feel equal to boys, but due to
powerful cultural expectations, at the interpersonal level
they may consider it inappropriate or impossible to take
initiative for having sex and thus for seeking sexual
pleasure (10). And finally, the fact that our study neither
shows correlations between gender equality attitudes and
feeling pressure to have sexual intercourse among both
sexually active and non-sexually active adolescents, could
be influenced by the fact that our question concerning
pressure did not exclusively refer to the partner 
presumed mostly of the opposite sex. The answers to
our question could also imply pressure felt by peers or
siblings  of both sexes. If, for example, girls reported
about pressure felt by other girls, their decision to initiate
sex could mainly be influenced by peer pressure and not
by the gender stereotype that, being a girl, they should
fulfill their boyfriend’s wishes.
Our research indicated that adolescents who considered
religion as important, were less likely to have developed
(an extensive) sexual life. However, when they were
sexually active, they demonstrated more positive experiences and mutual initiative to have sexual intercourse.
This significant relationship of religiosity is of interest as
it is, besides gender attitudes, an important cultural factor
influencing adolescents’ sexual health and wellbeing.
Sexuality education for adolescents in Latin America is
rarely widely embedded in the cultural context of a
country (46) and still needs improvement. However, our
research is in line with former research, which demonstrates the importance of incorporating a gender transformative approach and of promoting gender-equitable
relationships between men and women to produce effective behavior that improves SRH (5). The impact of such
educational programs could be measured using the
‘gender equality’ scale, which we obtained through factor
analysis on the AWSA scale (36). Additionally, we would
like to point out that our results suggest that these gender
programs could be important for boys and for girls.
Although until now, principally boys are targeted in
established gender transformative projects to reduce
sexual risk behavior and to prevent violence (29), our
study depicts that gender attitudes are related to sexual
behavior, experiences and communication of both sexes.
Furthermore, our results show a correlation between
positive attitudes toward gender equality and communication and ideas about sexual intercourse of adolescents
who didn’t have sexual intercourse yet. This implies that
gender transformative programs could also be important
for the sexual health and wellbeing of adolescents who are
at earlier stages of their sexual trajectory (3).
Our study has various limitations. The first is related to
the sampling methodology. It is important to note that the
adolescents who participated in the study were not
randomly chosen and they all attended schools in the
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Table 4. Demographic and social factors predicting different aspects of sexual behavior among adolescents who haven’t had
sexual intercourse yet: odds ratios (ORs) and 95% confidence intervals (CIs) estimated from the multivariate binary logistic
regression
Agreement to have

Predictors

Positive ideas about

sexual intercourse to

Easy communication

Feeling pressure to have

sexual intercourse

maintain a relationship

with partner about sex

sexual intercourse

OR

(95% CI)

OR

(95% CI)

OR

(95% CI)

OR

(95% CI)

Agea

1.17

(1.10 1.24)***

1.09

(1.03; 1.15)**

1.30

(1.21; 1.40)***

1.20

(1.10; 1.31)***

Countryb
Sexc

1.57
3.75

(1.33; 1.86)***
(3.16; 4.44)***

0.96
3.67

(0.82; 1.13)
(3.11; 4.32)***

0.81
1.64

(0.66; 1.00)*
(1.34; 2.02)***

0.73
2.22

(0.57; 0.93)*
(1.74; 2.84)***

Gender equalityd

1.30

(1.06; 1.59)*

0.79

(0.65; 0.95)***

1.41

(1.10; 1.81)**

0.94

(0.70; 1.25)

Gender equalitye

1.36

(1.11; 1.66)**

0.60

(0.49; 0.73)***

1.86

(1.44; 2.39)***

0.93

(0.70; 1.24)

Living with motherf

1.32

(1.03; 1.71)*

1.11

(0.87; 1.41)*

0.89

(0.67; 1.18)

0.87

(0.65; 1.17)

Living with fatherf

0.91

(0.77; 1.09)

1.09

(0.92; 1.30)

1.03

(0.83; 1.28)

0.94

(0.66; 1.32)

Living conditionsg

1.59

(1.34; 1.90)***

0.90

(0.77; 1.06)

1.08

(0.87; 1.33)

0.90

(0.69; 1.16)

Importance of religionh

1.14

(0.93; 1.39)

0.77

(0.64; 0.92)**

1.13

(0.86; 1.44)

0.83

(0.63; 1.10)

pi

0.173

0.223

0.716

0.234

a

Change by 1 year; bEcuador vs. Bolivia (ref.); cboys vs. girls (ref.); dmedium vs. low gender equality (ref.); ehigh vs. low gender equality
(ref.); fduring last 3 years, lived together with father/mother all time vs. not all time (ref.); ggood vs. poor (ref.); hreligion was considered as a
value vs. not a value (ref); iHosmer and Lemashow test to evaluate the goodness of fit of the logistic regression model. *pB0.05;
**pB0.01; ***pB0.001 (bolded).

city of Cochabamba (Bolivia) and Cuenca (Ecuador).
Hence, we did not capture answers of adolescents in other
cities nor from more vulnerable adolescents who lived in
rural and poorer areas or who did not go to school.
Taking into account the fact that lower socio-economic
status is associated with risky sexual behavior (8) and the
knowledge that education influences the gender role
attitudes of adolescents (23, 47), we could expect to find
different results among adolescents in broader target
groups. Secondly, we are confronted with blindness within
the sample, as we did not gather data on the sexual
diversity of our participants. Nevertheless, in a Latin
culture where many people define gender roles based on a
binary biological division (man vs. woman), a relationship
between sexual identity, gender attitudes and sexual
behavior could be expected. Thirdly, at the level of
analysis and due to the fact that our research was a substudy within a broader investigation about SRH of
adolescents, we were bound by limited socio-demographic
features as confounding factors. And finally, inherent to a
cross sectional study, our research did not allow to
formulate causal relationships between adolescents’ gender equality attitudes and aspects related to their sexual
behavior, experiences and communication with their
partner.
These limitations of our study indicate the need for
additional research to understand how gender has an
impact on the sexual behavior of a more diverse group of
adolescents. Considering the necessity to incorporate
gender into a socio-ecological model of adolescent sexual
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health, as indicated by Pilgrim et al. (2012) and Tolman
et al. (2003), we consider it important to conduct longitudinal research among a randomly selected adolescent
population aiming at understanding how gender barriers
function at the different levels of the socio-ecological
model and how they can be removed in order to ensure
healthy and satisfactory sexual health outcomes for all
adolescents. Additionally, we would like to suggest to do
research on comprehensive indicators for adolescent
sexual pleasure. Our research results on the topic can
only be viewed as a first step in the systematic measurement of sexual pleasure in Latin America.
In spite of the mentioned limitations, we were able to
conduct one of the first systematically performed descriptive researches on the relationship between gender attitudes and sexual behavior, experiences and communication
among a large sample of Latin American adolescents.

Conclusion
Descriptive research in Bolivia and Ecuador has indicated a positive relationship between attitudes toward
gender equality and sexual behavior, sexual experiences
and communication of sexually active and non-sexually
active adolescent boys and girls. Our results suggest that
gender equality attitudes have a positive impact on adolescents’ SRH and wellbeing. Further research is necessary
to better understand the relationship between gender
attitudes and specific SRH outcomes such as unwanted
teenage pregnancies and sexual pleasure among adolescents worldwide.
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Empowerment evaluation of a Swedish gender
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Background: Empowerment is essential for gender equity and health. The city of Malmö, Sweden, has
formulated a development plan for gender equity integration (GEIDP). A ‘Policy Empowerment Index’ (PEI)
was previously developed to assess the empowerment potential of policies.
Objectives: To pilot-evaluate the GEIDP’s potential for empowerment and to test the PEI for future policy
evaluations.
Design: The GEIDP was analyzed and scored according to electronically retrieved evidence on constituent
opinion, participation, capacity development, evaluationadaptation, and impact.
Results: The plan’s PEI score was 64% (CI: 4878) and was classified as ‘enabling’, ranging between ‘enabling’
and ‘supportive’. The plan’s strengths were: 1) constituent knowledge and concern; 2) peripheral implementation; 3) protection of vulnerable groups; and 4) evaluation/adaptation procedures. It scored average on: 1)
policy agenda setting; 2) planning; 3) provisions for education; 4) network formation; 5) resource mobilization.
The weakest point was regarding promotion of employment and entrepreneurship.
Conclusions: The PEI evaluation highlighted the plan’s potential of constituency empowerment and proposed
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ender equity and women’s empowerment are
social determinants of health (1). Power imbalances result in unequal health access and outcomes, knowledge, skills and employment, living
conditions, and opportunities (2). Public policies have
major impacts on empowerment (37).
Despite the European Union’s (EU) gender equity
recommendations, women’s empowerment and inequities
in individual, social, economic, and professional conditions remain a challenge in Europe (8, 9). Sweden has
the tenth highest human development index, the highest
gender equality and the lowest income inequality worldwide (1012). Gender equity is considered fundamental in
Swedish internal policy development (13), and the country
has signed the EU plan for gender equity’s integration
(9, 14). However, differences exist between socially and
economically vulnerable groups and women and men on
living conditions, education and health, power and influence in society as well as on employment and unpaid

G

work distribution (15). In addition, Malmö has the most
ethnically diverse population among Sweden’s big cities
(16, 17). In 2011, the Malmö city office (henceforth, City)
developed a gender equity integration development plan
(GEIDP), in accordance with EU and national guidance.
According to the plan, latest by the year 2013, all of the city
agencies and services should be working toward equal
distribution of services, resources, power and influence
irrespective of gender, orientation, and background, and,
as the city’s biggest employer, the City should provide
equal employment opportunities, conditions, and salaries,
and move toward a balanced gender distribution at all
work categories (14).
An evaluation index named ‘Policy Empowerment
Index’ (PEI) has been developed by Gavriilidis and
Östergren (18), aiming to increase understanding on how
policy planning can affect constituent empowerment.
It aspires to do so by assessing the policy elements that

Global Health Action 2014. # 2014 Georgios Gavriilidis et al. This is an Open Access article distributed under the terms of the Creative Commons CC-BY 4.0
License (http://creativecommons.org/licenses/by/4.0/), allowing third parties to copy and redistribute the material in any medium or format and to remix,
transform, and build upon the material for any purpose, even commercially, provided the original work is properly cited and states its license.
Citation: Glob Health Action 2014, 7: 23710 - http://dx.doi.org/10.3402/gha.v7.23710

43

Georgios Gavriilidis et al.

affect empowerment through evidence reviews, stakeholder, and constituent feedback.
Evidence-based evaluations are necessary for more
gender-sensitive and empowering policy planning. A few
comparative evaluations have been attempted using ad hoc
criteria and policy document content analyses (1921);
however, generally accepted criteria for such evaluations
are lacking.
This study aimed to pilot-evaluate the Malmö GEIDP
from the perspective of comprehensive empowerment of its
constituents, in order to contribute with evidence-based
feedback to the policy discussions and to evaluate and
develop the PEI for more comprehensive and systematic
future policy evaluations.

evaluation and adaptation) were fused, and Q12 was
removed (investigation of related policies) for simplicity
(see Appendix 1). The remaining 10 questions interrogated the policy plan on the following issues: 1)
participation; 2) capacity building; 3) evaluation/adaptability. The index questions cover these policy empowerment elements as follows:
a. Constituent concern with the policy issue and participation in agenda setting (Q1, 2), policy planning
(Q3), and implementation (Q4).
b. Building constituent capacities and opportunities
through education/training (Q5), employment/entrepreneurship (Q6), network formation (Q7), addressing power inequalities (Q8), and resource mobilization
(Q9).
c. Modes of policy evaluation (Q10).

Methods
The PEI was previously developed to assess policy
elements that have a potential impact on empowerment.
It applies logical and discussed scores (from 0minimum
to 5maximum) of empowerment potential (18) and
confidence intervals (0 to 5). Due to lack of evidence on
empowering factors’ impacts, the scores are not evidenceweighted. To make the results more visible, the PEI evaluators attach scores to logical statements. For example,
B10% describes ‘a small minority’, 1050% ‘a significant
minority’, 5075% ‘a majority’, 7590% ‘a big majority’,
and 90100% ‘a vast majority/almost all’, as previously
described (18).
A pilot evaluation of the plan was performed after
a few adaptations: Questions (Q) 10 and 11 (on policy

The PEI questions the evaluation of the electronically
retrieved evidence addressing them; the PEI standards and
scores are presented in Appendix 1. Each question’s argued
scores and CI of the GEIDP are averaged to generate
a total score and CI, which are presented as proportions
of the maximum 50 for intuitiveness. A summary and
discussion of the evaluation and the final result is
presented in ‘Results’ and in Table 1.
According to the PEI, a policy can be classified
as ‘Dictative’ (score 020%), a topdown policy that
disregards constituent empowerment, or ‘Empowering’
(81100%), an optimally focused, planned, and evaluated

Table 1. Summary of PEI evaluation, City of Malmö, development plan for integration of gender equity
Q1. How many political constituents (residents in any way affected by the plan)

Score: 3.5 (35)

are informed and concerned with the addressed problem?
Q2. How was the political agenda set? Did the plan in question start from a

Score: 3 (24)

discourse in the community and local grassroots movement advocacy, or by professional experts
and politicians at the City level and above (or both in interaction)?
Q3. How was the policy planned? Did peripheral agencies and interest groups contribute
significantly to the planning?

Score: 2.5 (23)

Q4. What percentage of the development plan actions was delegated peripherally for implementation?

Score: 5 (45)

Will the plan be implemented mainly by the central or peripheral City authorities?
Q5. Does the policy plan call for education/training of the constituents?

Score: 2 (13)

Q6. Is peripheral employment and entrepreneurship being strengthened? Will the plan create jobs or business

Score: 1 (12)

opportunities for women or men?
Q7. Does the plan promote constituent participation in horizontal and vertical networks? Does the

Score: 2 (13)

plan create links between the community members/citizens/residents and between them and
the authorities of the city?
Q8. Are hard to reach, vulnerable or disadvantaged populations being considered and affirmatively

Score: 5 (45)

protected and empowered (including vulnerable gender and age groups, socially/physically/economically
disadvantaged individuals, groups and communities)?
Q9. Does the policy provide for or will there most likely be adequate financial, human and other resources?

Score: 3 (24)

Q10. How will the policy plan be evaluated and adapted?

Score: 5 (45)



Total: 32 (23 39)



Policy classification: enabling (supportive enabling)
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Score: 64%



CI (46 78)
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policy with empowerment in central focus, ‘Directive’
(2140%), ‘Supportive’ (4160%) or ‘Enabling’ (6180%)
being the intermediate policy categories as their names
imply [see Appendix 2 for the full definitions of these
policy categories, as in (18)]. These policy categories are
ideal, theoretical models. Real policies may contain
elements from more than one policy type, which average
on the category indicated by the PEI score.
We conducted evidence and public debate/opinion
searches to address each PEI question on constituent
opinion and participation in plan design, implementation
and evaluation/adaptation, and capacity development
through education, employment, networks, and affirmative support. The following search queries were performed on Google, Google Scholar, Web of Science
(WoS), and PubMed in English and Swedish using the
following search queries: [‘gender equity’ AND ‘study’],
[‘gender equity’ AND ‘study’ AND ‘Malmö’], [‘gender1
equity’ AND ‘study’ AND ‘women’], [‘gender equity’
AND ‘study’ AND ‘immigrant’], [[‘survey’ AND [‘gender’ OR ‘women’] AND [‘equity’ OR ‘equality’] AND
[‘Sweden’ OR ‘Malmö’]], [‘survey’ AND ‘gender’ AND
‘immigrant’], [[‘gender’ AND [‘equity’ OR ‘equality’]
AND Sweden]]. Only the first 100 search results from
Google were examined (total 600). Relevant data such as
education and employment statistics and official documents were retrieved from ‘Statistics Sweden’ (SCB), the
‘City of Malmö’ webpage, and through contact with
city employees. The retrieved documents and statistics
were selected according to relevance to each of the search
questions and to Malmö, and broader inferences to
Sweden were included in the absence of local ones.
The PEI evaluations can optimally be performed by
many evaluators and with stakeholder feedback through
surveys, interviews, and discussions (18); however, due
to practical constraints it was only based on a literature
review performed by two of the co-authors (GG and NN).
The evaluation report was submitted to the ‘Commission
for a Socially Sustainable Malmö’ and was included as
an element in its final proposal (22, 23).

Results
A total of 778 documents were retrieved and examined for
relevance on Google and Google Scholar (600), PubMed
(54), and WoS (124). After examination for relevance and
repetition, 70 documents from Google, 30 from PubMed,
and 61 from WoS (total 161) were used for the evaluation.
The complete evaluation and bibliography are presented in Appendix 1. The questions and evaluation scores
are summarized in Table 1. Below we summarize the
GEIDP evaluation findings:
Constituent concern and participation
Q1. The GEIDP addresses the persistence of gender
inequity in Malmö, for example, the inequities in employ-

ment, living conditions, education and health, power and
influence in society, wages, expectations, unpaid work
distribution and parental leave, sexual harassment,
and gender-based violence. The evaluation suggests that
between 50 and 90% of Malmö residents are currently
concerned with gender inequality at home and work, and
with associated issues such as gender-based violence.
Q2. Gender equity is of widespread concern in Sweden
and internationally, and the agenda for this policy
appears to have been set beyond the city level, although
non-expert local constituents (e.g. party members) have
raised the issue in Malmö. The EU and State roles in
driving the issue toward the City Council and Board seem
to dwarf the local community contributions.
Q3. This is a centrally conceived policy plan with
significant but not determining peripheral feedback by
local authorities (such as local councils), agencies (such
as the educational, technical and cultural agencies) and
interest groups (such as the teachers’ union), some of
which had developed their own plans for gender equity.
Q2 and Q3 could profit from further discussion and input
from the policy-planners.
Q4. The plan is to a very large extent delegated to the
peripheral authorities, agencies, departments and businesses for implementation. A number of city departments
and agencies have already designed their adapted plans.
However, the overall control, supervision and support are
left to the central authority.
Building constituent capacities and opportunities
Q5. The plan relies significantly and invests on education
on gender equity issues among the City employees at all
levels but mainly for coordinators and mention is made for
education as a means of more equitable social integration.
Gender education is targeted toward students of all levels,
from primary school to university and leaders. However,
no specific programs for targeted training in areas where
women or men are lagging behind are planned although
some especially vulnerable groups are supported for job
seeking by publicly supported programs.
Q6. There is some direct creation of employment
through this plan, mainly in its implementation in education on gender, gender sensitive budgeting and communication and in application of gender disaggregated
statistics as well as, indirectly, through developmental
benefits, private sector attitude change and fairer parental
leave distribution. However, there is no explicit provision
for extra jobs; therefore the impact on jobs seems unlikely
to exceed 1% of the city’s employable residents (i.e. aged
1664).
Q7. The plan calls directly for the responsibility of the
City to support gender equity contact persons of peripheral administrations and companies through an existing
website (malmo.se/jamstalldhet) and the city intranet
(KomIn). Indirectly, it aims to place new emphasis on
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the issue, by spreading knowledge and serving as a
model for wider equity in the society. The discussions
and seminars are likely to improve the communication
between the many groups concerned with gender equity,
institutions, agencies and businesses active in Malmö and
between those and the City. Given the large number of
existing groups, it is unlikely that many new groups and
networks will be formed because of the plan. Therefore, the
proportion of constituents that the plan will indirectly
motivate to participate in these links is unlikely to exceed
10% of the resident population.
Q8. Despite living in one of the world’s most equitable
societies, many women in Sweden can still be considered
disadvantaged and vulnerable. Seventy two percent of
all leaders and 82% of board members of publicly listed
companies are men. Only 16% of professors are women
and a woman’s average salary is 8% lower than a man’s. The
aggregate total income of women is 70% of men’s while
they contribute threw times more in unpaid services. One in
five women feels that she is being treated unequal at work
and one in four is unhappy with gender equity in this
country. There are over 25,000 crime reports, mostly by
intimate partners, and around 6,000 rapes against women
every year. Malmö is 37th among 290 municipalities on
the SCB’s gender equity index (Jämindex), last among
the major cities. Forty percent of its population has an
immigrant background and 30% were actually born
abroad. Immigrant women often face even more challenges toward employment and empowerment. Men are
also disadvantaged in regards to parental leaves.
The plan calls directly for improvement in the both
genders situation among the City’s employees first, and
through the handling of public matters to all the genderdisadvantaged residents of Malmö, clearly more than
10% of the population.
Q9. Central (City Council) funding and resources
(mainly human) are called for, which are most likely to
be sufficient since significant funds have already been
budgeted and allocated and the City currently has sufficient financial assets and budget commitments were
made. Given the local and national academic environment’s focus on gender knowledge and human resources
are also most likely to be available.
Modes of policy evaluation
Q10. The plan calls for annual, gender disaggregated
statistics of measurable targets and consequence reports
from the city boards and administrations to be continuously created, and an annual revision update report and
analysis will be presented by the city board. The City will
be responsible for the overall follow-up of gender equity
integration?s progress by the city administrations and also
provide support and coordination (24, p. 15). In addition
to the statistics the plan explicitly asks for qualitative
equity analyses, in order to sample the ‘residents and users
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experiences through different kinds of surveys’ (24, p. 24).
The City Council must approve changes in the plan.
However, as adequate authority is delegated peripherally
for implementation, several city departments and administrations have already formulated and adapted the plan
to their situations so this is also likely to happen after the
evaluations.
Evaluation conclusions
After applying the index scores to these questions (see
Table 1 and Appendix 1), a total score of 64% (4678%)
best describes the policy plan as ‘Supportive’ of empowerment and ranging between the ‘Supportive’ and ‘Enabling’ PEI policy categories (see Appendices 1 and 2).
The policy plan’s strong points according to the index
are: 1) the wide constituent knowledge and concern with
gender inequality (Q1); 2) the peripheral implementation by the city departments, administrations, agencies and
companies (Q4); 3) the protection conferred to women and
men against gender discrimination by the City as employer, and the push for support by the City agencies for a more
equitable society and empowerment through employment,
education and fairer distribution of resources and agency
(Q8); and iv) the comprehensive evaluation and adaptation procedures in the city (Q10).
The plan scored average on the following points:
1. A centrally set policy agenda (Q2). Although
initiated by grassroots movements, the gender
equity agenda in Sweden is nowadays pushed
forward by international and national agencies,
outside the constituent communities. One central
assumption of the PEI is that policies are more
empowering when their constituents own them from
their conception. Obviously the plan is part of a
wider policy framework, which has sprung from
population movements in the mid-1900s. However,
the PEI here estimates its own empowering potential, and not that of the overall gender equity policy.
2. The planning was done mainly by City-office experts,
with no game-changing peripheral and lay contributions (Q3). Active, wide and equitable constituent
participation in policy planning may be effort- and
time-consuming but has a potential to empower by
delegating agency and influence, and through better
responding to current and consensual community
needs.
3. The plan’s provisions for education are focused on
gender issues (Q5). Additional capacity development could stem from more explicit support to skill
development to overcome proficiency inequalities.
4. Emphasis is placed on communication, but new
network formation is limited (Q7). The existing
networks could always benefit from more vivid and
wide participation. Maximization of contacts and
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engagement of different views can empower the
community toward coming up with innovative
solutions and faster norms’ change, benefiting from
Malmö?s cultural diversity.
5. Resources may be adequate, but more local, creative
resource mobilization, e.g. advice for promotion of
volunteer work, or even a community ‘inequality tax’
could generate local funds for equity programs, promoting local ‘ownership’ of the plan’s components
(Q9).
According to this evaluation, an issue where the plan
can be improved from empowerment’s perspective is on
promotion of specific and targeted employment and
entrepreneurship (Q6). The City has the capacity to
promote equitable employment not only as an employer
but also through its regulations, services and programs.
It can be argued that unemployment levels in the city are
relatively low. However, disadvantaged groups certainly
exist, such as within ethnic, age groups, or with specific
professional orientations, penal and addiction histories.
Part time or temporary work is also problematic for
sustainable career development, economic independence
and empowerment.

Discussion
We conducted a pilot evaluation of a Swedish gender
equity plan using an empowerment index, based on diverse
evidence sources, ranging from official documents, statistics and peer reviewed articles to published and electronic
news and debates. Our aim was to provide feedback to the
policymakers on the GEIDP as well as to test and develop
the PEI for future policy evaluations for empowerment.
There is a clear need for a richer policy discourse
and feedback on policy design (25). Public policies are
most commonly evaluated after their implementation,
whenever this is possible. This is easier for some policy
types, such as monetary and health policies, where the
impacts can often be measured. Few others have focused
on various models of policy document content analysis
according to predefined criteria, which apply best to
gender equity policies (1921). Thus, they have been able
to compare gender equity provisions and gender mainstreaming among health policies. Such approaches are
obviously valuable for policy discourse and development;
however, more systematic and generally accepted and
applicable, synoptic tools such as indexes should be
developed to turn the art into science. To date, no
evaluations of constituent empowerment by policies
have been found other than our previous evaluation of
the South African traditional medicine policy plan (18).
That policy was found to be less empowering that the
GEIDP [PEI score 42% (2757)], mainly due to minor
peripheral participation in the planning and implementation; however, comparisons among policies with such

different scopes and contents using the PEI, although
of interest from an overall empowerment perspective,
are in need of further validation and standardization of
the index and its methodology. We argue that empowerment of the constituents is important for democratic
policy planning and that planning stage evaluations using
standardized tools can contribute toward better-designed
policies. The PEI is an effort in that direction.
This evaluation has significant limitations. Concessions were made in regards to the number of evaluators
and the sampling of stakeholder responses due to time
and staff availability constraints. The PEI evaluation can
optimally be performed by three or more evaluators
including members of the constituency, and combined
with more extensive surveys.
However, an extensive review of both official and lay
documents on the world’s broadest discussion forum,
the World Wide Web, strengthens the validity of the
findings. The use of both official and unofficial sources in
the evaluation enriches the discourse about the plan,
including sources that may be ignored by policymakers.
We also communicated with a member of the policymaking team who responded to six out of the 10 PEI
questions, suggesting a score of 80%, where our score for
those questions was 66%. Similar feedback from several
policy stakeholders could further validate our findings.
The PEI may be inadequate for comprehensive feedback to policy planners. However, it can be combined with
existing and further developed socioeconomic, political,
and health indicators such as the Gini income inequality
index, OECD indicators (26), the gender equity index
(Jämindex) (27), the Gender-related Development Index
(GDI), the Gender Empowerment Measure (GEM), the
Gender Gap Index (GGI), the Gender Status Index (GSI),
The African Women’s Progress Scoreboard (AWPS), and
the UNDP Gender Mainstreaming Scorecard (28, 29).
More comprehensive indexes and indicators, for example,
also measuring well-being and sustainability, are needed
for a more holistic understanding of social welfare and
progress (30).
Also, a single policy plan evaluation may be inadequate. Complementary plans and strategies may increase
the overall policy’s empowerment potential. Therefore,
a multi-sectorial policy ‘cluster’ evaluation is proposed
as the next step.

Conclusions
An empowerment evaluation of the Malmo City’s policy
plan to increase gender equity in all aspects of city life
showed that the plan has a strong potential to empower its
constituency, being, according to the PEI terminology,
‘supportive’ and potentially even ‘enabling’ of empowerment’ with a PEI score of 64% (4678%) (see Appendix 1).
The plan’s main strong point according to this evaluation
lies in the protection against gender discrimination in

Citation: Glob Health Action 2014, 7: 23710 - http://dx.doi.org/10.3402/gha.v7.23710

47

Georgios Gavriilidis et al.

employment, education and distribution of resources and
agency. Proposals that emerge from the analysis are toward
proactive job creation for vulnerable groups and more
delegated policy conception and planning.
Comprehensive policy evaluations can contribute toward a more participatory, community enriching and
effective policy planning, facilitating the achievement of
developmental and public health goals. The PEI can be
a part of such evaluations.
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14. Malmö Stad (2011). Utvecklingsplan för jämställdhetsintegre
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Appendix 1
Results of the Policy Empowerment Index Evaluation of the Malmö city’s Gender Equity Integration
Development Plan
The full report can be found at the Malmö city’s web site: http://www.malmo.se/download/18.31ab534713cd4aa921
379ea/Prooposalincevalutation.pdf
Q1. How many policy-affected constituents are informed and concerned with the problem being addressed?
0) No one
1) B10%,
2) 1050%,
3) 5075%,
4) 7590%,
5) 90100%, of constituents
According to the evidence search:
The problem that the GEIDP addresses is the persistence of gender inequity in Malmö, for example, the inequities in
employment, living conditions, education and health, power and influence in society, wages, expectations, unpaid work
distribution and parental leave, sexual harassment and gender-based violence.
According to recent surveys, over 75% of Swedish men and women support a balanced distribution of unpaid work and
salaries, and 86% of employees believe that gender salary differences are wide (18, 32), although the populace does not
prioritize gender equity over other issues (3335). Sweden is one of the most gender equal societies (3638), despite
differences in salaries and work positions (24, 3945), unpaid homecare and parental leave (4657), and in healthcare (58,
59). Women are concerned about unequal opportunities and one in five women feels gender-discriminated at work (6062).
Around 60% of both men and women want a fairer distribution of parental leave (63).
Many Malmö residents are concerned about gender equity, and gender issues feature in basic and higher education
curricula (6466); however, no local surveys were found. Malmö has a higher percentage of residents with foreign
background than the rest of Sweden: 30% born abroad, 41% with foreign background (20). Immigrants may have different
views from natives on gender equity, but, according to global surveys, a large proportion of them are expected not only to
know and be concerned but also to agree that men and women should have equal rights (6097%), although fewer people
globally believe that there is more to do about gender equity (from 35% in Egypt to 81% in France) (67, 68).
The GEIDP addresses the lack of gender equity in Malmö, beginning with safeguarding equal opportunities, conditions
and rewards by the city as employer, and through the city departments?, administrations? and companies? services and
distribution of resources (17).
In the absence of recent local statistics on Malmö resident views on gender equity, the above evidence suggests that
between 50 and 90% of Malmö residents are currently concerned with gender inequality at home and work, and with
associated issues such as gender-based violence, which the GEIDP aims to address. A local sampling of opinion, such as
through the PSA survey, can be useful to narrow the confidence interval. PEI Score: 3.5 (range 35)
Q2. How was the political agenda set? Did the plan in question start from a discourse in the community and local grassroots
movement advocacy, or by professional experts and politicians at the City level and above (or both in interaction)?
By:
0) Some non-legitimate leader/authority, non-transparently
1) experts, centrally
2) experts, multi-level or peripherally
3) mixed (experts and lay stakeholders), centrally
4) mixed, multi-level
5) mixed, peripherally
According to the evidence search:
Gender Equity was added to Swedish political agenda after the economic transformation and the global feminist
movement (1960s), and gained political support in the 1970s (69, 70).
The current plan is a response to international guidance (71) and more specifically an EU proposal signed by national
representatives (12, 72). Although many local, national and international groups with local representation and political
party branches have gender equity high in their agenda (37, 71, 7384), a relative delay in implementation in Malmö may be
the result of satisfaction with the current situation and maybe even some controversy on gender equity’s social and health
effects (34, 35, 63, 8592). An interesting report suggests that evolution of family gender norms has lagged behind policy
makers’ ideas (63). On the contrary, significant evidence was found for a national and international agenda for gender equity,
supported by human rights, macroeconomic and macro-demographic priorities (91, 93104).
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The gathered evidence therefore suggests that gender equity is of widespread concern in Sweden and internationally
(see also Q1) and thus the agenda for this policy appears to have been set beyond the city level, although non-expert local
constituents (e.g. party members) have raised the issue in Malmö. The EU and State roles in driving the issue toward the
City Council and Board seem to dwarf the local community contributions. However, this conclusion can be contested by
survey input and further discussion with the policy stakeholders. PEI Score: 3 (24)
Q3. How was the policy planned? Did peripheral agencies and interest groups contribute significantly to the planning?
The plan/policy was drafted by:
0) Some non-legitimate leader/authority, non-transparently
1) experts, centrally
2) experts, multi-level or peripherally
3) mixed (experts and lay stakeholders), centrally
4) mixed, multi-level
5) mixed, peripherally
According to the evidence search:
The planning was done at the City of Malmö (105) after a stakeholder opinion evaluation and significant contributions
from peripheral agencies and stakeholders, such as the community councils, the educational, technical and cultural
agencies, the local house construction company (MKB) and unions (such as the teachers’) among others, through
meetings and written responses to a plan draft (106).1
However, the planners were city employees with experience in gender issues, thus considered experts, without lay
community stakeholders among them. The peripheral feedback was significant but not game-changing for the plan’s final
formulation (25, 107). The plan firmly complies with the pre-existing city plan, the EU charter and the Swedish government
and agencies’ guidance (12, 72, 107111). No evidence of significant Malmö or other residents’ or agencies’ participation
was found in those documents.
In addition, peripheral city departments appear to have followed the city in their planning instead of contributing their
own plan proposals to the final plan formulation (112118), although one department had already formulated a gender
equity plan based on the previous guidance (113) and another had significant relevant experience (114). This issue,
together with Q2 can profit from further discussion and input from policy-planners. PEI Score: 2.5 (13)
Q4. What percentage of the development plan actions was delegated peripherally for implementation? Will the plan be
implemented mainly by the central or peripheral City authorities?
0) No delegation
1) B10%
2) 1050%
3) 5075%
4) 7590%
5) 90100%
According to the evidence search:
The plan is to a very large extent delegated to the peripheral authorities, agencies, departments and businesses for
implementation (17, pp. 8, 9, 13, 14, 15), especially in regard to the city services. Only a few of its measures will be
implemented at the central city level, and those mainly concern the City working environment (17, p. 8).
The City is employing less than 10% of Malmö’s active workforce, total workforce or population (23, 119122). This
proportion can be used as an indicator of the magnitude of central vs. peripheral implementation needed for the measures required by the City as an employer, e.g. educationtraining, recruitment and overall adaptation of the working environment.
However, overall control, supervision and support remain with the central authority, the City Board and Council (17,
pp. 10, 14). The municipal boards, agencies and companies will be equipped with one or more contact persons
coordinating implementation and follow-up of the plan (17, pp. 13, 14) while leaders at all levels are held responsible for
the implementation (17, p. 15).
A number of city departments and agencies have already designed their adapted plans (112114, 116, 117, 119, 123).
PEI Score: 5 (45)
Q5. Does the policy plan call for education/training of the constituents?
0) B1%
1) 110%
1
The annual population increase (3,800 people, or 1.25% of the residents in 2011) was not taken into account. The above proportions remain
between 10 and 50% even after much more significant population increase.
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2) 1050%
3) 5075%
4) 7590%
5) 90%
According to the evidence search:
The plan relies significantly on education on gender equity issues among the City employees, at all levels but mainly
coordinators and leaders (17, pp. 7, 1012, 17, 25) and mention is made for education as a means for more equitable
social integration (17, p. 19).
Commitment for advancement of gender equity can be found in the last City budget (124, Q9). The City department of
education has already formulated its equity plan, with a significant number of activities for City employees, leaders and
support to schools by gender educators, and more such personnel with experience in gender issues, gender equitable
budget work and communication, is sought by public announcements (123, 125). In 2011, 9,000 employees were trained
through role-plays at work, and 141 people were trained as play leaders ((122, 123) p. 13) on diversity issues. The total
number of employees on December 31st 2011 was 20.521, increased by 545 from the previous year and the City had an
annual employee turnover of 1560 (122, pp. 8, 10). If similar numbers are maintained, a little over 40,000 city employees
may be employed and, according to the plan’s objectives receive some kind of training for gender equity over the plan’s
implementation decade, not counting potential interns (900 in 2011) and day-workers. This accounts for approximately
18% of residents aged 664 (see footnote 1) (23, 126).
Regarding the plan’s provisions for the City as a service provider, evidence was found that gender education targeted
toward students of all levels, from primary school to university (127130), city employees (122, 130, 131) and leaders
(125, 131), is already advancing. Clearly education on gender issues is needed to address norms that hinder gender equity
at home and work (55, 132134) and to protect women from violence and harassment (134). Even in public educational
institutions, study materials (133), training programs (135, 136), and educators’ knowledge and attitudes can improve
(126). The city?s population enrolled in educational programs in 201011 amounted to 27,328 aged 615 and 34,911 aged
1664, totaling 62,239, or 27.3% of total residents aged 664 (see footnote 1) (23, 126, 136139).
The question arises if more education and training can increase population empowerment in Malmö. There evidently
exists a high degree of gender equity regarding both on-going education and education levels in Malmö and overall in
Sweden (126, 136, 139), but significant differences exist at different areas of training, with higher proportions of men in
technical positions and lower in care trainings, and a lower proportion of women in research (139). Women are also lagging
behind in top job positions and entrepreneurship (39, 40, 139) and some ethnic groups of women have very low levels of
official employment (24). It is thus obvious that some more targeted training (such as leadership management and
entrepreneurship courses for women) and an overall correction of these differences could widen the career opportunities for
significant additional population numbers and thus empower the Malmö community. However, no specific programs for
targeted training in areas where women or men are lagging behind are planned (17, 123), although some especially
vulnerable groups are supported for job seeking by publicly supported programs (140). Only around 17.4% of residents aged
1664 are receiving education at the moment (23, 126, 136139).
Thus, mainly employees and current students are eligible to receive some extra education by the plan before 2020, which
accounts for around 46% of the total that is eligible to study resident population (see footnote 1) (2011). PEI Score: 2 (13)
Q6. Are peripheral employment and entrepreneurship being strengthened? Will the plan create jobs or business
opportunities for women or men?’
0) No
1) employment/entrepreneurship for B1%
2) employment for 110%
3) employment for 10%
4) some entrepreneurship and self-employment for 110%
5) broad entrepreneurship and self-employment for 10%
According to the evidence search:
There is some direct creation of employment through this plan, mainly in its implementation.
The plan aims to eliminate gender discrimination by raising awareness on gender issues among employees and leaders,
controlling unequal recruitment and remuneration, and promoting equal employment conditions and opportunities
(17, p. 8) as well as guaranteeing equitable activities, services, treatment, exercise of public authority, distribution of
resources, power and influence (17, p. 7). Leaders and employees will be educated on gender, gender sensitive budgeting
and communication and gender disaggregated statistics and reporting will be implemented (17, p. 811). Educators with
experience in gender issues will thus be needed and relevant provisions have already been made (123, 125). Given the
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large number of employees and occupations (124, p. 2), these tasks will probably require a significant amount of
extra work-time.
Extra funds are earmarked for gender equity in the 2012 budget (23, pp. 26, 48). All administrations and municipal
companies will assign at least one contact person responsible for the equity integrations coordination (17, p. 13). There are
10 peripheral administrations and 14 municipal companies, so this requirement could create a few new jobs. However, no
explicit provision for extra jobs was found in the current budget and revision of personnel (23, 124). In any case, new
educators and coordinators together will not account for more than 0.5% of the eligible to work resident population of
201,123 aged 1664 (see footnote 1) (137, 138).
Additional employment and entrepreneurship may be created by facilitating access to ‘work, housing, culture,
informationcommunication as well as social and medical help’ (17). Although to a large extent these services are already
in place, more targeted activities are well needed (131, 140, 141) and some programs targeting young or marginalized
women have already been put in place (39, 142). However, in the absence of an explicit call for job creation, the impact of
such programs is expected to be proportionally low.
The plan is also unlikely to create new jobs through its goal for an equitable balance of recruitment and
employment. Among the city’s 20,521 non-day-worker employees, 77.2% were women and 22.8% were men, with
women also occupying more leadership positions (124. pp. 12). Sweden is now one of the few European countries with
increasing gender desegregation in its labor, though a decade ago was regarded a high-employment and high-gendersegregated country in EU (143, p. 18). However, the European labor market analysis of gender segregation reports that
there is a gender polarization of jobs where women, although with a higher employment rate, are more associated with
‘feminized’ jobs relating to teaching, care giving, etc., while men are involved in computing and technical jobs (143, p. 8).
This could contribute to narrow skill development, labor supply and resultant biased employment opportunities
(143, p. 43). This gender imbalance in favor of women implicitly serves to balance inequalities in favor of men in the
private sector (4046, 60, 61, 144, 145), and some ‘structural’ work inequalities in Swedish society (such as in
leadership roles, gender biased training, work orientations and unpaid home care) (4651, 55) and thus a significant
change seems unlikely. In any case, any new positions for one sex will be at the cost of the other, so no new jobs can be
thus created.2
There are four other ways through which this plan may increase employment:
1) More generous parental leave regulation by the City (17, p. 18) will create gaps to be filled with part or full-time
workers (128, 146)
2) Academic programs and research (17, p. 11, 128, 147) can create jobs and careers.
3) Gender equity has been shown to enhance growth in the long-term (98, 100, 148, 149), which in turn may create
jobs and business opportunities.
4) The private sector may follow the city in providing education on gender, more generous parental leaves and better
balanced recruitment and employment. Evidence was found of a good corporate predisposition toward gender
equity in Sweden and the province of Scania (Skåne) where Malmö is the capital (60, 145, 149, 150), and research
on favorable impact on workers? physical and mental health may further support this trend (57, 151).
However, given the absence of a direct call for job creation, the overall contribution of the plan on employment is very
unlikely to exceed 1% of the city?s 201,123 residents (see footnote 1) aged 1664 (24, 137, 138), of whom over 40% (2010)
are not employed (23, 24, 39, 40, 131, 137, 138, 140, 141).3 PEI Score: 1 (12)
Q7. Does the plan promote constituent participation in horizontal and vertical networks? Does the plan create links
between the community members/citizens/residents and between them and the authorities of the city?
Promotion of networking of constituents:
0) No
1) all for B1%
2) indirect for 110%
3) indirect for 10%
4) explicit/direct for 110%
5) explicit/direct for 10%
2

This question addresses the total employment for the constituency as a factor of total empowerment. The special support for vulnerable groups
is captured by question 8.
3
Purposefully, the PEI counts the absolute job creation (i.e. among the total eligible population) and not among the unemployed. This is because
it aims to count the absolute policy contribution to the community empowerment. A reduction of an already low unemployment may do little in
that regard, and, for example, a 100% fully, permanently and happily employed community cannot be empowered further by job creation. In
addition, unemployment statistics often do not reflect the reality of insufficient occupation or abandon and withdrawal from the job market. In
other words, few new jobs always mean little additional empowerment.
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According to the evidence search:
The plan calls directly for the responsibility of the City to support gender equity contact persons of peripheral
administrations and companies through networking. This will happen through personal communication, an existing
website (malmo.se/jamstalldhet) and the city intranet (KomIn) (17, p. 13). In this way, the existing horizontal and vertical
networks of the City will be enhanced for the coordinators and leaders involved in the project which will probably not
account for more than a few hundred constituents (less than 1% of the constituency) (23).
Indirectly, GEIDP aims to put new emphasis on the issue, by spreading knowledge and serving as a model for wider
equity in the society. The discussions and seminars are likely to improve the communication between the many groups
concerned with gender equity, institutions, agencies and businesses active in Malmö and between those and the City.
Around 100 women’s and men?s groups actively pursue gender equity in Scania, with over 10,000 local members (23, 73
75, 77). Although this could include duplicate memberships, the number may easily exceed 1% of the constituency (3,000
members).
Given the large number of existing groups, it is unlikely that many new groups and networks will be formed because of
the plan. Therefore, the proportion of constituents that the plan will indirectly motivate to participate in these links is
unlikely to exceed 10% of the resident population (30,000 members) (23, Q5). More accurate statistics of residents
involved in groups and networks in Malmö would be useful in this regard. PEI Score: 2 (13)
Q8. Are hard to reach, vulnerable or disadvantaged populations being considered and affirmatively protected and
empowered (including vulnerable gender and age groups, socially/physically/economically disadvantaged individuals,
groups and communities)?
0) No
Yes,
1) some for B1%
2) indirect for 110%
3) indirect for 10%
4) explicit/direct for 110%
5) explicit/direct for 10%
Despite living in one of world’s most equitable societies, many women in Sweden can still be considered disadvantaged and
vulnerable. Seventy two percent of all leaders and 82% of board members of publicly listed companies are men. Only 16% of
professors are women and a woman’s average salary is 8% lower than a man’s. The aggregate total income of women is 70% of
men’s while they contribute three times more in unpaid services (55, 152). One in five women feels she is being treated unequal
at work and one in four is unhappy with gender equity in this country (60, 62). There are over 25,000 crime reports, mostly by
intimate partners, and around 6,000 rapes against women every year (55).
Malmö is 37th among 290 municipalities on the SCB’s gender equity index (Jämindex), last of the major cities (28).
Some recent prominent crimes have raised public attention to violence against women (153157). Forty percent of its
population has an immigrant background and 30% has actually been born abroad (23). Immigrant women often face
even more challenges toward employment and empowerment (24).
Some men are also disadvantaged. Only 22% of parental leaves go to men (18, 55), who are also more likely to spend
holidays away from family (146). Some feel unhappy with the state’s ‘affirmative action’ for gender equity, and demand
same ‘game rules’ instead of equitable ones (63).
The plan calls directly for improvement in the both genders situation among the City’s employees first, and through the
handling of public matters to all the gender-disadvantaged residents of Malmö, clearly more than 10% of the population
(122, Q5). PEI Score: 5 (45)
Q9. Does the policy provide for or will there most likely be adequate financial, human and other resources?
0) no provision
1) inadequate, central
2) inadequate, mixed or peripheral
3) adequate, central
4) adequate, mixed (central and peripheral)
5) adequate, peripheral
According to the evidence search:
Central vs. Peripheral: According to the plan, the City Council has the overall responsibility for the funding of the plans
goals by the annual budget (17, p. 14). The peripheral administrations and boards are made responsible to allocate
budget and other resources for their own gender equity targets and instructions are given for gender budgeting (17, pp. 14,
23) but the funds are provided by the City budget (124, p. 47).
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There is no provision for peripheral mobilization of funds for the implementation and follow up of the integration of
gender equity at the city departments and agencies. However, the peripheral administrations and companies are asked to
assign contact persons responsible for the coordination, and educators will be needed for the necessary training on gender
issues (see Q5 and 6). According to the City?s recruitment report, many of these human resources are recruited among local
young people and minorities (122, p. 5). No mention is made for any prioritization of members of the recruiting agencies’
communities, where in any case it may be difficult to find the expertise needed for these positions (125).
In conclusion, the plan calls mainly for central financial and human resources.
Sufficient vs. insufficient: Significant funds have already been allocated to advance the plan’s aim for education (25,
125, 128, 130, 147). Malmö City has sufficient financial assets to fund this plan (124, p. 61) and relevant commitments are
made in the 2012 budget document (124, p. 8, 24, 37). Given the current economic situation and political will (8082, 130,
158) in Malmö, funds and fixed assets are thus likely to be sufficient. Given the local and national academic
environment?s focus on gender issues (65, 66), knowledge and human resources are also most likely to be available. PEI
Score: 3 (24)
Q10. How will the policy plan be evaluated and adapted?
0) By some non-legitimate leader/authority, non-transparently
1) no plan
2) evaluated and adapted centrally, quantitative methodology
3) evaluated and adapted centrally, quantitative/qualitative methodology
4) evaluated and adapted centrally and peripherally, quantitative methodology
5) evaluated and adapted centrally and peripherally, quantitative/qualitative and/or participatory methodology
According to the evidence search:
The plan calls for annual, gender disaggregated statistics of measurable targets and consequence reports from the city boards
and administrations to be continuously created, and an annual revision update report and analysis will be presented by the
city board (25, p. 14). The City will be responsible for the overall follow-up of gender equity integration?s progress by the
city administrations and also provide support and coordination (25, p. 15). In addition to the statistics, the plan explicitly
asks for qualitative equity analyses, in order to sample the ‘residents and users experiences through different kinds of
surveys’ (25, p. 24).
In addition, the importance of both quantitative and qualitative aspects are raised in the national policy document on
gender equity (16, p. 86) and previous City, State and private evaluations of the gender equity situation have included
both qualitative and quantitative methods (159162), and the same applies for local and national related academic
studies (64). Thus, it can be assumed with relative certainty that the plan will be evaluated holistically.
The City Council must approve changes in the plan (25, p. 14). However, as adequate authority is delegated
peripherally for implementation, several city departments and administrations have already formulated and adapted the
plan to their situations (112117), so this is also likely to happen after the evaluations. PEI Score: 5 (45)
Total score: 32 (2339) or 64% (4678%). The policy plan can be best described as supportive of empowerment,
ranging between the supportive and enabling PEI policy categories.
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jämställdhet.
56. Kotsadam A, Finseraas H. The state intervenes in the battle of the sexes: causal effects of paternity leave. Soc Sci
Res 2011; 40: 161122.
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113. Malmö Stad (2012). Jämställdhet och mångfaldsplan: Oxie Stadsdelsförvaltning. 20122014.
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Malmö.
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124. Malmö Stad (2012). Budget 2012. Kommunfullmäktiges Bihang Nr 801/2012.
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160. Sveriges Kommuner och Landsting (2011). Program för Hållbar Jämställdhet, Resultatrapport För Perioden 2008
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Appendix 2
Policy Empowerment Index Footnotes
The PEI was previously developed to assess policy elements that have a potential impact on empowerment. It applies
logical discussions but, due to lack of evidence on empowering factors’ impacts, not evidence-weighted scores (from
0minimum to 5maximum) of empowerment potential (21) and confidence intervals (05). In order to make the results
more visible) the PEI evaluators attach scores to logical statements. For example, B10% describes ‘a small minority, 1050%
‘a significant minority’, 5075% ‘a majority’, 7590% ‘a big majority’ and 90100% ‘avast majority/ almost all’ as previously
described (21).
Unless otherwise specified, the score of 0 should be applied when the policy does not benefit the constituents or has a
negative impact.
In the case of insufficient information or non-applicable criteria the relevant questions should be removed and the score
re-adjusted.
The final score is presented as a proportion of the maximum points (50).
According to the index, a policy can be classified as:
1. Dictative: In this policy type, the policy-makers are addressing a problem that a minority of their constituents know or
are concerned about. Mainly expert opinion and central interests guide the policy agenda setting and planning. The plans
call for topdown implementations, without significant adaptation to peripheral particularities, needs and participation.
The policy does little to build community capacity through education, training or employment opportunities or to protect
vulnerable populations. Human, financial and other resources are centrally managed and inadequate. No formative or
summative impact evaluations are considered necessary and central, inflexible mechanisms are or are put in place for policy
modifications. The policy is interdependent with other dictative policies. PEI: 020%
2. Directive: A specific, detailed policy is designed, based on expert opinion and firm strategic goals, after considering
public opinion and possible opposition, but mainly based on partisan views (e.g. the ruling party political ideology). Central
and peripheral, expert panel committees may contribute to the policy plan. The policy-experts provide a detailed guidance to
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reach the policy objectives, allowing little deviation in planning and implementation, however taking into consideration
local particularities, input and voices of objection, also allowing for some peripheral participation, variation and adaptation
to an extent such that the end outputs remain within the prescribed margins. Contrary to the previous level, peripheral
authorities are respected although relatively passive partners in the policy planning and implementation, under the firm
guidance of the higher legislative framework. The policy builds peripheral capacity to some extent through education,
training and provisions for limited employment opportunities and participation in peripheral networks. It protects and
empowers affirmatively a minority of vulnerable constituents. Adequate, mainly central resources are planned. The policy is
evaluated centrally for predefined outputs and outcomes, using quantitative measurements and can be adapted by central or
peripheral inputs, albeit rather inflexibly. It relates and interacts with directive policies. PEI: 2140%
3. Supportive: The policy addresses a problem that the majority of its constituents know of and are concerned about.
Lay representatives together with experts contribute in setting the policy agenda and in policy planning, albeit centrally.
A significant part of the implementation depends on peripheral mechanisms and peripheral capacity building is provided.
Also, the policy is facilitating wider employment and peripheral network formation and action through legislational
provisions and affirmatively supports the majority of vulnerable constituents. The central authority is providing adequate
funds, advice, and actively supports peripheral implementation, for example, by providing expert advisers, information
and a permissive national policy framework. It evaluates the policy implementation and impact formatively using both
quantitative and qualitative methods and flexible, central mechanisms for adaptation exist or are set. The policy relates
mainly with other supportive policies. PEI: 4160%
4. Enabling: An enabling policy frequently addresses a problem that the vast majority of those affected know of and
are concerned with. The agenda is set by an interaction of central and peripheral actors, and the policy planning occurs
at close collaboration between the center and the periphery. Implementation is mainly delegated to the periphery. The
policy also encourages peripheral sustained participation in assessment of needs and relevant action through sustained
training and education of constituents, and through promotion of peripheral entrepreneurship, networking and
cooperation at and between different levels. Adequate financial, informational and legislative support are combined with
local resources and used as catalysts for peripheral involvement, participation and leadership, thereby promoting
peripheral capacity development, proactively supporting and empowering the vast majority of vulnerable populations.
Peripheral formative evaluation occurs, mainly through quantitative data collection and the policy can be adapted at
least at the peripheral level, flexibly. The policy is part of a wider enabling policy matrix. PEI: 6180%
5. Empowering: The policy is inspired as well as planned and implemented by the constituents under an empowering
central and peripheral legislative framework, in a representative, consensual, polyphonic, equitably participatory manner,
addressing issues that nearly all the affected constituents are informed and concerned with. It promotes further peripheral
achievement and a sustainable, social, democratic development through essential, broad capacity development, through
knowledge generation and communication, innovative and expansive peripheral entrepreneurship and asset generation,
and through broad, inclusive and active, vertical and horizontal networks/links. Most vulnerable groups are affirmatively
empowered. Peripheral participatory needs, formative and summative evaluations are conducted in a holistic manner
(quantitative and qualitative, participatory action research) and a continuous feedback drives adaptations flexibly at the
peripheral and central-framework level. Related policies follow the same principles. PEI: 81100% (21).
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astern and Southern Africa (ESA) contains some
of the poorest countries in the world. The burden
of disease in these settings due to infectious
diseases and diseases related to reproductive and sexual
health is extremely high. Notably, all 10 countries with
the highest prevalence of HIV are found in the region,
and the high rates of population mortality related to the
epidemic have had a devastating impact on socioeconomic development. Further, as the region with the
highest number of young people in the world, understanding the drivers of sexual and reproductive health
(SRH), including gender inequality, could provide valuable insights for improving broader health and development outcomes.
This review of the literature draws on findings from a
report commissioned by the Regional Network for Equity
in Health in Eastern and Southern Africa (EQUINET)
which highlighted areas of concern for gender equity in
health in ESA, based on a review of the published and

E

grey literature (1). The paper synthesises evidence from
the academic and grey literature on key aspects of SRH
from 16 countries in the Eastern and Southern African
region and highlights neglected areas where further
progress is urgently required.
Gender refers to how a person’s biological sex is culturally valued and interpreted into locally accepted ideas
of what it is to be female or male (2). Gender therefore
describes all the socially given attributes, roles, activities,
and responsibilities connected to being male or female in
any given society (3). In most societies, these gendered
social norms divest greater privileges (often power and
resources) to men and boys over women and girls.
Gendered social norms are dynamic, changing over time,
and varying across cultures (2, 4). Gender differences in
access to information and resources (both social and
financial) can impact on nutrition, education, employment, and income. These are all important determinants
of good health (5). There is therefore a need to better
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understand how gender shapes vulnerability to ill-health
and health sector responses so that health services can
address the needs of women, men, girls, and boys more
equitably (i.e. through channelling resources where they
are most needed). Gender equity denotes equivalence in
life outcomes for women and men, recognising their
different needs and interests, and requiring a redistribution
of power and resources (2).
SRH relates to the health and well-being of people in
matters related to sexual relations, pregnancy, and birth.
The ability of women to realise their sexual and reproductive rights is vital to achieving gender equity in health as
well as the empowerment of women. The aim of this paper
is to critically review the published and grey literature on
gender and SRH in ESA, identifying key areas of concern,
areas of innovation and action, and charting the way
forward. We discuss using a gender lens the following key
components of SRH: access to abortion, maternal mortality, unmet contraceptive needs, gender-based violence,
and HIV (including prevention, access to anti-retroviral
therapy (ART), and caring responsibilities).

Methods
During November 2011, we conducted a literature search
of electronic databases for academic literature on gender
equity and health in ESA. We developed key search terms
which included sex, gender, men, women, reproductive
health, disease, Southern and Eastern Africa. The two
databases we used for these searches were Medline and
Web of Knowledge. We also used a Google Search to
ensure we included a range of literature.
We limited the searches to include the following 16
countries in ESA: Uganda, the Democratic Republic
of Congo (DRC), Kenya, Tanzania, Zambia, Malawi,
Mozambique, Madagascar, Mauritius, Angola, Namibia,
Botswana, Swaziland, Lesotho, South Africa, and
Zimbabwe. We focused on these countries because they
provided a range of countries including those with more
and less stable political and economic systems and higher
and lower HIV epidemics. We included studies for the
review that related to gender equity and health (both inside
and beyond the health system) in the 16 countries and
excluded those that did not relate to gender equity and
health.
Once we had identified key papers, we reviewed each
included paper through undertaking a thematic analysis.
As a group, we discussed the key findings and identified
broad themes to include in the final write up.
In this paper, we have focused specifically on our
findings related to SRH. We identified key themes in this
area including: measures of gender inequalities; maternal
mortality; abortion; unmet contraceptive needs; HIV
risk, treatment and care; and gender-based violence. We
brought these findings together and discussed as a group
to identify key priorities for action to improve the
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response to address gender inequalities in SRH. Key
limitations of this review were: first, the lack of primary
data available for the ESA settings related to gender
and health, although there were more data available for
South Africa and Kenya than for other countries; second,
there was a lack of empirical work that identified positive
gender equity action in health; thus, the review was
largely reliant on descriptive case studies; third, while
men and boys are also affected by gender power relations,
there were few studies available that focused on men and
how gendered norms and expectations can impact on
their health; fourth, in reviewing the papers, there were
limited papers relating to sexually transmitted diseases
other than HIV/AIDS and hence the focus is on HIV
rather than the broader set of sexually transmitted
infections (STIs).

Results
Using the search strategies, we identified 1,291 potentially relevant published articles. All titles and abstracts
were read and any duplicates or papers that were not
relevant to gender and health were omitted. This left 189
unique papers that were reviewed in full before removing
a further 40 manuscripts with irrelevant or repeated data.
We also identified 26 papers from the grey literature by
conducting Google searches and reviewing references in
journal articles. The results presented are key themes
related specifically to SRH.
Introducing the ESA countries through the Gender
Inequality Index
The Gender Inequality Index (GII) is part of the United
Nations Development Programme (UNDP) and is constructed based on three dimensions  reproductive health
(maternal mortality and adolescent fertility), empowerment (female parliamentary participation and secondary
level education), and women’s participation in labour
markets (6). A higher score on the index means that gender
inequality is more pronounced in the country. While the
index includes only a limited number of indicators of
gender inequality, it provides a useful summary of gender
inequities across countries. It indicates that in countries
where human development is uneven there is also high
inequality between men and women. Table 1 below
presents UNDP GII for the 16 countries. Mauritius has
the lowest gender inequality and the DRC has the highest.
The civil war in DRC is likely to play an important role in
explaining why the country performs poorly in this index.
War can be especially damaging to the rights of women and
children. In DRC, there have also been extensive reports
of rape, sexual slavery, purposeful mutilation of women’s
genitalia, and killings of rape victims, particularly in
eastern Congo (7). In comparison, Mauritius has a stable
democracy with one of the highest per capita incomes in
Africa.
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Table 1. UNDP Gender Inequality Indices, 2011

Table 2. MMR of the 16 countries in 1980, 1990, 2000, and
2008

UNDP Gender Inequality
EQUINET focal countries

Index 2011

MMR per 100,000
live births

Democratic Republic of the Congo
Kenya

0.71
0.63

Zambia

0.63

Mozambique
Malawi
Tanzania
Uganda

Country

1980

1990

2000

2008

0.60

Angola

1,309

1,156

1,105

593

0.59

Botswana

424

237

655

519

0.59

DRC

498

616

850

534

0.58

Kenya
Lesotho

494
588

452
363

730
1,021

413
964

Madagascar

490

484

505

373

Mauritius

122

65

34

28

632

743

1,162

1,140
599

Zimbabwe

0.58

Swaziland
Lesotho

0.55
0.53

Botswana

0.51

Malawi

South Africa

0.49

Mozambique

411

385

505

0.47

Namibia

397

354

558

586

0.35

South Africa

208

121

155

237

Swaziland
Tanzania (United Republic of)

559
603

359
610

609
714

736
449

Uganda

435

571

604

352

Zambia

599

594

914

603

Zimbabwe

219

171

373

381

Namibia
Mauritius
Angola

Data unavailable

Madagascar

Data unavailable

Source: UNDP (6).

Maternal mortality
Women’s access to antenatal services and support during
labour are vital elements of SRH rights. Maternal mortality is defined as the death of a woman during pregnancy,
childbirth, or in the first 42 days after giving birth (8). The
maternal mortality ratio (MMR) is the number of maternal deaths in a population divided by the number of live
births (9). It is one of the health indicators that shows the
greatest gap between the rich and the poor  both between
countries and within them (10). This is highlighted by the
fact that 99% of all maternal deaths occur in developing
countries, with more than half of these deaths occurring
in sub-Saharan Africa (9). A woman’s lifetime risk of
maternal death is 1 in 7,300 in developed countries versus
1 in 75 in developing countries (10). Power dynamics
within the household can mean that women are unable to
take control over their reproductive health, putting them at
increased risk of maternal death.
With the adoption of Millennium Development Goal 5
(MDG 5), countries have committed to reducing the
MMR by three quarters between 1990 and 2015 (11).
However, between 1990 and 2005, the MMR declined by
only 5%. Achieving MDG 5 requires accelerating progress. With the exception of Mauritius, none of the ESA
countries in this review are likely to achieve their MDG5
target (8).
In Table 2, the MMR of the 16 countries in the study are
represented for 1980, 1990, 2000, and 2008. There has been
a downward trend in mortality in some of these countries, including Madagascar, Angola, Mauritius, Uganda,
Kenya, and Tanzania. Although in relation to Kenya the
gains made are slight, and between 1990 and 2000 there

Source: Hogan et al. (8).
MMR, maternal mortality ratio.

was a significant increase in maternal mortality. Some of
the improvements in maternal mortality in these countries
may be explained by a number of factors. Hogan et al. (8)
argue that globally total fertility rates have been declining
since 1980 (3.70 in 1980 to 3.26 in 1990 and 2.56 in 2008).
There has also been an increase of per capita income
(although this is less marked in ESA countries than in
other regions of the world). Rising per capita income can
impact on maternal mortality through improving women’s
nutritional status and their financial access to health.
Educational attainment may also play a role in these
improvements (maternal educational attainment is a
strong correlate of maternal mortality) and has been
rising in sub-Saharan Africa since 1980 (12).
The countries with upward trends of worsening maternal mortality include Botswana, DRC, Lesotho, Malawi,
Mozambique, Namibia, South Africa, Swaziland,
Zambia, and Zimbabwe. With the exception of DRC, all
of these countries lie in Southern Africa and have some of
the highest HIV prevalence rates in the world. The high
HIV prevalence is likely to be a significant factor in
shaping these poor outcomes in maternal mortality (12).
Therefore, interventions to prevent HIV transmission and
the early initiation of ART are likely to be important
interventions to reduce maternal mortality. While HIV
provides some explanation for persistent high levels of
maternal mortality in the majority of ESA countries, it is
clear that other factors contribute to this, which we discuss
below.
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Nearly half of all maternal deaths in developing
countries, including the ESA region, occur during labour,
delivery, or the immediate post-partum period (13). The
‘three delays’ model developed by Nour1 (14) reflects
the important role that gender relations play within the
household (14). Women face significant challenges in
accessing health services at these critical stages which is
shaped by their access and control of resources, as well as
the prevailing gender norms and values. For example,
economic resources and their distribution within the
family may prevent or delay women from seeking treatment (14). Furthermore, cultural and religious norms may
influence the availability and accessibility of key health
interventions such as contraception as well as abortion
procedures.
Abortion
In 2003, there were an estimated 20 million unsafe
abortions. Nearly 98% of them were in the Global South
in countries which have restrictive abortion laws (15).
Nearly 200 women die each day from abortion-related
complications (16). Africa accounts for 25% of all illegal
abortions performed worldwide and less than 1% of all
legal abortions (17). An estimated 90% of deaths from
unsafe abortions and 20% of obstetric mortality could be
averted by universal access to modern family planning
methods. As can be seen in Table 3 on abortion laws in the
16 ESA countries, every country allows abortion on the
grounds of saving a woman’s life (18). However, there
is wide variation in whether women can get an abortion
for any other reason. Angola, DRC, and Lesotho have the
most restricted while South Africa has the most liberal
abortion laws. In 1996, following the end of apartheid
rule and the transition to democracy, the South African
government introduced the Choice on Termination Act,
No. 92, 1996, which granted abortions on a number of
grounds, including on request.
In South Africa, clause 59.1 of the post-apartheid
Constitution (1996) requires that Parliament facilitate
public involvement in legislative and other processes of
the assembly and its committees. Women’s rights groups
successfully used this clause to mobilise for legalisation of
abortion. One of the key strategies was to allow women
who have experienced unsafe abortions first hand to
speak about the need for liberal abortion laws before
Parliament. These women also provided quantitative
evidence of costs to the government (that could be
avoided) due to complications of unsafe abortion. As a
result, South Africa thoroughly liberalised its abortion
laws. The Choice on Termination Act No. 92, 1996,
allows abortion on request up to the first trimester,
1
Nour (14) argues that there are three key delays that increase
maternal mortality in resource-poor settings. These are: delays in
deciding to seek care; delays in reaching care in time; delays in
receiving adequate treatment.
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permits midwives to conduct abortions, and allows
adolescent girls the right to access abortion without
parental consent.
Jewkes and Rees report a 91% reduction in deaths from
unsafe abortion from 1994 (before the Termination Act
had been passed) to 2000 (once the Act was in operation)
(19). They compared abortion-related deaths from more
than one source (Department of Health reports on
confidential enquiries into maternal deaths from 1999
and 2003 and the national incomplete-abortion survey
from 2000), with the estimates of pre-legislative reform
mortality found in the national incomplete-abortion
survey from 1994. The 1994 survey estimated that there
were 425 deaths each year in public facilities from unsafe
abortion. When the survey was repeated in 2000, no
deaths were detected in the 3-week data collection period
in any study hospital. Therefore, researchers were able to
conclude that a significant decline in mortality had
occurred although it was not possible to estimate the
annual number of deaths (19, 20).
Unmet contraceptive needs
Unmet contraceptive needs can be used as a proxy
measure for accessing family planning services (21). This
is because most unplanned pregnancies in the developing
world are due to lack of access to family planning services.
As shown in Fig. 1, where data are available, there is a gap
in unmet family planning needs (22).
This is particularly pronounced in Uganda where
unmet need has increased from 29% in 19901999 to
41% in 20002007. The studies we identified on this topic
did not explicitly explore the reasons for this increase.
However, women who desire to space or limit births may
face multiple barriers both within their relationships
and also related to the wider provision of health services
they have access to. Meeting women’s family planning
needs is vital for empowering women. In countries where
abortion is restricted, as shown in Table 3, unmet
contraceptive need can mean women are more likely to
have unsafe abortions. It can also mean that women are
at an increased risk of maternal mortality.
It is critical that SRH services are accessible for all. In
ESA countries this means improving the coverage of family
planning services to widen their availability, particularly
for hard-to-reach populations, as well as improving their
accessibility and responsiveness to the needs of users.
Ostlin (10) argues that in some countries the introduction
of women and adolescent friendly services has helped to
counteract judgmental attitudes of providers, and lack of
privacy and confidentiality (10). Services could be adapted
to include youth-only, men-only clinics or women-only
services or outreach and community-based services (10).
HIV risk, care, and prevention
Globally, the response to HIV and AIDS has triggered an
unprecedented focus on gender inequality and how this
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Table 3. Legal grounds for abortion, 2007
Grounds on which abortion may be permitted in 16 review countries
To save a
woman’s life

To preserve
physical health

To preserve
mental health

Rape or
incest

Foetal
impairment

Economic or
social reason

On
request

Angolaa

â













Botswana

â

â

â

â

â

â



Democratic Republic

â













Kenyab
Lesotho

â
â

â


â














Madagascara

â













Malawia

â













Mauritiusa

â













Mozambique

â

â

â









Namibia

â

â

â

â







South Africa

â

â

â

â

â

â

â

Swaziland
Tanzania

â
â

â
â

â
â




â








Countries

of Congoa

Ugandab

â

â

â









Zambia

â

â

â



â

â



Zimbabwe

â

â



â

â





Source: WHO (15).
a
The abortion laws in these countries do not expressly allow abortions to be performed to save the life of the woman, but general
principles of criminal legislation allow abortions to be performed for this reason on the grounds of necessity.
b
The abortion laws in these countries expressly allow abortions to be performed only to save the life of the woman, or are governed by
general principles of criminal legalisation which allow abortions to be performed for this reason on the ground of necessity.

shapes women’s vulnerability (23). This response has not
been mirrored in other aspects of disease prevention or
within health systems more generally. One of the reasons
for this unparalleled response is the statistics relating to
HIV. Of the estimated 34 million people living with HIV
(PLWHIV) worldwide (24), women constitute half of all
adults living with the disease. However, in sub-Saharan
Africa, there are 14 HIV-positive women for every 10

Fig. 1. Proportion of women with unmet family planning
needs, 19901999 and 20002007.
Source: WHO (22).

HIV-positive men (25). Seventy-five per cent of new HIV
infections occur among young girls and female adolescents in Southern Africa (25). Women aged 1524 are
twice as likely to be infected with HIV than boys of the
same age in the region (25). The higher risk in young
women is due to both sociological and physiological risk
factors  young women have immature genital tracts but
are more likely to have older sexual partners partly due to
gendered expectations of men’s and women’s roles as men
are expected to have younger sexual partners (26).
As can be seen from Table 4, HIV prevalence in the 16
Southern and Eastern African countries varies widely from
0.2% for Madagascar and 1% for Mauritius to 25.9%
for Swaziland and 23.6% for Lesotho (24). Southern
Africa has borne the brunt of the HIV epidemic globally. Likewise, ART coverage varies significantly, with
Botswana (93%) and Namibia (90%) performing best, and
Madagascar (1%) the worst. South Africa scored a
disappointing 55%, despite having the third highest HIV
prevalence in the region (17.8%).
Gendered roles and relations often place women in a
subordinate position to men and promote models of
masculinity that justify and reproduce men’s dominance
over women (27). As Grieg et al. argue, ‘notions of
masculinity prevalent in many parts of the world that
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Table 4. Prevalence of HIV and percentage of ART
coverage, 2010
Country

Prevalence (%)

ART coverage (%)

2
24.8

33
93

No data available

No data available

6.3

61

23.6

57

Angola
Botswana
DRC
Kenya
Lesotho
Madagascar
Malawi
Mauritius

0.2

1

11

No data available

1

16

Mozambique
Namibia

11.5
13.1

40
90

South Africa

17.8

55

Swaziland

25.9

72

Tanzania

5.6

42

Uganda

6.5

47

Zambia

13.5

72

Zimbabwe

14.3

59

Source: UNAIDS (24).

equate being a man with dominance over women, sexual
conquest and risk-taking are associated with less condom
use, more STIs, more partners, including more casual
partners, more frequent sex, more abuse of alcohol and
more transactional sex’ (27). Women are often economically dependent on men. This dependence can leave
women with less power in sexual relationships, particularly in negotiating the terms of sexual exchange including condom use (28). In many ESA countries, masculine
and feminine ‘ideals’ reflect views that promote the sexual
prowess of men through multiple sexual partnerships, but
frown on women who do the same (29).
Recent work has identified violence against women as
an independent risk factor for HIV in South Africa (30,
31). Within a sexual relationship, the threat of violence
can influence women’s power and their ability to negotiate conditions of sexual intercourse, especially condom
use (32). Women who face violence within their relationships may be less likely to access HIV testing services
because of the fear of disclosing their sero-status (33).
Dunkle and Jewkes present research from India, South
Africa, and the United States suggesting that ‘men who
are violent towards their female partners or commit rape’
are more likely to have sex more often, to have sex with
concurrent and/or casual sexual partners, to have higher
total numbers of sexual partners, to practice anal sex, to
participate in transactional sex, to father children, and to
use alcohol and drugs’ (33). These are all factors that
increase risk of HIV.
Prevention of HIV has relied largely on behaviour
change at the individual level. However, behaviour
change interventions have often been gender-blind and
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have failed to acknowledge the broader environment that
sexual relationships are conducted within. Gender power
relations and economic vulnerability mean that women
are often unable to change their behaviour particularly
relating to condom use. A study in a peri-urban area in
Malawi found that women can do very little to influence
condom use by their husbands to protect themselves from
HIV due to the perception that condom use implies
infidelity; nor can they space or stop having children
without their male partner’s permission (34). Studies in
Kenya and South Africa have found that men control
condom use in sexual exchanges (35, 36).
Nevertheless, there are examples from South Africa of
promising HIV prevention interventions with both women and men. For example, Stepping Stones is a socially
transformative programme that promotes gender equality
through participatory learning and action (37). The
intervention works with community members, including
men and boys. In South Africa a Stepping Stones
intervention was evaluated with a group of rural youth
using a randomised controlled trial. The trial found that
with 2 years follow-up, Stepping Stones lowered the
incidence of herpes simplex virus 2 in men and women by
approximately 33%, and men reported less perpetration
of intimate partner violence across 2 years of follow-up,
as well as changes in several other HIV risk behaviours
(37).
The gendered differences in financial inequality, authority relations, and social identities of men and women
influence how families, communities, and health care
systems react towards HIV infection among men and
women (38). Views of blame and accusation have in some
societies been directed more towards female PLWHIV
than male PLWHIV (38).
However, gender roles and relations also influence
access to HIV testing, treatment, and care. Studies have
shown that more women receive treatment than men in
ESA, and that when men do access treatment they often
do so at a more advanced stage (39). This may reflect
dominant masculine norms that prescribe not only an
avoidance of the sick role but also discourage men from
seeking care out of fear of being labelled weak.
Finally, care for HIV in ESA has gradually been
shifting away from providing hospital-based care to
home-based care (40). While this model of care has clear
benefits for patients who wish to remain at home, it has
often relied on women’s unpaid labour reinforcing the
stereotype that women are responsible for caring for the
sick and that work of this nature is not worthy of
remuneration (4143).
Gender-based violence
While gender-based violence is pervasive in many ESA
countries, it is often under-recognised as a public health
challenge. The extent to which women are exposed to
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violence varies across countries. The data indicate,
however, that violence against women is widespread and
manifests in many forms  physical, sexual, psychological, and economic  both within and outside the home.
Violence limits women’s autonomy and their ability to
make decisions about their bodies. It can also have wide
ranging impacts on the short and long term physical,
mental, and sexual health problems of women (44).
These health problems can range from physical injuries
to depression and suicide. Living with the threat of
violence can also leave women unable to negotiate the
terms of sexual relationships as well as contraceptive use.
This can leave women vulnerable to unwanted pregnancies as well as sexually transmitted diseases (45).
According to Duggan (45), perpetrators of violence
against women are most often their intimate partners;
therefore, violence may be considered one of the ‘most
graphic expressions of unequal household power relations’
(45). Women are abused physically and sexually by
intimate partners at different rates throughout the world
 yet such abuse occurs in all countries or areas, without
exception. There are limited data available on the occurrence of violence against women in sub-Saharan Africa,
but the United Nations Children’s Fund estimates 1349%
of women reported having been physically assaulted by
an intimate male partner (46). Studies on sexual violence
in Ethiopia, Kenya, Namibia, Tanzania, Zambia, and
Zimbabwe estimate that 1459% of women have experienced sexual violence at some point during their lives
(46). Pregnancy can also be a trigger for violence with
10% of ever-pregnant women in Zimbabwe and 7% in
South Africa having been attacked during pregnancy (46).
South Africa has one of the highest rates of rape in the
world and in a recent study 27.6% of men interviewed
admitted raping a woman (47). This involved an intimate
partner, stranger, or acquaintance, and the rape was
perpetrated either alone or with accomplices. Further,
4.7% men admitted raping a woman in the past 12 months.
In DRC, there have been reports of rebels using rape as a
weapon of war to humiliate women and girls as well as to
humiliate the women’s spouses. It has also been used as a
tool to terrorise and demoralise whole communities (48).
Action on gender-based violence is required at all
levels, including community, legal, and health system
levels. There are examples of such action in ESA
countries. For example, an assessment in Kenya in 2003
revealed limited post-rape services, lack of policy, and
tensions between HIV and reproductive health staff at
service delivery points. Facilities lacked protocols and
confidential spaces for treatment. In response, a standard
package of care was developed with Liverpool Volunteer
Counselling and Testing (LVCT). This included the
provision of HIV post-exposure prophylaxis (PEP),
psycho-social support, and gender-sensitive counselling
for survivors (49). By June 2007, there were 13 health

facilities providing post-rape care services in Kenya
including the national referral and teaching hospital.
Between them they had delivered services to over 2,000
adults and children, with 96% of those eligible initiating
PEP at presentation (49).

Conclusions
Synthesising published and grey literature from across
the 16 ESA countries reveals that biologically and
socially determined gender roles and relations influence
the different exposures and vulnerabilities to illness
experienced by women and men. Access to SRH is
important for women and men of different ages. In
ESA where maternal mortality rates and HIV prevalence
remains unacceptably high, there is an urgent need to
provide effective and accessible maternity services and
gender-transformative HIV programmes. Gender norms
and values influence availability and accessibility of
critical SRH interventions such as contraception and
abortion procedures. Within the context of the ESA
countries, gender roles and relations play an important
role in producing vulnerability to unwanted pregnancy
and STIs. Notions of masculinity often condone multiple
sexual partnerships and unsafe sexual practices, such as
sex without a condom. They also influence treatmentseeking behaviour with men presenting later for testing
and treatment, which in turn can influence treatment
outcomes. Gender roles, which influence women’s access
to economic resources, can also increase vulnerability to
HIV and other STIs because women may be more
economically dependent on men and therefore less able
to negotiate the terms of sexual exchanges.
Globally, the politics of SRH have always been
contentious, and within the ESA contexts this is illustrated, for example, by the majority of countries limiting
women’s safe access to abortion. Of all the public health
interventions, those related to SRH are the most likely to
be influenced by politics, tradition, and religion rather
than scientific evidence, especially where gendered issues
are concerned. The unease that many people feel about
discussing sex and the low status of women in many
countries has meant that SRH rights have not always
been enacted (5052).
Gender inequity in SRH in ESA underlines the need for
deeper levels of action to address the structural drivers
of inequities in health outcomes. These could include
interventions to transform gender roles and relations.
Programmes such as Stepping Stones have good potential
here through changing broader gender norms. Other
interventions to address social determinants include improved access to education and employment.
It is clear from these ESA findings that interventions to
improve SRH for women and men need to be enacted
both within and beyond the health system. Tolhurst et al.
(53) provide pertinent insights on the importance of
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advocacy and inter-sectoral approaches (53). They argue
for increased advocacy in policy-making, service provision and resource allocation to establish the sexual and
reproductive rights of women, men, boys and girls and to
ensure these are met (53). Intervening requires moving
beyond simple service delivery through using intersectoral collaboration to improve women’s bargaining
power and increase their broader access to and control
over resources (53).
The causes of gender-based violence point to the need
for multi-pronged approaches, including action at the
community level to change cultural norms, decrease the
acceptability of violence against women and girls, and
improve the linkages between the health system and the
legal system. Changing such norms calls for political,
civil, and social leadership to change institutional practice and to debunk underlying ideologies. A common
indicator of improved governance is the increase in
women’s participation at all levels of decision-making,
including at the household and community levels and in
national legislative bodies. However, wider transformations are needed to strengthen institutional functioning
to address gender equity. Such transformations rely on
the development of institutional capacity and governance
based on robust evidence and examples of effective good
practice. This includes advocacy for health information
systems disaggregated by gender and by other important
factors that shape vulnerability and resilience to ill-health
(poverty, age, literacy, disability).
In conclusion, SRH is central to gender equity in
health in the ESA region. Women’s and men’s access to
these services remains sub-optimal which has serious
health consequences for all, but particularly for women
and girls. Access to these services is particularly important in ESA countries where HIV prevalence remains
unremittingly high. It is vital to audit gender equality
within the health system, to encourage programmes to
carry out such assessments, to implement gendered
evaluations, and to consult and obtain feedback from
women and men in the community to strengthen gender
equity in sexual and reproductive health.
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Background: From conception to 6 months of age, an infant is entirely dependent for its nutrition on the
mother: via the placenta and then ideally via exclusive breastfeeding. This period of 15 months  about
500 days  is the most important and vulnerable in a child’s life: it must be protected through policies
supporting maternal nutrition and health. Those addressing nutritional status are discussed here.
Objective and design: This paper aims to summarize research on policies and programs to protect women’s
nutrition in order to improve birth outcomes in low- and middle-income countries, based on studies of efficacy
from the literature, and on effectiveness, globally and in selected countries involving in-depth data collection in
communities in Ethiopia, India and Northern Nigeria. Results of this research have been published in the
academic literature (more than 30 papers). The conclusions now need to be advocated to policy-makers.
Results: The priority problems addressed are: intrauterine growth restriction (IUGR), women’s anemia,
thinness, and stunting. The priority interventions that need to be widely expanded for women before and
during pregnancy, are: supplementation with ironfolic acid or multiple micronutrients; expanding coverage
of iodine fortification of salt particularly to remote areas and the poorest populations; targeted provision of
balanced protein energy supplements when significant resources are available; reducing teenage pregnancies;
increasing interpregnancy intervals through family planning programs; and building on conditional cash
transfer programs, both to provide resources and as a platform for public education. All these have known
efficacy but are of inadequate coverage and resourcing. The next steps are to overcome barriers to wide
implementation, without which targets for maternal and child health and nutrition (e.g. by WHO) are
unlikely to be met, especially in the poorest countries.
Conclusions: This agenda requires policy decisions both at Ministry and donor levels, and throughout the
administrative system. Evidence-based interventions are established as a basis for these decisions, there are
clear advocacy messages, and there are no scientific reasons for delay.
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he ‘first 1,000 days of life’, a critical period for
growth and development, has become a global
rallying cry.1 This has resulted in greater attention
to children under two, including efforts to ensure safe
delivery and increase survival, and the promotion of
appropriate infant and young child feeding practices.
Actions have been directed more to the child than to the

T

mother. For the first 500 of these days, from conception
to about 6 months of age, the infant is entirely dependent
for its nutrition on the mother: via the placenta and then
ideally via exclusive breastfeeding.
Although indisputably central to early life, maternal
nutrition has only recently begun to be highlighted in
government or agency policies and activities (1, 2).

1

http://www.thousanddays.org/
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In 2012, the World Health Assembly endorsed the WHO
‘Comprehensive implementation plan on infant and young
child nutrition’ which now prioritizes women’s nutrition,
anemia, intrauterine growth retardation (IUGR) and low
birth weight (LBW) (3, 4) (paras 24). Moreover, there
are now global targets:
1) ‘Global target 2: by 2025, a 50% reduction of
anemia in women of reproductive age’;
2) ‘Global target 3: by 2025, a 30% reduction of LBW’;
and
3) ‘Global target 5: by 2025, increase the rate of
exclusive breastfeeding in the first 6 months up to
at least 50%’.
This paper adds its voice to the attention to the first 1,000
days. By pointing to the earliest of these days, the first
500 days, we stress the unique role of maternal nutrition
in moving towards WHO’s targets.
We recently carried out a landscaping study of
programs addressing maternal nutrition and birth outcomes, both globally and with country case studies
(Ethiopia, India, and Northeast Nigeria): these included
more than 100 focus group discussions, 140 key informant interviews, plus extensive literature searching and
informal discussions with officials of government, UN,
and non-governmental organizations (NGOs) (59). We
focused on three major problems: maternal anemia,
IUGR, and small body size (thinness and stunting) in
adult women  much the same as in the WHO plan.
Nutrition problems affect half or more of women
in many low- and middle-income countries (LMICs),
with disproportionate risk among the poorest (10). In
LMICs overall, anemia prevalence averages 40%, affecting
600 million women, with limited progress seen in the last
two decades (11, 12). Anemia prevalence in women of
reproductive age exceeds 50% in many parts of India and
Nigeria, and is 17% in Ethiopia (68). The prevalence
of thinness (body mass index (BMI) B18.5) in rural
women is up to 28% in Ethiopia, 41% in India, and
14% in Nigeria (13). Current estimates of short stature
(B150 cm, which is 2 Standard Deviations of heightfor-age) are less widely available; existing national estimates are 39% for India, 13% for Ethiopia and 3% for
Nigeria (6, 8, 14).
The effects of maternal malnutrition on the developing
child in utero are extensive. Risk of IUGR and prematurity are increased in the offspring of women who are
underweight at the beginning of pregnancy (15). There is
increasing evidence that inadequate fetal growth and
development (i.e. IUGR) can have lifelong effects. The
fetal origins of disease, described in 1986 by Barker et al.
(16) and the subject of much research since then (17, 18),
through impaired glucose tolerance and other paths are a
risk for metabolic syndrome and premature mortality in

mid-life; this suggests an increasing burden for health
services in poor but rapidly changing countries, where
alterations in lifestyles and diets exacerbate this effect
(11). Neurocognitive and related development is at risk
from ‘intrauterine and neonatal insults’, with serious
long-term implications (19). IUGR precedes and contributes to stunting, now a widely used biomarker of child
growth and development (11). Maternal anemia during
pregnancy increases the risk of prematurity and LBW, as
well as of low iron stores in newborns (20). In turn, low
iron stores at birth are a risk factor for postnatal iron
deficiency and anemia, which impairs motor and mental
development, and learning (21). Unless this malnutrition
among women is addressed, malnutrition among children
will not be overcome.
Malnutrition adversely affects women’s health itself.
Low BMI is associated with lethargy, reduced physical
activity, immunosuppression and increased risk of morbidity and mortality (22, 23). Mothers’ lactation can be
affected by malnutrition, with risks that exclusive breastfeeding may not be adequate for the first 6 months of life
(14). Short adult stature, which is usually due to early
childhood malnutrition, is associated with poor educational performance and is a risk factor for delivery
complications, cesarean deliveries, and pregnancy-related
morbidity and mortality (24, 25). Anemia is estimated to
cause some 20% of maternal deaths (26). Anemia also has
profound consequences beyond its role in mortality,
including diminished work capacity and perhaps depression (27). Women’s workload during pregnancy is itself
a risk for her and her child’s health and nutrition,
worsened when she is already malnourished. Infections
in women, especially during pregnancy, are common
causes of morbidity and mortality, and will be mitigated
by improved nutrition.
The combination of malnutrition in mother and child
perpetuates the intergenerational transmission of malnutrition. Small mothers have small babies, who may grow
up to be small mothers. On the other hand, interrupting
this process can create a virtuous cycle: improving
maternal nutrition helps future generations to thrive
(11, 24).

Effective interventions
Through a series of systematic reviews of the literature
(published as a supplement in 2012 in Pediatric and
Perinatal Epidemiology) (28), we assessed the efficacy of
17 maternal nutrition interventions. We also evaluated
the evidence on the effectiveness of maternal nutrition
interventions (i.e. in large-scale operational programs)
through a systematic review of published and ‘gray’
literature (noting that rigorous evaluation is rare) (5)
and from the country case studies (58). Six priority
evidence-based interventions were identified in our review
that should be implemented now to improve women’s
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nutrition and birth outcomes. These are described in
Table 1, together with a summary of the evidence,
application, and suggested priority. It can be seen that
in most of these the efficacy is established, and there is
enough evidence from large-scale programs to support
wider use. In no cases are there quick fixes or magic
bullets applicable: mitigating the problems needs sustained attention, through systems reaching people at
the most local levels; and the capacity developed to
do this.
Three of these interventions apply both before and
during pregnancy:
1) Supplementation with ironfolic acid (IFA), or iron
with other multiple micronutrients (MMNs): this
should be a basic intervention in all populations
with anemia, along with control of infectious
diseases; effective fortification of staple foods such
as wheat and corn flour, and rice, may also
contribute to improving micronutrient status in
different settings.
2) Iodine fortification of salt, or supplementation in
rare cases.
3) Balanced protein energy supplementation: for settings of seasonal or chronic food insecurity when
substantial resources and adequate logistics are
available, usually targeted; these supplements
should be fortified with micronutrients.
IFA supplementation during pregnancy, and sometimes
before, is covered in many program guidelines. It is known
to be efficacious, but effectiveness is hampered by dysfunctional systems for supply and distribution (particularly
at community level), low utilization of antenatal care
(ANC), a lack of community demand for IFA requiring
promotion and counseling, and barriers to access (5, 13,
29). Improvements are needed in all the processes for iron
supplementation, including tablet supply and logistics, at
each level of implementation, and importantly in the
support and counseling to mothers.
Iodine is of profound importance for fetal and postnatal growth and development. Iodized salt provision 
one of the big public nutrition success stories  should be
supported as a priority to achieve sustained universal
coverage. Presently about 70% of households in LMICs
are estimated to consume iodized salt, but this figure
averages 53% for Sub-Saharan Africa (11), and is only
20% in Ethiopia and 51% in India (13). Moreover, the
poorest and most remote places tend to be the least
covered (5). Goiter is estimated to affect 1015% of the
population in LMICs, and inadequate urinary iodine
1640% (11). Continued efforts are needed to adequately
iodize the salt supply and put in place regulatory systems
to ensure and monitor its quality and coverage.

74

Provision of balanced protein energy supplements may
be expensive and requires developing new distribution
systems, especially if targeted. However, these supplements
are a critical option when women simply cannot get
enough food of the right quality, to attain good nutritional
status, and thus adequate nutrition for the developing
child. Distribution programs are implemented with food
crises (e.g. due to drought in Ethiopia), or in the long-term
through routine services, for example as in Tamil Nadu,
India (7). Even in the USA, where some 2 million lowincome pregnant, postpartum and breastfeeding women
considered to be at ‘nutritional risk’ receive vouchers to
purchase foods, benefits on birth outcomes have been
demonstrated (39).
Three less direct types of interventions (‘nutritionsensitive’) that affect the nutrition of women and their
children are:
1) Legislation and outreach to reduce the numbers of
births to teenagers
2) Family planning programs aiming at increasing
interpregnancy intervals (IPIs)
3) Conditional cash transfers.
For the first two, strategies include promotion of girls’
education, enforcement of a legal marriage age of 18
years or older and combatting related harmful traditional
practices, and promotion of appropriate family planning
behavior. WHO has issued detailed guidelines, including
strength of evidence for recommendations (40).
Cash transfer programs are expanding rapidly (41), with
the primary aim of reducing poverty. They may be conditional on ANC or nutrition education attendance.
Further, they can provide a route for direct distribution
of fortified food or micronutrient supplements to pregnant
women. Finally, by providing the cash to the mother, they
empower women to improve health care or food intake for
themselves and their children (5). Although the evidence
of impact of cash transfer programs on the nutrition of
women and children is mixed, these are likely to become of
major importance in the future and should be used as a
platform for nutrition-specific interventions.
National health insurance programs, recently reviewed
by UNICEF (42), at different stages of development in
most LMICs will become an important route to support
interventions through the health system.

Platforms
Means of reaching women with these direct and indirect
programs are known, and policy decisions that lead to
building and strengthening these are essential for achieving targets. This crucial element is often overlooked;
aligning interventions with their intended target groups,
how to reach these, with estimates of coverage (e.g. by
area) and participation (e.g. of those intended within
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Table 1. Feasible evidence-based interventions for improving women’s nutrition and birth outcomes in large-scale programs
Efficacy, based on

Effectiveness of large-scale

meta-analyses

programs

Applicability

What works during and before pregnancy
To decrease risk of maternal

Moderate quality evidence

Examples: Nicaragua (5),

Supplementation is universally

for impact on maternal anemia

Thailand, Vietnam (32).

applicable  should be early

growth restriction (IUGR)/low (29).

Supplementation considered

intervention in all populations in

birth weight (LBW):

successful, although worst off

low- and middle-income

anemia and intrauterine

a) Iron or IFA or
b) multiple micronutrient

MMNs as good as ironfolate
for anemia (30), plus increased

especially in rural areas may be
missed.

countries (LMICs).
Flour fortification can be

(MMN) supplementation

birth weight (31).

Case studiesa: iron supply and

expanded to more countries.

c) Fortification with iron

Efficacy not assessed.

distribution was a major
constraint at all levels;
acceptability and awareness
less so.
Fortification of staples: mixed
results.

Balanced protein energy

Moderate/high quality evidence Examples: Tamil Nadu Integrated When substantial resources are

supplementation: to increase for impact on birth weight,
birth weight and reduce risks greater in undernourished

Nutrition Project; Madagascar (5). available; usually targeted;
Case studies: used when food
requires considerable logistics.

of IUGR/LBW and stillbirth

insecurity exists, such as

women (33).

periodically in Ethiopia;
supplements are mandated in
India, although coverage varies.
Iodine fortification of salt

High quality evidence for effects Examples: Thirty-six African

Universally applicable  should

on cognitive development (34).

countries have over 70%

be implemented in all

cases): to decrease risk of

coverage of iodized salt (5).

populations.

cretinism and improves

Case studies: in Ethiopia major

cognition

supply problems, iodized oil

(or supplementation in rare

capsules for mothers used;
Nigeria high coverage; India
varying implementation.
Conditional cash transfers: to

Efficacy in terms of access to

CCTs are implemented in an

Provide much greater resources

provide cash, and a platform and use of services, nutritional

increasing number of countries,

than other programs relevant to

for education, supplement

status and health outcomes;

Brazil and Mexico as examples.

nutrition: when initiated should be

provision

may be attributed to cash or

Evidence in Mexico programme

built on.

other components (35).

for impact on birth weight.
Evidence from Brazil on reduction
of infant deaths due to
undernutrition. See also (36).

What works before pregnancy
Increasing age at first
pregnancy

Moderate quality evidence that

Interventions include legislation

Basic intervention in most LMICs

young maternal age is risk for

preventing marriage before

 should have legislation and

low birth weight and preterm

18 years, cash incentives,

outreach.

birth; also for maternal anemia
(37).

outreach programs to
prevent harmful traditional
practices. Effectiveness not
reviewed.
Case studies: India
has legislation and incentives;
Ethiopia also has combatting
HTP outreach program
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Table 1 (Continued )

Increasing interpregnancy
interval (IPI)

Efficacy, based on

Effectiveness of large-scale

meta-analyses

programs

Moderate quality evidence that

Family planning programs, not

short IPIs are linked with

reviewed by us.

Applicability
In family planning programs.

preterm birth, LBW, and early
neonatal mortality (38).
a

Case studies: see text.

target areas) should be highlighted in planning and
monitoring. These platforms, or routes, include:
1) Through the primary health care system and ANC:
these are commonly under-resourced and of limited
and inequitable coverage. For instance, the percentage of pregnant women receiving at least one ANC
visit, and percentage with a visit in the first trimester,
was 28% and 6% in Ethiopia, and 64% and 16%
in Nigeria; in India we found a range from 80% in
Tamil Nadu receiving ANC in the first trimester to
19% in Bihar (7). There are also important withincountry inequalities, with interventions delivered
through ANC being least likely to reach mothers
who are poor and undernourished (43);
2) Through community-based programs that are typically initiated for children who are often brought by
their mothers: such programs are expanding and
offer new opportunities  a recent review by WHO
identified over 60 large-scale or national programs
that have been or are being implemented in LMICs
(44);
3) Campaigns, such as child health days, during which
services such as immunization, deworming, and
other selected interventions are provided. These
approaches are most appropriate where health
service outreach is very limited, and could be used
more to reach women who are typically present and
can receive interventions such as micronutrient
supplementation; interventions delivered through
campaigns tend to be more equitable than those
delivered in fixed facilities (43);
4) Emergency assistance, e.g. targeting fortified food
supplements to pregnant women;
5) Safety net programs, e.g. targeted cash and/or or
food supplements.
These different ways of reaching women are best integrated, and opportunities built on, by strengthening
existing systems and incorporating priority maternal
nutrition interventions. From the case studies, for example in Ethiopia, it is seen that community-based health
and nutrition platforms have expanded rapidly. Health
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Extension Workers and Community Health Volunteers
have had substantial impact on mothers’ access to and
use of health services and on child nutritional status (45).
The social safety net program (PSNP) supports livelihoods, and in times of drought and food insecurity it
provides targeted food assistance to women and children.
In India, a number of routes provide income and
food support, and incentives for improved use of health
care. For example, nutrition related interventions such as
prenatal IFA and/or MMN supplementation are integrated with conditional cash transfer programs; the policy
is to promote early entry into ANC and hospital delivery
as part of the National Rural Health Mission (NRHM).
This provides an ideal opportunity to improve maternal
and child health by addressing maternal nutrition. Similarly, recent programs such as the Rajiv Gandhi Scheme for
Empowerment of Adolescent Girls (SABLA) that target
adolescent girls through the Integrated Child Development Services (ICDS) provide an opportunity to improve
preconceptional nutritional status, as well as deliver messages related to delaying age at first birth and spacing.
Many of the above-mentioned platforms hold promise,
but rigorous and external evaluations are remarkably few.
Scaling up these approaches must be accompanied by
proper evaluation, which should usually have prospective
designs. Decisions are needed to allocate resources to
careful evaluations and to facilitate these as a matter of
policy, at the risk of otherwise failing to learn why some
programs succeed and others fail. This is needed for
management decisions on current programs, and for
policy decisions on future ones.

Policy decisions needed
Setting higher priorities and supporting programs for
maternal nutrition  especially within the first 500 days 
requires recognition of the need, and decisions on action
at several levels. First this applies to international policymakers and their advisors, including leaders of the ‘first
1,000 days’ movement. Other initiatives may be highly
relevant, such as ‘Scaling Up Nutrition’ (SUN), the US
Global Health Initiative’s Feed the Future, which includes women’s anemia among its indicators (46, 47), and
other nutrition-specific initiatives. Then at the national
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level, policy decisions are needed by Ministries and
Ministers of Health; President’s Office or equivalent,
for budget and intersectoral issues; high level planning
groups (such as the India Planning Commission);
and representatives of major donors and implementing
agencies. These should ensure that planning, budget
allocations, and intersectoral strategies give priority to
meeting maternal nutrition needs.
Progress in meeting Millennium Development Goals
(MDGs) and the target for child malnutrition  halving
the prevalence of underweight children between 1990 and
2015  depends considerably on the success in reaching
the MDGs for women, such as targets for achieving
universal access to reproductive health care and reducing
the adolescent birth rate.

Important non-nutritional interventions to improve
maternal and child nutrition and health include
delaying age of first birth and increasing IPIs. Conditional cash transfer schemes are rapidly expanding
and can improve maternal nutrition through multiple mechanisms, empowering women.
4) Key elements of successful scaling up are established
from reviewing programs globally and in specific
country case studies: these include enabling factors
such as strong government leadership, effective
coordination, adequate financing, and implementation capacity. Resources have been committed,
through the health, social welfare (e.g. women and
child sector in India) and other sectors, with support
from donors, and decentralized implementation.
5) Scaling up must be accompanied by rigorous,
external evaluations, which should ideally be
planned before programs are launched, allowing
baseline data to be collected. A fraction of the
program budget, ideally 510%, should be set aside
for evaluation activities.
6) International agencies and national authorities need
to recognize that neither children nor women’s
malnutrition  especially in the first 500 days  will
be overcome without these commitments. Systems
must be strengthened to reach all women, giving
access to effective nutrition interventions.

What must be communicated effectively
Clear messages need to be communicated to promote
policy decisions and resource commitments for planning,
implementing and evaluating of large-scale programs.
The following suggestions are all based on current
knowledge and evidence:
1) Maternal undernutrition in pregnancy can cause
restricted intrauterine growth and development,
with potential lifelong effects on the child. These
include increased vulnerability to mid-life diseases
including diabetes and cardiovascular disease, hence
premature death; and impaired neurocognitive development whose effects may be irreversible.
2) Policies need to be decided, at high levels, with
resource allocations, to prioritize improving women’s
nutrition, birth outcomes and early infant nutrition. The necessary interventions have been implemented at scale in a number of countries, and
these should be expanded and strengthened. Existing guidelines for basic health care during pregnancy, childbirth, postpartum and newborn care
(48) already include these interventions, but often
these are not given the same priority as those for
maternal or child mortality reduction, and a more
integrated approach to the provision of maternal
and child health and nutrition care is warranted
(49). With such an integrated approach, targets for
women’s and children’s nutrition  notably WHO’s
(anemia and LBW) and MDGs (child underweight
or stunting)  could be met, but not otherwise.
3) Three nutritional interventions are of high priority
for better resourcing and more effective implementation at scale:
a. IFA supplementation, with infection control,
for anemia;
b. further expanding iodized salt use;
c. balanced protein energy supplementation for
IUGR and women’s malnutrition.

Now that women’s nutrition is rising in priority on the
international agenda, to the point where goals for
women’s anemia and for low birth rate reduction are
being set, it is crucial to take the next steps  establishing
and communicating how to do this, and fostering the
necessary policy decisions and resource commitments.
The evidence-based interventions described here provide
a basis for effective action.
The focus on the key link between the goals for
women’s and for children’s nutrition should be made
explicit and highlighted, so that the prerequisite of good
maternal nutrition for child growth is well understood
and integrated into programs. The WHO goals for
children  40% reduction in stunting (global target 1),
30% reduction in LBW (target 3)  depend substantially
on meeting the maternal nutrition targets (50). This
includes increasing exclusive breastfeeding in the first 6
months up to at least 50% (target 5) (50).
Good health and nutrition for the mother while
pregnant (9 months) and breastfeeding for 6 months
(exclusively is the aim) makes this first 15 months of life 
roughly 500 days  the most important for her offspring’s
growth and development. The results of poor nutrition in
pregnancy may not be reversed, and pregnancies cannot
wait for help. We need to turn the spotlight on women’s
needs, for their own and for their children’s sake, with
focus on this earliest period.
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There are no shortcuts or magic bullets. There is no
escaping the need to build systems that reach all women,
and provide access to known interventions that will
benefit women’s nutrition: both for its own sake, and as
an unavoidable requirement in the first 500 days of life.
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Background: A substantial proportion of newly diagnosed HIV infections in sub-Saharan Africa occur within
serodiscordant cohabiting heterosexual couples. Intimate partner violence is a major concern for coupleoriented HIV preventive approaches. This study aimed at estimating the prevalence and associated factors of
intimate partner physical and sexual violence among HIV-infected and -uninfected women in Togo. We also
described the severity and consequences of this violence as well as care-seeking behaviors of women exposed to
intimate partner violence.
Methods: A cross-sectional survey was conducted between May and July 2011 within Sylvanus Olympio
University Hospital in Lomé. HIV-infected women attending HIV care and uninfected women attending
postnatal care and/or children immunization visits were interviewed. Intimate partner physical and sexual
violence and controlling behaviors were assessed using an adapted version of the WHO Multi-country study on
Women’s Health and Life Events questionnaire.
Results: Overall, 150 HIV-uninfected and 304 HIV-infected women accepted to be interviewed. The prevalence
rates of lifetime physical and sexual violence among HIV-infected women were significantly higher than among
uninfected women (63.1 vs. 39.3%, pB0.01 and 69.7 vs. 35.3%, pB0.01, respectively). Forty-two percent of the
women reported having ever had physical injuries as a consequence of intimate partner violence. Among
injured women, only one-third had ever disclosed real causes of injuries to medical staff and none of them had
been referred to local organizations to receive appropriate psychological support. Regardless of HIV status
and after adjustment on potential confounders, the risk of intimate partner physical and sexual violence was
strongly and significantly associated with male partner multi-partnership and early start of sexual life. Among
uninfected women, physical violence was significantly associated with gender submissive attitudes.
Discussion and conclusions: The prevalence rates of both lifetime physical and sexual violence were very high
among HIV-uninfected women and even higher among HIV-infected women recruited in health facilities in this
West African country. Screening for intimate partner violence should be systematic in health-care settings, and
specifically within HIV care services. At a time of increased investments in couple-oriented HIV prevention
interventions, further longitudinal research to better understanding of HIV-serodiscordant couple dynamics in
terms of intimate partner violence is needed.
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A

ccording to the World Health Organization
(WHO), intimate partner violence is defined as
the behavior, within an intimate relationship, that

causes physical, sexual, or psychological harm or suffering
(1). Several population-based surveys have reported that
among all forms of violence against women, intimate
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partner violence is the most prevalent and it is considered
the most common human rights violation hitherto (2, 3).
Although there is still insufficient consensus on the
operational definition and measurement of intimate
partner violence, available estimations of lifetime prevalence of intimate partner violence vary from 15 to
71% worldwide, with the highest rates documented in
resource-constrained settings (4). Intimate partner violence is associated with poor health outcomes among
victims and is therefore a major public health issue (57).
Besides its dramatic physical and mental consequences,
intimate partner violence has also been identified as an
important risk factor for sexually transmitted diseases
acquisition and particularly HIV infection (8). Intimate
partner violence and HIV infection are linked by a very
complex association, including diverse pathways. An
increased risk of HIV transmission within abusive relationships and a greater likelihood of acquisition of HIV
infection by violent husbands have been reported (8, 9).
Acts derived from intimate partner violence, such as coerced sexual intercourse, during which women are unable
to protect themselves from transmission, place women at
direct risk of HIV infection (10).
Sub-Saharan Africa is the region reporting the highest
epidemiological burden of HIV worldwide, with women
accounting for 58% of newly acquired HIV infections
(11). Furthermore, HIV infection in these settings spreads
principally through heterosexual transmission and a substantial proportion of newly diagnosed infections occur in
HIV-discordant cohabiting couples in which only one
person is living with HIV (12). HIV prevention interventions aiming at protecting both couple members are thus
a public health priority to reduce HIV incidence in these
regions and several approaches have been already proposed (1014). In spite of their proven efficacy, the challenges in implementing couple-oriented HIV preventive
approaches are tremendous, and most importantly because they are based on mutual disclosure of HIV serological status (1417). Intimate partner violence as one
important consequence of HIV serological disclosure
is thus one major limit of couple-oriented HIV preventive
approaches and understanding its magnitude, dynamics,
and factors associated are a prerequisite to the roll out
of these couple strategies (1, 10, 12, 13).
In Togo, a West African country with an estimated
prevalence rate of HIV infection of 3.4% nationwide and a
predominantly heterosexual epidemic (11), intimate partner violence among women and its association with HIV
infection has never been studied so far using a quantitative
methodological approach, to the best of our knowledge.
Moreover, data on intimate partner violence according
to serological status in the West African region are very
scarce, although it is needed to improve the scaling-up of
HIV prevention, care, and treatment programs. This study
aimed at estimating the prevalence and associated factors

of intimate partner physical and sexual violence among
HIV-infected and -uninfected women of childbearing age
attending a clinical facility in Togo. We also described the
severity and consequences of this violence as well as careseeking behaviors of women exposed to intimate partner
violence.

Methods
Study design and population
This project was an international collaboration between
the INSERM (National Institute of Health and Medical
Research) Research Centre U897 based in Bordeaux
(France), the Sylvanus Olympio University Hospital in
Lomé, and the non-governmental organization Espoir
Vie Togo, one leading organization providing care and
psychological support to people living with HIV/AIDS
in Togo.
A cross-sectional survey was conducted between
May and July 2011 within the Lomé University Hospital.
The study population was constituted by volunteer
participants attending clinical services in the hospital.
HIV-infected women attending regular HIV care visits
constituted the first group. Women attending postnatal
care and/or children immunization visits, and who had
been diagnosed HIV-uninfected during their last pregnancy, constituted the second group. For these two study
groups, women aged at least 18 years, declaring having
a current intimate partner or having ever had one, were
eligible to recruitment.
Study procedures
The survey was conducted in three stages. The first
preparatory phase consisted of a methodological workshop between Togolese and French researchers to discuss
the study design, validate the survey instruments, and
address relevant ethical issues. A local team of four
psychologists was recruited to adapt concepts described
in the questionnaires to the local context, train interviewers on the study tool, ethical and privacy terms,
and supervise data collection.
Second, a pilot study was carried out to test the
acceptability, adequacy, and understandability of the
recruitment procedures and questionnaire. Survey feasibility data and interviewer’s observations were integrated
within the final survey procedures and tools.
Finally, every working day during the study period,
each eligible woman was systematically asked to participate in the survey and to provide signed informed consent
to be sequentially enrolled. Trained female health-care
staff administered the questionnaire during a 20-min
face-to-face interview in a private room.
All interviews were carried out in French, and all
participants were provided information about local support services dedicated to women experiencing intimate
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partner violence. HIV-infected women were informed
about the psychological support available at Espoir vie
Togo.
The study protocol was approved by the National Ethic
Committee of the Ministry of Health of Togo (N80125/
2011/MS/CAB/DGS/DPLET/CBRS). Written informed
consent was obtained from all participants; and all data
collection tools were strictly anonymous.
Intimate partner physical and sexual violence
assessment
Our questionnaire assessing intimate partner physical
and sexual violence and controlling behaviors was largely
inspired by the WHO Multi-Country Study on Women’s
Health and Life Events questionnaire (version 10) (4,
18, 19).
All women participating in the survey were asked about
their life experience on specific acts of physical and sexual
violence induced by their intimate partner. Physical violence was defined as the use of physical force causing
bodily harm (1). Within the survey, women were also
asked about physical consequences of physical violent acts
induced by an intimate partner, as well as help-seeking
behaviors. Sexual violence was defined as any situation
where women faced forced or coerced sexual act or attitude (1). Prevalence of physical/sexual violence was
estimated as the proportion of women declaring having
been exposed to any kind of physical or sexual violent act
by their current intimate partner or any previous partner.
Additionally, we explored attitudes toward partner
controlling behaviors that we summarized in six statements, illustrating different gender submissive situations
to which women were asked to agree or not. We developed
a scoring system to define a ‘submission index’ summarizing women’s attitudes toward partner controlling behaviors based on the sum of the number of positive answers
to six questions detailed in Table 1.
We also documented women’s sociodemographic characteristics (age, instruction level, and contraceptive use),
data on the women’s partner (alcohol consumption and
frequency of involvement in fights) and couple relationships (polygamy and concurrent relationship), women’s
employment and financial autonomy (having a financial
autonomy to support herself and household without
her partner for at least 1 month), and the modalities of
women’s entry in sexual life (conditions and age at first
sexual intercourse). We also investigated women’s mental
health (loss of interest, suicidal thoughts, and suicidal
attempts) and the history of non-partner violence (physical violence after 15 years and sexual violence before and
after 15 years).
Statistical analysis
Sociodemographical and psychosocial characteristics
of women and partners were described and compared
between HIV-infected and -uninfected women. Maternal
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age was dichotomized into two categories with a cut-off
defined by the median in the overall population (e.g. 33
years). Age of first sexual intercourse was dichotomized
into two categories with a cut-off defined by the age
at sexual majority in Togo (e.g. 18 years). The prevalence
of lifetime physical and sexual violence was estimated
separately among HIV-infected and -uninfected women
and also compared between the two groups. Chi-square
tests were performed to determine statistically significant
differences. Sociodemographic and behavioral factors
associated with lifetime physical and sexual violence in
both groups were then assessed using logistic regression.
Both univariate and multivariate analyses were carried
out. Variables found to be statistically associated with intimate partner violence with a p-value of B0.25 were
included in the multivariable model. To select the final
adjusted model presented in this paper, we used a backward elimination method using a p-value of 0.05 (20).
Adjusted odds ratios (aORs) were estimated using multiple logistic regression modeling and statistical significance was considered at the 5% level. Statistical analyses
were generated using SAS software (version 9.2 for
Windows, Copyright 2013 for SAS Institute Inc., Cary,
NC, USA).

Results
Overall, 454 women attending the Sylvanus Olympio
University Hospital were informed about the study and
screened for eligibility; all of them accepted to be
interviewed and were included in the study. One hundred
and fifty women were HIV-negative and 304 were HIVpositive.
Study population characteristics
Sociodemographical and behavioral characteristics of
women in both groups are described in Table 1 and
summarized as follows.
Concerning women’s sociodemographic profile and
financial autonomy, HIV-infected women were significantly older than uninfected women (35 [3237] and 30
[2934] years old in median [interquartile range], respectively, pB0.01). The proportion of HIV-uninfected women
having completed at least primary education was significantly higher than among HIV-positive women (94.7 vs.
83.9%, p0.01). HIV-infected women were significantly
more likely than uninfected women to report some degree
of financial autonomy (56 vs. 39.3%, pB0.001). HIVuninfected women were more likely to be using a contraceptive method at the time of the survey than HIV-infected
women (64.7 vs. 42.1%, p 50.001).
Concerning modalities of entry to sexual life, the
proportion of women having entered sexual life before
the age of 18 was higher among HIV-infected than HIVnegative women (62.8 vs. 58.0%, p0.32). HIV-infected
women were significantly more likely to start sexual life
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Table 1. Characteristics of women interviewed according to their HIV status: Lomé, Togo, MayJuly 2011
HIV uninfected

HIV infected

(N150)

(N 304)

n

%

N

%

p

Age
]33 y/o

55

36.7

185

60.9

B0.01

B33 y/o

95

63.3

119

39.1

8
142

5.3
94.7

49
255

16.1
83.9

0.01

Yes

97

64.7

128

42.1

B0.01

No

53

35.3

176

57.9

Yes

103

68.7

242

79.6

No

47

31.3

62

20.4

Yes

59

39.3

170

56.0

No

91

60.7

134

44.0

]18 y/o

63

42.0

113

37.2

B18 y/o

87

58.0

191

62.8

121

80.7

209

69.4

29

19.3

92

30.6

Yes

103

68.7

225

74.0

No

47

31.3

79

26.0

Women’s sociodemographic profile

Instruction level
Not instructed
At least primary level
Contraceptive methoda

Financial autonomy
Employment
0.01

Financial autonomy to support herselfb
B0.01

Modalities of entry to sexual life
Age of first sexual intercourse
0.32

Conditions of first sexual intercourse
Consented
Coerced

0.01

Women’s mental health
Loss of interestc

Suicidal thoughtsd
Yes
No

36

24.0

157

51.6

114

76.0

147

48.4

0.23

B0.01

Suicidal attemptsd
Yes

8

5.3

23

7.6

No

142

94.7

281

92.4

0.37

Partners profile
Polygamous
Yes

19

12.7

138

45.4

131

87.3

166

54.6

Yes

52

34.7

203

66.8

No

98

65.3

101

33.2

Never/occasionally

85

56.7

125

41.0

Frequently

65

43.3

179

59.0

No

B0.01

Concurrent relationships
B0.01

Alcohol consumption
0.01

Frequently involved in fights/riots
Yes

11

7.3

65

21.4

No

139

92.7

239

78.6
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Table 1 (Continued )
HIV uninfected

HIV infected

(N150)

(N 304)

n

%

N

%

p

60
90

40.0
60.0

200
104

65.8
34.2

B0.01

1
149

0.7
99.3

11
293

3.6
96.4

0.06

6
144

4.0
96.0

41
263

13.5
86.5

0.01

even if she does not agree with him
Yes
No
It is important that a man shows

113
37

75.3
24.67

278
26

91.5
8.55

his wife who is the boss?
Yes
No
A woman may have the freedom to choose

104
46

69.3
30.7

240
64

78.9
21.0

0.02

her friends, even if her partner does not agree?
Yes
No
Satisfying her husband’s sexual desire even

19
131

12.7
87.3

49
255

16.1
83.8

0.33

46
104

30.7
69.3

151
153

49.7
50.3

B0.01

122
28

81.3
18.6

240
64

78.8
21.1

49
101

32.7
67.3

174
130

57.2
42.7

History of non-partner violence
Physical violence after 15 y/o
Yes
No
Sexual violence after 15 y/o
Yes
No
Sexual violence before 15 y/o
Yes
No
Controlling behaviors and submission index
A good wife obeys her partner,

if she does not want to is a women’s duty?
Yes
No
If a man abuses his wife, people around
must intervene?
Yes
No
A man must strike his wife if he considers
this necessary?
Yes
No
Submission index
Median

3

4

B0.01

B0.01

B0.01

a

Use of any contraceptive method at the moment of the survey.
Having a financial autonomy to support herself and household without her partner for at least 1 month.
c
During at least two weeks over the last 12 months.
d
At least once over the last 12 months.
b

through a first forced sexual intercourse than uninfected
ones (30.6 vs. 19.3%, p0.01).
Concerning partner’s profile characteristics, HIVinfected women were more likely to live within polygamous households than uninfected women (45.4 vs. 12.7%,
pB0.001) and to declare that their partner had concurrent
relationships out of the household (66.8 vs. 34.7%,
pB0.001). Reported rates of partner alcohol consumption
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(59.0 vs. 43.3%, p0.01) and partner involvement in fights
and riots (21.4 vs. 7.3%, pB0.001) were more frequent
among HIV-infected women than uninfected women.
Concerning women’s mental health, suicidal thoughts
during the past 12 months were significantly more
frequent among HIV-infected women than among the
uninfected ones (51.6 vs. 24.0%, pB0.001). The proportion of HIV-infected women reporting loss of interest
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(74.0 vs. 68.7%; p 0.23) and suicidal attempts (7.6 vs.
5.3%, p0.37) during the past 12 months tended to be
higher than among uninfected ones but differences were
not statistically significant.
Finally, HIV-infected women were slightly more likely
to agree to submissive statements than HIV-uninfected
women (scoring of 4/6 and 3/6, respectively; p B0.001).
Intimate partner violence: prevalence, severity, and
care-seeking behaviors
As detailed in Table 2, the prevalence rate of lifetime
physical violence among HIV-infected women was 63.1%
(95% CI: 57.568.4), significantly higher than among
uninfected women (39.3%; 95% CI: 31.146.8; p B0.01).
Similarly, HIV-infected women reported a significantly
higher prevalence rate of lifetime sexual violence compared to the uninfected ones (69.7%; 95% CI: 63.874.1 vs.
35.3%; 95% CI: 27.342.6; pB0.01). The lifetime prevalence rate of both types of violence combined (physical
and sexual violence) was 51.6% (95% CI: 45.356.6)
among HIV-infected women and significantly higher than
among uninfected women (18.6%; 95% CI: 11.824.1;
pB0.01; Table 2).
HIV-infected women were more likely to report a
history of physical violence after the age of 15 than
HIV-uninfected women (65.8 vs. 40.0%; pB0.001) and
the frequency of sexual violence during childhood (before
15 years old) was 13.5% among HIV-infected versus
4.0% among uninfected ones (p0.01; Table 1).
Among women ever victims of intimate partner physical
violence (n 251), 194 (77.2%) reported physical injuries
as a consequence of this violence (Table 3). Most commonly reported injuries were scratches and bruises
(80.9%), dislocation and sprains (62.9%), eardrums rupture and black eyes (54.6%), penetration injuries and deep
cuts (28.9%), and gashes and bites (20.1), although less
commonly reported were burns (5.7%), fractures (4.6%),
and broken tooth (1.6%). There were no differences

between the type of injuries reported by HIV-infected
and -uninfected women (data not shown).
Among the 194 women reporting being injured by
intimate partner violence, 160 (82.4%) reported needing
medical care for their injuries. From those needing medical
care, 93 (58.1%) received medical care and 14 (7.2%) were
even hospitalized. Among injured women in care, 49
(52.6%) disclosed real causes of injuries to medical staff
and none of them was referred to local organizations
to receive appropriate psychological support (Table 3).
Factors associated with physical violence
The only common factor associated with a history of intimate partner physical violence regardless of women’s serological status was having a partner maintaining concurrent
relationships out of the household (HIV-uninfected: aOR:
2.5; 95% CI: 1.15.5; p 0.02, and HIV infected: aOR:
2.2; 95% CI: 1.33.6; pB0.001). Otherwise, the profile of
HIV-infected and HIV-negative women reporting intimate
partner physical violence was different (Table 4).
Among women’s sociodemographic and sexual characteristics, age was associated with physical violence only
for HIV-uninfected women (33 years old or below vs. older
than 33 years: aOR: 0.4; 95% CI: 0.20.9; p0.02), and
education level only for HIV-infected women (at least
primary level vs. never attended school: aOR: 2.0; 95%
CI: 1.04.2; p0.05). Uninfected women not using any
contraceptive method at the time of the survey were more
likely to be victims of intimate partner physical violence
(aOR: 2.3; 95% CI: 1.05.0; p0.04). Among uninfected
women, the odds of intimate partner sexual violence were
significantly higher among those reporting a first coerced
sexual intercourse (aOR: 2.6; 95% CI: 1.16.6; p0.04).
In terms of women’s mental health status, having ever
attempted suicide was strongly associated with a history
of intimate partner physical violence, for HIV-infected
women only (aOR: 4.5; 95% CI: 1.315.9; p0.02). In
the univariate analysis, loss of interest during at least

Table 2. Lifetime prevalence rates of intimate partner violence (physical, sexual, and both types of violence) among women,
according to their HIV status: Lomé, Togo, MayJuly 2011
HIV uninfected,

HIV infected,

N150

N 304

n

%

95% CI

n

%

95% CI

Any form of physical violence
Yes

59

39.3

31.146.8

192

63.2

57.568.4

No

91

60.7

52.167.8

112

36.8

30.641.3

53
97

35.3
64.7

27.342.6
56.371.6

212
92

69.7
30.3

63.874.1
24.835.1

Any form of sexual violence
Yes
No
Any form of physical and sexual violence combined
Yes

28

18.7

11.824.1

157

51.6

45.356.6

No

122

81.3

74.787.2

147

48.4

42.353.6
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Table 3. Distribution of physical injuries and care-seeking cascade reported by women victims of physical violence: Lomé, Togo,
MayJuly 2011
N

%

194

77.2

Scratches, hematomas

157

80.9

Dislocation, sprains

122

62.9

Eardrums rupture, black eyes

106

54.6

Penetration injuries, deep cuts, gashes

56

28.9

Bites

39

20.1

Burns

11

5.7

9
3

4.6
1.6

Number of physically injured women among those victims of physical violence (n 251)
Types of physical injuries reported (n194)

Fractures, broken bones
Broken teeth
Hospitalizations

14

7.2

160

82.4

Number of injured women having received medical care when injured (n160)

93

58.1

Number of women that told medical personnel the real cause of injuries (n93)

49

52.6

0

0.0

Number of injured women needing medical care after being injured (n194)

Number of women referred to a dedicated support group (n49)

two weeks (OR: 2.9; 95% CI: 1.74.9; p B0.001) and
having had suicidal thought at least once over the last
12 months (OR: 1.7; 95% CI: 1.12.8; p 0.02) were also
associated with having experienced intimate physical
violence among HIV-infected women.
Factors associated with sexual violence
As detailed in Table 5, starting sexual life before the age
of 18 appeared to be the only common factor associated
with intimate partner sexual violence among both HIVinfected and -uninfected women (HIV-infected women:
aOR: 2.3; 95% CI: 1.14.9; p0.01, and uninfected
women: aOR: 2.3; 95% CI: 1.24.4; p 0.03).
Otherwise, the profile of women reporting intimate
partner sexual violence differed according to HIV serological status. HIV-uninfected women reporting having
partners maintaining concurrent relationships out of household were more likely to report intimate partner sexual
violence (aOR: 2.4; 95% CI: 1.14.9; p 0.02). For
HIV-infected women, intimate partner sexual violence
was associated with reporting suicidal thoughts (aOR:
1.9; 95% CI: 1.23.4; p0.01), having partners who were
involved in fights and/or riots with other men (aOR:
2.6; 95% CI: 1.25.5; p0.01), and reporting a higher
submission index (aOR: 1.6; 95% CI: 1.22.0; p B0.001).

Discussion
We reported here on the prevalence of lifetime intimate
partner physical and sexual violence according to HIV
status among women recruited in health facilities in
Togo. Our main finding is that the prevalence rates of
both lifetime physical and sexual violence in 2011 were
very high among HIV-uninfected women and even higher
among HIV-infected women in this West African country.
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The prevalence rates we documented among uninfected
women are similar to those estimated using the same
methodology within population-based surveys from East
Africa, both in terms of physical violence (3249%) and
sexual violence (2358%) (4). On the contrary, more than
half (63.1%) of the HIV-infected women in Togo reported
lifetime intimate partner physical violence, which is almost
twice as high than among uninfected women interviewed
(39.3%) and much higher than the rates observed among
HIV-infected women in Nigeria (6%) (21), or in eastern
Africa (17%) (22). In terms of lifetime intimate partner
sexual violence, the prevalence rate we documented among
HIV-infected women in Togo (69.7%) is twice the rate of
that among uninfected women and considerably higher
than among other reported estimations in Africa, such as
in Uganda (12%) (22). We reported here as well that more
than half (51.6%) of the HIV-infected women had been
victims of both types of violence, while this proportion
was 18.6% among uninfected women.
Bruises were overall the most frequent injuries reported
among African women victims of physical violence (23),
but the proportion of Togolese women reporting serious
and disabling injuries such as dislocations (62.9%) and
deep cuts (28.9%) is alarming. The severity of the consequences of intimate partner violence is often underestimated. Indeed, in our study, a substantial proportion
of women reported needing medical care after being
severely injured, but only a few actually accessed medical
care and, if they did, they rarely disclosed the real causes
of their injuries. Finally, none of the injured women in
our sample had been referred to existing organizations
providing psychological support. These findings suggest
that case detection of intimate partner violence should be
systematically done by medical staff, and particularly
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Table 4. Factors associated with intimate partner physical violence according to their HIV status: Lomé, Togo, MayJuly 2011
HIV uninfected
OR

95% CI

p

0.994.09

0.05

aOR

HIV infected
95% CI

p

0.170.88

0.02

OR

95% CI

p

0.581.50

0.78

1.99

0.993.99

0.05

0.651.68

0.84

aOR

95% CI

p

1.004.19

0.05

1.2915.91

0.02

1.333.65

B0.001

Women’s sociodemographic profile
Age
33 y/o

1

B33 y/o

2.02

1
0.39

1
0.93

Education
Not instructed

1

At least primary level

1.58

0.386.58

0.53

1

1
1.65

0.833.27

0.15

1
2.05

Contraceptive methodsa
Yes
No

1
2.28

1.035.01

0.04

1
1.05

Modalities of entry to sexual life
Age of first sexual intercourse
18 y/o

1

B18 y/o

0.45

0.220.89

0.02

1
0.48

0.211.03

0.06

0.77

1
0.471.24

0.28

1
2.67

1.166.10

0.02

1
2.65

1.066.58

0.04

1
1.74

1.022.95

0.04

0.522.16

0.86

1.714.91

B0.0001

0.723.27

0.27

1.092.80

0.02

0.6211.82

0.18

4.22

1.2214.54

0.02

0.704.89

0.21

1.48

0.922.37

0.1

1.425.73

0

1.453.88

0

Conditions of first sexual
intercourse
Consented
Coerced
Mental health
Loss of interestb
No

1

Yes

1.07

1
2.90

Suicidal thoughtsc
No
Yes
Suicidal attemptsc

1
1.53

No

1

Yes

2.72

1
1.75
1

1
4.53

Polygamous
No

1

Yes

1.86
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Concurrent relationships
No
Yes

1

1
2.86

1
2.51

1
1.135.52

0.02

2.37

1
2.21

Violence & HIV in Togo

Partners profile

HIV uninfected
OR

95% CI

p

1.064.05

0.03

1.1618.12

0.03

0.471.82

0.84

aOR

HIV infected
95% CI

p

0.813.71

0.15

OR

95% CI

p

1.042.69

0.03

1.103.82

0.02

0.932.46

0.09

0.416.07

0.51

aOR

95% CI

p

0.922.56

0.1

Alcohol consumption
Never/occasionally
Frequently
Involved in fights/riots

1
2.08

No

1

Yes

4.6

1
1.74

1
1.68
1
2.06

History of non-partner violence
Physical violence after 15 y/o
No

1

Yes

0.93

1
1.51

Sexual violence after 15 y/od
Yes

1

1

No

1.58
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Sexual violence before 15 y/o
No

1

Yes

8.33

0.9473.22

0.06

1
1.7

0.813.54

0.16

1
0.64

0.311.28

0.21

1
0.93

0.511.66

0.8

0.92

0.571.47

0.74

1.13

0.911.39

0.28

Financial autonomy
Employment
No
Yes
Financial autonomy to support
herselfe
No

1

Yes

0.77

0.391.51

0.45

1

1.18

0.891.53

0.24

Submission index

a

1.33

0.971.80

0.07

Use of any contraceptive method at the moment of the survey.
During at least two weeks for the last 12 months.
c
At least once during last 12 months.
d
Not enough subjects for the analysis among uninfected women.
e
Having a financial autonomy to support herself and household without her partner for at least 1 month.
b

1.54
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Table 5. Factors associated with intimate partner sexual violence according to their HIV status: Lomé, Togo, MayJuly 2011
HIV-uninfected
OR

aOR

HIV-infected

95% CI

p

95% CI

p

OR

0.461.86

0.84

0.68

0.254.81

0.9

1.41

0.341.43

0.33

1.23

1.375.89

0.01

1.025.33

0.04

0.894.14

0.09

7.51

0.773.57

0.19

2.21

0.457.91

0.38

3.09

95% CI

p

0.411.11

0.13

0.692.86

0.34

0.752.01

0.41

1.082.93

0.02

1.545.34

B0.001

4.2613.24

B0.001

aOR

95% CI

p

1.194.37

0.01

1.163.38

0.01

Women’s sociodemographic profile
Age
33 y/o
B33 y/o

1
0.93

1

Education
Not instructed

1

At least primary level

1.1

1

Contraceptive methodsa
Yes
No
Modalities of entry to sexual life

1
0.7

1

Age of first sexual intercourse
18 y/o

1

B18 y/o

2.84

1
2.31

1
1.084.92

0.03

0.925.18

0.08

1.78

1
2.28

Conditions of first sexual
intercourse
Consented
Coerced
Mental health

1
2.34

1
2.18

1
2.87

Loss of interestb
No

1

Yes

1.93

1

Suicidal thoughtsc
No

1

Yes

1.67

Suicidal attemptsc
No
Yes

1

1
1.9

1
1.333.64

0

0.8910.66

0.07

1.54

0.932.53

0.09

1
2.67

1.604.44

B0.001

1

Polygamous
No

1

Yes

1.08

0.392.92

0.88

1

1
2.63

1.305.30

0.01

Concurrent relationships
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1
2.38

1.144.94

0.02

Violence & HIV in Togo

Partners profile

No
Yes

1.98

HIV-uninfected
OR

aOR

HIV-infected

95% CI

p

95% CI

p

OR

0.351.38

0.31

1.58

0.688.09

0.18

2.87

0.220.93

0.03

2.84

95% CI

p

0.962.59

0.07

1.395.93

B0.001

1.704.72

B0.001

0.5635.71

0.15

aOR

95% CI

p

2.6

1.235.51

0.01

1.58

1.232.03

B0.001

Alcohol consumption
Never/occasionally
Frequently
Involved in fights/riots

1
0.7

No

1

Yes

2.35

1

1

1

History of non-partner violence
Physical violence after 15 y/o
No

1

Yes

0.46

1

Sexual violence after 15 y/od
Yes

1

No

4.51
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Sexual violence before 15 y/o
No

1

Yes

3.88

0.6821.91

0.13

2.83

1
1.146.99

0.02

1
0.64

0.311.29

0.21

1
1.35

0.742.43

0.32

Financial autonomye
Employment
No
Yes
Financial autonomy to support
herselfa
No

1

Yes

0.68

0.321.39

0.29

0.7

1
0.421.15

0.16

1.05

0.801.37

0.72

1.66

1.302.10

B0.001

Submission index

a

Use of any contraceptive method at the moment of the survey.
During at least two weeks for the last 12 months.
c
At least once during last 12 months.
d
Not enough subjects for the analysis among uninfected women.
e
Having a financial autonomy to support herself and household without her partner for at least 1 month.
b
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within HIV care services. Clinical care evaluation checklists could include items related to physical and sexual
violence to actively detect intimate partner violence. In
addition, to ensure adequate case management, medical
staff should be sensitized about intimate partner violence
and consequences management and should be able to refer
women to the appropriate supporting structures.
Although the prevalence of physical and sexual violence varied according to the HIV status among women
of our sample, we identified three associated factors that
are common to both groups. Reported partner multiple
concurrent relationships were associated with higher rates
of physical and sexual intimate partner violence regardless
of serological status. Other African studies have reported
similar findings, whereby women whose partner had several female partners were more likely to report sexual
intimate partner violence and women suspecting their
partner’s infidelity were at higher risk of any kind of
violent act perpetrated by their male partner (12, 2426).
In Tanzania and South Africa, men acknowledging
having multiple female partners confessed that being
questioned about their fidelity could trigger physical and
sexual violent acts against their female partner (27, 28).
Gender norms in many African cultures expect masculine
men to be in control of women, and this control can take
the form of sexual multi-partnership and violent acts.
On the other hand, the prevailing ideal of femininity in
such contexts may prevent women from refusing these
sociocultural patterns, and on the contrary seems to promote the acceptance of this behavior, increasing their risk
of contracting HIV infection through sexual assaults (29).
Multi-partnership, mostly among men, is an increasing
HIV risk behavior in West African countries and the need
to intensify behavior change efforts have been already
pointed out (11). We believe that such efforts should focus
on tackling masculinity construction, fostering women’s
respect, and reducing gender inequality, all of which
should be part of a comprehensive HIV behavior change
preventive package.
We observed that starting sexual life before 18 years old
was very frequent and appeared to be a risk factor of
intimate partner violence for all women, regardless of their
serological status. The high proportion of HIV-infected
women experiencing a first forced sexual intercourse in
our study is consistent with findings in South Africa (30).
Since sexual abuse most often means unprotected sexual
intercourse, these women may have been at the same time
exposed to the risk of contracting HIV infection since
very early ages and led into the vicious cycle of intimate
partner violence (31). Age-appropriate sexuality education contributes to more responsible sexual behavior;
nevertheless, gaps in basic knowledge about HIV and its
transmission among young men and women remain
important challenges (11). Sexuality education should be
considered as a gateway to prevent HIV infection through

a change of traditional gender norms based on fostering
responsible and respectful sexual behaviors as early as
possible in life.
Finally, prevailing submissive attitudes among Togolese
women, expressed by an overall high acceptance of partner
controlling behaviors and high submission index score,
were associated with intimate partner violence, principally
among HIV-infected women. Many women fearing intimate partner violence, even when aware of an HIV risk,
may feel powerless to discuss infidelity, condom use, and
HIV testing with their male partner (31). Renewed efforts
are needed to foster women empowerment, including
negotiation skills for safe-sexual practices addressed to
women victims of intimate partner violence.
Several limits to our study need to be acknowledged.
First, intimate partner violence may be a very sensitive
subject for women and data collection was based on past
experiences. We thus should not rule out a potential recall
bias. To reduce information bias, however, interviewers
were trained before conducting the survey and interviews
were carried out in a private office. Further, due to the
cross-sectional design of our study, we were not able
to demonstrate a causal link between HIV infection
and intimate partner violence or to explore the dynamic
among these factors; however, our findings may have
confirmed some of the factors to target when aiming at
preventing intimate partner violence within clinical care
services. Moreover, we did not present data on intimate
partner psychological violence, as this would have required
a thorough psychological assessment that could not
be performed at the time of the survey. Finally, our study
was conducted among a specific population of women
attending a hospital facility in Lomé, and having been
tested for HIV at least once in their life; thus, our results
are not representative of all women in Togo.
One of the main strengths of our study, however, is its
contribution to the pool of data available on intimate
partner violence, data that can be compared to other
settings as it was based on the use of WHO Multi-Country
Study on Women’s Health and Life Events questionnaire.
Our study highlights that intimate partner violence is a
true public health issue in Togo, with a high social burden
and severe health consequences on women, and especially
among HIV-infected women. Our findings argue, in particular, for systematic case detecting of intimate partner
violence  as well as any form of violence  within HIV
services, to provide adequate medical care to women in
need and to advise them about help-seeking strategies.
Taking into account the high rate of HIV-discordant
stable couples in sub-Saharan Africa, couple-oriented interventions are a priority among primary HIV preventive
strategies (13), and because intimate partner violence,
highly prevalent in West African contexts and one
important consequence of HIV serological disclosure
among HIV-infected women, is a major barrier to the
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acceptability of such approaches (12, 13), the assessment
of intimate partner violence should be included in coupleoriented HIV preventive strategies.
Finally, tackling cultural representations and the social
construction of masculinity and traditional gender norms
in sub-Saharan African contexts is an important challenge to achieve behavior change in terms of sexual health
and must be addressed from adolescent ages. Further
longitudinal research is needed to understand HIVserodiscordant couple dynamics with regard to intimate
partner violence in African contexts and thus improve the
acceptability and efficacy of couple-oriented HIV preventive interventions. Intimate partner violence, being
highly prevalent in resource-constrained settings and a
major public health concern, global health policies must
turn more firmly to this issue.
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Background: Men are overrepresented with regard to alcohol addiction and in terms of alcohol treatment
worldwide. In Thailand, alcohol consumption continues to rise, but few of those afflicted with alcohol
addiction attend alcohol treatment programs, even though there is universal care for all. No comprehensive
studies have been done on men’s experiences with addiction and alcohol treatment programs in Thailand.
Objective: The aim of this study was to explore men’s experiences in terms of the ‘pros and cons of alcohol
consumption’ in order to identify the barriers that exist for Thai men with regard to alcohol addiction and the
decision to stop drinking.
Design: Purposive sampling was applied in the process of recruiting participants at an alcohol clinic in a
hospital in Thailand. Thirteen men with alcohol addiction (aged 3249 years) were willing to participate and
were interviewed in thematic interviews. The analysis of the data was done with descriptive phenomenology.
Results: Through men’s descriptions, three clusters of experiences were found that were ‘mending the body’,
‘drinking as payoff and doping related to work’, and ‘alcohol becoming a best friend’ as ways of describing
the development of addiction.
Conclusions: The results highlight the importance of addressing concepts of masculinity and related
hegemonic ideas in order to decrease the influence of the barriers that exist for Thai men with alcohol
addiction with regard to entering treatment and to stop drinking.
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lobally, excessive alcohol consumption has had a
major impact on the lives of individuals, their
families and communities, and on their physical
and mental health. It is a causal factor in more than 60
major types of diseases and injuries (1). Men have a fivetime higher prevalence for alcohol consumption and
related problems than women; however, this trend is
changing, with an increase in drinking by more young
women in recent years in Thailand (24). The most
common problems were identical for both men and
women drinkers, namely the effect of drinking on work
and finances, a lack of study or employment opportunities leading to increased drinking, and feeling guilt or
remorse about drinking. For adolescents, males and
females experienced different problems: fighting was the
most frequent problem among males while drinking, and

G

females suffered feelings of guilt or experienced a sense of
remorse about drinking alcohol (2, 4).
Currently, in Thai society the consumption of alcohol is
a widely accepted social activity. Thai people use alcohol as
a mode of recreation and to enhance interactions among
people in the community, specifically on holidays and at
parties (4). In general, there is a forgiving attitude about
social drinking with regard to men, though a more socially
strict attitude exists toward women who drink. Research
has found that women mostly drink at home and at parties,
while men often drink at the workplace and in bars (4, 5).
Moulinsart and Jongudomkarn et al. (6, 7) explained that
the extent of a man’s daily consumption was an ingrained
part of northeastern culture in Thailand and was related to
various functions. For instance, these people believe that
alcohol can be used for medicinal purposes such as a sleep
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inducer, appetite enhancement beverage, muscle relaxer, or
for improved blood circulation. It is also commonly consumed as a refreshment to quench thirst and to accompany
meals, particularly in the evening.
Although Buddhism, the main religion in Thailand,
requires that good persons abstain from intoxicating their
minds, drinking is overt and easily accessible (8, 9).
Thamarangsi (8) pointed out that Chinese drinking
culture has influenced Thai drinking patterns ever since
the Ayuthaya period (13501767). At that time, Chinese
migrants established the alcohol market and introduced
the distillation technique for manufacturing spirits. Since
then the alcohol market has been growing and has a huge
impact on Thai society (8), such that drinking alcohol is
now part of the cultural traditions in both China and
Thailand. Obviously, Chinese traditional medicine has
made use of alcohol as a major solvent in herbal medicine
preparations (10).
Thailand has provided universal health care since
2002. As a result, people have had access to health care
services through registered government facilities or nongovernment facilities with very little cost to themselves
(11). Although the universal coverage scheme includes
alcohol and substance treatment, only a small number of
alcohol dependent patients, most of whom are men, actually receive specialty treatment for alcohol abuse (12). It
seems as though the majority of the treatment for alcohol
addiction is focused on physical disease rather than addiction, which requires long-term and continuing care (1).

Men’s alcohol consumption
Health beliefs and behaviors among Thai men are heavily
influenced by culture, as are the consumption of alcohol
and patterns of seeking treatment for alcohol dependence.
Men use general practitioner care service less frequently
than women, and when they do seek health care services
they are more likely than woman to focus on physical
problems and less likely to discuss mental or emotional
problems (13). ‘Authentic’ masculinity is constructed in
part through the sharing of drinking stories within homosocial groups, in which the body’s ability to tolerate alcohol
is seen as unlimited (14, 15). Drinking ‘too little’, or not
at all, is also connected to subordinate constructions of
masculinity, suggesting ‘weakness’ (1619).
Gender differences in alcohol consumption are universal. More frequent and heavy drinking occurs among men,
while more long-term abstention occurs among women; no
cultural differences or historical changes have entirely
erased these differences (20). According to De Visser and
Smith (21), alcohol consumption is seen to be a specifically
masculine behavior, and men may use alcohol consumption to demonstrate a specific pattern of masculine
competence. Homo-social interaction can therefore explain how alcohol consumption connects to the constructions of the male identity. Emslie et al. (17) have shown that

middle-aged men believe that the shared consumption of
alcohol is an integral part of creating and maintaining
male friendships. Drinking with friends was constructed,
and indeed justified, as a way of helping men talk to each
other, and as a way of providing social support and
improving moods.

Barriers to accessing treatment for alcohol
dependence
There seems to be negative public stigma and attitudes
toward alcohol addiction, labeling those who are addicted as dangerous, unpredictable and untrustworthy
(22). Certain impacts of this public stigma include the
fear of being labeled as an addicted person, embarrassment, and the worry of being looked down upon by
others (23). The individuals who are at risk of excessive
drinking believe that the general public reacts negatively
to any individual who seeks help for alcohol treatment
within the primary and specialty care sectors (24). On the
contrary, Zakrzewski and Hector (25) demonstrated that
men’s justification for alcohol consumption involved the
desire to find a nice feeling, at least temporarily, as
drinking alcohol was thought to be fun and to help them
to cope with their lack of self-esteem. Research has found
that stigmatizing behavior by health care providers has a
potential to increase patient frustration and to increase
the risk of patients leaving treatment impulsively, acting inappropriately, or refusing to return to particular
alcohol treatment settings (26). Studies of patients with
alcohol dependence indicate that the stigmatizing behavior they experience when entering the detoxification
unit negatively influences the person’s self-esteem and
self-efficacy (27).
Barriers to alcohol treatment, as seen from the patients’
perspective, included concerns of privacy and the belief
that treatment was either unnecessary or not beneficial, as
well as other practical and economic impediments to
participation (28). The most frequent claim by participants
was that they ‘wanted to handle the problem on my own’
(25, 2931). In addition to the issue of privacy concerns,
time difficulties and a fear of treatment were also reported
by several studies (3032).
It is difficult to raise public awareness regarding alcoholrelated health-risk issues, as alcohol consumption among
men in Thailand is connected to public acceptance and
cultural involvement. In order to provide suitable and
effective treatment for alcohol addiction, it is necessary to
have extensive knowledge of the pros and cons of drinking,
the accessibility of alcohol treatment and the social context
in which this alcohol use is grounded. The authors of this
study have experience in treating alcohol addiction in both
Thailand and Sweden, with relevant backgrounds in
health research from the fields of medical anthropology,
nursing and social work. Few studies of alcohol addiction
have been conducted in Thailand, and it is important to
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uncover why many resist accessing available treatments.
This study aimed to investigate the barriers to alcohol
treatment, with regard to the ‘pros and cons of drinking’,
in order to identify the relevant barriers that exist before,
during and after alcohol treatment. A bottom-up approach was used in order to explore this topic through Thai
men’s lived experiences.

Method
The present study was conducted at a hospital in Thailand
that treated alcohol addiction. Data were collected from
December 2012 to January 2013. After receiving a formal
letter from the researcher responsible for collecting the
data, the director of the hospital granted permission for
the study to be conducted. The head nurse assisted the
researcher with selecting the specific patients who could
describe their life experiences and provide rich data. The
participants obtained both oral and written information
on the aim and procedure of the study from the principal
researcher.
The sample
Purposive sampling was used with the following inclusion
criteria: taking part in alcohol treatment, diagnosed as
having an alcohol abuse and dependence disorder, and
over 20 years of age. Those diagnosed with psychotic
disorders were excluded from the study. During the 2
months of data collection, 18 potential participants were
asked to participate in the study, 14 of which agreed. Of
these 14 individuals interviewed, one was a woman who
we later decided to exclude. Thus, 13 men with alcohol
dependence took part in the study, aged 3249 years.
Seven men were single, four were divorced, and the
remaining two were married (Table 1). All participants
gave informed consent.

The interviews
The interviews were conducted in a quiet room at the
alcohol clinic. The researcher made contact with the
participants by using ‘small talk’ and by asking permission from the patients to record the conversation. The
questions asked were ‘Could you tell me about your
experiences with regard to drinking alcohol and alcohol
treatment?’ The interviewer (KH) kept an open-mind,
listened carefully and encouraged them to reflect on their
experiences more concretely by asking questions like
‘How do you feel?’ or ‘Could you please give me an
example?’ Five participants were interviewed twice in
order to get sufficient and rich data from each person; the
other eight men were interviewed only once. Ten men had
been admitted to the Detoxification Unit and three men
had been admitted at the Rehabilitation Unit at the time
the interviews took place. Each interview lasted at least
1 hour and 30 min. The 18 interviews were transcribed
verbatim, resulting in a transcript of 203 pages.
Data analysis
Phenomenological descriptive methodology was used to
analyze the data. The method aims to find subjective
experiences through established methods of bracketing,
intuiting, analyzing, and describing. Such a philosophical
framework is used to create meaning from actual lived
experiences as revealed by the participants (3335).
The interview transcripts were read several times to
gain a sense of all of the material before starting the
analysis. The first author listened to the tapes while
reading the transcription and noted the various aspects
captured during the interviews (3436). During the
reading of the transcripts, the overall meaning was
identified through the differences and similarities recognized among the utterances. The text was then divided
into small parts, so called ‘meaning units’. The meaning

Table 1. Number of male interviewees undergoing alcohol treatment in Thailand (20122013)
No.

Age

Number being treated at hospital

Program of treatment

Status

1

40

2

Detoxification

Married

2

34

Over 30

Detoxification

Single

3

34

3

Rehabilitation

Single

4

41

3

Detoxification

Divorce

5

36

3

Detoxification

Single

6
7

38
39

3
1

Detoxification
Detoxification

Single
Single

8

49

3

Rehabilitation

Divorce

9

34

3

Rehabilitation

Divorce

10

34

1

Detoxification

Single

11

43

3

Detoxification

Married

12

36

8

Detoxification

Divorce

13

32

6

Detoxification

Single
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units were then classified into different subcategories.
In this part of the analysis, the first author analyzed all
the interviews as a whole, but there was continual movement from the whole to the parts and movement back
to the whole. The data were kept at a concrete level, as
far as possible, in order to minimize the effects of preunderstanding on the analysis. All meaning units were
then translated into English and discussed with the coauthors. We reflected on all the meaning units by asking
the specific question ‘What is this man really telling us?’
During these repeated discussions, subcategories and
main categories began to emerge. As the analysis moved
from a concrete to an abstract level of understanding, the
essence was categorized in relation to each interview and
in relation to the meaning units and categories (3437).
Ethical consideration
The study was approved in Thailand by Thanyarak
Hospital Ethical Committee and in Sweden by the
Uppsala Ethical Vetting Board, number 2012/493.

Results
Thirteen Thai men described the pros and cons of
drinking during hospitalization. They suggested that
drinking is normative for men and that drinking was
necessary in working culture in order to engage with
colleagues and during occasions of celebration. They also
described specific benefits from alcohol consumption,
including relieving pain, reducing stress, and achieving
balance their bodies that lead to increase work output.
The cons of drinking described including being labeled by
others, a loss of control, and being forced into treatment.
Moreover, they also claimed that they received little
benefit from the treatment.
By entering treatment in order to solve physical problems indicates that the patients were more interested in
getting relief from their withdrawal symptoms than anything else. The treatment process had little influence on
them, as they still believed that they could handle their
drinking and that it was possible to return to drinking after
treatment. This was also based on another important
aspect of the men’s lived experiences of alcohol addiction,
which included trying to keep alcohol as a part of their
lives. Relapses and excessive consumption occurred when
the men used alcohol during social activities or at work.
Three categories emerged in the men’s descriptions of
the obstacles experienced before, during and after alcohol
treatment: alcohol treatment as a ‘tool for mending the
body’, alcohol as a method for ‘payoff and doping’, and
alcohol as a best friend. These categories are described in
detail below.
Alcohol treatment as a ‘tool for mending the body’
Most of the men reported negative associations from
being forced to attend various treatments by family

members due to crisis situations. Although they recognized that heavy drinking was harmful for them, they
often wanted to get through treatment in order to obtain
control over drinking, not in order to stop drinking.
Earlier experiences of treatment in the temple clinic provided by Thai traditional methods included the use of
herbs, meditation, prayer, and spiritual Buddhist practices. One man claimed that he was concerned about
having falsely promising the monks that he would stay
sober; ‘If you wrongly swore it meant that you have
sinned; I returned to drinking and never turn back to the
temple anymore’ (Rew). Some men shared stories of
friends that had returned to drinking after making such
false promises and had died as a result of their drinking;
these men never again swore to stop drinking, as they
were worried about committing sin. Others compared
their way of drinking with their relatives or friends who
drank even more, but still appeared to be healthy.
Although treatment was effective in coping with
withdrawal symptoms and improving body relaxation,
it seemed to have little influence on long-term drinking
habits. Most participants believed that they could
control their drinking; for instance, if they restricted
drinking to after work, they could satisfy their family’s
expectations:
I believed it (alcohol) is a part of my life. I tried hard
to control it, to the extent that it bears the least
effect upon me. Although, I am here (the alcohol
ward) I know I can’t stop drinking, but need to relax
my physical state. So, I should drink in the evening,
to compromise. (Arun)

Many of the men had previously attended alcohol
treatment programs in the health care departments of
hospitals due to a loss of bodily control or experiencing
physical disorders. One man compared the treatment unit
to a kind of quarantine center rather than a treatment
facility; he did not believe it to be curative. The negative
descriptions of treatment at the hospital included argumentative statements, such as the program is not useful,
there is a lack of privacy, the treatment stay is boring, the
professionals lack competence, the method in the alcohol
treatment program is wrong or not clarified enough, and
that the process is difficult to understand.
The program used was only for a short term period,
and it was above my ability to understand. For the
program to be effective, one need to have an able
mind and more time, it was certainly a waste of time
for them to get my attention and interest. They will
never understand that. (Chon)

During treatment, the patients were most concerned
with mending their bodies and relieving withdrawal
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symptoms and they wanted medicine offered for these
purposes. The patients’ main intentions were to achieve
bodily control and to be cared for according to their own
wishes.
Alcohol as a method for ‘payoff and doping’
While working, men noted that drinking alcohol was
permitted during working hours, since that helped them
work a bit more, at least in the short term. The patients
worked as agricultural laborers, employees at the factory,
on-site laborers, gardeners, and landscapers. According
to these men, consuming alcohol helped them to relieve
their muscle pain, stop shaking and reduce stress such
that they managed to work even more. Some of the men
stated that when they worked, they continually drank
approximately 50100 ml, four times per day, as can be
seen in the following example:
I have worked in the rubber plantation and drank
homemade white whisky to get a good feeling and
muscle relaxation. After purchasing alcohol in the
evening, it was divided into four little bottles and
drunk four times during the day, in the evening,
before bedtime at 11.00 p.m., all before work and
during work hours. (Chuchai)

These men thought that the consumption of alcohol was
a reasonable act in connection to their work. Several men
with low-socioeconomic work as farm laborers consumed
alcohol during the day and in the evenings in order to
create a pleasant atmosphere, for refreshment and complete their work. Men with higher socioeconomic work,
such as employers and officers, explained that they drank
to maintain their social network and to satisfy their own
cravings. Some men reported having muscle pains or shaking and they drank alcohol to balance their body and
mind, and in order to be able to continue working; it could
therefore be said that alcohol was used as a form of selfmedication. During work, it was an act of generosity from
a boss or a customer to provide alcohol as a payoff for work
done, as well as a method for doping to ensure that each
man worked to his full capacity. Several men explained that
they receive alcohol and food from customers when
working in the cadastral survey, paddy-farming, planting,
or in gardening. One man stated that being a boss entails
being friendly to the laborers, providing alcohol to make
them get more work done. In addition, the boss wanted to
create a good relationship with the workers by drinking
with them, as the following example shows:
For those people, look at me, drunk all the time.
The fact is that I just drank with my workers,
purchased 200 baht worth of alcohol, for the work
force to raise more money. So, I have to pay for
them. (Tee)
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As can be seen, drinking was regarded a method for
‘payoff and doping’ utilized by men of higher socioeconomic for engaging with their employees. The tradition
of giving alcohol is particularly used to stimulate laborers
to increase their level of work output, as has been described
earlier in this text (e.g. doping them to work longer hours).
Another reason for providing alcohol to the work force is
to be labeled as a generous and kind boss.
Alcohol as a best friend
During the interviews, the participants expressed shame
and embarrassment at not being able to handle their
drinking, and perceived it as a sign of worthlessness. They
also stated that this lack of control over their drinking
resulted in negative judgments by others, which left them
feeling isolated. Most of the participants described feeling
lonely, lacking trust or caring feeling toward others, and
stated that drinking released them from certain negative
feelings. They also stated that although drinking sometimes felt more like a job or a nuisance and was no longer
fun, they needed alcohol to survive and relieve pain. Two
men described their depression and suicidal thoughts, even
attempted suicide during bouts of heavy drinking. Another
participant expressed his hopelessness in stopping to drink
and another felt guilty regarding his consumption behavior. They also described experiences of stigmatization,
like feeling dishonored which further lowered their selfesteem and increased their drinking, as stated by one of the
participants:
No close friends were trusted to tell my private
matters to. I looked at the trees, the fish, talked with
the invisible things and just imagined they could
understand. I drank and began thinking about the
mistakes that I have done with people over the last
year. What were my mistakes and who were the
people that gave back to me. Why have I done these
things? Feeling disappointed by my unexpected
unemployment, I began to lead a dog and cat life,
drinking heavily when socializing . . . whenever I ran
into a good friend. (Son)

According to this quote, the man labeled himself a dog or a
cat, meaning that he felt worthless, as he was dependent on
his parents, had no close friends, experienced a loss of
family, felt dishonored, and was unemployed. Most men
preferred to stay home and drink alone in order to avoid
getting into trouble when drinking outside the home,
though they also often interacted with others while
drinking. Despite family support for all of the men interviewed in treatment, most had suffered multiple failures in
life, including failed marriages, work and previous treatment attempts. These feelings of embarrassment and
shame lowered their self-esteem. Drinking alone was a
way to ease life when feeling different or marginalized.
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One man explained how he hid alcohol from others in
order to protect his self-esteem:
I bought it and hid it inside my shirt, fastened by the
belt. I don’t want to be seen drinking. I drink but
can do my work, like other people do. I was often
cited as a good example of a sober drinker, unlike
those who drink otherwise. (Chuchai)

Drinking when unemployed is looked down upon by
society, according to Thai men. For this reason, the
participants prioritized maintaining their jobs while
simultaneously continuing to drink.

Discussion
The ‘pros and cons of drinking’, according to the
experiences of 13 Thai men, were explored in order to
identify the relevant barriers that exist before, during and
after treatment for alcohol abuse. These pros and cons
were segregated into three categories: alcohol as ‘payoff
and doping method’ (mostly pros), alcohol treatment as a
‘tool for mending the body’ (both pros and cons) and
‘alcohol as a best friend’ (both pros and cons).
The general reasons for drinking alcohol included peer
pressure, relaxation after work, and reducing stress (57,
32). The participants also emphasized the value of
drinking in facilitating socializing and enhancing interpersonal relationships. Other functions of drinking in
social and cultural occasions include celebration, hospitality, and reciprocity. Thus, drinking alcohol can serve
more than one function on any given occasion (6, 7).
The advantages of drinking can be understood by the
theory of homo-social grouping, where men normalize
alcohol consumption as part of the construction of male
identity. Thailand has been described as a society based
on the concepts of a patronage-driven culture, which
values preconceived notions of high masculinity that are
somehow associated with alcohol consumption. Thai
men who are active in society and employed outside of
the home ‘have to drink’ in order to meet the skewed
cultural values of obsessive masculinity as they relate to
alcohol consumption (6). Furthermore, drinking is utilized as a mediation device in developing relationships
among Thai men. Offering alcohol at work or after work
is a social construction that, according to the present
study, is considered a sign of generosity and respect; for
example, participants argued that being a boss entails
providing alcohol and drinks to his crew, as a way to
respect and honor them as men (14, 15). Thus, the
findings illustrate that men’s drinking is part of the
notion of hegemonic masculinity, where men drink
socially with men.
The participants described the disadvantages of drinking, including being forced into treatment and issues of
self-stigmatization. Interestingly, a positive outcome of

treatment was the relief of withdrawal symptoms; withdrawal symptoms have been found to be the major
concern in the acute hospitalization of people with
alcohol addiction (38). According to Jakobsson et al.
(19), many men are forced to seek treatment and they
expressed shame and embarrassment as a result of their
inability to handle alcohol, perceiving this failure as a
sign of weakness. However, having a comorbid affective
disorder or other problems directly attributable to alcohol
use increases the likelihood that such individuals will seek
treatment (13).
Although the participants had made several failed
attempts to stay sober, they still believed that they could
control their drinking. Unlike another research study,
previous treatment attempts did not seem to improve the
patients’ knowledge (23). The interviewed men were rather
ashamed of their earlier treatment attempts, particularly
having made false promises of sobriety to monks, since
Buddhist precepts dictate avoiding intoxication, the drinking of alcohol and the taking of drugs (8, 9). Embarrassment and shame further damaged the men’s already low
self-esteem and they described suffering from the social
stigma associated with alcohol addiction, as have been
found in previous research (22, 23, 27). Shame and a lack of
self-esteem could combine to become one major barrier to
the treatment of alcohol addiction. Research has found
that men use health care services and seek help less
frequently than women and are more likely to refrain
from disclosing mental or emotional problems (13).
The health care services need to develop a gender
relational perspective of masculinities and health (13, 15).
In relation to men suffering from alcohol addiction, this
would include critical investigation of the division of
labor and domestic work as well as identifying the
influence of socioeconomic differences among groups.
The present findings provide vital insight into how men
construct the drinking culture through their stories and
how its link to male bonding in homo-social grouping
behavior seems to be a crucial barrier to alcohol treatment and to abstaining from drinking among certain
groups of Thai men. Risk-taking plays a role in constructing masculine identities, and the sharing of drinking
stories that include risk-taking is integral in creating and
maintaining male friendships (13, 17, 18). The themes
of men’s stories reflect the pressures of male culture in
terms of being the breadwinner and continuing to work,
as was pinpointed by Connell and Messerschmidt (14).
Hegemonic visions of masculinity seem to be of vital
importance in alcohol addiction and ‘knowledge of doing
gender’ needs to be included when health care services
consider appropriate treatment.
Clinical implications
The research was conducted at a hospital in Thailand,
which includes a detoxification and rehabilitation unit for
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alcohol treatment. One limitation of the study was the
small sample; however, the participants were heterogeneous and representative of Thai men who typically enter
alcohol treatment programs. The interviews also provided
rich and in-depth descriptions of men’s experiences of
alcohol addiction and treatment programs.
In listening carefully to the men’s descriptions of
addiction and of their struggles in life, new knowledge of
Thai men’s alcohol and working culture was found. One
apparent barrier during treatment was that men spent the
majority of their time focusing on physical problems and
not the social or psychological aspects of their addiction.
This raises questions with regard to the level of the
patients’ engagement in the treatment. However, the
hegemonic masculinity construction and the act of drinking alcohol as a part of homo-social grouping at work
among groups of Thai men can be understood as a barrier
before, during and after treatment that needs to be further
studied. Moreover, the act of entering alcohol treatment
programs among Thai men is related to self-stigma.
The barriers found on an individual level included
focusing on the body instead of the addiction behavior,
drinking alcohol during work, and self-stigmatization
and shame in relation to the treatment or the treatment
attempts. These barriers highlight the importance of
addressing masculinity and hegemonic ideas in order to
decrease the influence of the barriers before, during and
after treatment for Thai men with alcohol addiction.
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Women and NCDs: Overcoming the neglect
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Two in every three deaths among women are caused by non-communicable diseases (NCDs)  largely heart
disease, stroke, cancer, diabetes and chronic respiratory diseases. The global discourse on health, however,
largely views women in terms of their reproductive capacity, a persisting myth reflecting gender bias that shifts
the focus away from NCDs, violence, and other injuries. Risk factors for NCDs are similar for men and
women. Because fewer women actively smoke than men, and drink in less harmful ways, in most parts of the
world, the impact of major NCD risk factors is far less in women than in men. In the area of diagnosis and
treatment, gender bias can result in women being asked fewer questions, and receiving fewer examinations
and fewer diagnostic tests for coronary heart disease and other NCDs compared with men with similar
symptoms. In response to a UN meeting in September 2011, member states of WHO have agreed to a global
goal to reduce avoidable NCD mortality by 25% by 2025 (‘25 by 25’). A set of voluntary targets and indictors
have been agreed upon, although none of them are gender specific. Most require changes at the policy level
that will ensure that women  and children  will also benefit. As the 2015 deadline for the Millennium
Development Goals approaches, women and NCDs should be central to the sustainable human development
agenda.
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our major transitions are occurring in global
health: age, sex, and cause-specific death rates
are generally declining; life expectancy is increasing; populations are aging; and there is a dramatic shift
from deaths at younger ages, principally due to infectious
diseases, to non-communicable diseases (NCDs)  principally cardiovascular diseases (CVDs), cancer, chronic
respiratory diseases, and diabetes. NCDs have been the
leading causes of death among women globally for at
least the past three decades and are now responsible for
two in every three deaths among women each year (1).
Several enduring myths have contributed to the neglect
of NCDs in women (2). First, there is a strong and
persistent view that only health-related issues of importance to women are defined through their reproductive
capacity (3), yet two thirds of all deaths and disabilities
in women relate to chronic diseases, violence, and other
injuries. This myth in particular, reflects, in part, a gender
bias (4). Second, NCDs, especially CVDs, have been
considered primarily as diseases of men. Although agespecific NCD death rates in women lag behind the rates in
men by about 10 years, the absolute number of NCD
deaths in women (16.2 million) is similar to that of men

F

(18.4 million) because women live longer  on average,
between 6 and 8 years (5). The third myth is that NCDs in
women are an issue only in high-income countries. In fact,
most NCD deaths in women occur in low- and middleincome countries and the rates in these countries are much
higher than in wealthy countries. The fourth and the most
distressing myth is that NCDs cause deaths only in older
people and ‘we have to die of something, so why bother
with complicated conditions like NCDs’. Unfortunately,
and especially now in low- and middle-income countries,
NCD deaths are frequent in people under the age of 70
years, including women, and many of these deaths are
slow and miserable. A large proportion of NCD deaths,
especially before old age, are avoidable with cheap, costeffective, and in some cases, cost-saving interventions.
The good news is that, despite the overall increasing
number of NCD deaths in women due to increasing
population size and aging, the age-specific death rates,
especially for CVD, are declining, and in some countries,
surprisingly quickly (68). In many countries, the decline
began before governments or non-governmental organizations mounted awareness and prevention campaigns.
It is likely that the initial decline in death rates was due to
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the diffusion of information from the early epidemiological studies, notably the Framingham Heart Study, and
the powerful evidence on the relationship between
tobacco use, lung cancer, and CVD that began to be
disseminated in the 1960s.
More recently, treatments  especially drugs to manage
high levels of blood pressure and cholesterol  have also
played an important part in continuing the decline in death
rates which now include lung cancer in men, but not yet
women, as well as stomach, breast, and cervical cancers.
The challenge now is to apply globally the interventions
that have been so beneficial to women in high-income
countries.
Risk factors for heart disease and stroke, the two leading
causes of death among women, are similar for men and
women. Factors such as age and family history play a role,
but the majority of CVD deaths are due to modifiable risk
factors such as tobacco use; diets high in fat, salt, and
sugar; high blood pressure; high cholesterol; obesity; and
diabetes. Because fewer women actively smoke  or have
smoked for a shorter time  than men, and because they
drink less and in less harmful ways than do men, in most
parts of the world the major NCD risk factors cause less of
a burden in women than in men (9) and therefore more
ambitious risk factor targets will be required for women
than for men to achieve the ‘25 by 25’ premature NCD
mortality target set by WHO (10). Dietary risk factors have
broadly similar effects for both women and men. With the
exception of high body mass index and high fasting plasma
glucose, most of the leading risk factors for NCDs have
declined, especially in high-income countries (3). Obesity
levels are a concern for women; almost everywhere, women
are more obese than men. There are also significant
differences in the way both symptomatic and asymptomatic women are treated compared to men. For example,
gender, but not age, race, or social class of a patient
significantly influenced doctors’ diagnostic and management activities in a study that controlled for these variables
simultaneously. Women were asked fewer questions, received fewer examinations, and had fewer diagnostic tests
ordered for coronary heart disease (11, 12). These differences are a reflection of the strong gender bias against
equitable prevention and treatment of women (13).
The future of women and the treatment of NCDs is
encouraging. There is an increasing recognition of the
importance of a life course approach to the prevention of
NCDs beginning with the health of girls and young
women before and during pregnancy (14). The integration
of NCD prevention activities into maternal and womencentric health programs has considerable potential since
there is generally poor access to care for women, girls, and
other vulnerable groups affected by NCDs (15). In many
societies, women lack control over resources and, hence,
cannot afford quality care for NCDs. Women also face
sociocultural, geographic, and economic barriers to access

to care. They are less recognized and catered to in terms of
accessibility, comprehensiveness, and responsiveness of
healthcare systems.
Furthermore, there have been major global initiatives
to overcome the general neglect of NCDs. The UN HighLevel Meeting on the Prevention and Control of NCDs
in September 2011 was a turning point. Heads of state
and governments made many major commitments to
reverse the neglect of NCDs, and the health of women
figures prominently in the political declaration from this
meeting (16). In response to the UN meeting, member
states of WHO have agreed upon a global goal to reduce
avoidable NCD mortality by 25% by 2025 (‘25 by 25’),
and a set of voluntary targets and indictors have also
been agreed upon, although none of them are gender
specific (17).
The targets agreed upon by WHO member states cover
nine areas. The Lancet NCD Action Group has proposed
a smaller set of priority targets  three to five  in the
belief that it is important for countries, especially those
beginning their prevention and management efforts, to
concentrate on interventions which are among the ‘best
buys’ in terms of health impact and will thus ensure rapid
progress toward the ‘25 by 25’ goal (18). Of course, once
experience and capacity builds, a broader range of
interventions should be implemented. The Lancet NCD
Action Group proposes a stepwise approach to NCD
prevention beginning with sustained high-level leadership; multisectoral action; a focus on tobacco control and
salt reduction; and the identification in primary health
care of women and men at high overall risk of CVD
(30% over 10 years) and their treatment with cheap
generic combination drugs (19).
Tobacco control is an excellent entry point for NCD
prevention, and accelerated implementation of the Framework Convention on Tobacco Control is top priority.
Tobacco use in high-income countries is at comparable
levels among women and men, and in most of these
countries, the prevalence of smoking is declining slowly as
an increasing range of evidence-based cost-saving control
measures are introduced. The most effective intervention is
regular and substantial increases in the price of tobacco;
plain packaging of tobacco products, first introduced in
Australia in 2012, has opened a new phase in the fight
against the tobacco industry.
Fortunately, in many low- and middle-income countries, for example, China and Indonesia, smoking rates
are substantially lower in women than in men. This
market represents a major opportunity for the tobacco
industry, and it is doing its best to recruit new smokers,
including enticing young women. Women use tobacco in
a variety of forms, not just smoked tobacco. For this
reason, the proposed WHO voluntary target is to reduce
tobacco use by 30% by 2025. This target is not sufficiently
ambitious and, following the lead of New Zealand which
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is committed to being essentially tobacco-free by 2025
(that is, a smoking prevalence of B5%), the Lancet NCD
Action Group is proposing a tobacco-free world by 2040
(20). Secondhand smoke is a particular issue for women
in low- and middle-income countries that do not yet have
effective smoke-free environments (21). Effective legislation to protect people, especially women and children,
from secondhand smoke is a priority.
Salt reduction will have an important effect on reducing
population blood pressure levels through its impact on
CVDs (22). Although the dominant approach in wealthy
countries to lowering blood pressure is through medical
treatment, this approach is not practical or affordable in
most countries (23). Because about half the CVD events
occur in people with ‘normal’ blood pressures, that is,
below a systolic blood pressure of 140 mmHg, population
salt reduction has the major advantage of leading to fewer
CVD deaths in these people. Women will play a vital role
in cultures where salt is overused; they can more easily
take a leadership role at the household level in terms of
reducing discretionary salt use. The agreed upon voluntary target is a 30% reduction in per capita salt intake by
2025; the original WHO target was a per capita intake of
5 g per day (24).
The priority treatment goal is to increase the coverage
in primary health care of generic drugs for men and
women at high risk of CVD. The dominant approach to
the medical management of high risk is to treat individual
elevated risk factors based on arbitrary cut points for
‘abnormality’. A much more efficient approach is to
manage people at elevated overall risk based on their age,
gender, and combined risk factor status; this approach
will lead to a lower number of women on treatment 
because of their lower overall risk  and better use of
limited resources for the same or greater health impact.
However, for this approach to reach its potential, it will
need to be embraced by health professionals trained in
the traditional medical model.
Assuring progress toward the NCD goal ‘25 by 25’,
requires the establishment of an independent accountability mechanism, monitoring trends, reviewing progress, and acting as indicated to accelerate progress
(25). A useful precedent has been set by the establishment
of an independent expert advisory group to oversee
progress toward the goals for Women’s and Children’s
health; this model has relevance to NCDs. It is desirable
for NCDs to be incorporated into the accountability
mechanisms for other global health priorities.
As the 2015 deadline for the Millennium Development
Goals approaches, discussions are underway on the post2015 development agenda. It is critical that women and
NCDs are central to the new human development
agenda. So far, the prospects are promising with NCDs
being recognized in the health consultations as being
central to human development. If NCDs assume their
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rightful place post-2015, women throughout the world
will benefit enormously.
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Inconsistent condom use among Ugandan university
students from a gender perspective: a cross-sectional
study
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Background: Feminization of the HIV/AIDS epidemic has been a prominent phenomenon in sub-Saharan
Africa. Inconsistent condom use among young people is one of the major risk factors in the continued
propagation of the epidemic. Therefore, it is of importance to increase knowledge of gender aspects of
condom use among young people.
Objective: To investigate whether gender differences regarding individual and social factors determine the
association between condom efficacy and inconsistent condom use with a new sex partner, among Ugandan
university students.
Design: In 2010, 1954 Ugandan students participated in a cross-sectional survey, conducted at Mbarara
University of Science and Technology in southwestern Uganda. A self-administered questionnaire assessed
socio-demographic factors, alcohol consumption, sexual behaviors (including condom use and condom
efficacy), and peer norms. The data were stratified by sex and examined by multivariate logistic regression
analysis.
Results: A total of 1,179 (60.3%) students reported having had their sexual debut. Of these, 231 (37.4%) males
and 209 (49.2%) females reported inconsistent condom use with a new sex partner. Students with low condom
efficacy had a higher risk of inconsistent condom use with a new sex partner, even after adjusting for the
potential confounders. A synergistic effect was observed between being a female and low condom efficacy
with inconsistent condom use.
Conclusion: The association between inconsistent condom use and low condom efficacy was found among
both males and females, but females were found to be at a higher risk of inconsistent condom use compared to
their male counterparts. Therefore, gender power relations should be addressed in policies and interventions
aiming at increasing condom use among young people in sub-Saharan settings. Programs could be designed
with intervention strategies that focus on interactive and participatory educational activities and youthfriendly counseling of young people, which in turn may improve their interpersonal communication and
condom negotiation skills with their partners.
Keywords: condom efficacy; gender; peer norms; Uganda; condom use; HIV
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Clinical Research Centre, Jan Waldenströms gata 35, House 28, Floor 12, Lund University, SE-205 02
Malmö, Sweden, Email: devika.mehra@med.lu.se
Received: 30 September 2013; Revised: 26 February 2014; Accepted: 4 March 2014; Published: 10 April 2014

he feminization of the HIV/AIDS epidemic has
been a prominent phenomenon in sub-Saharan
Africa (1). Individuals between the ages of 15 and
24 have been severely affected, and 75% of all new HIV
cases in this age group occur in women (2). In subSaharan Africa, the epidemic has increased due to sociocultural factors, behind which are gender inequalities (3).
Uganda has one of the world’s youngest populations,
with a high national prevalence of HIV (7.3%) (4). The
prevalence in the age group cited above differs from males

T

(2.1%) to females (4.9%). Furthermore, a greater increase
was seen in females (7.1%) than in males (2.8%) between
the ages of 20 and 24 years (4).
Risky sexual behaviors among young people in Uganda
have been measured in a recent survey that showed 24%
had more than one sexual partner during the past 12
months, 79% had a non-regular partner, and 10% had been
affected by STI (sexually transmitted infections)-related
symptoms (5). This population is therefore at high risk
for STIs and unintended pregnancies. Results from studies
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targeting university students in Uganda showed a higher
risk of inconsistent condom use among female students, in
comparison to their male counterparts (5, 6).
Condom use among young people is determined by
individual and social factors. Perceived self-efficacy is one
of the individual factors that can influence condom use. It
is a concept derived from social cognitive theory and is
considered as a factor that could potentially lead to healthrelated behavioral change (7). Perceived self-efficacy is
defined as confidence in one’s ability to exhibit motivation
and capability to achieve a given goal (8). Condom efficacy
is a person’s confidence in his or her ability to successfully use a condom during sexual intercourse (9). Such
efficacy requires risk reduction and self-regulation skills,
but possessing the skills and being able to transform them
into action under difficult circumstances are two different
matters (10).
In the Ugandan context, where gendered cultural
norms and inequitable power relations prevail, women
have less control in a sexual relationship (11). Interpersonal communication along with behavioral skills between partners is an integral part of a relationship that
determines behavior (12, 13). A positive attitude towards
condoms and a greater confidence in one’s ability to use
them consistently in various circumstances corresponds
to higher levels of condom use (14, 15).
There are various factors that influence condom use. In
prior studies ‘intention to use a condom’ has been shown
to be an important predictor (16, 17). The theory of
planned behavior (18) and its extended versions (19) have
suggested that in the absence of environmental barriers,
any behavior is more likely to occur if there is a strong
intention and ability to carry it out. Behavioral intentions
in turn are determined by attitudes, subjective norms, and
self-efficacy which account for considerable variation in
actual condom use in different situations (18).
Individual factors affecting behavior change should not
be seen in isolation. Numerous social factors influence the
behaviors of young people. Peer norms can exert considerable pressure on young people and affect their decisions
(20). According to studies conducted among US university
students, discussions about romantic relationships, alcohol consumption, and sexual behaviors can shape perceptions of what their peers consider normative behavior (21,
22). Normative perceptions of sexual experiences can be an
important influence in student’s decision to engage in risky
sexual activities such as having multiple sexual partners,
using condoms inconsistently, and alcohol consumption
in conjunction to sex (22). Studies conducted among
Ethiopian, Cambodian, and Laotian adolescents have
supported the notion that peer influences can affect risky
sexual practices (23, 24). Another study in South Africa of
young people, showed that higher self-efficacy to communicate with peers, increased the likelihood of condom use

(25). The same study showed that more females communicated with their peers than did their male counterparts.
Consistent condom use is determined by a number of
factors, some of which are linked to gender in more or
less obvious ways. Some of these factors prevent inconsistent condom use, while others may work in the
opposite direction. Knowledge of whether these factors
contribute to feminization of the HIV/AIDS epidemic in
sub-Saharan Africa appears to be incomplete. Although
some African studies have documented the association
between self-efficacy and condom use (25, 26), gender
differences are not very well examined. Therefore, the aim
of this study is to investigate whether gender differences
regarding individual and social factors (peer norms)
determine inconsistent condom use with a new sexual
partner, particularly with regard to condom efficacy
among university students in Uganda.

Methods
Study design and setting
The study was conducted at the Mbarara University of
Science and Technology (MUST), a public institution that
is the second largest university in Uganda. It is located
in the center of Mbarara, approximately 350 km to the
southwest of the capital city, Kampala. In 2010, the
number of universities in Uganda expanded resulting in
29 new institutions of higher learning. A greater number of
students are now being enrolled in universities than in the
past. Those students receiving government scholarships
live on campus during their entire course of study, while
others remain on campus during their first and second
years and then move on to privately run hostels.
We analyzed a cross-sectional data set of undergraduate students from the university’s four faculties: science,
medicine, computer science, and development studies.
The sample consisted of 1,954 participating students out
of a total enrolment of 2,706, representing 72% of all
undergraduates. As the outcome of the study was risky
sexual behavior, the analysis was based on a subset of
1,179 students who stated that they had debuted sexually.
Of the respondents, 58.8% were male (n693) and 41.2%
female (n486). The Institutional Review Committee at
MUST granted ethics approval for the project.
Data collection and analysis
The data were collected by means of an 11-page selfadministered questionnaire with 132 questions based on
socio-demographic factors, academic progress, social
capital, mental health, sexual behavior (condom efficacy
and condom use), alcohol consumption, and other lifestyle variables. The questionnaire was also used in
previous studies of university students in this setting (6,
27, 28).

Citation: Glob Health Action 2014, 7: 22942 - http://dx.doi.org/10.3402/gha.v7.22942

107

Devika Mehra et al.

The entire undergraduate student body at MUST was
invited to take part in the survey. Prior to the questionnaire distribution, a consent form was circulated
describing the purpose of the study, and students were
asked to sign if they agreed to participate. The research
team informed the students that participation in the
survey was voluntary and anonymity would be assured.
The contact details of the project’s principal investigator
and the research assistant were provided in case students
had any personal questions. The signed consent forms,
and completed questionnaires were deposited by each
student in a sealed box.
Definition of variables
Background variables
Socio-demographic variables (individual level). Age was
categorized as 523 (‘younger’) and 23 (‘older’). The
cut-off was based on the median age of our study sample.
Area of growing up was dichotomized into rural or
urban. The latter option combined peri-urban and small
town.
Educational level of head of the household during
childhood was categorized as ‘did not complete primary
school’ or ‘completed primary school’, which were coded
as ‘ 5primary school’ and ‘primary school’.
The role of religion in the family while growing up was
dichotomized into major role (‘religion played a big role
or was relatively important’) or minor role (‘religion was
not so important or not important at all’).
Sexual behavior variables
Pleasure of using a condom was based on the question
‘How do you compare the degree of pleasure using a
condom during intercourse with not using one?’. The
responses were ‘no difference’ and ‘more pleasure with a
condom’ and coded as: ‘same or more pleasure’ and ‘less
pleasure’ remained coded as ‘less pleasure’.
Intention to use a condom was based on the statement
‘I intend to use a condom whenever I have intercourse
with a new sex partner’ Those who responded were coded
as ‘yes’ and others were classified as ‘no’.
Multiple sexual partners was determined by the response to the question ‘How many sexual partners have
you had during the last 12 months?’ and was dichotomized
into ‘0 to 1’ and ‘ ]2’. The respondents in the latter
category were classified as having multiple sexual partners.
Exposure variable
Condom efficacy was constructed by combining two
statements: ‘I am satisfied with my ability to use a
condom correctly’ and ‘I believe I can persuade a new
sex partner to use a condom’. The respondents who
indicated ‘yes’ regarding both statements were coded as
‘high efficacy’ and the other responses were categorized
as ‘low efficacy’.
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Social level (peer norms). Peers using a condom with a
new sex partner was based on the statement ‘My friends
at the university always use a condom with a new partner’. The response alternatives were ‘yes’ or ‘no’.
Peers having difficulty demanding condom use was
based on the statement ‘My friends at the university have
difficulty demanding condom use with a new partner’.
The response alternatives were ‘yes’ or ‘no’.
Alcohol consumption on the occasion of sexual intercourse had the following response alternatives: ‘always or
almost always’, ‘more often than on half of the occasions’,
‘about half of the occasions’, ‘more seldom than a quarter
of the occasions’ and ‘almost never or never’. The first
three options were coded as ‘frequent user’ and the last
two as ‘infrequent user’.
Dependent variable
Inconsistent condom use was ascertained by asking the
question ‘How often do you use a condom with a new
sexual partner?’ The response option ‘always’ was coded
as ‘consistent condom use’ and the other alternatives
(‘often’, ‘sometimes’, ‘never’, ‘does not apply to me’) were
coded as ‘inconsistent condom use’.
Statistical analysis
Statistical analysis was conducted using PASW (SPSS)
statistical package Version 21.0. We first measured the
prevalence of the variables we used within our sample
population. Logistic regression analysis then calculated
the crude odds ratio (OR) with 95% confidence interval
(CI) for investigating the association between sociodemographic factors, condom efficacy, intention to use
a condom, pleasure of using a condom, alcohol consumption in relation to sex, and peer norms in conjunction with inconsistent condom use with a new sexual
partner. Multivariate logistic regression was used stepwise to control for the potential confounders of age, area
of origin, pleasure of using a condom, intention to use a
condom, multiple sexual partners, alcohol in relation to
sexual intercourse and peer norms. Estimates of effect
modification (synergy) were done as ‘departure from
additivity of effects on the chosen outcome scale’ and
calculation of synergy index (SI) was carried out to
disclose effect modification between the chosen variables
as proposed by Rothman and Greenland (29).
The following algorithm was used, whereby SI1
signifies a synergistic effect (representing a positive effect
modification) and SIB1 an antagonistic effect (representing a negative effect modification):
SI ¼

ðORð1þ1Þ  1Þ
ðOR ð1þ0Þ  1Þ þ ðOR ð0þ1Þ  1Þ

where: OR(11) odds ratio for dummy variable exposed
to both factors
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OR(10) odds ratio for dummy variable exposed to one
factor
OR(01) odds ratio for dummy variable exposed to
other factor
OR(00) odds ratio for the dummy variable unexposed
to both factors
Significant effect moderation between two variables
indicates that when both are present there is an amplified
effect, i.e. the combination of the two indicators has a
stronger effect, which is higher than added effect of the
variables in question.

Results
Table 1 gives the prevalence of all the socio-demographic
factors, condom efficacy, intention to use a condom,
pleasure of using a condom, peer norms, and other sexual
behavior variables of the total sample. The stratification
of the sample was done on the basis of sex.
A higher percentage of females in our sample (71.5%)
were younger than 23 years compared to their male
counterparts (60.5%). A greater proportion of females
(28.5%) reported low condom efficacy than males (22.2%).
Intention to use a condom with a new sex partner was
higher in females (74.1%) than in males (61.5%). A larger
majority of male respondents (70%) reported less pleasure
with a condom as compared to females (61.8%). Inconsistent condom use with a new sexual partner was higher
among females (49.2%) than males (37.4%). Approximately two thirds of the students (67.4) reported that their
friends use a condom with a new sex partner; there was not
much difference between males and females.
Table 2 provides an analysis of the associations
between socio-demographic factors and condom efficacy
in relation to inconsistent condom use with a new sex
partner. Growing up in a rural environment was significantly associated with inconsistent condom use. This
association was significant for males (OR crude 1.81,
95% CI 1.302.52) and females (OR crude 1.67, 95% CI
1.132.47). Our main exposure, low condom efficacy, had
a significant association with inconsistent condom use,
for males (OR crude 4.66, 95% CI 3.087.07) and females
(OR crude 6.45, 95% CI 3.8410.81). Intention to use a
condom with a new sex partner did not show an
association (OR crude 0.98, 95% CI 0.761.27), with no
significant results found in males and females. Less
pleasure using a condom was significantly associated
(OR crude 1.43, 95% CI 1.071.90), with no gender
difference in males and females. Multiple sexual partners
in the last 12 months had a significant negative association with inconsistent condom use among males (OR
crude 0.69, 95% CI 0.480.97), and the point estimate
was similar for females (OR crude 0.70, 95% CI 0.43
1.11). Frequent consumption of alcohol on the occasion
of sexual intercourse showed a significant association

(OR crude 1.64, 95% CI 1.052.57), but there was no
obvious gender difference. The response that friends do
not always use a condom with a new partner was
associated with the outcome among males (OR crude
1.48, 95% CI 1.032.13) and females (OR crude 1.81,
95% CI 1.142.87). Reporting that friends would have
difficulty demanding that a condom be used with a new
sex partner was associated with inconsistent condom use
(OR crude 1.40, 95% CI 1.061.82) but our study found
no gender differences in this regard.
Table 3 presents the adjusted OR with 95% CI for
association between condom efficacy and inconsistent
condom use (adjusted for the confounding factors of sex,
age, rural origin, friends who always use a condom with a
new partner, friends who have a difficulty demanding a
condom, less pleasure using a condom, multiple sex
partners, and alcohol consumption in conjunction to
sexual intercourse). In the fully-adjusted model, the
statistically significant association persisted between low
condom efficacy and inconsistent condom use (OR
adjusted 3.94, 95% CI 2.207.05).
In Table 4, we formally tested gender as an effect
modifier regarding the association between condom
efficacy and inconsistent condom use. The result confirmed the possible synergistic effect of gender, i.e. female
gender aggravated the impact of low condom efficacy on
inconsistent condom use.

Discussion
Our study found inconsistent condom use to be more
prevalent among females as compared to males. This may
partially be explained by the lower prevalence of condom
efficacy, an important determinant of consistent condom
use among females. Moreover, the impact of low condom
efficacy on inconsistent condom use was considerably
higher among females, compared with the impact among
males. All this suggests that condom efficacy is an independent determinant for consistent condom use among
both males and females, but to a higher degree among
females. This could be a significant factor behind the
feminization of the HIV/AIDS epidemic in the study
setting. The results also show that frequency of alcohol
consumption in relation to sexual intercourse was a
mediating variable between condom efficacy and inconsistent condom use, but no particular gender differences
were observed regarding this determinant.
Young people in Tanzania showed gender differences
regarding the predictors of condom use and its association with condom efficacy (30). For males, condom use
depended on perceived self-efficacy, perceived self-efficacy
for condom use with a long-term partner and having
discussed condom use among friends. The predictors for
females were discussing condom use with a sex partner
and the perceived self-efficacy to refuse sex if the sex
partner does not wish to use a condom (30). Therefore, it
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Table 1. Prevalence of socio-demographic factors, alcohol consumption, sexual behaviors (including condom efficacy), and
condom use among Ugandan university students

Individual level
Age

All n 1,179 (%)

Male n 693 (%)

Female n 486 (%)

X2 p*

523

743 (65.0)

407 (60.5)

336 (71.5)

0.001

23

400 (35.0)

266 (39.5)

134 (28.5)

Missing
Area of growing up

(36)

(20)

(16)

Urban

607 (51.7)

336 (48.8)

271 (56.0)

Rural

566 (48.3)

353 (51.2)

213 (44.0)

(6)

(4)

(2)

Educational level of

Missing
Primary

820 (71.0)

465 (68.6)

355 (74.4)

head of household

5Primary
Missing

335 (29.0)
(24)

213 (31.4)
(15)

122 (25.6)
(9)

Religion

Major role

731 (62.5)

400 (58.2)

331 (68.5)

Minor role

439 (37.5)

287 (41.8)

152 (31.5)

Missing
Condom efficacy

(9)

(6)

(3)

High

764 (75.4)

485 (77.8)

279 (71.5)

Low

249 (24.6)

138 (22.2)

111 (28.5)

Missing

0.015

0.018

0.001

0.025

(166)

(70)

(96)

Intention to use a condom
with any new sex partner

Yes
No

393 (33.3)
786 (66.7)

267 (38.5)
426 (61.5)

126 (25.9)
360 (74.1)

0.001

Pleasure using a condom

No difference/

319 (33.2)

175 (30.0)

144 (38.2)

0.009

641 (66.8)

408 (70.0)

233 (61.8)

(219)

(110)

(109)

Consistent

603 (57.8)

387 (62.6)

216 (50.8)

Inconsistent

440 (42.2)

231 (37.4)

209 (49.2)

Missing
01

(136)
680 (66.4)

(75)
356 (58.7)

(61)
324 (77.5)

]2

344 (33.6)

250 (41.3)

94 (22.5)

More pleasure
Less pleasure
Missing
Condom use with a new partner

Sexual partners in the last 12 months

Missing
In a relationship

(155)

(87)

(68)

Yes

923 (80.2)

519 (77.0)

404 (84.7)

No

228 (19.8)

155 (23.0)

73 (15.3)

Missing

0.001

0.001

0.001

(28)

(19)

(56)

Infrequent users
Frequent users
Missing

391 (79.0)
104 (21.0)
(95)

245 (76.6)
75 (23.4)
(68)

146 (83.4)
29 (16.6)
(27)

0.084

Friends always use condom

Yes

660 (67.4)

400 (66.8)

260 (68.4)

0.625

with new partner

No

319 (32.6)

199 (33.2)

120 (31.6)

(200)

(94)

(106)

Friends have difficulty demanding

Yes

501 (50.7)

311 (51.4)

190 (49.5)

condom use with new partner

No

488 (49.3)

294 (48.6)

194 (50.5)

(190)

(88)

(102)

Alcohol on the occasion
of sexual intercoursea
Social Level (peer norms)

Missing

Missing

0.558

*p-value in table is analyzed based on sex.
a
Analyzed only for those who consumed alcohol.

is evident that different factors effect condom use among
men and women, and among them gender power relations
do make a difference in condom use negotiation by
women. This can also be supported by previous studies
conducted on 1849 year-old women in South Africa and
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Botswana (31) and on young people in Angola (32).
A possible explanation for the gender differences regarding inconsistent condom use might be that condom use
may be equated with lack of trust by men, leading to a fear
of rejection on the part of women, which might result
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Table 2. Association between socio-demographic factors, alcohol consumption, sexual behavior, condom efficacy, and inconsistent condom use among Ugandan university
students
All n (%)

OR (95% CI)

Male n (%)

OR (95% CI)

Female n (%)

OR (95% CI)

Individual level
Sex

Male

231 (37.4)

1 (Ref)

Female

209 (49.2)

1.62 (1.26 2.08)

Age

523

138 (38.9)

1 (Ref)

79 (33.1)

1 (Ref)

59 (50.9)

Area of growing up

23
Urban

285 (43.5)
200 (36.4)

1.21 (0.931.57)
1 (Ref)

145 (40.1)
94 (30.5)

1.35 (0.961.90)
1 (Ref)

140 (47.6)
106 (43.8)

0.88 (0.571.35)
1 (Ref)

Rural

239 (48.9)

1.67 (1.30 2.14)

136 (44.3)

1.81 (1.30 2.52)

103 (56.6)

1.67 (1.13 2.47)

Primary

298 (41.0)

1 (Ref)

148 (36.2)

1 (Ref)

150 (47.3)

Educational level of head of





1 (Ref)



1 (Ref)

household

5Primary

136 (45.9)

1.22 (0.931.60)

80 (40.8)

1.22 (0.861.72)

56 (56.0)

Religion

Major role

272 (42.4)

1 (Ref)

126 (35.8)

1 (Ref)

146 (50.3)

Minor role

164 (41.7)

0.97 (0.751.26)

102 (39.2)

0.86 (0.571.30)

62 (46.6)

Condom efficacy

High efficacy

206 (28.9)

1 (Ref)

125 (27.7)

1 (Ref)

81 (30.9)

1 (Ref)

Intention to use condom

Low efficacy
No

157 (68.6)
283 (42.4)

5.38 (3.90 7.42)
1 (Ref)

82 (64.1)
129 (35.6)

4.66 (3.08 7.07)
1 (Ref)

75 (74.3)
154 (50.3)

6.45 (3.84 10.81)
1 (Ref)
0.85 (0.551.30)





1.42 (0.902.23)
1 (Ref)
1.16 (0.831.61)



with new partner

Yes

157 (41.9)

0.98 (0.761.27)

102 (39.8)

1.20 (0.861.66)

55 (46.2)

Pleasure using a condom

No difference/More pleasure

103 (34.3)

1 (Ref)

51 (30.7)

1 (Ref)

52 (38.8)

Less pleasure

255 (42.8)

1.43 (1.07 1.90)

148 (39.3)

1.46 (0.992.15)

107 (48.9)

Sexual partners in

01

281 (45.4)

1 (Ref)

132 (41.0)

1 (Ref)

149 (50.2)

the last 12 months

]2

115 (34.6)

0.64 (0.48 0.84)

78 (32.2)

0.69 (0.48 0.97)

37 (41.1)

In a relationship

Yes

358 (42.5)

1 (Ref)

179 (37.5)

1 (Ref)

179 (49.0)

Alcohol on the occasion of

No
Infrequent user

71 (39.7)
143 (38.3)

0.89 (0.641.23)
1 (Ref)

45 (36.3)
82 (35.0)

0.95 (0.631.43)
1 (Ref)

26 (47.3)
61 (43.9)

0.93 (0.531.64)
1 (Ref)

sexual intercoursea

Frequent user

49 (50.5)

1.64 (1.05 2.57)

34 (47.2)

1.66 (0.972.83)

15 (60.0)

1.99 (0.804.57)







Friends always use a condom

Yes

217 (36.6)

1 (Ref)

121 (33.8)

1 (Ref)

96 (40.9)

with a new partner

No

141 (47.6)

1.58 (1.192.09)

81 (43.1)

1.48 (1.03 2.13)

60 (55.6)

Friends have difficulty

No

159 (36.5)

1 (Ref)

88 (33.3)

1 (Ref)

71 (41.3)

demanding condom use with

Yes

207 (44.4)

1.40 (1.06 1.82)

118 (40.7)

1.37 (0.971.94)

89 (50.6)

new partner
Analyzed only for those who consumed alcohol.





1 (Ref)
1.51 (0.972.33)
1 (Ref)
0.70 (0.431.11)
1 (Ref)

1 (Ref)



1.81 (1.14 2.87)
1 (Ref)
1.46 (0.952.22)
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Social Level (peer norms)

a
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Table 3. Association (adjusted odds ratio, 95% CI) between condom efficacy and inconsistent condom use among Ugandan
University students
Model 1
Low condom efficacy
Female

Model 2



Model 3









Model 4

Model 5









Model 6





4.34 (2.51 7.52) 4.03 (3.29 7.08) 4.02 (2.28 7.08) 3.87 (2.19 6.86) 4.00 (2.24 7.11) 3.94 (2.20 7.05)
1.27 (0.792.04) 1.29 (0.792.10) 1.29 (0.792.10) 1.32 (0.802.15) 1.25 (0.762.07) 1.33 (0.802.21)

523 years

1.66 (1.01 2.73) 1.66 (1.01 2.73) 1.76 (1.07 2.91) 1.75 (1.06 2.90) 1.79 (1.08 2.97)

Rural

2.10 (1.31 3.36) 2.09 (1.30 3.35) 2.15 (1.33 3.45) 2.12 (1.31 3.42) 2.18 (1.34 3.54)

Friends use condom with

1.03 (0.631.67) 0.99 (0.601.61) 0.98 (0.601.61) 0.94 (0.571.55)

new partner
Friends have difficulty

1.05 (0.661.69) 1.06 (0.661.70) 1.08 (0.671.75) 1.09 (0.671.76)

demanding condom use
with new partner
Less pleasure with using a







1.74 (1.04 2.92) 1.75 (1.04 2.93) 1.78 (1.06 3.00)

condom
Multiple sexual partners

0.79 (0.491.28) 0.69 (0.411.13)



2.13 (1.19 3.82)

Alcohol in relation to sex

in non-use of condom (31). This in turn may expose
women to the risk of unwanted pregnancies and STIs,
including HIV.
Along with condom efficacy, other individual factors,
such as reduced pleasure in sexual intercourse with a
condom, showed a significant association with inconsistent condom use. This determinant was more common
among men in our study. Our finding is supported by a
meta-analysis, which shows that reduced pleasure is a
robust predictor of non-use of condoms, where gender
differences were observed, men reporting that using
condoms reduces pleasure had a higher likelihood of
non-use (33). There is evidence from previous research
that explains the experience of sexual pleasure as a
subjective reflection of a complex interplay of emotions,
tactile sensations, and cognition, which limits its use
among young people (34, 35). However, the difference
between males and females in our study was not enough
to make it a major explanatory factor for inconsistent
condom use, especially since the impact on this behavior
was of the same magnitude for males and females.
We found that intention to use a condom did not show
a significant association with inconsistent condom use.

This may be explained by the theory of planned behavior,
which posits that behavioral intentions are determined by
attitudes, subjective norms, and perceived control, leading to considerable variation in actual behavior under
different circumstances (18, 19). Empirical evidence
from studies of high school and university students in
South Africa similarly found that intention to use a
condom is determined by normative beliefs, attitudes,
and subjective norms (17, 26). Gender differences with
regard to intention have been observed among university
students in a study that showed attitude as a better
predictor of intention for young women, whereas men
rely on subjective norms and their perception of communication and persuasion skills (36). Thus, behavioral
intentions may depend more on individual factors for
women, while for men social factors are more decisive
(36). It appears that merely having the intention to use a
condom may not translate into behavior, especially in a
Ugandan context where attitudes and socio-cultural
norms exert a strong influence.
In our study, alcohol consumption in relation to sex
was found to mediate the association between low
condom efficacy and inconsistent condom use with a

Table 4. Analysis of effect modification between condom efficacy and gender regarding inconsistent condom use among
Ugandan university students (n 1,179), presented as adjusted odds ratio (OR) with 95% CI
n (%)

Cases

High condom efficacy/Male

485 (47.9)

125 (27.7)

High condom efficacy/Female

279 (27.5)

279 (27.5)

OR (95% CI)
1 (ref)
1.17 (0.841.63)




Low condom efficacy/Male

138 (13.6)

138 (13.6)

4.66 (3.08 7.07)

Low condom efficacy/Female

111 (11.0)

111 (11.0)

7.55 (4.62 12.33)

Missing

112

166

Synergy index 1.71
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new sex partner. University students who engage in risky
alcohol consumption may thereby limit their ability to
use a condom. As explained by alcohol myopia theory
(37), a person who consumes alcohol experiences a
restriction of their cognitive capacity. Such an individual
focuses on salient situational cues of sexual initiation and
ignores peripheral ones, making them less likely to
identify potential dangers, like the risk of an unintended
pregnancy or STIs. The consumption of alcohol on the
occasion of sexual intercourse was infrequent in our
sample, and the impact on inconsistent condom use was
relatively similar in men and women. Thus, this factor did
not seem to contribute to the observed gender differences
in inconsistent condom use that we found.
Strengths and limitations
One of the strengths of our study was that we addressed
gender differences at the individual and social level in
relation to condom efficacy and inconsistent condom use.
This has not been well investigated previously in a
Ugandan university population. A limitation of our
study was the cross-sectional study design, as a result of
which we could not judge the causal direction. According
to our calculations of statistical power, the sample size
was adequate for the main analyses, although somewhat
small for assessing synergy, but no formal test of
statistical significance was made for those analyses. Our
relatively high response rate (72%) leaves room for a
selection bias in our study. However, the reasons for nonparticipation do not seem to be linked to the main
exposures or to the outcome, but were mostly caused by
logistical circumstances. To reduce response bias in our
study, the anonymity of the respondents was assured,
which may have increased truthful reporting.
Another limitation of the study could be that sensitive
questions regarding sexual behaviors might have been
underreported, due to the issue of social desirability. If
this was the case we believe it would bias the results
towards the null, since it would more likely represent a
case of non-differential misclassification than differential
misclassification. In addition, our study results might not
be fully generalizable to all countries, but we feel they
may apply to university students in similar settings. In
our analysis, we adjusted for the potential confounding
factors, and therefore we believe that residual confounding would be of minor importance. Since our assessment
of the exposure of condom efficacy was limited to two
items, it is possible that if more items were added to the
questionnaire we might have had greater disclosure on
the efficaciousness of the participants.

Conclusion
We found that low condom efficacy had an association
with inconsistent condom use among male and female
university students in Uganda. Females with lower

condom efficacy were at a higher risk of inconsistent
condom use compared to males. These findings have
implications for policy formulation of young people’s
sexual and reproductive health in Uganda. Gender
differences need to be taken into account in order to
gain a deeper understanding of the factors that influence
condom use in this region. With such knowledge, we can
design and implement effective interventions against the
spread of HIV/AIDS. It is imperative to acknowledge
gender aspects when working towards improving condom
efficacy of young people. The issue of gender equality
should be addressed when designing intervention strategies that focus on sex education and counseling. These
programs should aim at improving interpersonal communication that includes building condom use negotiation skills between partners.
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Background: Urban informal settlements remain sites of high HIV incidence and prevalence, as well as
violence. Increasing attention is paid on how configurations of young men’s masculinities shape these
practices through exploring how men build respect and identity. In this paper, we explore how young Black
South Africans in two urban informal settlements construct respect and a masculine identity.
Methods: Data are drawn from three focus groups and 19 in-depth interviews.
Results: We suggest that while young men aspire to a ‘traditional’ masculinity, prioritising economic power
and control over the household, we suggest that a youth masculinity emerges which, in lieu of alternative ways
to display power, prioritises violence and control over men’s sexual partners, men seeking multiple sexual
partners and men’s violence to other men. This functions as a way of demonstrating masculinity and their
position within a public gender order.
Discussion: We suggest there are three implications of the findings for working with men on violence and HIVrisk reduction. First, there exist a number of contradictions in men’s discourses about masculinity that may
provide spaces and opportunities for change. Second, it is important to work on multiple issues at once given
the way violence, alcohol use, and sexual risk are interlinked in youth masculinity. Finally, engaging with
men’s exclusion from the capitalist system may provide an important way to reduce violence.
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apid urbanisation has led to burgeoning informal
settlements, as cities and states have been unable
to effectively create permanent infrastructure for
growing populations (1, 2). WHO and UN-HABITAT
estimated in 2010 that 63% of urban dwellers in subSaharan Africa lived in informal settlements (3). In South
Africa, the 1980s saw a rapid growth of urban informal
settlements, when the apartheid government stopped
controlling the mobility of the Black majority with repeal
of the influx control legislation, but failed to meet permanent housing needs (4). Current estimates for South
Africa suggest that 4.4 million people live in informal
settlements, approximately 23% of all households (5). In
eThekwini district, KwaZulu-Natal  the location of this
study and the third largest city in South Africa  an estimated 25% of the population live in informal housing (5).
Urban informal settlements are often settings with high
levels of violence, poverty, poor health, and HIV (4, 68).
UNAIDS estimates that 28% of people living with HIV/

R

AIDS in southern and eastern Africa live in 14 cities in the
region (approximately 15% of the global epidemic) and in
South Africa the HIV prevalence in informal settlements is
twice that of people in formal housing (9, 10). While there
remains little comparable data on rates of gender-based
violence in urban and rural areas (11), one study from
Cape Town, South Africa, explored rates of homicide
within the city, comparing different settlement ‘types’ and
showed informal urban settlements had rates over four
times that of wealthier, formal settlements (3).
There has been considerable debate about why urban
informal settlements have particularly high levels of
violence and ill-health and the role of place in health
outcomes more generally (12). One strand of this argument
emphasises the experience of living in high-density communities, leading to stress and an inability to control
aspects of life, as a key factor shaping violence (11).
Another argument is that in informal settlements there is
less social cohesion, caused by poverty and mobility,
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creating less stable forms of power, in which violence
becomes a necessary resource to wield as previously stable
configurations of power  particularly gender power  get
challenged (3, 11).

Masculinities and violence
Globally, researchers are increasingly studying constructions of masculinity, including men’s perpetration of
violence, which place them and their partners at increased
risk of acquiring HIV (13, 14). Firmly located within a
critique of gender inequalities, studies have observed and
sought to explain the clustering of men’s violence and
HIV-risk practices (15). In South Africa, a representative
population-based study of South African men found
those who had been violent to a partner to have less
gender equitable masculinities, more likely to have raped
and more likely to have engaged in transactional sex (16).
Specifically in the study, among those under 25 years,
those who had been violent to a partner had a higher
prevalence of HIV (16). Similar links between violence,
rape, and gender inequitable masculinities have also been
shown in the AsiaPacific region (17) and Latin America
(18, 19).
Theorising this clustering of risk, violence and gender
inequitable masculinities researchers have largely drawn
on Connell’s (20) notion of hegemonic masculinity,
building a relational construction of gender inequalities
(21). Within a context of patriarchal privilege, Connell
argues that in any social setting there is a collectively held
understanding of ideal male practices. The majority of
men view the ideal as an aspiration, something that
influences their practices and structures men’s understandings of themselves and their behaviours, without
necessarily being achievable or desired in its entirety
for all men (20). In response, men construct a range of
masculinities allowing them to establish viable alternatives to the hegemonic masculinity, while at the same time
often supporting its overall logic (20).These hegemonic
ideals also influence the behaviour of women as although
they are subordinated by men, they shape their views of a
desirable ideal and thus men who do not aspire to adopt
the hegemonic masculinity may be penalised in their
attractiveness to women.
Men’s behaviours, including violence and HIV-riskrelated practices, can be understood as men attempting to
position themselves both individually and publically in
relation to hegemonic masculinity, which forms a gender
hierarchy (19, 22, 23). Critical men’s studies also point
towards how such health behaviours actively constitute
forms of masculinity (24). From a socialpsychological
perspective, some researchers are concerned with how
these broad macro-processes become embedded in individual’s psyches and how these are internalised and
resisted (25). In the context of high levels of poverty, a
strong argument has been made that young men con-
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struct a subordinated masculinity, focused on heterosexual performance and violence as a way of building their
sense of self-worth and positioning themselves within the
gender and broader social order of these socially subordinated spaces (20, 26, 27). Less often commented on is
how gender hierarchies intersect with age hierarchies and
violence can often be seen as situated at the intersection
of these axes as well (27).
While much work accentuates men’s power, dominance,
and use of violence against women and other men, another
set of work emphasises the emotional lives and vulnerability many of these men living in poverty feel (28, 29).
This has led some to suggest that men’s violence emerges
from a profound sense of powerlessness (30) with men
seeking power in ways that are accessible to them and
socially condoned. Some researchers have sought to trace
men’s ‘long histories of violence’, through exploring men’s
childhoods that are harsh and leading to ‘attachment
disorders’, which tend to reduce men’s empathy and guilt.
In so doing, they suggest that the patterns of violence and
other risk behaviours are setup in childhood psychological
development processes but then enabled through social
process and contexts  such as patriarchy  to support
men’s violence against women and other men (31).

Masculinities in South Africa
Within South Africa a number of ethnographies have
sought to understand how men construct and sustain
masculine identities and respect in a variety of contexts.
Hunter’s (4) work suggests that in the 1970s and 1980s a
new ‘traditional masculinity’ emerged for Black South
African men employed in working class jobs as industrialisation occurred. This masculinity centred on a
benign heterosexual patriarchy in which masculine respect was underpinned by male economic provision (4).
This reworked older notions of masculinity locating them
in urban settings. Central to this was men’s ability to
provide for a household with homes becoming a measure
of masculinity (4, 32). Male power was also articulated
through asserting social control over women and children. According to Hunter (4) this masculinity continues
to dominate the gender hierarchy for many working class
Black South Africans, potentially forming a hegemonic
masculinity (20).
As much research on masculinities has emphasised, for
the majority of men (if not all), the ‘hegemonic masculinity’ cannot be achieved and a multiplicity of masculinities flourish (21). Studies in South Africa have explored
alternative ways of building masculine identity and
respect. Reihling (33) looks at how men living with
HIV construct new forms of what he calls ‘relational
dignity’ through health activism, creating a new form of
masculinity in so doing. A small number of studies have
sought to explore youth masculinities and health in
contemporary South Africa. Wood and Jewkes (34), for
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instance, in the Eastern Cape Province of South Africa
argue that economic marginalisation of young men has
led to a distinctive youth masculinity emerging, where
masculinity became centred on controlling main female
sexual partners, with violence used if necessary. Similarly,
Ragnarsson et al.’s (8) work in peri-urban communities
emphasises how small male groups are the central locus
for this production of a patriarchal youth masculinity,
in which men in lieu of alternative sources of power
and dignity turn to seeking multiple sexual partnerships
as a way of securing their masculinity among other
men. While Hunter’s work (4, 35) also exploring younger
men, emphasises how young men negotiate the tensions
between their expected roles as providers in romantic
relationships and their lack of economic power through
subtle negotiations and an emphasised heterosexuality.
In this study, we build on this body of work to explore
how young Black South African men, living in contexts of poverty in urban informal settlements, seek to
construct, and sustain a viable sense of respect and
masculine identity through their relationships with others
focused on the intersections of sexuality and violence.
We are concerned throughout with how men evaluate
themselves and position themselves within gender and
age hierarchies.

Methods
Setting
The young men in the study lived in two urban informal
settlements in eThekwini District, KwaZulu-Natal, South
Africa. Broadly informal settlements in South Africa have
poor services; 2001 data suggested that only 26% of
dwellings in informal settlements had piped water in their
dwelling or yard and 32% had electricity (5) and the two
settlements reflected this. The majority of young men came
from a slightly older and more established settlement,
Little Japan. Little Japan had a number of government
provided single room houses (called RDP-houses) sitting
alongside smaller shacks and single room dwellings. It
was located alongside a main highway, which ran past a
shopping mall and large township, approximately 10 min
away by taxi. There was a regular public taxi to the centre
of Durban taking about 25 min. Despite this Little Japan’s
roads were primarily untarred and there was little formal
electricity and no inside toilets. The second community
was Mbazwana and significantly poorer than Little Japan.
This was a new settlement, only settled in the previous 10
years, located on a steep hillside. Transport links into
Durban and to industrial areas were weak. Residents of
Mbazwana had to catch two public taxis to central
Durban, taking about 45 min. There was also no formal
electricity, pathways, or toilets in Mbazwana.

Participants
Men were aged between 18 and 27 years, with the
majority under 25. A few had formally finished education
with a high school qualification, but most had exited
education early, and few had further skills training. None
of the men in the study had permanent work; rather the
majority relied on temporary formal work (primarily
shop work or construction), informal work (such as
selling small items at the side of the road or working
on public taxis), or a variety of illegal activities (selling
drugs or petty crime). This work was poorly paid and
highly precarious. Nationally representative household
data from 2006 highlight the casualised nature of work in
informal settlements (36). These data also suggest that
average wages in informal settlements were R1,703 per
month compared to R2,945 in formal housing (36). Many
of the men also relied on their family to support them
financially. All of the men reported that they had a main
female partner at the time of the interviews and a number
had a child with this partner or a previous partner.
Data collection
Data for this paper come from three focus group
discussions (FGDs) conducted with 44 men and 19 indepth interviews (IDIs) conducted over 2 months in 2012.
FGDs enable collectively held views and understandings
of salient issues to emerge  what we may call public
transcripts  while IDIs enable the complexities and
ambivalences of real lives to emerge, without men feeling
compelled to construct public identities (37).
Data were collected at baseline for a formative evaluation of a behavioural and structural intervention 
Stepping Stones and Creating Futures (38). Participants
were recruited by Project Empower, an NGO based in
eThekweni, which ran the intervention. Open community
meetings were held at which the intervention was explained
and flyers circulated. As such, participants self-selected to
participate in the study. A convenience sample was used for
the FGDs; we approached all of the men who enrolled in
the study in the first three days and requested their
participation in FGDs, 44 men agreed. While FGDs were
large (ranging from 12 to 20 participants), it enabled an
exchange of views and ideas to emerge. As Tang and Davis
(39) suggest there is no optimal size for FGDs as long as
sufficient time and facilitation is in place to enable a
meaningful exchange of ideas to occur. From the 110 men
who enrolled in the intervention, we randomly selected 20
men to participate in IDIs  19 men agreed. We randomly
chose men for IDIs as we then followed men up over the
course of 1 year to understand their overall experience of
the intervention and did not wish to introduce bias into our
selection.
The IDIs and FGDs covered similar topics. They focused on the intersection between masculinities and livelihoods and how this shaped men’s lives and relationships.

Citation: Glob Health Action 2014, 7: 23676 - http://dx.doi.org/10.3402/gha.v7.23676

117

Andrew Gibbs et al.

Specifically they included discussions on how men made
money and survived on a daily basis and what they
aspired to do in the future. Questions probed what men
felt it meant to be a man in their community and whether
they achieved this or not. The topic guide then moved
onto relationships with women, especially sexual partners
before asking about violence in the community and in
their relationships. IDIs typically lasted about 45 min,
ranging from 20 min to 1.5 hours. FGDs lasted between
1 and 1.5 hours. All FGDs and IDIs were conducted in
isiZulu, the dominant language in the study locations,
and were digitally recorded and translated and transcribed by the male fieldworker who undertook them.
Data analysis
Thematic content analysis was conducted drawing on
Attride-Stirling’s approach of thematic network analysis
(40). Broadly, transcripts were read repeatedly before
initial codes were developed (based on words or short
ideas) (41). Codes were then clustered into groups focused
on how men understood respect and sought to achieve it.
Triangulation was achieved by comparing and contrasting FGDs and IDIs to examine both public and private
understandings and expressions of masculinity. These
were then centred on two networks identified as ‘traditional masculinity’ and ‘youth masculinity’. Such an
approach allows the researcher to make connections
between different ideas and link to theory rather than
simply describe data (40).
Ethics
Ethical approval was given by the South African Medical
Research Council (EC003-2/2012) and the University of
KwaZulu-Natal’s Human and Social Science Ethics
Committees (HSS/0789/011 and HSS/1273/011D). Written informed consent was obtained from all participants.
The names of study participants and locations have been
replaced by pseudonyms to protect the identity of the
participants. No payment was given to participants for
participating in the intervention or FGDs. However, for
IDIs a small meal was bought by the research assistant
and shared as a way of building rapport.

Findings
The men identified with a ‘traditional’ masculinity
premised on economically providing in relationships, in
which men were positioned as benevolent patriarchs. Yet
young men’s inability to secure work, left them socially
positioned as children. As a reaction to this, the men were
drawn to a particular youth masculinity that emphasised
respect through violence against partners, control of
partners, seeking multiple sexual partners, and violence
against other men.

118

‘Traditional’ masculinity
Young men aspired to a ‘traditional’ masculinity, closely
linking masculinity to provision for a family and partner
and control over them. Gwedi, for instance, saw manliness as embodied by having a home and control over the
family:
Interviewer: What characteristics does a person
need to have in order to be described as a man in
your community?
Gwedi: You know there is no other way my brother,
you must have a wife, a house, and money, and again
to see how well behaved you are when you are a man
you must be straight [strict]. (IDI, 24, petty drug
seller)1

Economic independence was prized by men as it enabled
them to set up a household. Borrowing money, rather
than working for it, as many of the young men did, was
seen as a sign of failure as Thokozani commented:
Interviewer: What does it mean to be a man?
Thokozani: I have to be responsible and be independent, respectable in the community.
Interviewer: What do you mean by independence?
Thokozani: Like having my own house. Not being a
person that is always borrowing money. (IDI, 19,
supported by parents)

Among informants, the use of violence to settle disputes
among men was discussed. For some violence, owning
guns and knives and a willingness to wield violence
remained important. However, for most the ‘traditional’
masculinity was gentler and prioritised aspects of love,
kindness, and engagement with children, as well as
limiting violence as Bongani emphasised:
Interviewer: What makes a successful man in your
community?
Bongani: It is the way he carries himself [the way he
behaves], having respect. . .
Interviewer: How is he to his family?
Bongani: He is a disciplined man. He has a wife and
it does not mean just because you have a wife you
cannot wash dishes, a man is able to talk well with
his wife, not violently, and his kids love him as a
father. (IDI, 25, informal shop)

Broadly, men in the study still aspired to a ‘traditional’
masculinity in which power was conferred to them
through economic independence and social dominance,
essentially creating a hegemonic masculinity.

1
Information provided: IDI (in-depth interview), age, primary
source of income.
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Sandile: Most of the time women depend on men, so
if you are a man and you don’t have money, even
when a woman is asking for something to wear or a
perfume and you are not able to provide with that, it
becomes a problem. It is an embarrassment.
Interviewer: What happens to you as a man when
that happens?
Sandile: Your dignity is crushed and women badmouth you, like saying: ‘that man is just using me,
he does not give me money, he doesn’t do anything
for me, he is just using me [for sex].’ (IDI, 24,
temporary jobs)

Men without respect
Young men, however, were aware that the ‘traditional’
masculinity was aspirational and something they struggled to achieve. Men described how they were often
highly dependent on their families for financial support 
primarily mothers or grandmothers. As Thabo described,
this dependency undermined his sense of confidence and
masculinity:
Thabo: The thing is my grandmother, she buys me
food, she dresses me and she supports my child.
Now to think of asking her for money, let’s say me
and my friends want to buy booze and party, to me
that is a problem.
Interviewer: Has asking money from your granny
caused you any problems?
Thabo: I’m too dependent on her, whilst I should be
independent. (IDI, 23, piece work)

Without formal work, young men spent much time
‘hanging around on streets’. This enabled public ‘devaluation’ of the men by others in the community, who did not
take them seriously as they did not work. As Mboniswa
suggested, men without work were viewed as useless, as
less than men, as they could not support a family:
Interviewer: How do they view a man who does not
work?
Mboniswa: They view him as a useless man. Like
someone you cannot depend on or look up to. They
would ignore him, not take him seriously and look
down upon him, or as someone that does not exist
in the community. (IDI, 23, informal work)

Within urban informal settlements, young men were
acutely aware of how others positioned them within the
gender hierarchy and how they were positioned as
children for failing to achieve what was expected of men.
Building respect in informal settlements
In their communities, men struggled to establish themselves both as men in public settings and build their own
sense of self-confidence and respect. In turn, men sought
to construct an alternative identity predicated on the
sources of power that they could access, primarily located
around heterosexuality and violence. We identify four
main aspects informing a dominant youth masculinity: 1)
men’s main sexual relationships, 2) violence and control
over female partners, 3) having multiple partners and thus
demonstrating desirability to women, 4) public violence.
Each of these, in their own ways, enabled men to achieve a
sense of respect in public and private contexts.

Of particular concern for young men was their inability
to provide in sexual relationships, as they felt was
expected of them. Sandile described both the frustration
and embarrassment that was caused when he could not
provide basic items and how women looked down upon
young men like himself:

Men’s main long-term sexual relationships
The majority of men said they had a long-term female
sexual partner. As men spoke about these relationships,
they sought to frame them in similar terms to how they
had spoken about relationships within the ‘traditional’
masculinity they aspired towards, even if they could not
achieve this. Almost all interviewees identified a woman
they saw as a main partner, often someone they had a
child with, and specifically someone they saw as having a
future together with. They were able to distinguish these
women and the relationships they had with them, from
other relationships they had with other women, which
were often shorter and more focused on sexual exchange.
Men were emotionally invested in these long-term
relationships. Many reflected on how they would feel if
these relationships ended, emphasising the emotional
pain they would feel. Gwedi had two girlfriends; the first
was his main partner with whom he had a child. The
second was a younger woman who he saw occasionally.
He described the different responses he would feel when
asked to imagine what would happen if these relationships ended:

Interviewer: What problems are there for a man
when he does not have money?

Interviewer: If one of your girlfriends wanted to
leave you, what would happen? Let’s say your baby

Within the public gender and age hierarchy that existed
within the communities, a lack of access to work placed
young men low down. Indeed many, including Wiseman,
stressed how they were seen as children as they did not
conform to the ideals of masculinity:
Interviewer: How does the community treat you if
you don’t meet the characteristics of being that man?
Wiseman: Okay, yes, you are undermined. Like you
are just a man because you wear pants [trousers]
nothing more. You are looked down upon, even little
boys undermine you, they treat you like you are at
their age, because you are useless. (IDI, 18, temporary work)
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does not have a problem, like making excuses if
she has a man around her you know and all that.
I have never caught her doing anything wrong, like
with a man [cheating], and all the silly things. (IDI,
24, temporary jobs)

mama [main partner and mother of his first child]?
Gwedi: Without a reason?
Interviewer: Whether or not without a reason.
I want to know what would happen if one of them
wanted to leave you?
Gwedi: I would be sad if it is my baby mama
because you know I have invested my future with
her since I want to go far with her. My heart would
be broken but I would try and ask her not to leave
me, but everything would be up to her because the
person with the last decision would be her.
Interviewer: And the second one?
Gwedi: The second one if she wanted to leave me?
Interviewer: Yes.
Gwedi: The second one if she wanted to leave me it’s
not like I would be too heartbroken. Though I
would be sad because she is the one close by for
booty call [sex], I must say that would be sad in that
sense, but she is not like that important to me. (IDI,
24, petty drug seller)

When men’s controlling behaviours failed to achieve
what was wanted, young men readily described using
violence as a way of re-establishing both the gender order 
women’s subordination to men  as well as re-establishing
men’s respectability within a social hierarchy, as Sandile
emphasised when asked why men were violent to their
partners:
Sandile: I may not explain exactly why but, from
what I have observed, it is because of the girlfriends
that misbehave, then that leads to them getting a
beating, like a man would say: ‘You are misbehaving, you don’t respect me’. (IDI, 24, temporary jobs)

Men placed significant emphasis on trust and love in main
relationships, symbolised by women and men typically
not wanting to use condoms: ‘I will make an example with
the guys I hang out with, they say they don’t use condoms
with their main partners because they trust them, then the
other girlfriends they don’t care about, they use condoms
with them’ (Participant, focus group 1). Introducing
condoms into these relationships signalled a breakdown
in trust and love, tantamount to admitting these relationships were not the monogamous idealised relationships
men sought to portray and sustain.
Violence and control over female partners
In the FGDs and interviews, men spoke openly about
how they used a range of techniques to control their
female partners, including violence. Men’s use of violence
against their partners was closely linked to a range of
controlling behaviours and almost always positioned as
an active strategy by men to achieve respect and social
position that they felt they had been denied.
Men’s controlling behaviours towards their main
partners attempted to limit women’s autonomy. Often
this was done, according to men, because they feared
women would ‘cheat’ on them with other men; an
inability of men to control their partners, devalued
men’s sense of themselves. Controlling behaviours included checking cell phone messages, screening calls, and
making calls throughout the day and night and expecting
immediate answers. Sandile explained he trusted his main
girlfriend because no matter what time he called she
would answer her phone and talk to him:
Sandile: Since my girlfriend stays very far from my
community, so like every time I call her she will
always pick up my calls, and we talk for a very long
time. It does not matter what time I call, she
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Participants identified a wide-range of ways in which they
felt women disrespected them and where violence could
legitimately be used to reassert men’s respect and dignity.
Many focused around men’s concerns that women would
cheat on them. Other ‘reasons’ included women’s growing
economic autonomy and a concern that this would lead
to women disrespecting men, with violence used to
reassert male power:
Mthobisi: When a woman, like she is working, and I
am not working, and she starts disrespecting and
being rude to me, we then fight then like I end up
hitting her because I try to defend my dignity as a
man. (IDI, 22, rents a room, sister supports)

Women refusing to have sex with a male partner also was
potentially a source of violence, reflecting ideas of sexual
entitlement, although many men said this was something
they accepted. One participant, Gwedi, described how
one evening his second female partner (not his main
partner) came over, but did not want to have sex with
him. Gwedi felt that the only way of dealing with this
affront (which also implied that she had another partner)
was to beat her as he had been humiliated:
Gwedi: I had to lay a hand on her [hit her] because
of what she did. She came to my house at night
drunk, and I wanted to have sex with her, and she
denied me sex because she was drunk . . . then I
waited until the morning, and at that point it had
been days since I had had sex with her, so like now
in the morning like I wanted some, because I had
been longing to have sex with her, so she pretended
she was going outside to pee [there are only outside
toilets] . . . I realised she was not coming back,
she was going home. So I chased after her I then
grabbed her, I slapped her for the fact that she was
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running away, but I ended up not sleeping with her,
because she was then talking about police and all
that [laughing]. So I beat her up for making me a
fool, because she should have said she does not want
to have sex with me straight up, you see what I
mean? (IDI, 24, petty drug seller)

Violence and controlling behaviours enacted by men
against their female partners were widely described by
men as an attempt to reassert their dignity and respect in
relation to women.
Multiple sexual partners
The central role for young men living in urban informal
settlements in seeking multiple sexual partners to establish their identity was evident. Having multiple partners
was normalised. For Thokozani, it was something that
men just needed:

masculinity. As such, they provided a pathway open to
these young men for building up a sense of respect.
Defence of honour: men’s violence to other men
A final way men talked about achieving public respect and
proving masculinity was demonstrating a readiness to
defend their honour through violence towards other men.
Typically alcohol was also involved; however, violence
occurred when men felt they had been slighted by another
man and needed to defend their dignity. Mthobisi described how fighting emerged because men felt the need to
not lose face or back down if they had been disrespected:
Interviewer: Who do men get violent towards?
Mthobisi: Towards other men, if like you have
lowered his dignity as a man. . .
Interviewer: Can you give me an example?
Mthobisi: If you come and look down upon me and
be rude, swear or talk nuisance to me, obviously I
will have to defend my dignity I will then stand up
and confront you and if we fight, we fight.
Interviewer: Why do men get violent?
Mthobisi: Most of the time it’s because they are
drunk or it is because they are just short tempered,
there are those that are like that who when you
speak to them they just answer you for the sake of
just answering you, they are not open.
Interviewer: Why do they fight with each other?
Mthobisi: It’s pride my brother you know men value
their dignity, I will also return the favour hurt and
injure you just so I can get my dignity back as a
man. (IDI, 22, rents a room, sister supports)

Thokozani: But you know a woman can have one or
two partners. But men cannot live without having
more than one partner and there are very few of
them that can live with only one. (IDI, 19, supported
by parents)

While a few participants suggested a ‘cultural’ basis for
multiple sexual partnerships, the major emphasis was that
multiple sexual partners were a way of earning respect
from their peer-group. One focus group participant
commented on why men had many partners: ‘they can
be complimented for being a real man’ (focus group 3).
Another, China, similarly suggested that having multiple
girlfriends earned you respect, affirmation, and dignity
from your peers:
China: If you have one girlfriend you are a coward;
most of them do it for pride and they do it so that
they can get respect and for the dignity and when
you have many girlfriends it means you get respect.
(Focus group 3)

Similarly Goodman described how an argument could
easily escalate into a fight, particularly if alcohol was
involved:
Interviewer: So who are men violent towards?
Goodman: Each other.
Interviewer: Why?
Goodman: You know you will find that one person
steps on the other and the one being stepped on
would say ‘can’t you see you stood on my toe’ and
the second guy would say: ‘I’m sorry’, then the first
one would try and provoke the other one since he is
drunk and because maybe he has a grudge with the
second guy or something like that. And maybe the
second one would end up saying: ‘I said I’m sorry,
what do you want me to say’ and if the first one keeps
pushing, then the second one would say, ‘what are
you going to do’ then the fight starts over that little
incident. (IDI, 25, supported by mother)

The performative nature of seeking and securing multiple
sexual partners was particularly evident in the way shortterm, one-off sexual encounters were described by these
men. Mthobisi described how these were linked to parties
and drinking alcohol and proving to your friends that
you were able to be successful sexually:
Mthobisi: You know at the parties, condoms are the
last thing people think of when they are drunk and
then you go and have sex with the girls and end up
contracting HIV because of the fact that you were
trying to please friends. (IDI, 22, rents a room, sister
supports)

Having multiple sexual partners was a public performance of heterosexuality, proof of desirability, and thus

Men’s violence to one another was very public and linked
closely to men’s overarching concern to position themselves within a dominant gendered hierarchy. While
alcohol often fuelled this violence, men felt they could
not ‘back down’ without losing respect.
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Discussion
In this study, we have sought to understand how young
men in two urban informal settlements in eThekweni,
South Africa, construct and maintain one particular set
of social and sexual identities in the face of high levels of
unemployment and poverty, recognising the relational
nature of masculinities and their multiplicity in any given
setting. Broadly we have suggested that while these young
men aspired to a ‘traditional’ worker masculinity forged
in the 1970s industrialisation in South Africa, with its
emphasis on economic power to setup and sustain a
household, including assertion of power over women and
children (4), their ability to do so was severely compromised because they lacked the material power to do so.
In turn, young men sought out other ways of building
their sense of power and respect in response to the life
challenges they faced and their inability to obtain other
sources of respect. Principally young men ‘on the wrong
side of history’ (42) established a subordinated masculinity, much the same as outlined by Wood and Jewkes
(34) in the Eastern Cape of South Africa. This youth
masculinity prioritised, in lieu of power through setting
up and sustaining a home, education, or wealth, power in
spaces that young men could achieve, most evidently
through asserting power and control over women,
particularly main sexual partners and seeking multiple
sexual partnerships and violence towards other men.
These practices, similarity to those described by Wood
and Jewkes (34), suggest a commonality of how marginalised youth in South Africa attempt to position themselves within a gender hierarchy in contexts of poverty
and unemployment.
That these sources of power are the only ones available
to young men in these contexts, emerges from a long
history of economic, political, and social exclusion of, and
violence directed towards, young Black South Africans
(43), and the continued dominance of conservative patriarchies in South Africa, as well as the inter-generational
production of trauma and violence, experienced by many
young men (31).
Of note, however, is that young men expressed
significant emotional investment in their long-term
relationships with main female sexual partners. This
contrasts sharply to much writing on young men, which
emphasises the extractive nature and lack of emotional
engagement in men’s relationships (8, 28). It also points
to how men draw on a range of discourses of masculinity
in different relationships (19) suggesting that there may
be discourses and opportunities for change already embedded in men’s everyday practices. However, as Wood
and Jewkes (34) suggest, men’s investment in these
relationships is also a way of demonstrating masculinity,
with men’s ability to retain and control women being
critical to them.
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The youth masculinity described in the data also
contrasts with that described by Hunter (4, 35). Hunter
suggests that in the face of HIV, young men in KwaZuluNatal are starting to modify their sexual behaviours as
organic responses to risk. However, our data suggest that
for many men, this is not happening, with the pressure to
achieve respect and social positioning in the gender order
outweighing other priorities.
For young men in urban informal settlements, their
sense of masculinity and positioning within the gender
hierarchy was very publicly achieved and evaluated;
something men ‘wore on their sleeve’ and performed. In
very different contexts Vandello and Bosson (44) suggest
that masculinity is, in the most part, extremely precarious, something that is ‘Hard Won and Easily Lost’.
While not directly emphasising masculinities performative nature, such an argument resonates with Butler’s (45)
notion of gender being a performative category (albeit
one performed within material and political constraints).
Indeed, the young men in this study certainly continued
to perform their masculinity on a daily basis, recognising
how they were publicly evaluated. This may have been
compounded by the very public nature of everyday life in
the two informal settlements. As young men lived in
small, one room shacks, often shared with others, they
had few private spaces into which they could retreat and
enact alternative forms of masculinity, outside the gaze of
dominant social and gender norms. While much writing
has explored how place shapes health (6, 11, 12, 29), little
has considered how the public nature of life in urban
informal settlements and the lack of private spaces may
contribute to certain configurations of gender practices
emerging.
The argument set out in this paper has three implications for working to reduce violence and HIV risk more
broadly with men. First, even within the youth masculinity that we describe, there existed a number of contradictions and opportunities to support more gender
equitable  or at least less harmful  masculinities, ones
emphasising trust, love, and long-term commitment. As
has been pointed out (19), these provide discourses for
interventions to draw on and build from and point to the
fluid and multiple nature of masculinities in any given
setting.
Second, given the way a youth masculinity coalesces
around a number of particular practices, interventions
need to work around multiple issues if they are seeking to
reduce violence and HIV risk. It is unlikely that changing
men’s violent behaviour will occur outside of working
with them around alcohol use, drug use, multiple sexual
partnerships, because these all coalesce around a particular form of youth masculinity.
Finally, as other studies have suggested, violence and
other HIV-related risk practices partially emerge from
young men’s exclusion from the global capitalist economy
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(46). With a dominant approach to achieving respect cut
off for these young men, they cast around for alternative
pathways; one of which included what we describe as a
youth masculinity. Work from the global peripheries of
the capitalist system, including Mozambique (26) and
Brazil (18), all point towards how men’s violence is
implicated in these processes of exclusion (often overlapping with racism). Yet similar dynamics are also seen
within the heart of global capitalism. As Bourgois (27)
outlines in his ethnography of drug dealers in New York,
young Porto Rican men excluded from the capitalist
economy secure respect through the only available pathways, dealing drugs and public and private uses of
violence. Given these global processes are inflected with
local dynamics, there remains much to be learnt about
what building young men’s livelihoods would look like
and whether this would have any bearing on violence and
HIV-risk behaviours. More work is also required on how
best to work with young men, invested in a contemporary
form of youth masculinity which prioritises violence,
control, and multiple sexual partnerships to support
these young men to change and develop less harmful
forms of masculinity in the contexts of poverty and
significant life challenges.
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ex differences in health are usually described as
a paradox, where women have longer life expectancy than men but poorer health status, in terms
of indicators such as mental health, chronic illness, disability, or self-rated general health (1, 2). It has been
shown that women are not more prone to report illness (3),
and that, once adjusted for other measures of morbidity, gender differences in self-rated health (SRH) are
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eliminated (4). Men’s shorter life expectancy can be
attributed to both biological differences in disease susceptibility and gendered patterns of health-related behaviours and risk taking (5). Here we focus on women’s
poorer health status, which has been interpreted as unfair and avoidable gender inequalities resulting mainly
from patriarchy, the systematic domination of women by
men (6).
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There is a growing recognition of the existence of large,
avoidable, and unacceptable social inequalities in health
among population groups, and of the need to understand
and tackle their causes and mechanisms (7). Following the
conceptual framework of the World Health Organization
Commission on the Social Determinants of Health (WHO
CSDH), in the pathway between the individual’s position
in the social structure according to gender, social class
and ethnicity, among others, and his or her health, lie the
‘intermediary determinants’: factors that influence health
outcomes and that are unequally distributed (8). A large
body of scientific literature has focused on the study of
intermediary determinants of health inequalities by socioeconomic position and/or social class. Among these intermediary determinants, material factors and resources such
as material standards of living, financial difficulties or
insecurity, economic resources, neighbourhood characteristics, employment status, or physical and organisational
working conditions have been shown to largely explain
inequalities in health status (912) and mortality (13).
Relatively fewer studies have studied the intermediary
determinants of gender inequalities in health. A group of
studies in North America (1417) and a nationwide Indian
survey (18) coincided in partially or totally explaining
women’s poorer health (in indicators such as SRH,
disability, chronic illness, or health-related quality of life)
with inequalities in economic resources and social roles.
Less studies of this nature have been conducted in Europe
until 2012, when in a pooled multinational analysis of the
World Health Survey with relatively few explanatory
variables, employment status was the single most powerful
explanatory factor with a contribution of 20% (19). In a
study in central Sweden, adjustment by financial difficulties and condescending treatment rendered gender differences in SRH non-significant (20). Comparative studies
across Europe have situated Southern countries as having
some of the largest gender inequalities in SRH (21) and
depression (22). Spain has experienced a rapid change after
Franco’s dictatorship, during which patriarchy and its
stereotypes were reinforced by the regime (23) and was
recently ranked No. 13 in United Nations’ Gender
Empowerment Measure global index of social gender
equity (24). However, deep gender inequalities persist in
aspects such as labour market participation or the share of
domestic work (25).
The intersectional analysis of the different mechanisms
of power relations in society such as social class and
gender has emerged as a priority for future health equity
research (26, 27). The interaction of gender and social
class (28) and the differential suitability of socio-economic
indicators in men and women (29) have long attracted the
interest of researchers, and several studies on the intermediary determinants of social class inequality stratify
their analyses by sex (911). However, we are not aware of
studies exploring how the contribution of intermediary
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determinants to gender inequalities in health differs across
different social classes.
Given this background, the present study aims to
explore the contribution of intermediary determinants of
inequalities in SRH by gender, across social classes, in a
Southern European population.

Present investigation
Study population, sample, and data collection
The study population was the 2006 non-institutionalised
population of Catalonia, Spain (around 7,000,000 inhabitants). Estimations for Spanish regions of the Gender
Development Index situated Catalonia slightly above the
country average. We used data from a cross-sectional
survey: the 2006 ‘Enquesta de Condicions de Vida i
Hàbits de la Població’ (Population Living Conditions and
Habits Survey) (30). While this socio-economic survey
lacks information on so-called psychosocial and behavioural risk factors, it allows for a deep exploration of
material conditions. The sample was stratified by territory; in each territory, random census tracts were
selected, and within each, individuals were selected
randomly from the population census (response rate for
contacted subjects, 72.7%; non-responders were replaced
by subjects of the same census tract, age and sex); weights
were provided to ensure representativeness of the sample
for the population of Catalonia (for instance, to revert
the oversampling of less populated territories) (30).
Information was collected during face-to-face interviews
at home: a total of 10,397 were completed.
For this study, the sample was restricted to subjects
aged 2564 (n 7,179) in order to include the population
in working age, that has largely completed its studies and
achieved its own occupational social class. To prevent
reverse causality to SRH for income, employment status,
and household chores variables, we excluded subjects
declaring inability to work (n 283), having left their last
job for health reasons (n 113) or with a dependency
(difficulty to move within the house, get dressed, wash
themselves, or eat on their own; n 81). Subjects without
coded social class (n 18) were also excluded, resulting
in a total sample of 6,683 subjects. Further sensitivity
analyses were also conducted restricting to employed
subjects that were married or cohabiting (n3,857).
Indicators and variables
The dependent variable was SRH, measured with a single
question: ‘Would you say your overall health is . . .?’ with
a 5-point Likert-type answer scale, ranging from ‘very
good’ to ‘very poor’. Answers were dichotomised into
fair/poor (fair, poor or very poor) and good (good or very
good) health.
The independent variable, gender, was approached
through the sex of the respondent (man or woman).
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Social class, used as a stratification variable, was based
on the current or last occupation of the subject or, for the
never employed subjects (0.2% of men and 5.4% of
women in our sample), the occupation of the partner or
household reference person. The Spanish adaptation of
the British Registrar General classification (31) was used
to create two broad social class groups: ‘non-manual’
including class I, II, and III-non-manual; and ‘manual’
including III-manual (self-employed and supervisors in
manual occupations), IV and V.
As for the intermediary material determinants, following the categories detailed by the Spanish Commission to
Reduce Social Inequalities in Health in its adaption and
expansion of the WHO CSDH conceptual framework
(8), the following variables were analysed:
1. Employment conditions: a variable was created
combining employment status (with the following
categories: employed; unemployed but seeking job;
dedicated to housework; student; early retired) and
type of contract (with those employed additionally
divided into: employer or self-employed; wage
worker with permanent; temporary; or no contract).
2. Individual income: the respondent was shown a card
with several monthly income ranges and was asked
to indicate the range of his or her own income.
3. Household economic and material resources:
. Household financial difficulties. An index was
created by adding four items: difficulty in
making it through the month, savings capacity,
economic difficulties during the past 5 years,
and need to reduce household expenditure
during the last 5 years (Cronbach’s alpha
0.72; factor analysis confirmed that all items
loaded positively onto one factor). Scores
range from 0 (minimal difficulties) to 4 (maximum difficulties).
. Household material assets. An index was created by adding 10 items: dishwasher, vacuum
cleaner, dryer, personal computer, internet connection, DVD player, video camera, stereo,
holidays during last year (away from home for
at least four consecutive days), and monthly
spending for leisure over 50 euros (Cronbach’s
alpha 0.72; factor analysis confirmed that all
items loaded positively onto one factor). Scores
range from 0 (no assets) to 10 (all assets).
4. Residential environment: respondents were asked to
rate, on a scale of 010, their:
. Neighbourhood quality of life
. Perception of safety problems in the neighbourhood.
5. Household tasks: average daily hours dedicated to
household tasks, calculated based on information
for a regular weekday and weekend.

Analytical strategy
All analyses were carried out using the Stata 10 statistical
package and included sampling weights (30). First, we
described the distribution of study variables (age, SRH,
and intermediary determinants) across the four subgroups derived from combining gender and social class.
Second, within each of the four subgroups, robust
Poisson regression models were adjusted to estimate the
association between each intermediary determinant and
SRH as age-adjusted prevalence ratios (PRs).
Then, to estimate the contribution of intermediary
factors, we first calculated age-adjusted PRs of fair/poor
SRH by gender (within each of the two social class groups).
Each intermediary factor was added separately into
this baseline model: its individual contribution was
estimated as the percentage change in the regression
coefficient of gender between the baseline (PRmodel 1)
and adjusted model (PRmodel 2), using the formula
(PRmodel 1  PRmodel 2)/(PRmodel 1  1). Finally, the
preceding analysis was repeated but factors were added
sequentially to the model, following a semi-causal sequence (see Fig. 1).

Results
Table 1 shows the distribution of the study variables in
the four subgroups derived from combining gender and
social class. Non-manual women were the youngest
group (mean age 40.3) and manual women the oldest
(43.3). Women had worse SRH than men in both social
classes. More women than men had a low or no
individual income, were dedicated to housework, and
spent more than three hours on household tasks each
day: all of these differences were more marked in manual
social classes. Among those in employment, women were
more likely than men to have no contract. There were
small gender differences also in household financial
difficulties, material assets and in the reporting of safety
problems.
The associations between intermediary variables and
SRH in each of the four subgroups are shown in Table 2.
The association between employment conditions and
SRH only reached statistical significance for unemployment among non-manual men and women. Individual
income generally showed a graded association with SRH.
Financial difficulties, material assets, neighbourhood
quality of life and a very high rating of safety problems
were consistently associated with SRH in all subgroups
(not significantly in non-manual men). Manual men
making no household tasks and non-manual women
dedicating more than 3 hours a day to these tasks had a
significantly increased risk of fair/poor SRH.
Table 3 shows PRs of fair/poor SRH for women
compared to men within subgroups of social class, and
the estimated percent contribution of each intermediary
determinant. When adjusting by employment conditions,
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reductions of the association are small (7% among nonmanual, 13% among manual). Adjustment by individual
income eliminated the association among manual classes,
and halved and rendered non-significant the association
among non-manuals. Household financial and material
resources reduced the association by 1015%. Adjustment
by neighbourhood quality variables and household tasks
reduced gender inequalities among those in non-manual
(16 and 21%, respectively) but not among those in manual
social class.
Figure 1 shows the effect of sequentially adding
determinants to the baseline models of inequality in
SRH. The pattern by gender is slightly different between
non-manual classes, where individual income, neighbourhood quality and household tasks all bring small reductions, as compared to manual, where there is a small
reduction by adding employment, a complete reduction
when adding income, and a new onset of associations
(not significant) when adding the rest of variables.
In Supplementary file, the analyses of Table 3 are
replicated in a subsample of employed subjects that were
married or cohabiting. Percent reductions of associations
were similar in manual classes but substantially lower in
non-manual classes (individual income 16%, all determinants 22%), yet gender lost significance after adjustments.

Discussion and conclusion
To our knowledge, this is the first study that explores the
contribution of intermediary determinants to gender
inequalities in SRH across different social classes. The
main finding of our study is that these inequalities were
fully accounted for by gender inequalities in material
resources, with a striking contribution of individual
income, especially among manual classes.
Early North American studies had mainly focused on
social roles as an explanation of gender inequalities in
health (14, 15). More recent studies have found that
household income largely explained gender inequalities in
physical and mental health in the United States (16), that
adjustment by income and income source halved the
excess risk of poor SRH of US women (17), and that
material assets and economic independence entirely
explained gender inequalities in SRH in an Indian study
(18). While we did not directly test the contribution of
household income, we found that other measures of
household resources such as financial difficulties were
contributing much less than individual income to gender
inequalities. Moreover, the explanatory power of individual income was larger in the whole sample than in the
sub-analysis restricted to employed and cohabiting subjects. We hypothesise that individual income may be
accounting for inequities suffered by women better than

Fig. 1. Prevalence ratio (PR) and 95% confidence intervals of fair/poor self-rated health (SRH), women versus men, in different
social classes, adding to the model groups of intermediary determinants. Population aged 2564 residing in Catalonia.
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Table 1. Description of the study variables in subgroups of gender and social class (population aged 2564 residing in
Catalonia)
Gender

Men

Women

Social class

Non-manual

Manual

Non-manual

Manual

N (weighted)

1,361

2,044

1,483

1,795

Mean age

41.9

41.8

40.3

43.3

%

9.9

17.9

12.9

25.8

%

24.7
58.5

19.6
53.0

14.2
56.1

11.1
31.9

Employed. Temporary contract

6.5

14.8

10.1

12.3

Employed. No contract

0.0

0.4

0.4

4.3

Unemployed

3.9

6.2

4.6

7.5

Housework

0.1

0.0

12.7

30.1

Retired

5.4

5.6

1.2

2.2

Student

0.9

0.4

0.7

0.6
25.5

Fair/poor self-rated health
Employment conditions
Self-employed or employer
Employed. Permanent contract

Individual monthly income
None

1.2

1.1

12.4

450t or less

%

2.6

4.0

7.2

22.1

451900t

6.2

17.8

14.8

26.2

9011,500t

34.9

51.0

35.7

14.2

1,500t

43.5

14.2

20.3

1.3

Not declared

11.6

11.9

9.6

10.7

1.8
35.6

1.3
20.9

2.0
39.2

Household economic resources
Financial difficulties

Mean no. (04)
% 2

1.1
16.7

Material assets

Mean no. (010)

7.6

5.6

7.4

5.3

% B5

7.9

32.4

8.3

38.6

Residential environment
Quality of life
Safety problems
05
69

Mean rating (010)

7.0

6.8

7.0

6.9

% B6

13.9

22.0

15.6

20.9

Mean rating (010)

4.4

4.4

4.7

4.8

%

64.5
31.5

64.1
28.3

59.7
32.7

56.9
34.0

4.0

7.6

7.6

9.1

10
Household tasks
None

%

9.7

14.7

1.7

0.7

82.6

78.4

66.5

45.8

More than 3 hr/day

4.5

4.4

28.8

50.2

Not declared

3.2

2.6

3.0

3.3

Up to 3 hr/day

the household’s economic situation because it is not only
indicating availability of economic resources, but also the
personal history of access to the labour market and the
degree of women’s autonomy and existing bargaining
power within the household.
The analysis of intersections between gender and social
class allowed for the detection of peculiarities in the
pathways of producing these inequalities. For example,
individual income totally explained gender inequalities in
manual classes, among which most of women were
unemployed or had a very low income; in contrast,
among non-manual classes, and especially in the sub-

analysis of employed subjects, a wider set of factors made
independent contributions to the observed gender inequalities, and some degree of inequality still persisted
(although non-significant) after all adjustments. This
suggests that even when some key barriers are overcome,
such as that of access to professional positions in the
labour market, more subtle aspects of power, gender
norms, discrimination, ‘glass ceiling’, and care responsibilities still may produce an unequal burden on women’s
health. Actually, it has been reported in Spain that
perceived sexism is higher among employed than unemployed women, especially in managerial positions (32).
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Table 2. Age-adjusted prevalence ratios (PRs) of fair/poor self-rated health (SRH) according to intermediary determinants in
subgroups of gender and social class. Population aged 2564 residing in Catalonia
Gender

Men

Women

Social class

Non-manual

Manual

Non-manual

Manual

N (weighted)

1,361

2,044

1,483

1,795

Self-employed or employer

1.34

0.80

1.03

1.12

Employed. Permanent contract (ref)

1

1

1

1

Employed. Temporary contract
Employed. No contract

0.51
n/a

1.10
n/a

0.78
n/a

0.97
1.03

Unemployed

2.25*

1.20

1.76*

1.05

n/a

n/a

1.31

1.06

Retired

1.20

0.93

1.33

0.84

Student

0***

n/a

1.94

n/a

Employment conditions

Housework

Individual monthly income
None

2.44

0.52

1.05

1.69**

450t or less
451900t

2.71**
0.61

2.11***
1.71***

1.26
1.07

1.75**
1.59*

9011,500t (ref)

1

1

1

1

1,500t

0.81

0.77

0.52*

0.98

Not declared

1.03

1.00

0.91

1.27

02 (ref)

1

1

1

1

34

1.49

1.56***

2.14***

1.54***

510 (ref)
04

1
1.53

1
1.62***

1
1.67**

1
1.54***

610 (ref)

1

1

1

1

05

1.53

1.62***

1.67**

1.54***

05 (ref)

1

1

1

1

69

0.70

1.04

1.24

1.33**

10

1.80

1.50*

2.50***

1.40*

1.57

1.41**

1.65

0.51

(ref)

1

1

1

1

Household economic resources
Financial difficulties
Material assets
Residential environment
Quality of life
Safety problems

Household tasks
None
Up to 3 hr/day
More than 3 hr/day

1.36

0.77

1.48*

1.10

Not declared

0.09*

1.33

0.75

0.96

*pB0.05; **p B0.01; ***p B0.001.
(ref)Reference category; n/a (not applicable) indicates that less than 10 subjects belonged to the selected category in that subgroup:
PR was omitted for statistical instability.

Psychosocial factors, such as discrimination or condescending treatment, which have shown relevant contributions in previous investigations (20), were not collected in
this survey and could warrant further exploration in
future studies.
Other factors investigated in this study also played
some role as a pathway to gender health inequality.
Burden of housework and care has rarely been investigated as a determinant of health inequalities despite its
salience to the health of women, especially in the working
class (33). In the present study, however, only housework
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weekly hours could be measured; and the relationship
between these and SRH is likely to be affected by reverse
causality (poor health as a cause of less time spent in
housework). Nevertheless, their contribution to health
inequalities by gender was not negligible among nonmanual class. Self-rated neighbourhood quality seemed
to play a little but probably not independent role. While
men and women are generally exposed to the same
residential environment, it seems that women can be
more vulnerable to some of their effects, as indicated
by the higher prevalence of reported safety problems.
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Table 3. Prevalence ratio (PR) of fair/poor self-rated health (SRH), women versus men, in different social classes, adjusting
separately by groups of intermediary determinants. Population aged 2564 residing in Catalonia
Sub-group
Adjustment variables

Non-manual
PR

Manual
% change

PR

% change

1.32**

13

Baseline (age-adjusted)

1.39**

Employment conditionsa

1.36*

7

1.36***

Individual incomea

1.19

50

1.01

98

Household economic resourcesb

1.31*

20

1.30***

17

Financial difficultiesc
Material deprivationc

1.33*
1.35*

15
10

1.33***
1.32***

10
13

Residential environmentb

1.32*

16

1.37***

0

Quality of lifea

1.37**

4

1.38***

4

Safety problemsa

1.33*

15

1.35***

4

Household tasksa

1.31

21

1.39***

7

All determinantsd

1.18

53

1.05

86

*pB0.05; **p B0.01; ***p B0.00.
a
Same categories as in Table 2.
b
All variables of the group are included in the model.
c
Linear index.
d
All groups reducing the association on their own.

Employment status and conditions seemed only partially
relevant, as their association with SRH was marginal.
Longitudinal data could probably make more evident the
contribution of conditions such as unemployment and
precarious contract arrangements, that are themselves
major lifelong determinants of income or material
resources.
The use of cross-sectional data is a bidirectional threat
to the validity of estimations of the association between
some material factors and health, and consequently to
their contribution to health inequalities: on the one hand,
for example, regarding income or employment conditions, the lack of information about lifetime exposures
can lead to an underestimation of the association,
whereas reverse causality, on the other hand, can lead
to its overestimation. To limit the latter, several groups of
subjects were excluded from analyses: those declaring
inability to work, a health issue as the reason for leaving
the last job or difficulties in activities of daily living.
The calculation of the percent change in the strength of
association between models with and without one or
more intermediary variables was our method of choice
for estimating the contribution of determinants, following the majority of the aforementioned literature
(912, 19). As in all of these studies, we did not present
confidence intervals for these percentages, despite the
existence of methods for calculating the standard error of
the indirect effect, such as the Sobel’s test or bootstrapping methods (34) that are of limited application with categorical variables and non-linear models.
While point estimates of ‘explained fraction’ should be

interpreted with caution, this technique is useful to
approximate the relative importance of one factor over
another.
One of this study’s strengths lies in the inclusion of all
working age respondents, and not only the employed,
thus avoiding the exclusion of an important proportion
of the population and especially women. Actually, the
role of individual income is more evident when analysing
data from the whole population than in the sensitivity
analysis restricted to the working population living with a
partner. However, it must be considered that this study
was carried out with data from Catalonia, a region in the
northeast of Spain, in 2006: the impact of intermediary
determinants of inequalities may differ in different
countries and welfare regimes (35), and at different points
in time (for example, with changing economic contexts
such as the current crisis affecting Southern Europe).
In conclusion, material resources, and especially individual income, account for observed health inequalities
by gender, with slightly different pathways across social
classes. The WHO CSDH recommendation for policymakers of tackling ‘the inequitable distribution of power,
money and resources’ (7), is as relevant for gender as for
other dimensions of social inequity. Policies to facilitate
women’s labour market participation, to close the gender
pay gap, or to raise non-contributory pensions may help
improving women’s living standards and independence.
Practitioners should take into account the social aetiology behind many women’s illnesses which they are confronted with in their daily practice, coordinate with
other community services to improve women’s social
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and family context and facilitate their access to decent
jobs, and advocate for local and national policies that
foster gender equity.
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Background: Women subjected to intimate partner violence (IPV) experience different forms of abuse. Sexual
violence is often under-reported because physically abused women, in particular, might see forced sex as an
obligatory part of the sexual interplay. Accordingly, abused women have less sexual autonomy and experience
unplanned pregnancies more often than other women.
Objective: To describe and analyse nine Swedish women’s retrospective stories about IPV with a focus on
power and coping strategies as intimate partners, particularly regarding experiences of sex, contraception,
and becoming pregnant.
Design: Nine qualitative interviews were carried out with women who had been subjected to very severe
violence in their intimate relationships and during at least one pregnancy. The stories were analysed using
‘Narrative method’ with the emphasis on the women’s lived experiences.
Results: Despite the violence and many contradictory and ambivalent feelings, two of the women described
having sex as desirable, reciprocal and as a respite from the rest of the relationship. The other seven women
gave a negative and totally different picture, and they viewed sex either as obligatory or as a necessity to
prevent or soothe aggression or referred to it as rape and as something that was physically forced upon them.
The women’s descriptions of their pregnancies ranged from being carefully planned and mostly wanted to
completely unwelcome and including flawed contraceptive efforts with subsequent abortions.
Conclusions: Women subjected to IPV have diverse and complex experiences that have effects on all parts of
the relationship. Intimacy might for some turn into force and rape, but for others sex does not necessarily
exclude pleasure and desire and can be a haven of rest from an otherwise violent relationship. Accordingly,
women may tell stories that differ from the ones expected as ‘the typical abuse story’, and this complexity
needs to be recognized and dealt with when women seek healthcare, especially concerning contraceptives,
abortions, and pregnancies.
Keywords: spouse abuse; sexuality; pregnancy intention; gender identity; narratives; Sweden
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n an international perspective, from one-third to as
many as half of all women who were specifically
asked say that they have been subjected to sexual
violence (1, 2). Women who report sexual abuse most
often accuse someone they know, especially their intimate
partner (3, 4). The impact of sexual violence is most likely
more traumatic for an intimate partner compared to a
non-partner (5). However, women often fail to label
themselves as being raped in an intimate relationship and

I

might even see forced sex as an obligatory part of the
relationship (6). Consequently, for many different reasons, sexual violence is highly under-reported to police
and healthcare officials (3).
Women subjected to violence have unplanned pregnancies more often than other women (7, 8). This is a
result of forced sex that often occurs in combination with
an inability to practice birth control (911). For unintended pregnancies ending in a live birth, the risks are
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significantly increased for having a pre-term delivery
and of having a baby with low birth weight (12). Thus,
intimate partner violence (IPV) might have synergistic
effects that lead to increased risk for adverse pregnancy
outcomes (10).
Instead of attempting to overcome the barriers to
seeking help, abused women in a relationship with ongoing violence often choose to endure their situation
because they fear the unknown changes and subsequent
consequences of seeking help (13). Accordingly, when
abused women seek healthcare for diverse reasons, they
often do not disclose the violence of their own accord,
but still they generally appreciate and support the idea
of being asked (14, 15). However, even if women honestly respond to direct questions, many do not trust
authorities to interfere and, therefore, wish for no further
support (16).
In order to deal with women who are subjected to
IPV, there is much that is needed to be understood about
their situation because abused women live in complex
and often very bonding relationships (17). The caregivers’
behaviour and their methods for building trust are,
therefore, of vital importance if their relationship with
their patient is to have a successful outcome (1821). The
barriers are two-sided and while the women keep their
distance afraid of what will happen if they disclose their
situation, healthcare personnel might not manage to get
close to their patient because of the sensitivity of the topic
(21, 22), especially if the woman is pregnant.
This study is about women in Sweden who became
pregnant in a violent relationship. Gender equality has
been an important political issue in Sweden, but despite
the attention paid to this issue, the prevalence of violence
during pregnancy is in line with what has been reported
from the United States, Australia, and Canada. Furthermore, abuse can occur regardless of the woman’s socioeconomic status, and women who are exposed to severe
violence before pregnancy usually experience violence
during pregnancy as well. This perhaps indicates the
importance of screening for abuse in Sweden (23). However, the term IPV screening is problematic (21, 24), and
healthcare providers using streamlined screening questions together with their simplified understanding of
IPV might not identify components such as women being
forced into pregnancy (8). For several years, there has
been an international perspective that requests a deepened
understanding and more comprehensive view of the complex life situations of abused women (25, 26).
The overall aim of this paper is to describe and analyse
nine Swedish women’s narratives about their violent
relationships and about having sex and becoming pregnant. The primary focus of the paper is on power and
coping strategies, especially the complexities and contradictions within and between the stories.

Methods
Qualitative methods
We carried out interviews that aimed to acquire the
broadest and deepest understanding of women’s experience with IPV, and we used narrative methods for the
analysis. The most weight was put on understanding the
meaning of the women’s lived experiences, including their
own reflections and considerations, and less weight was
placed on how the stories were told linguistically (27).
The interviews were treated as dialogues that supported
diverse beliefs and assumptions in order to create shared
constructions of meaning between the interviewer and the
informants (28, 29). Such constructed knowledge is never
constant but is always changing as a result of interpersonal, social, cultural, and political influences. This
kind of knowledge is also often incomplete because the
person providing the information has the power to decide
what information is included or excluded (30). Accordingly, the narratives in this paper represent the stories that
the women chose to give at that particular time and place
(31, 32).
Subjects, interviews, and analyses
We contacted the coordinators of shelters and a women’s
crisis centre in regard to this study and asked for their
help in identifying women who earlier had received support and counselling from them and who matched the
specific criterion for inclusion. This criterion was having
been subjected to violence by an intimate partner in a
relationship in which they had become pregnant. Ten
women were invited to be interviewed, but one subsequently decided not to participate and dropped out of
the study. The nine remaining women were interviewed by
the first author, three in 2001 and six in 2003, and each
interview lasted for about two hours. An interview guide
with open-ended questions was used, and some questions
could be omitted or expanded upon and the exact wording and sequence could differ (28, 33). The interviews
resulted in a large amount of data, and the selections
presented here were chosen based on their applicability to
the main focus of the paper (see also 21).
The women’s narratives about the violence were in
general very detailed, lively, and dramatic. The interviewer was not only a partner in the dialogue, but often
found herself attending a performance that through the
details, laughter, tears, different voices, metaphors, and
quotes transported us both back to the place and time
where the events had taken place. Nevertheless, repressive
mechanisms were apparently used by some women. They
were often hesitant or had difficulties in recounting the
memories and provided only partial and patchy recollections when it came to some especially tough details.
The interviewer, a mother with a background as an RN
midwife, appeared to build a trusting relationship that
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Table 1. Examples of selected codes and categories building up a narrative theme
Selected codes

Categories

Narrative theme

Adverse feelings, forced, all the time, spoiled her IUD contraception, Forced, did not want to, never, wanted to

I did not want to

sexual violence, abortions, never wanted a child, not accepting it to

become a parent

escape from him, had contraception

happen again, wanted to leave, he needed to find another woman

enabled the women to include sensitive issues while
adding statements like as you know. One woman cried a
lot during the interview, but felt much relieved to have
told certain parts of her story for the very first time, even
if the subject matter was extremely sensitive. All of the
women gave the impression that they found it of great
value to share their stories. To assure support and
someone to talk to, all of them received the interviewer’s
contact information after the interviews. Moreover, all of
the women, because of ongoing or previous contacts with
the shelters/centres, had a familiar helpline if needed.
The interviewer took notes and performed preliminary
analyses for each interview, and the recordings were
transcribed verbatim and coded into codes and categories
to interpret the probable meaning as a whole and to
identify crucial tracks to provide an analytical framework
with narrative themes in which to present the stories
(34, 28). We provide one example of the coding process in
Table 1. Both of the authors took part in processing the
entire interview material, and the initial analysis made by
the first author (KEE) was discussed and interpreted by
both authors together. The narrative themes could not be
presented as just one coherent and typical story because
all of the stories contained differences, contrasts, and
contradictions (29). Instead, the different voices are either
intertwined into representative narratives or written as
individual stories (28). Direct quotes from the women are
written in italics with the purpose of emphasizing or
providing examples of selected narrative themes.

Ethics
The research process aimed to maintain ethical considerations regarding confidentiality, safety, and support by
following WHO recommendations (35). The study was
approved by the local Ethics Committee of the Faculty of
Medicine, Umeå University.

Findings
The nine women were approximately between 31 and 55
years old at the time of the interview. They had varied
educational backgrounds and socio-economic status
and different job positions; two were on sick leave. The
women had a total of 25 children from 20 long-term nonviolent and violent relationships, and five women had
been married to their violent partner. They told stories
about how they had been subjected to different forms of
brutal physical and/or sexual violence and/or threats of
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severe violence during a total of 14 pregnancies. In five
of the cases, the pregnancy had started or restarted the
violence, and for the others the pregnancy occurred
during ongoing violence that either became more aggressive or maintained its current level. Generally, the women
expressed feelings of having been unable to escape from a
situation that was chaotic and very, very strange. Two
women left their violent partners while being pregnant
because of life-threatening violence, and the others left
when their last child was still a toddler. Even if some of
the women had tried to recommence their relationships,
all of them appeared to have left their partners permanently (from about 8 months up to 16 years ago) at the
time of the interview (cf. 21).
The following presentation deals with the women’s
narrated experiences of their intimate relationships and is
divided into the following three sections: the relationship,
having sex, and becoming pregnant and includes eight
narrative themes: ‘Like in a prison’; ‘As if they were
worthless’; ‘To always be on one’s guard’; ‘Sex as violence
and as a part of the violent relationship’; ‘Sex as the only
thing that actually worked’; ‘I did not want to become a
parent’; ‘So I became pregnant’; and ‘A wanted child’.

The relationship
The interviewed women portrayed their partners as
tormentors and called them a devil or described them
as Jekyll and Hyde as they changed from good to bad.
This Jekyll was present in the narratives as the charming
and nice man that they had fallen in love with. Some
nurtured the hope of change and expressed wishful
thinking that the relationship could return to how it
was when they had first met.1
Like in a prison
The lives of these women became very restricted, and they
were isolated from their former friends. Often the women
did not even understand why they had to obey and follow
certain strange rules or else they would be punished. The
feelings this caused were not just emotional but were
converted into physical sensations such as feeling that
they were being kept in a prison from which they had
small chances of escaping. Sometimes they had no
1
One woman, after the recorder was turned off, said she was still in
love with this man, the one she once had wished for.
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possibility to use the telephone, and the car keys were
hidden away or the car was never left for them to use.

whatever you do, however you try to fit in with him,
you never know how he will react . . . (W7)

(He) shut me in, kind of [ . . .], was not allowed to
borrow the car, and took it to work even if he did
not need to, just so that I would not be able to go
anywhere. (W1)

One woman recalled an alternative way of dealing with
her partner’s violence. She sometimes reacted to his
signals with a fit of anger of her own, such as throwing
things at him, as a way of speeding up his violent outbursts. She then knew that the violence would be over
soon and that this would be followed by a period of calm.
A variety of strategies were described as ways to handle
the everyday struggles, and one woman said that she did
everything to focus her mind in a certain way, to pretend
that her strange life situation did not exist. Sometimes
certain parts of the violent events were repressed and just
fragmented memories remained such as it happened in the
living room and I was lying on the floor and the details of
the violence were forgotten.

The women also described how their partners withheld or
controlled money. Two women were entirely financially
dependent on the man with absolutely no money of their
own, and others did not have enough money for food or
they needed to borrow money to go shopping.
As if they were worthless
The women brought up many examples of how they
were subjected to all kinds of severe physical and sexual
violence and threats of such violence from their partners.
The women also described psychological violence such as
limitations, prohibitions, harassment, isolation, depreciation, subordination, manipulation, destruction of dear
belongings, threats of losing custody of their children,
and how the partner showed jealousy or tried to make the
women jealous. The partners often used foul language,
sometimes even in front of others, and would often tell
the women to shut up and/or roar out such things as
bloody whore. The women were criticized, humiliated, and
felt worthless as a person.

Having sex
Sex as violence and as a part of the abusive relationship
The women described how their lovers had turned into
perpetrators and some also described how sex had
changed from a matter of desire to one of aversion. In
seven of the nine narratives, sex was described as something that had become more and more negative. One of
the women described the situation as follows.
Yes, if I just get this done so I can avoid it later, then
I will be let off that nagging [ . . .] but then finally it
became harder and harder for the body [ . . .] it did
not want to, it did not work . . . (W4)

Yes, he thought that almost everything I did was
wrong [ . . .] yes I became smaller and smaller, you
see . . . (W3)

The women were the recipients of so many negative
statements in so many different ways, and felt depreciated
as both partners and mothers, that they had lost almost
all sense of self-worth (cf. 21).
To always be on one’s guard
For all the women living in a relationship with ongoing
violence, the constant anxiety of further violence seemed
to be the worst part. The violence was like an omnipresent shadow and tension in the relationship even during
days when nothing happened. The outbursts were often
unpredictable, but sometimes there were certain signals
indicating when it was important to be more watchful
and when the woman might be able to keep calm and
make her partner listen to reason. To further avoid the
violence that was often felt to be life threatening, the
women learned to get out of the way, to adapt, to behave
in a certain way, and not to give free rein to their own
personalities and to obey him unquestionably. However,
all of this was often fruitless because the partners looked
for reasons to get angry and to start conflicts, and then it
was difficult to stop them. Thus, the women almost never
felt safe.
. . . you don’t know how to act . . . you can walk
on tiptoes, but you know it makes no difference

One woman told about her partner wanting to have sex
after the violence as a way to say he was sorry, but she
refused. Some women were physically forced to have sex
while others viewed it as a necessity, something they had
to take part in without any pleasure for themselves. Thus,
sex was often used to avoid or postpone violence and even
to calm him down after a violent act. To refuse sex was a
risk, so even if the women did not have any desire for it,
having sex could be used as a strategy to safeguard
themselves and their children from something that might
be even worse. One woman (W9) could not understand
how her partner first could tell her how fat, ugly, and
disgusting she was, and, ugh, he did not even want to touch
her with a bargepole and then he suddenly wanted sex.
It seemed to her as if men in general believe that sex and
love are two totally separate matters. However, it was best
just to agree to it, otherwise he would spank her. But she
felt empty and disgusted, and as a way to endure she did
not interact at all.
Yes, I did nothing and then I got to hear that I was
inanimate, I was equivalent to sticking it into the
mattress . . . (W9)

In general, to refuse sex or not was like choosing between
the plague and cholera, and sex without warm feelings
was nothing the women could get used to but rather it
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became worse and worse. One partner always wanted sex,
and although the woman tried everything to escape, she
felt she often just had to give in to his demands.
. . . I was so terribly disgusted with him. And then he
said afterwards that ‘It felt just as if I had raped
you.’ I thought to myself, ‘Can’t you understand,
that is precisely what you did except that I didn’t
lash out or fight’. (W7)

One of the women lived in a relationship where she was
forced to have sex as often as three times every night. If
she refused, he would discipline her by using violence
such as pinching or kicking her out of the bed or he
behaved badly the next day. He felt that if she did not
allow him sex she did not have the right to sleep there, it
was his bed. This even continued during pregnancy and
immediately after she came home with the baby from the
maternity ward (they were even discharged early from the
hospital because he wanted her to come home).
Just for this reason, because if he was not allowed to
sleep (have sex) with me three times, then it became
a downright rape, yes the first . . .. is also a rape, you
see . . . but . . . (W3)

One of the women told about how her partner, in the
midst of a sexual act that had begun in a nice way, could
just change it into an assault. Maybe she said it hurt and
that resistance turned him on. She also told about being
raped when she was at the end of one of her pregnancies,
she was having a shower and he came in to her.
Then I chose to do nothing, that time I did
absolutely nothing. I said I did not want to and
then I just cried, then I did not do anything more.
(W4)

For this woman, talking about the violence during pregnancy, and revealing the sexual aspects of it in particular,
was like dragging the whole pregnancy through the dirt,
and she did not even want to think about her children
finding out about it.
Sex as the only thing that actually worked
Two of the nine women were able to maintain a positive
give-and-take intimacy and were able to keep their sexual
life separate from the violent relationship. It was like
having two separate relationships with the same man.
When having sex, the partners were suave, took an
interest in them, and saw them as worthy individuals.
Our sex life functioned well; I have never felt
threatened sexually, no, not at all. There he was
like another person, then he was soft, it felt like
I became close to him . . . no, he was never, he has
never been thre . . .. threatening in that way . . . (W1)

One of these two women said that when they were having
sex, the partner was so aroused that he gave her the
attention she never got otherwise, although she admitted
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that this was less pronounced during the really bad
periods. However, sex was generally a relief for these two
women, a breathing space, like it happened with him as
another person, a gentle person. This made it possible for
the women to feel closeness and intimacy.

Becoming pregnant
I did not want to become a parent
Some narratives included a reluctance to become parents,
and three pregnancies occurred despite a strong desire to
avoid becoming pregnant and to enter parenthood. One
woman had been living in a relationship with continuous
sexual violence, and with a potential child in mind these
are the thoughts she had at the time.
. . . So I sort of hit out ‘don’t want to, don’t want to,
don’t want to’ since he . . . I was on the pill, then
suddenly they were just lost, you know, none left.
When I had a loop (IUD) then he hurt me so
terribly bad when I had that, so I had to have it
removed because I could not manage . . . since he
wanted me to become pregnant. And definitely, then
when he found out that I had an abortion a new trial
started, ‘how could I be so mean to him?’. (W3)

This woman knew that becoming a mother meant that
she would have to take full responsibility for the child
and she did not see herself as a good mother, but she
felt forced to have a child. Finally, after she had used
contraceptives, had abortions, and desperately tried to
protect herself from her partner coercing her into pregnancy, she gave up her opposition. The pregnancy did not
give her any respite; the partner continued the sexual
violence just as before.
So I became pregnant
Most of the pregnancies described were unplanned and
the women gave the impression of having a rather
ambivalent stance or a laissez-faire attitude towards the
pregnancies. One woman was reluctant to take contraceptive pills even though she had gone through an earlier
pregnancy that had started the violence, and one did not
mention using any contraceptives despite experiencing
escalating violence.
. . . No, it was not planned. Actually I had these
golden pills, since I took no contraceptive pills or
anything and we should protect ourselves then, but
at that point it was not so much of that then . . .
(W4)

Regarding these unintended pregnancies, the women
seemed to have left things more or less to chance, used
no or ineffective protection, and had not really thought
much about the possibility of becoming pregnant. When
one of them told her partner that she was pregnant, he
wanted her to have an abortion but she refused. From
these women’s point of view, sex was mainly something
that was neither anticipated or planned for, but rather
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often happened in spite of themselves and was associated
with very tense and violent circumstances. Consequently,
contraception was not a natural subject of conversation
and was not something that was easily negotiated.
A wanted child
Some women talked about a joint or individual desire
to have a child. For two women, having a baby was a
decision they made themselves and was something they
really wanted; the child was supposed to be a love child
(these two women were not the same two women who
described sex as a positive experience in the previous
section about having sex).
But then if one should talk about the pregnancy
now, well, there was nothing happy about it, you
know, unfortunately it was not so. You see, this was
supposed to be a love child . . . (W6)

The women had this desire for a child despite their
complicated relationships with steep ups and downs and
where they had broken it off with their partner and then
been reunited. One of the women even suffered ongoing
severe violence while planning for a baby.
I actually had Olivia (not her real name) because I
really wanted to. I really gave 100% because I really
believed in our relationship. I really believed that . . .
this (the violence) is not true, something like this
can’t happen. I thought I really was able to overcome this, I really believed that . . . (W7)

These two women did not actually believe that a baby
would eliminate the negative aspects of their relationships. Instead, having a baby seemed to sanction the
positive aspects of the relationship, their long-standing
friendship, passion, love, strong feelings, and a belief that
they were meant for each other.

Discussion
According to the interviews, besides the threats and the
physical and sexual violence, their partners also made
the women feel criticized, humiliated, and worthless. The
women also felt very restricted in their relationships,
isolated from friends, and limited in their lives outside
the household. Despite this and many contradictory
and ambivalent feelings, two of the women in this study
described having sex as a reciprocal desire and as a respite
from the rest of the relationship, but the others gave a
negative and totally different picture. These women viewed
sex as either obligatory or as a necessity to prevent or
soothe aggression, or brought it up as rape and something
that was physically forced upon them. The women’s
descriptions of their pregnancies ranged from being carefully planned and mostly wanted to being completely
unwelcome and as occurring after flawed contraceptive
efforts and previous abortions.

Methodological considerations
There might be some uncertainty regarding the selection
of women because the selection was carried out by the
coordinators of the women’s crisis centres where all of
the women had sought help at some point. Thus, the
coordinators could have used some additional inclusion/
exclusion criteria besides the written instructions from
the interviewer. Moreover, the women told retrospective
stories, some of which had occurred several years prior to
the interview. However, this is not believed to be a severe
limitation because research has found that memories of
harrowing events remain rather stable over long periods
of time (36, 37). While the first author did a detailed
analysis shortly after the interviews that resulted in narrative themes, some years have passed since then, and
that might be viewed as a limit. Conversely, we believe
that both authors’ later discussions and comparisons
between the initial narrative themes and the entire interview transcriptions have been important and might even
strengthen the final analytical interpretations and the
trustworthiness of the study.
Our narrative study gives a deepened understanding of
abused women’s life situations (cf. 21) and is also related
to studies about complexity, paradoxes and opposite
discourses in violent relationships (cf. 17, 38, 39). However, we have not found other studies about IPV in the
range between the extremes of desire and rape and
wanted versus unwanted pregnancies. We believe that
the results of our study are transferable knowledge and
can add useful insight into the complexity and manifold
nature of abused women’s intimate relationships.
Analyses
During the analysis, it became obvious that in their
narratives the nine women described (directly or indirectly) different power strategies used by their partners
and different coping strategies that they themselves used
to deal with their violent relationships (cf. 21). Furthermore, the narratives reported on turning points such as
becoming pregnant and ‘breathing spaces’. The latter
refers to a tendency in the narratives to keep positive
aspects of the relationships separate from the negative
aspects, which we analysed as a form of compartmentalization. Accordingly, the following discussion is
divided into the following four sections: (1) Power strategies, (2) Coping strategies, (3) Turning points, and (4)
Compartmentalization.
Perpetrator power strategies
A significant amount of literature on IPV is related to
power strategies and coping strategies. Power strategies
are often categorized in terms of physical, sexual, and
psychological violence (cf. 39). Male dominance, power,
and control are major explanations that are given for
violence and IPV (1, 4045). Sexual violence is often
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considered the ultimate form of power and control (40),
not least in relation to aspects of the relationship dealing
with sexuality and fertility (46, 47). Furthermore, ‘sexual
assault perpetrated by an intimate partner may be
especially traumatic’ (5).
In this study, violence was a regular occurrence in the
relationship and different power strategies were used
by the male batterers. The women were often beaten or
stabbed in addition to being subdued, harassed, isolated,
and emotionally manipulated. Another recurring male
power strategy was the use of undesired and forced sex,
which was described by the women as repugnant and
disgusting but also as an inescapable part of the relationship and the violence or as something that could be used
to calm the partner down and even to prevent violence or
end it quickly (cf. 48). The women often said that they
interpreted the sexual acts differently compared to their
partners (cf. 49).

Coping strategies
The power strategies used by the men in the relationships
did not result in a totally passive life for the women.
Instead the women used different strategies to cope with
the violence and to overcome their situation.
Coping strategies aim to preserve physical and psychological well-being in situations of stress and have been
categorized in different ways. It is common to distinguish
between problem-focused versus emotion-focused coping
and between engagement versus disengagement. Whereas
problem-focused strategies attempt to change the problem
that causes the distress, emotion-focused strategies attempt to deal with emotional responses to the problem
(50). A point of departure for this study is the index of
different IPV coping strategies that was developed by
Goodman and colleagues (51). The authors distinguish
among six different categories of strategies. First, women
can use a ‘formal network’ in trying to get help and deal
with the violence. Second, calling the police or filing
criminal charges are examples of ‘legal’ strategies. ‘Safety
planning’ is a third category, and it includes different
activities aimed at reducing the violence, for example, hiding weapons. Fourth, by turning to ‘informal networks’,
women seek help from family and friends. ‘Resistance’
refers to women actively trying to stop or reduce the
violence. Sixth, by the use of ‘placating’ strategies, women
intend to change the abuser’s behaviour but not challenge
his sense of control.
We have used this index to identify two recurring
strategies. For example, some of the women used placating strategies when they tried to please their partner in
different ways  for example, by allowing him sex even
if she did not want it, as a way to temporarily stop the
physical violence. The interviews also reflected resistance
strategies. The women were critical, obstinate, spoke their
mind, and made their own decisions. For example, one
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woman refused to have sex after a violent situation, and
another used contraceptives against her partner’s will.
However, there were limitations to their strategies of
resistance, and they usually failed to prevent further
violence (cf. 48).

Turning points
For some women in this study, becoming pregnant was an
aggravating circumstance. The pregnancy was often
described as a fateful moment (cf. 52) and as a special
life experience of importance for both the men’s power
strategies and the women’s responses (i.e. their coping
strategies). Pregnancy can also be described as a turning
point because it was in relation to it that the violence
started, restarted, or escalated (cf. 21). With two exceptions, the pregnancy just happened or was unintended as
a result of the failure or the counteracting of contraceptive efforts. This is in agreement with other research
(53) and is explained by forced sex and the obstruction of
fertility control (911). The most extreme example in this
study was the partner who systematically raped the
woman and foiled her use of contraception in order to
coerce her into pregnancy (cf. 47).
Pregnancy was not only a turning point regarding the
male batterers’ use of violence but was also an emotional
or physical turning point for the women (cf. 49). Two
women left their partners during their pregnancies
because their situation had become life threatening (cf.
54), but the others did not. Pregnancy in a relationship
with ongoing violence may bring with it additional
dreams about idealized images of parenthood and
expectations of support for the baby instead of becoming
a single mother (55). This appeared to be the case when
some women described having a baby as a ‘choice’. The
motivation was not actually to stop the violence, but by
becoming pregnant the women sought to maintain or
emphasize the good parts of their relationships. Here
romantic (and utopian) ideas of passion and longstanding friendship played a major part  ideas that
often characterized the abused women’s stories about the
beginning of their relationships (cf. 56). Moreover, a
woman subjected to violence might still feed, consciously
or unconsciously, her ingrained ideas about the nuclear
family in which becoming a mother and having children
plays a central role (17).
Compartmentalization
The narratives in this study were characterized by contradictions and complexities such as the description of
the partner being a Jekyll and Hyde who alternated
between being good and being bad (cf. 57). This cannot
be fully understood through power strategies, coping
strategies, or with reference to pregnancy as a turning
point. This is especially the case when it comes to sexuality and the range between desire and rape. The most
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extreme example of this was the two women who reported
that they had a good sex life despite living under violent
circumstances. To be able to comprehend this, we have
introduced another theoretical concept, compartmentalization. This refers to a mechanism with which people
try to avoid cognitive dissonance, and conflicting values,
interests, and emotions can be dealt with by keeping them
separate. Positive compartmentalization  which is more
common  occurs when an individual’s positive selfaspects, attributes, and self-beliefs are important and
accessible, and it often leads to a positive mood. Negative
compartmentalization means that an individual’s negative self-aspects, attributes, and self-beliefs are important
and accessible, and it results in negative mood and low
self-esteem ((58); cf. (59)). Compartmentalization has
been described as a sign of poor self-cohesion (60), but
also as a very effective way of organizing self-knowledge,
especially if negative attributes can be avoided (61).
Integration is in contrast to this type of organization of
self-knowledge and is characterized by a blend of positive
and negative self-ideas (62).
In our view, compartmentalization works not only on
a cognitive level but also on a physical level. This means
that an individual can keep different sets of actions
separate. One physical behaviour can be related to positive self-aspects under one circumstance, but connected to
negative self-aspects in another. In other words, compartmentalization also has a physical or bodily dimension.
By connecting sex with positive feelings, associations,
and bodily experiences, and by separating it from the
violence, two of the women could continue to enjoy their
sex life and feel intimacy and closeness. It also appears
that their partners did the same thing, and violence and
other power strategies were often replaced with more
gentle verbal and physical behaviours. This physical and
two-way compartmentalization laid the foundation for
a good sex life despite the violent circumstances of the
relationship.

Conclusions and implications for practice
The results in this study are in line with other studies
showing that women subjected to IPV have diverse and
complex experiences that affect all parts of the relationship (17, 38, 57, 63, 64). According to the narratives in
our study, intimacy might turn into force and rape for
some, but for others, sex does not necessarily exclude
pleasure and desire and can be a haven of rest from an
otherwise violent relationship. Accordingly, women may
tell stories that differ from the ones expected as ‘the
typical abuse story’, and this complexity needs to be
recognized and dealt with when women seek healthcare,
especially concerning contraceptives, abortions, and
pregnancies (cf. 38). Thus, further support and training
can help practitioners in meeting with patients or abused
women (65, 66) and to ask the right questions about

intimacy and contraceptive use. This may help them to
differentiate healthy relationships from unhealthy ones,
and this can be helpful also for both women who do and
do not identify themselves as having relationship problems (8). Such counselling might give the healthcare
provider information about inconsistency and coercion
in the relationship and might provide women with an
opportunity to disclose and give clues about ongoing IPV
(8). It might also be important to take mechanisms of
compartmentalization into consideration, especially in
terms of a physical or bodily dimension. Abused women
can, as was the case in this study, report on positive and
enriching sexual experiences while at the same time living
under violent circumstances. Such reports can be interpreted as signs of a rather healthy relationship, when they
actually could be signs of the exact opposite.
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Background: There is insufficient information regarding access and participation of immigrant women in
Spain in sexual and reproductive health programs. Recent studies show their lower participation rate in
gynecological cancer screening programs; however, little is known about the participation in other sexual and
reproductive health programs by immigrant women living in rural areas with high population dispersion.
Objectives: The objective of this study is to explore the perceptions of midwives who provide these services
regarding immigrant women’s access and participation in sexual and reproductive health programs offered in
a rural area.
Design: A qualitative study was performed, within a larger ethnographic study about rural primary care, with
data collection based on in-depth interviews and field notes. Participants were the midwives in primary care
serving 13 rural basic health zones (BHZ) of Segovia, a region of Spain with high population dispersion. An
interview script was designed to collect information about midwives’ perceptions on immigrant women’s
access to and use of the healthcare services that they provide. Interviews were recorded and transcribed with
participant informed consent. Data were analyzed based on the qualitative content analysis approach and
triangulation of results with fieldwork notes.
Results: Midwives perceive that immigrants in general, and immigrant women in particular, underuse family
planning services. This underutilization is associated with cultural differences and gender inequality. They
also believe that the number of voluntary pregnancy interruptions among immigrant women is elevated and
identify childbearing and childrearing-related tasks and the language barrier as obstacles to immigrant
women accessing the available prenatal and postnatal healthcare services.
Conclusions: Immigrant women’s underutilization of midwifery services may be linked to the greater number
of unintended pregnancies, pregnancy terminations, and the delay in the first prenatal visit, as discerned by
midwives. Future research should involve samples of immigrant women themselves, to provide a deeper
understanding of the current knowledge, attitudes, and practices of the immigrant population regarding
reproductive and sexual health to provide better health services.
Keywords: gender; health services accessibility; immigrants; midwives; primary health care; qualitative research; rural
population; sexual and reproductive health; utilization; women’s health
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esearch on migrant access and utilization of
health services has proliferated in the last decades
due to the growth of immigrant population settling into Europe (1). Results point to a lower utilization
rate of services by immigrants compared to native-born,

R

although figures display great heterogeneity due to the
diversity in host country, place of origin of the immigrants, and the specific healthcare services examined (24).
Several authors have associated this lower utilization
rate to the commonly healthier status of the immigrant
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population, compared to the native-born, as well as to the
existence of barriers to access and use of health services
(5, 6). These barriers gain more relevance in rural areas
with high population dispersion where the distance to
reach health facilities alone limits access and use of
services (4).
The fertility rate rebound observed in Spain from 2006
until today (1.38 children/woman) is a reflection of the
recent substantial increase in immigration rates (711)
Immigrant women residing in Spain exhibit different
sexual and reproductive health patterns from native-born
Spaniards: greater fertility, lower age at first birth, greater
rates of premature births and more births to infants with
low birth weight (7, 8, 12, 13), as well as a higher
proportion of voluntary terminations of pregnancies
(VTP) (7, 13).
Despite having quantitative data on these differences,
information on access to and participation in sexual and
reproductive health programs by immigrant women in
Spain is very scarce. Recent studies show a lower rate of
participation in gynecological cancer screening programs
among these women (14), but little is known about
participation in sexual and reproductive health programs,
especially among immigrant women living in rural areas.
Given this gap in the literature, the objective of our study
is to examine the perceptions of the professionals providing these services, the midwives, on the topic. The actual
implementation of public health programs is strongly
dependent on service providers, who may observe, adapt
or completely ignore the programs (15). Their attitudes
and practices can enhance or hinder women’s access
to and use of services. With this purpose, midwives were
interviewed regarding access and participation in sexual
and reproductive health programs offered in an area with
high population dispersion.

Methods
The geographical context of this study is the rural area
of Segovia, a province in one of Spain’s Autonomous
Regions, known as Castile and Leon. This is the largest
region in the country and the one with the lowest population density (27 inhabitants/km2).
About 64% of the population of Segovia (104,895
inhabitants) (16) lives in rural areas composed of 208
municipalities and 17 local authorities. The area has
a high population dispersion (28% of the municipalities
report fewer than 100 inhabitants) and a low population
density (23 inhabitants/km2) (16). Segovia is experiencing population loss and population aging: 21% of the
population is over 65 years of age (16), though this figure
is only 12.5% in the receiving immigrant population (16).
Segovia’s health area is divided into 16 basic health
zones (BHZ), of which three are urban and 13 are rural.
Each BHZ has a primary care center where the midwife’s
office is located. Seven midwives cover the 13 rural BHZ,

where one midwife may cover between one and three
BHZs.
Based on an ethnographic design, this study focused
on primary care and healthcare processes in the rural
environment (17). The main author between February
2008 and November 2009 performed fieldwork, including
interviews. The qualitative study design included in-depth
interviews with seven midwives serving in rural areas.
The interview script was designed to collect information about midwives’ views about access to and use of
midwifery services (18).
After informing the participants about the goals of the
study and guaranteeing confidentiality, their consent was
secured for participating and recording the interviews.
An external expert transcribed all the interviews. The
transcriptions of these recordings were analyzed by two
of the authors based on the qualitative content analysis
approach (19).
The data analysis was developed by two of the authors
who first read the transcripts. Then, they imported the
text into Open Code software to manage the coding
process (20). First, parts of the text relating to the research
question were identified (meaning units) and short
summarized versions of them were developed (condensed
meaning units). From the condensed meaning units, codes
were then produced. The codes were grouped together
into two emerging categories, which relate to the manifest
content of the text. Finally, a theme emerged that cut
across both categories and refers to the latent content.
During the analysis, consensus about the results was
reached among three of the authors. To support this
analysis, they also used notes collected during the
fieldwork.
In this article, the word midwife includes both male and
female midwives. The term immigrant women indicates
women of foreign origin, whom midwives sometimes refer
to according to their country of origin as Moroccan,
Bulgarian, or Rumanian.

Ethics approval
The research protocol was approved by the Ethics
Committee of the Health Institute Carlos III (Spain).
This study was funded by National Health Funding
Research-project PI 080306.

Results
Results regarding rural midwives’ perceptions are organized into two categories: (1) place of origin and socioeconomic situation (being an economic immigrant) and
gender (being a woman) affects family planning; (2) there
are access barriers to and underutilization of available prenatal and postnatal healthcare services by immigrant women. The theme that combines both of these
categories is: midwives’ perceptions of underutilization of
sexual and reproductive services by immigrant women.
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Culture as the source of difficulties with family
planning for immigrant women
According to rural midwives, immigrant populations
residing in the rural areas of Segovia hardly engage
in any family planning, which midwives interpret as a
consequence of ‘cultural differences’.
In this area, immigrants are mostly Bulgarian and
Romanian. They don’t use contraception [ . . .] these
are people who you explain things to and maybe you
get them to agree with the analysis, or something,
and then, they don’t do it. They won’t take the pill,
they won’t get an IUD, they don’t use condoms . . .
and I think it’s cultural. (Midwife 4)

When asked to elaborate on what they meant by cultural
differences, midwives explained that it was the men who
decided whether or not to use family planning methods,
since they often held negative attitudes regarding taking
any action around contraception and whether it is for the
woman or themselves. Thus, the decisions of men prevail
over women’s decisions.
Many are influenced by their husbands, their
partners. They tell you that their husbands are in
control. Then, you feel very frustrated. I ask themWhat about an IUD? No, my husband doesn’t want
me to get an IUD. What about the pill?- No, my
husband doesn’t want me to take anything. Well,
then tell your husband to use a condom- But he
doesn’t want to use a condom either. (Midwife 2)

I have realized that Bulgarian and Rumanian
women use abortion as a method of family planning.
(Midwife 2)
There are countries like Bulgaria and Romania,
where family planning was based on voluntary
abortion. Abortion was promoted, and I believe
that makes it less important to go for a visit to check
there are no problems with the pregnancy, similarly,
they don’t have the same take on contraception that
we do. (Midwife 3)

Some of the midwives pointed out that immigrant women
did not always go to specialized centers to carry out
these procedures (VTP), among others, but instead,
some searched for alternate strategies despite the risks.

Immigrant women know about contraceptive methods because I explain to them when they come to see
me, but for them it is easier not to use anything.
Their partners don’t even want to use a condom.
(Midwife 5)

Less often, midwives perceived that immigrant women
used family planning methods but without their partner’s
knowledge. This shows the decisions of men are above the
decisions of women, gender inequality is evident in this
case.
A few of my patients took the pill without their
partners’ knowledge, but those are the exceptions.
(Midwife 7)

There is a medication, not sure they all know about
it, but I’m convinced they get it. It’s sold on the
internet. I visited the site once and they give you
addresses and phone numbers. I bet that they are
selling it. It’s used in the hospital environment for
the stomach, but, of course, you’re in a controlled
environment. There’s a risk of hemorrhaging, they
may start bleeding and, just imagine, they think
they’ve got it all out but a portion stays in, and can
cause an infection. I’ve been asked for it, and the
ones that ask for it are foreign women. Not Spanish
women, which doesn’t mean they don’t know about
it. (Midwife 3)

Midwives explained that these VTPs were performed
either in Spain or in the immigrant women’s country of
origin, and that they (either themselves or their partners)
bore the expenses.

Some women tell me they want to plan their families,
but they do not want their partners to know, because
they (the partners) do not want to plan. (Midwife 6)

There are Bulgarian women who go to Bulgaria for
abortions. (Midwife 1)

Midwives asserted that if a few immigrant women and
their partners used family planning methods, they would
serve as an example within their close social circle.
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When an immigrant woman starts to come to the
office to plan then her sisters come, then her sistersin-law . . .. (Midwife 5)

When faced with an unintended pregnancy VTP is one of
the options considered by immigrant women. Midwives
reported that VTPs are more common among women
from Bulgaria and Romania as a consequence of the
family planning policies in these countries, which are
based on easy accessibility to VTP. In this way, midwives
made references to the social, cultural, educational
differences in immigrant women’s notion of VTP, pregnancy, and family planning.

I think that immigrant women do not have the issue
of prevention and family planning incorporated. It
is true that until they are sick many do not come to
me. It can be cultural. (Midwife 3)

If one started to use it they would encourage others,
because here in Spain, 40 years ago no one took
the pill and if anyone did, they were told: ‘Oh no,

that’s really bad for you, it causes cancer, you grow
hair, you gain weight.’ Whatever their friend tells
them always works better than anything that I tell
them. (Midwife 1)

Sometimes they abort here. Others go to their own
countries, because, it’s probably cheaper in their own
country. Of course, here they might not be eligible
for a legal abortion and they have to go to private
clinics. That is why I think it’s cheaper for them to
go to Bulgaria. (Midwife 7)
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Finally, midwives perceive that most of the teenage
pregnancies occur among immigrant women.

after, or they have other things that prevent them
attending . . .. (Midwife 4)

I do not see many teenage pregnancies, but the few
I see if there are more percentage in immigrant
women. (Midwife 1)

Once again, midwives explain away this underutilization
of their services based on ‘cultural differences’ regarding
prenatal care. Some report that immigrant women think
of pregnancy as a natural process which requires little
supervision. Additionally, some midwives link this idea of
immigrant women exhibiting an underdeveloped preventative culture with the fact that the immigrant population
living in rural areas has a low socio-economic level. Other
midwives talk about how women, in particular Moroccan
women, do not attend these group activities because their
husbands do not allow them.

Most of the teenage pregnancies we see are
Romanian women from Rumania. (Midwife 4)

Rural midwives perceived difficulties of access and
use of prenatal and postpartum services among
immigrant women
Midwives perceive that immigrant women make use
of midwifery services mainly during pregnancies.

Moroccan women relate to their children, with her
husband, and very little with the rest of the people. I
think we have a hard time doing group activities.
I think they have restrictions by such husbands to
attend childbirth preparation classes. In their culture the woman is in the private sphere. (Midwife 1)

The only time when you really see a much higher
proportion of immigrant women is during pregnancy. You don’t see them during menopause, nor
for contraception, but you see a few in Pap Smear
and cervical cancer prevention programs, however
during pregnancy is when you see them most.
(Midwife 4)

It could be that for them pregnancy is not such a big
deal . . . I don’t mean they don’t think it’s important,
but that they don’t see the need for so much
vigilance; it’s something natural, and nothing will
go wrong. In their country of origin they do go to be
seen, I mean that they do follow the prenatal care. In
Romania and Bulgaria for example, they do go as
after all those countries are not so underdeveloped.
As many people point out, the issue is that this type
of immigrant is not their country’s average citizen,
but come from a lower social background; therefore culturally, prevention and care are lower.
(Midwife 5)

For instance, I see Moroccan women in my office
during their pregnancy and for post natal consultations, but I see them a lot less for pap smears.
(Midwife 7)

However, midwives detect an underutilization of prenatal
visits, which translates into a delayed first prenatal visit.
When Spanish women know they’re pregnant they
have the habit of going to their doctor or to the
nurse, or the midwife, but they go to the health
center. Immigrant women sometimes leave it longer.
(Midwife 5)
There are women, especially Moroccans, who leave
it longer to come. That’s my experience. I think that
if they come from a place where healthcare is not as
accessible, then they are not used to going for
medical care, and miss the usual first prenatal visit.
(Midwife 6)

Midwives explain that immigrant women sometimes
skip scheduled appointments with them as well as with
obstetricians in specialized care, going without some of
the diagnostic tests in the prenatal protocol.
Immigrant are less reliable with their appointments,
often they don’t turn up, then they arrive without an
appointment expecting to see you whenever it suits
them, and things can get a bit chaotic. Of course
there are all sorts of people, but you do see this more
often with immigrants. (Midwife 4)

Regarding the program offering maternal education
classes, midwives perceive that immigrant women use
this program to a lesser extent than native-born women.
Some of them compared immigrant women to women
of Romany ethnicity.

They are not as reliable when it comes to appointments; they are less likely to show up. Then they
come with no appointment to be seen when it suits
them, and this creates a degree of chaos. Many
people do it but it is more common among
immigrants, and especially within the Bulgarian
population. (Midwife 7)

About childbirth preparation group, sometimes I
get that some Bulgarian or Moroccan women come.
It is difficult to grasp them for activities like that.
(Midwife 6)
They hardly come to the childbirth courses I offer,
and if they attend one class, then they drop out. I’m
not sure whether it is because it’s silly, or because
they can’t follow it. You talk to them and then ask: Do you understand? - and they answer affirmatively,
but . . . It’s the same thing with the gypsies, they
don’t come either. Maybe they think it’s useless
information, or they have other children to look

Some of the midwives point out that these sets of
behaviors distinguish immigrant women from nativeborn women, except in those cases when native-born
women live in socially dysfunctional situations.
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sometimes happens with these women (immigrants)
they don’t even show up for blood test and miss
hospital appointments . . . It’s not all of them, but
you don’t see Spaniards doing that, and if you do,
it’s usually an isolated case with a family with issues.
[ . . .] If you have six such cases per year, five are
foreigners and one is not. (Midwife 2)

Finally, midwives also refer to language limitations as an
access barrier for women from non-Spanish-speaking
countries. Language limitation also results in these
women’s partners or their own children assisting with
any communication with health professionals.
We get many from Morocco, the majority. We
always give them, books about pregnancy and all
that for them to read, although we mostly communicate with the husbands who know more, are more
up-to-date, or with the kids, who speak very well.
(Midwife 1)
Today I started a childbirth preparation group
which should have like ten women, some of them
immigrants. [. . .] It is difficult to grasp for group
activities for different reasons. One is the difficulty
with the language, the language barrier. (Midwife 6)

Discussion
The reproductive patterns described by the rural midwives in our study reflect official figures (7, 8). Data
published by INE (Spanish acronym for the Spanish
National Institute of Statistics) support the perceived
high rates of VTPs that midwives believe their patients
endure. These data show that in 2010, 41.7% of all VTP
were performed on immigrant women (21), which is a
very high percentage considering that in 2010 only 13.4%
of women residing in Spain were immigrants (16).
In addition, the number of VTPs recorded among these
women may be underestimated since, as the midwives
indicated, some of these procedures are performed in the
immigrant’s country of origin, or in Spain but outside
the public healthcare system. Finally, midwives argued
that women from Eastern Europe choose VTP because
this was a common practice in their countries of origin,
encouraged by the legislation originated in those popular
democracies (22).
Considering that 31.9% of adolescent pregnancies
occur among immigrant women (23); that immigrant
women have higher rates of VTP and higher fertility rates
than autochthonous women (1.61 births per immigrant
woman vs. 1.33 children per Spanish-born woman); that
birth rates are also higher among immigrant women
(17 immigrant mothers per 1,000 inhabitants vs. 9.5
Spanish-born mothers), we can say that there are family
planning deficiencies among immigrant women.
According to the midwives the underutilization of
family planning services, also described in relation to
the cervical cancer prevention program elsewhere (2, 3,
14) is, again, likely related to cultural differences, the
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main barrier being the male partner’s opposition, due to
gender inequality (24), and to certain family planning
practices.
It is worth noting that rural midwives do not think that
the distance from the immigrants’ municipality of residence to the rural health center is a barrier when seeking
midwifery services. The fact that this potential barrier,
observed and documented in previous studies (4, 25), fails
to be perceived as an obstacle may reflect the existence
of the communication difficulties between midwives and
immigrant women. It is also possible that the women
who do go to the midwife’s office are those with no
access barriers or those who managed to overcome them.
However, the fact that midwives fail to perceive certain
barriers to access and use of healthcare services already
identified by different studies carried out in the same
geographic environment (14, 25) may indicate a ‘blaming
the victim’ attitude toward immigrant women. This viewpoint could prevent the launching of strategies aimed at
improving access as well as utilization.
In summary, the midwives in our study equated the
pattern of delayed access and underutilization of care
often found in immigrant women with that of women of
Romany ethnicity. That is, they identified immigrant
populations with other groups at risk for social exclusion,
as reported in a recent study (14). Furthermore, the association that these professionals made between low
socio-economic level characteristic of the immigrant
population and an underdeveloped preventative culture
(these last one originated by the fact that they proceeded
from low-income countries with limited preventative
programs) has also been reported in quantitative studies
as an association between lower socio-economic level and
a lower utilization of preventative services (8, 26).
Regarding the underuse of maternal education programs, midwives emphasized the communication difficulties, specifically the language barrier, as an obstacle to
access and use of such programs, as previously described
by other authors (27, 28). They also identified the burden
of childcare and childrearing, mostly the woman’s responsibility in these immigrant populations, as a potential
access barrier to prenatal care and services. This finding
may be an indicator of how immigrant women’s health is
negatively impacted by the absence of the support received from traditional family and social network (29, 30).
Finally, it is important to comment that while this
study provides evidence about midwifes’ perceptions on
access to and use of midwifery services, it does not include the perceptions of the immigrant women users of
these services. It is important to underline that research
about immigrant women’s perceptions would provide
key insights into areas glossed over under culture by the
midwives, and it could be an interesting area for further
research.
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Conclusions
This study revealed perceptions of an underutilization
of midwifery care among immigrant populations residing
in the rural area of Segovia. According to the midwives
working in rural primary care, this underuse results in
unintended pregnancies, possible VTPs, and in delayed
prenatal care. Further research is needed to gain a deeper
understanding of the current knowledge, attitudes, and
practices of the immigrant population, both men and
women, regarding family planning, voluntary pregnancy
interruption, and prenatal care to better match the supply
and demand. Therefore, it is also necessary as appropriate
delivery of reproductive and sexual health services for the
immigrant population residing in rural areas of Segovia.
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Background: The literature shows how gender mandates contribute to differences in exposure and
vulnerability to certain health risk factors. This paper presents the results of a study developed in the south
of Spain, where research aimed at understanding men from a gender perspective is still limited.
Objective: The aim of this paper is to explore the lay perceptions and meanings ascribed to the idea of
masculinity, identifying ways in which gender displays are related to health.
Design: The study is based on a mixed-methods data collection strategy typical of qualitative research.
We performed a qualitative content analysis focused on manifest and latent content.
Results: Our analysis showed that the relationship between masculinity and health was mainly defined with
regard to behavioural explanations with an evident performative meaning. With regard to issues such as
driving, the use of recreational drugs, aggressive behaviour, sexuality, and body image, important connections
were established between manhood acts and health outcomes. Different ways of understanding and
performing the male identity also emerged from the results. The findings revealed the implications of these
aspects in the processes of change in the identity codes of men and women.
Conclusions: The study provides insights into how the category ‘man’ is highly dependent on collective
practices and performative acts. Consideration of how males perform manhood acts might be required
in guidance on the development of programmes and policies aimed at addressing gender inequalities in health
in a particular local context.
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owadays, gender is considered to be largely a
social construct with important direct implications for health. Thus, most social scientists agree
that the definition of gender is not merely a personality
trait but also a social system that restricts and influences
patterned behaviour (1). This conception is widely connected with the development of explanatory models of
inequalities in health research.
The study of gender inequalities received an important
boost with the advent in the 1980s of the critical study of
men and masculinity. This approach started as part of the
feminist critique of sex role socialization theory, by not
considering aspects of privilege and power within their
analytical framework (2, 3). Similarly, the constructivist
approaches began to establish that the constituent traits

N

of masculinity may vary historically and culturally,
which implies the discussion of multiple masculinities.
This idea was primarily developed around the notion of
hegemonic masculinity (4). While this has led many
researchers to emphasize hegemonic masculinity as a
cultural ideal, where the focus is placed on documenting the various ways of ‘being a man’, little research has
been conducted on unpacking the interactional processes
through which the most honoured way to be a man is
locally constituted (5). That is, sight has been lost of the
analysis of its consequences.
In recent decades, the understanding of gender and
health issues has been widely favoured by the development
of relational theory. The relational approach gives a
central place to the patterned relations between men and
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women (and among women and men) that constitute
gender as a social structure (6). Within the terms of
this approach, West and Zimmerman’s ‘doing gender’
perspective emphasizes the way gender is accomplished
in personal interaction (7). At the same time, Butler’s
conceptualization of gender, from a different ontological perspective regarding the possibility of a self, has
added to the discussion of ‘doing gender’ in critical ways,
helping to sharpen the focus on performativity (1). Thus,
taking the phenomenological perspective of ‘acts’, gender
may be understood as a constructed entity that involves
the repetition of acts that define shared experience as a
form of ‘collective action’ (8). It is precisely this kind of
gender display that has been highlighted in the literature
as a characteristic element in understanding men and
masculinity, describing how manhood acts as a form of
subjectivity. These ‘manhood acts’ not only imply a claim
to membership of the privileged gender group but also
may lead to health damage (9). From a public health perspective, this damage has often been particularly associated with the behavioural aspects of ‘manhood acts’.
Scientific evidence shows that the largest gender gaps
in morbidity and mortality are caused by behavioural
differences between men and women (10). The literature
emphasizes important differences between how men and
women define and prioritize their health (11). In the
case of men, one of the key factors in disease and death
rates is related to their poor relationship with health
care services (12, 13). Epidemiological research has
consistently shown that men use health care services
less than women (14) and that they are less involved in
preventive and health-promoting initiatives (15). At the
same time, the research has noted disparities in health
literacy, in terms of how men and women access and
apply the information available (16). The literature shows
that many men are driven to not ask for help, as offering
no sign of vulnerability is an essential trait of masculinity
(6). Mental health is a significant case in point. Thus,
for example, with regard to the symptoms of depression,
men are often underdiagnosed and undertreated (12).
This mental disorder is often associated with weakness
and a loss of emotional control in men (17). At the same
time, many men display their mental and emotional
distress in a different way than women. This has been
linked in the literature with the decline of social support
networks (18), and especially with substance abuse.
In the vast majority of cultures, being considered to
be ‘a man’ is a condition that must be ‘achieved’ (19).
The excessive intake of recreational substances, especially
alcohol, is a major cultural expression related to masculinity in the literature (20). Despite having a higher risk
of falling into drug use, men of all ages perceive the risk
of this activity as being significantly lower than women
do (21). In parallel with drug use, masculinity has been
also closely related to violent behaviour, unsafe driving,

and risky sexual behaviour (22). More recently, within the
studies on men’s health, masculinity has been studied in
relation to body image (23).
Self-confidence is strongly influenced by body image in
youth populations (24). While this has been specifically
studied in women, it is now also considered to be an
important predictor of psychological well-being in young
men (25). In Western societies, this has mainly been
analysed from the perspective of the utilitarian symbolism of the muscular mesomorph. Thus, some researchers
have shown a significant association between traditional
masculine ideology, the pursuit of muscularity, and body
image discrepancy (26). In this way, muscles become
a representational sign of power and strength that, at the
same time, can also lead to crash dieting, the consumption of nutritional supplements, and, in more extreme
cases, the clinical symptoms of muscle dysmorphia (27).
Social expectations and stereotypes attached to gender
in relation to the behaviour that is considered appropriate
are factors with a great influence on the sexual behaviour of
young men (28). The experience of masculinity is closely
related to the exercise of sexuality (29), since heterosexuality is a key factor associated with hegemonic rules of
masculinity (30). In this way, having an active sex life
or ‘luck with the ladies’ may be interpreted as signs of
possessing a masculine self, which has been described as
being related to promiscuous behaviour and risky sexual
practices (31, 32). Also, in Western societies, the vast
majority of reckless drivers are young men (33). In Europe,
statistics have shown that men are three times more likely
to suffer an accidental death than women (34). Apart from
other structural reasons, the greater tendency of men to,
for example, exceed a speed limit is linked to the fact
that risk is naturalized and promoted in men (35). Moreover, in all countries, men aged 15 to 45 years are both
the main perpetrators and victims of homicide (36).
In terms of socio-anthropological approaches, physical
strength in males is at the epicentre of the association
between masculinity and violence (37). The consideration
of violence as a part of the global public health agenda,
along with the development of ecological models of
analysis, has reinforced the idea that this relationship is
mainly the result of men’s socialization to be dominant
and the symbolic structures of the social power that perpetuate such domination (38). These last considerations
gain special meaning in contexts such as the Spanish one.
After the early opening movements of the dictatorial
Franco regime in the second half of the twentieth century,
numerous Anglo-Saxon researchers focused on the study
of society and Spanish culture. Their works constituted
the basis of the study of masculinity in contemporaneous
Spain (3941). These studies, which focussed almost
exclusively on rural Andalusia, described a strongly sexist
masculinity where men were acknowledged as the only
providers for the family unit. Men’s reputations are
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especially described around considerations of sexuality.
Thus, for example, while honour is presented as a multidimensional feature of social life, it is often associated with
sexual control over women in the family, including the
insistence on virginity in single people, fidelity in marriage,
and the sexual abstinence of the widow. Despite the
existence of these works, the study of men is still considered
to be at an embryonic stage (42). This is particularly
significant with regard to the study of health from a gender
perspective. The vast majority of the studies that have
followed this approach have focussed on comparing
indicators of illness outcomes among men and women.
In Spain, the life expectancy of males is 78.5 years,
6 years shorter than that of women (43). The mortality
rate from chronic diseases in people under 75 years of age
is highly unfavourable to men (44) and includes more
mortality from diseases that occur mainly as a result of
bad health habits (such as an unbalanced diet or the
use of illegal drugs, tobacco, and/or alcohol). This higher
rate of mortality is also the result of external causes,
such as accidents, falls, aggression, or suicides. For
instance, 78.2% of deaths resulting from motor vehicle
accidents occur in males, with the highest percentages
being between the ages of 16 and 24 years (43). These
considerations connect with the main idea of the last
report by the European Commission regarding the state
of men’s health: there is a high level of preventable
premature morbidity and mortality in men, which will
be addressed only by targeted activity across their
lifespans (45).
The way in which men position themselves in relation
to different discourses on masculinity has important implications for the social processes of health and disease
(46). In the case of young people, this theoretical basis
provides a context for the idea that the higher health risks
faced by men are the result of factors and behaviours that
could be modified (47). Although the literature describes
numerous projects and interventions designed from a
gender perspective aimed at improving the health and
well-being of men and women, many of these programmes
have rarely shown an interest in the point of view of the
men themselves (48). This emphasizes the need for an
investigation of the experience of the processes of health
and disease in men in different contexts. Thus, bringing
out the characteristics of masculinity is to be understood
as a way of contributing to the identification of local,
regional, and global interactions (49). This project was
designed to explore through men’s narratives, from a
gender perspective, the complexity of young men’s worldview (their ‘lay knowledge’) and its relationship to their
health; such narratives include the stories that youths
express about themselves and others. The project’s research focus was on the diversity of how masculinity and
other practices related to health operate in the daily lives
of men. In terms of men’s health studies, this article takes

152

a critical approach by carrying out an analysis of practices
identified as ‘manhood acts’; that is, of what men do
individually and collectively to signify their membership
in the category of ‘man’ (9). This might be a useful way to
reveal how men’s health practices can be seen as mechanisms for constructing gender through a series of acts that
are renewed, reviewed, and consolidated over time. Thus,
the aim of this article is to describe the lay perceptions and
meanings ascribed to the idea of masculinity, and identify
ways in which young men relate gender displays to health.

Methods
This qualitative study is based on fieldwork developed
between March 2009 and April 2010 in Andalusia in
southern Spain. Following intentional non-probabilistic
sampling, 59 participants were recruited from youth
centres and educational institutions. From the beginning, the research team tried to bring about the greatest
possible control of bias when choosing sample units. This
required the pursuit of multiple independent networks,
unrelated to the research team. The size of the sample
was strictly related to the search for different profiles. The
general inclusion criteria were being a man aged 1524
years and being born and raised in Andalusia. The sons
of immigrants and young men from the Roma community were not included since the presence of specific
characteristics within their cultural framework was assumed. In order to ensure the heterogeneity of the participants’ profiles, three criteria were established: age
(1517 or 1824), origin (cities, towns, or villages), and
level of education (ranging from primary education to
university studies).
Nine individual interviews, eight focus group discussions, and a triangular group session were conducted.
The combination of these methods enabled the sociocultural factors and personal aspects of the object of
study to be explored more deeply. The focus groups were
particularly useful for identifying the lay perceptions of
the expectations and signs of social desirability and
behaviour that are considered appropriate. The individual
interviews enabled the lay knowledge of the participants
to be explored in depth. In the later part of the fieldwork,
we conducted a triangular group (50). This qualitative
technique, which involves three participants, was introduced because it allowed us to create a more interactive
group dynamic, in which even the researcherinterviewer
may have a more active role during the course of the
discussion. In a triangular group, there is usually more
tension between the particular positions of each participant and the common elements (or consensus view)
than in an orthodox discussion group. This allowed us to
confront certain emerging perspectives more exhaustively.
This mixed-methods data collection strategy promoted
the use of multiple information sources and different
approaches to gain new insights into the object of study.
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The fieldwork was developed in two consecutive
and complementary stages. The first one was designed
with regard to some general principles of the grounded
hermeneutic approach (51). During this phase, an individual interview and a focus discussion group were carried
out. With regard to the focus group, the selection of the
participants was determined so that their profiles would
contain certain types of heterogeneity. This criterion
was established so as to contrast different positions with
regard to the object of study. During this first phase, the
discussion was stimulated by presenting the participants
with a sequence of photographs related to the world of
youth that gave them the possibility of expressing their
ideas about each of them. The preliminary analysis of
the data collected during the first phase of the fieldwork
enabled the identification of significant topics and dominant discourses that were a basis for the elaboration of
the topic guide that was developed for the second phase
of the fieldwork. This guide was formulated around 10
conceptual dimensions: 1) men’s typical, 2) women, 3)
youth, 4) health, 5) risk, 6) violence, 7) sexuality, 8) body
image, 9) feelings, and 10) homosexuality. During the
second phase of the fieldwork, eight semi-structured
interviews, seven focus discussion groups, and a triangular
group session were carried out. In this phase, the discussion groups were formed so that they would involve
homogeneous profiles. The completion of the data collection process was determined according to the principle
of saturation (52). All the interviews were recorded and
transcribed literally by a member of the research team.
The transcriptions were completed using the interviewer’s
field notes.
We carried out a qualitative content analysis. Because
of the aims and theoretical perspective of the study,
the research team decided from the beginning that the
analysis process would extract not only the manifest
content but also the underlying meanings (53). Thus,
after a general reading of the transcriptions, the text about
the men’s behaviour as being gendered was extracted
and brought together into one text, which constituted
the unit of analysis. Later, the text was divided into units
of meaning that were condensed. At the same time, the
condensed meaning units were abstracted and labelled
with a code. The dimensions and sub-dimensions proposed for the analysis were applied by different members
of the research team so that there was agreement upon
their definition and how they would be applied, thus
lending reliability to the analysis process. The conceptual
classification of codes and categories was constructed by
using both a deductive research approach and an inductive procedure. Thus, the process of analysis began with
a predetermined list of topics to be explored and a
category system that had previously been defined after
the first phase of the fieldwork. In the same way, any
concepts, categories, or sub-categories that emerged from

the examination of the data during the analysis process
were integrated into the analysis.
The revision of concepts and categories and the
encoding process were carried out by the main researcher
in collaboration with a specialist in qualitative methodology external to the research. This procedure was not only
part of the triangulation process but also a way of adding
higher confidence to the analysis. The texts were sorted
into seven conceptual areas, which constituted the basis
of the manifest content: 1) femininity versus masculinity,
2) health and well-being, 3) sexuality, 4) body image,
5) substance abuse, 6) driving, and 7) violence. During the
last phase of the analysis process, these elements were
integrated into two themes: 1) representing power: body
image and violence; and 2) typically masculine: driving,
drugs, and sex.
To facilitate the dual process of interpretation (manifest and latent content), the analysis was developed
with the support of the QSR NVivo 8 program and took
a hermeneutic approach involving the following steps:
1) a general reading of the texts to obtain a sense of the
whole; 2) the review of any topics and examples arising,
with an analysis of shared and unshared content and
their significance in light of each profile; 3) the identification of interrelated topics; and 4) an analysis of the
ways in which gender identity was related to life experiences that influence health (54). In this sense, the
research team focused on manhood acts  the ways to
signify masculine selves. Thus, we interpreted the data
by looking for what participants said about how men
learned to perform ‘‘manhood acts,’’ how and why these
acts can vary, and how they can reproduce gender
inequalities.
The research protocol that forms the basis of this article
was approved by an internal commission established by
the European Public Health Master ‘Europubhealth’.
According to the current Spanish law (Organic Law 15/
1999 of 13 December), the personal data provided by the
participants were stored and kept in a safe file, and real
names were replaced by fictitious ones. Participation was
voluntary, and the participants received information
about the objectives of the study as well as about the
institutions involved. All participants signed an informed
consent form. Parents or guardians’ consent was required
for underage participants.

Results
Representing power: body image and violence
Body image and the aggressive use of force were aspects
that were mainly linked to the social representation of
power in men’s actions. These were related to the perception
of the body as a source for signifying manhood, emphasizing it as a tool for control, dominance, and activity.
Men are socialized to use the body to symbolize manhood.
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In this process, according to the participants, the practice of sport was considered central. From childhood,
men are more exposed to playing competitive games
based on physical performance, which encourages them
to display fortitude, control the experience of physical
pain, and endure intense effort. For instance, in the specific case of football, ‘toughness’, ‘aggressiveness’, and
‘courage’ were words used to justify why a sport was seen
as being more suitable for men.
CARLOS: If you are playing football and a player
kicks you and you complain, somebody may tell you
that this is a man’s game. But the truth is that when
you are participating in the competition you have
to fight aggressively for the ball, because that can
influence the final result. When somebody kicks you
hard, rivalry arises. (Individual interview, town,
22 years old, enrolled at university)

These traits were considered to be factors with important health implications, especially in terms of risk-taking
behaviour and the gender differences involved in coping
with illness. With regard to the latter, reluctant attitudes
towards the use of medicines and medical consultation
were recognized by participants as behaviour traditionally embedded in ideologies of masculinity, which are
related to physical and emotional toughness. Although
some participants admitted to going to the doctor every
time they perceived any anomaly in their health status,
a large majority said that they only went ‘when it is really
necessary’. This was also an attitude that the participants
associated with the idea of being a responsible user of
health care services. The following excerpt not only is a
good example of this view but also suggests how men’s
underutilisation of medical services may be considered a
‘manhood act’.
PEDRO: All the girls have a little bag full [of]
medicines at home. And as soon as they have the
slightest headache, they take a tablet; a stomach
ache, one pill; another sort of pain, they go to the
doctor. And I have to be really sick to go to the
doctor. . . . it’s also true that if a friend [boy] goes
to the doctor every day, we say: ‘What’s wrong
with this guy, he’s always at the doctor! He gets sick
so easily!’ (Group interview, city, 2023 years old,
enrolled at university)

Disruptive behaviour and episodes of vandalism or physical aggression were especially considered to be recurrent
actions by men. This was a generalized perception of
the participants in the study, including those who, like
Ricardo, emphasized the need for speaking about plural
masculinities.
RICARDO: You cannot really lump all men
together. There are thousands of different types of
men and each of them is different from the other.
The only thing that differentiates us from women is
physical appearance, but regarding attitudes, that
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depends on education. A man can be as crass as a
woman. But it is true that I have seen boys jumping
on cars or burning containers and I still haven’t seen
a woman doing that. I can’t find an explanation as
to why men have to fight and women don’t. It’s an
attempt to show that I’m more than you are. For
men, he who is the stronger is more so than the
other. (Individual interview, town, 19 years old,
enrolled at university)

During this study, references to violence against women
were minimal. When they were made, the participants
took positions of rejecting this type of violence. The more
widely reported forms of violence were those that were
established among men. Although most of the participants argued against the use of violence, they all declared
that at some point they had witnessed a fight between
men or had been directly involved in it. Violence was
mainly described as a formula for proving superiority
and gaining respect. Thus, the aggressive use of force
reinforced the notion that to be a man is to be dominant.
In this sense, violent behaviour was also connected with
the idea of protection, widely considered to be a part of
the masculine essence by the participants.
ÓSCAR: Men fight more often. I might have seen
a few girls pulling each other’s hair, but that’s it.
But men fighting . . .. As for me, when I get into
fights I don’t stop until I see the other guy bleeding. Why? Because my balls are bigger than his.
(Group interview, village, 1517 years old, vocational training)
RAÚL: I think we have the obligation to provide
women with one thing: security. For instance, if I
had a daughter with a boyfriend, and for any reason
they came back home saying that they were mugged
and I found out that he didn’t do anything, he’ll be
in big trouble. He’s the one who has to come back
with a broken jaw. And the other way round too.
If I found out that something happened to her and
that my son did nothing! (Individual interview,
village, 23 years old, musician)

Data suggest that concern about body image is a growing
phenomenon among men within the context of the study.
Whether for reasons of hygiene or aesthetics, references
to practices such as depilation were common. Although
these are still considered minority practices, the participants expressed the view that these customs are part of
the social embodiment of contemporaneous masculinity.
Less standardized practices were also identified, such as
the use of make-up as a way to increase the possibilities of
seduction. Thus, ‘feminine’ behaviour, such as cosmetic
use, is acceptable by men if it has a performative function
related to heterosexual conquest.
GUSTAVO: Some of my friends get waxed and
use make-up. I see it as faggoty, though I’m talking about guys who like girls! They feel more
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handsome and that it attracts girls. (Individual
interview, town, 21 years old, primary studies,
currently unemployed)

it wouldn’t be cool. It’s like you have to try and do
something different. (Individual interview, town,
22 years old, enrolled at university)

However, our findings indicate that when men are interested in improving their body image, they focus mainly
on muscle development. Muscles were considered a key
element within current masculine subjectivity, especially
related by participants as an element of the representation of power and strength and characterized as a symbol
of seduction. This was linked by participants to the
perception of an increasingly widespread use of nutritional
ergogenic aids among young men. The use of protein
supplements was particularly reported. Although some
participants expressed opposition to the use of this type
of dietary supplement, the vast majority of participants
described these products as harmless, and they considered
professional consultation and/or prescription to be unnecessary. Participants also reported cases in which, as a
way of achieving the desired muscle growth, some men
had turned to the use of anabolic steroids. Although the
participants considered the number of young men who
accessed these products to be low, the lay perceptions
that emerged from the analysis are of great interest. In spite
of being products that can only be purchased legally under
medical prescription, the perception of ease of access to
them in gyms or shops that specialize in sports nutrition
was general across our informants.

When participants referred to the consumption of recreational substances, their statements were dominated by
references to alcohol, and more specifically to botellón.1
All the participants in the study, including minors, referred to botellón as being a common practice in their
leisure time. Some young men showed resistance to traditional gender traits, positioning themselves as being
in favour of responsible use and/or expressing awareness
of the health risks of alcohol abuse; for others, those
risks were not so obvious. Thus, heavy drinking per se
was not considered risky. It was only seen as such when
combined with other risky forms of behaviour.

JAVIER: Gyms supply proteins. There are many
shops that sell them too. Proteins are legal, not
anabolic steroids or any other chemical substances,
but if you wanted them, you could get them easily.
You can get them from your monitor in the gym.
I’m sure he is a wrestler and he deals with this
stuff. It is the same as if you are a police officer
who knows where to go to get cocaine; isn’t it?
(Group interview, city, 2023 years old, enrolled at
university)

Typically masculine: driving, drugs, and sex
During this research, the risks associated with driving
were those most directly related to health. ‘Caution’ was
a term that was widely used to define women’s attitudes
toward driving motor vehicles. Exceeding speed limits,
driving under the influence of alcohol or (in the case of
motorcycles) without a helmet, and showing skills like
driving on a single wheel were described as typically male
forms of behaviour; that is, forms of social representation of manhood through which men seek attention and
recognition from their peer group.
CARLOS: We do wheelies because someone always
starts  first to show off in front of us and then,
if there are any girls around, to show off in front
of them. It is a way of proving that you are the
fittest or the cockiest; the most daring, because
you don’t ride like the rest. If everybody did it,

FERNADO: I see that all of us got drunk but
that’s not risky, is it? Well, it is risky if you are drunk
and you are riding a motorbike, which is quite
dangerous. (Group interview, town, 1517 years old,
enrolled at high school)

Most of the participants acknowledged that alcohol
abuse is still judged by society differently for men and
women. Despite this double standard for alcohol use,
the data indicated the existence of an established perception among participants: girls have become involved in
a ‘masculinization’ process regarding alcohol abuse at
weekends. On the other hand, binge drinking is a practice
rooted in the process of construction of the meaning
of ‘being a man’. It is seen as a practice symbolizing
manhood; a performance of until the body gives up closely
related to the process of achieving a feeling of belonging
to a peer group. In some cases, as described by Raúl,
the heavy consumption of alcohol as a ‘manhood act’
becomes a ‘revised’ gendered act over time.
RAÚL: When you were younger and went to a
‘botellón’ on an empty stomach you’d have seven or
eight drinks. That’s definitely no good for your
health and you know it, but whether you want to or
not, you do it because everybody does. I never drank
as much as the others did because I didn’t like it, but
I drank because everybody else did. Now, when we
go to play football, everybody drinks a pint of beer.
I don’t. I drink a Coca-Cola. Still today everyone
goes: ‘Come on. You’re a guy!’ Now I don’t care, but
when I was 16 . . .. (Individual interviews, village, 23
years old, musician)

With regard to expressions like we men are more vicious,
the participants revealed their belief that the use of other
recreational drugs is also a habit that is more prevalent
1
Botellón refers to a social phenomenon that has become popular in
public spaces in Spain since the end of the twentieth century. This
consists of mass meetings of young people, mainly to chat while
consuming some type of drink (55).
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among men. Of special significance were the references
made to marijuana and hashish consumption. These
recreational substances were considered to be in widespread use among young Andalusian men. Participants
also expressed the opinion that the harmful effects of
these substances were not significant. The idea of risk
with regard to the use of psychoactive substances was
particularly associated with ‘synthetic drugs’. Overall,
the perception of participants was that the use of these
types of substances was increasing. These drugs were
connected to having a lack of inhibition and were described as being facilitators of casual relationships.
The only informant who openly expressed having used
the drug ecstasy throughout this research declared that
he had done it as a way of experiencing new feelings
during sex.
Sexuality was considered by the participants as being
of vital importance to the construction of male subjectivity. Participants focused their attention on the tensions
between the cultural and biological explanations of men’s
behaviour. The core element of the discussion revolved
around the sexual appetite. Those who believed that
sexual desire is greater in men resorted to arguments
with a biological background by using concepts such as
instinct, essence, or nature. However, other participants
considered that if such beliefs are socially established,
it is because men tend to be expected to be more open
about their sexual desires. While for a man such openness
is considered to be a sign of manhood, women tend to
care more about such conduct since it may lead them to
be judged more negatively by society in terms of their
morality. Although our findings show that many girls
no longer play the passive role that traditionally characterized them when establishing a relationship, the participants expressed the view that they are generally the
ones who take the initiative, or they are aware that girls
pretend not to do so in order that they are not labelled
as ‘easy’.
LUIS: I think we have a sexual drive, I don’t know
if it’s because of our age or because we are men,
it’s just not normal!
JUAN: But don’t get me wrong; it’s both men and
women, isn’t it? What happens is that women are
more reserved than we are. We show it more openly.
We’re cheekier and chicks know it. (Focus group,
1921 years old, enrolled at university)

The results point to a widespread lay perception that
men live their sexuality in a less emotional and more
genital-based way. This was frequently related to other
perceptions: 1) the importance of satisfying the sexual
expectations of a partner (either stable or occasional),
and 2) the greater promiscuity of men. With regard to
this, different ways of living one’s sexuality and characterizing masculinity were expressed. The results highlight
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the need to consider multiple forms of masculinity in
relation to sexual life. In fact, some participants distanced
themselves from ‘masculine’ predatory heterosexuality,
while others contributed to reinforcing it. These two
opposing positions can be deduced from the words of
Marcos, Vı́ctor, and Pablo:
MARCOS: I think sex is the same as eating, it’s a
basic need. Why not do it if the occasion arises one
night with a girl that you know wants what you
want?
VÍCTOR: I don’t like to sleep with a different girl
every night. It’s as if it were a jacket instead of a
chick. It might sound a bit backwards, but I have my
morals. When I was 16 I, like my friends, used to go
for the first one that came by. Now I look for other
things in a woman, not just sex. (Triangular group,
1922, different educational background)
PABLO: I had a girlfriend until about three weeks
ago, and I wasn’t going around saying: ‘I screw her
this way and that!’ But when I go out and get laid,
the first thing I think of is to call a buddy to tell him
about it. It’s like if you don’t tell anyone, it’s as if it
didn’t happen. (Individual interview, 20 years old,
electrician)

From a sexual point of view, all these considerations
around men’s identity were closely connected to issues
related to risky sexual behaviour and the possible power
relations between males and females. Although some
participants mentioned the prevention of sexually transmitted diseases, the idea of risk in this field was mainly
associated with potential pregnancy. Likewise, the debate
about whether or not to use a condom was usually linked to
the distinction between being a stable partner or an
occasional partner. Not only were condoms associated
with a loss of sensitivity, but also not using them was associated with a leap of confidence in an intimate relationship.
Having unprotected sex was described as a sign of
manhood among the peer group, and this was sometimes
seen as an added motivation for not using a condom:
GUILLERMO: Men also use this behaviour as a
way of asserting masculine superiority. If I tell some
friends that I have never done it [without a condom,]
they feel ‘superior’, and they boast that they do it
without a condom. That’s the reason for them to
take the initiative to start doing it without a
condom. (Individual interview, 24 years old, enrolled at university)

Moreover, during this work, most participants showed
that with an occasional partner they tend to use a condom,
but many of them (including some minors) admitted to
having had unprotected sex at some point.
DAVID: With my regular partner, I have done it
without a condom. Well, I’ve also done it with a girl
I met on a trip. We did it without a condom because
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she was taking those pills every day. And I believed
that. It seemed like the girl came from a good family.
(Focus group, 1822 years old, vocational training)

Discussion
This article, which is based on a qualitative study of young
Andalusian men, has explored the lay perceptions and
meanings ascribed to the idea of masculinity, identifying ways in which gender practices are related to health.
The gender differences in health outcomes between men
and women are mainly linked to men’s display patterns.
Thus, a lower level of use of both health services and
pharmaceutical drugs, as well as a greater tendency to
practise physical activities and sports, were some of the
core aspects of the behaviour of the participating men.
The relationship between masculinity and health is mainly
defined according to behavioural explanations with a
clear performative character. Ideas about reckless driving
and violent behaviour established important connections
between the perceptions of health and ‘manhood acts’.
In addition, different ways of understanding and performing men’s identity were revealed through the data gathered on the attitudes to practices regarding male body
image, the exercise of sexuality, and the use of recreational
substances. There was also a clear relationship to the
processes of change in the identity codes of men and
women. Such changes appeared to have health implications and some significance in terms of the development
of gender inequalities.
Our findings are consistent with those studies that
identify muscle development as the main source of concern
about body image among men (56). The literature shows
that through muscle development, the male body image
becomes a symbolic asset in the social representation
of the hegemonic traits of masculinity (57). With regard
to our findings, this is of special significance when
aggressive behaviour is associated with a perception that
supremacy is related to the tendency to demonstrate
personal strength and protective ability. Our results also
emphasize the importance of peer groups, and above all
women, in this social representation process. For those
who are labelled as ‘winners’, especially in practices of
seduction and conquest, the mesomorphic body type is
a source of respect and prestige, which has health
implications for men. In this case, the findings have
called attention to the increased consumption of nutritional ergogenic aids, particularly protein supplements
and what have in recent years commonly come to be
called fat burners. The use of anabolic steroids was also
identified. This synthetic substance, designed to imitate
the effects of testosterone, is associated with considerable risks for the reproductive and cardiovascular systems
(58). The literature also describes how the difficulty
of legal access to these substances often leads to the
use of the black market, where products are purchased
without any health and safety assessment (59). This is

an issue of great interest in the public health field that
has been barely studied. This is especially true if, as our
findings indicate, easy access to this type of substance is
widely assumed.
If gender is a historically and culturally constructed
social category, and risk taking is understood as an
element in this process, the use of substances should be a
core aspect of this. This aspect has traditionally been
emphasized as a trait that is close to the essence of what
is considered masculine, especially in relation to alcohol
consumption (60). Our findings show that the health risks
arising from alcohol use are related not only to excesses
but also to the sexual abuses and violent forms of behaviour that can ensue. Likewise, the results reveal the
inverse functionality of alcohol to the identities of men
and women. In Spain, some of the recent literature has
shown how men interpret the assumption by women of
lifestyles that have been considered traditionally more
appropriate for men, such as ways of achieving a higher
level of social equality and personal freedom (61). Recent
studies have demonstrated that the traditional links
between gender and alcohol consumption may be under
revision (60, 62). In this way, while this process of the
‘behavioural migration’ of women is especially noticeable
when it comes to alcohol use (63), the increase in the
use of other psychoactive substances is another issue
of interest in our context (64). Thus, for women, the
development of consumption patterns similar to those of
men could be considered to be a way of undoing gender,
or of changing social interactions (65) by creating new
forms of femininity that involve complicity with ‘manhood acts’. Using this approach, the dichotomy between
doing and undoing gender could involve carrying out
practices that for some people indicate perpetuating
values and dominant beliefs, while others take them as
a basis for contributing to their transgressions. According
to our findings, the functioning of this gender differential
is present not only in relation to the use of recreational
substances but also in a proactive role in sex.
The study has identified the common lay perceptions
of a type of sexuality in which men have less need for
emotional intimacy. It has also indicated that sending
signs of willingness to have sex is a ‘manhood act’ rooted
in what is believed to be expected from a man. While the
participants in the study have described a new form
of femininity characterized by the expression of a more
explicit and active form of sexual identity, the literature
shows that when men want to regain the initiative and/
or preserve their dominant position they often try to limit
the sexual advances of women (66). This is another
relevant issue with health implications for future research
in this area, including research into the perspectives of
the subjects involved  women and men alike. The
literature highlights the influence of this on the social
imagination, particularly with regard to the fact that men
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have generally been represented as being more proactive,
that behaviour such as infidelity has been considered
part of their biological essence, and that having unprotected sex is categorized as a ‘manhood act’ (9). These
are practices that could be playing an important role as
performative acts in the identity reaffirmation of heterosexual men, and in the development of power relations
between males and females.

Conclusion
This qualitative exploratory study provides information
on the knowledge, attitudes, and practices that characterize young men’s identities in the current Spanish context.
The findings show that the category ‘man’ as a social
construct is highly dependent on collective practice. Thus,
focusing on ‘manhood acts’ from the point of view of
their performative character provides the key to understanding men’s health in a more holistic way, and it also
helps to explain the inequalities in health between women
and men. Similarly, information about forms of behaviour and ways of signifying masculinity that challenge
the traditional codes has emerged. More research is
needed, however, into how these non-hegemonic modes
develop and operate in society, particularly with regard
to how some young men establish a masculine identity
while still rejecting ‘typically male’ stoic attitudes, dominant practices, and risky behaviour. In other words, their
thoughts and practices do not act as mechanisms that
signify and reproduce traditional manhood. This clearly
also has implications for health outcomes in men and
women.
The ‘manhood act’ perspective might provide a useful
framework for the analysis of gender inequalities in
health, using a life course approach. Our article highlights
the importance of social representation in the public
sphere in shaping masculinity. The way in which power
relations are shaped and are at the root of gender
inequalities has been described extensively in the literature; this reinforces the relevance of analysing not only
the acts of the ‘builders of masculinity’ in a given context,
but also how the notions and behaviours that constitute
the meanings of masculinity are subject to change over
time. From the perspective of a critical explanatory framework of men’s health that is focused on ‘manhood acts’,
the joint consideration of ‘practice’ and ‘performativity’ 
in the terms described by Pierre Bourdieu and Judith
Butler  may reinforce the relevance of studying how
daily acts are gendered and socially located, and this
could provide new insights in future research into how
inequalities in health are embodied by men and women
within a society. Some recent literature has emphasized
that a key factor in advancing the understanding of men’s
health is located in the development of gendered epidemiology, so that through this we can begin to unpack
how men’s health practices can be mechanisms for ‘doing
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gender’ (67). With regard to this, our findings might
improve the interpretation of epidemiological data in our
particular context. In addition, the approach taken in
this article, by directing attention to how men perform
‘manhood acts’, may facilitate awareness both of the
complexity of the links between men, masculinity, and
health, and of the norms, power dynamics, and practices
that perpetuate health inequalities. We consider that
the health sector can play a key role in the processes
of social engineering to address these disparities. In this
sense, it is important that health professionals are as
responsive to the singular needs of men (and women) as
they are to the gender-based barriers faced by them
with regard to their health. In the same way, our findings
suggest that although the practitioners have an important
role in promoting male access and use of health care
services, this engagement should go beyond simply giving
attention to preventive physical health and lifestyle advice.
It should address wider issues related to gender norms
and social practices that perpetuate inequalities; that is,
promoting responsible fathering and parenting, engaging
men as caregivers, addressing gender-based violence,
and so on. Thus, in order to increase the effectiveness of
programmes and interventions that promote the questioning of attitudes and behaviours related to ‘unhealthy
masculinity’, policies must facilitate the integrated development of gender that is mainstreamed into different
social settings, without forgetting the health care system.
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Background: Experiencing domestic violence is considered a chronic and stressful life event. A theoretical
framework of coping strategies can be used to understand how women deal with domestic violence.
Traditional values strongly influenced by religious teachings that interpret men as the leaders of women play
an important role in the lives of Javanese women, where women are obliged to obey their husbands. Little is
known about how sociocultural and psychosocial contexts influence the ways in which women cope with
domestic violence.
Objective: Our study aimed to deepen our understanding of how rural Javanese women cope with domestic
violence. Our objective was to explore how the sociocultural context influences coping dynamics of women
survivors of domestic violence in rural Purworejo.
Design: A phenomenological approach was used to transform lived experiences into textual expressions of the
coping dynamics of women survivors of domestic violence.
Results: Experiencing chronic violence ruined the women’s personal lives because of the associated physical,
mental, psychosocial, and financial impairments. These chronic stressors led women to access external and
internal resources to form coping strategies. Both external and internal factors prompted conflicting impulses
to seek support, that is, to escape versus remain in the relationship. This strong tension led to a coping
strategy that implied a long-term process of moving between actively opposing the violence and surrendering
or tolerating the situation, resembling an elastic band that stretches in and out.
Conclusions: Women survivors in Purworejo face a lack of institutional support and tend to have traditional
beliefs that hamper their potential to stop the abuse. Although the women in this study were educated and
economically independent, they still had difficulty mobilizing internal and external support to end the abuse,
partly due to internalized gender norms.
Keywords: domestic violence; coping; lived experience; Indonesia
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n the early 1990s, violence against women became
a focus of international attention and concern (1).
It is now considered a major social and public
health problem, as well as a human rights issue, in
which governments have the right and obligation to intervene (2). Furthermore, the World Health Organization
(WHO) as well as studies from other sites has concluded that domestic violence against women is a serious
cause of physical and mental health impairment (37).
The WHO multicounty study (4) not only confirmed the
seriousness of domestic violence worldwide but also

I

showed that the prevalence varied between countries.
Lifetime and current physical violence ranged between
1349% and 329%, respectively, whereas lifetime and
current prevalence of sexual violence ranged between
650% and 129%, respectively. Studies around the
globe have shown that multiple factors put women
at risk of domestic violence, including the woman’s and
her partner’s past history of violence, their current
demographic, socioeconomic, and cultural situation,
as well as their individual behavioral and relationship
characteristics (4, 6, 8, 9).
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Domestic violence against women refers to abusive acts
that consist of three elements: boundaries of the relationship between the perpetrator and the abused, the norms
of acceptable behavior, and the specific acts that constitute violence as the manifestation of subordination
(10). In different cultural settings, women live in a wide
variety of family structure arrangements. The violence
that occurs is not limited to physical harm and may also
be perpetrated by family members within the household
other than the intimate partner. This definition acknowledges multiple explanations for the violence and could
lead to more inclusive interventions that accommodate
the experiences of all women (10).
Experiencing an abusive marriage is a complex phenomenon and is considered a chronic and stressful
life event (11). Many studies have focused on identifying external factors that influence a woman’s decision to
leave or to stay in an abusive marriage (1216). Others
have emphasized the internal factors of female survivors
(1721) or focused on both external and internal factors
(16, 2124). However, the reasons why women decide
to stay are less understood. A theoretical framework of
coping strategies can be used to better understand how
women manage the chronic stress associated with abuse.
Coping is a cognitive and behavioral effort undertaken
to manage the external and/or internal demands of a
taxing situation (25). Thus, coping is a mechanism of
overcoming a stressor, and this mechanism cannot be
separated from what is called the coping resources
because those resources directly determine the coping
responses (21).
There are three important pairs of coping strategies
described in the literature. The first is problem-focused
and emotion-focused coping (25), the second is approach
and avoidance coping (26) and the third is engagement and disengagement coping (27). The avoidance
coping response is characterized by cognitive avoidance,
resignation/acceptance, seeking alternative rewards, and
emotional discharge (26). The approach coping response
is characterized by logical analysis, positive reappraisal,
seeking guidance/support, and problem solving. According to Tobin et al. (27), the concept of engagement/
disengagement coping is a combination of the coping
approaches proposed by Lazarus and Folkman (problem
focused and emotional focused), where engagement
coping includes problem solving, cognitive restructuring
efforts, emotional expression, and social support, whereas
disengagement includes problem avoidance, wishful
thinking, self-criticism, and social withdrawal (27).

Social context of women in Indonesia
The ideology of family harmony has been set as a priority
by the Government of Indonesia, and women have been
given a significant role in maintaining that harmony (28).
Legally, the Marriage Law No. 1/1974 states that a
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husband and a wife have equal rights within the marital
relationship, although husbands are stated to be the
head of the household and wives are responsible for the
household. Only in the last decade, under the new
political reformation government was violence against
women officially declared as a national problem. A
Domestic Violence Act was endorsed in Indonesia in
2004. However, a national study conducted by Rifka
Annisa (a non-government organization) in 2008 revealed
that this Act had not been satisfactorily implemented and
therefore not well understood by ordinary people (29).

Domestic violence against Javanese women
Java is the main island of Indonesia, and Jakarta, the
capital city of Indonesia, is located on this island. In
Javanese tradition, women are constrained by the traditional feminine ideal that extols the virtues of submission
and obedience. Javanese traditional values are strongly
influenced by Islamic teachings that interpret men as
the leaders of women and therefore require a woman to
be obedient to her husband. Once married, a woman is
bound to fulfill the socially prescribed roles of housekeeping, childbearing, and supporting her husband. The
ideology of harmony is widely applied as a marriage
norm and is referred to as njaga praja, meaning that the
husband’s honor must be protected from people outside
the family (30). This spirit of harmony implies that conflicts and oppression within a family should not be discussed. Therefore, domestic violence often is hushed up,
as acknowledging it would reveal a lack of harmony
within both the family and the nation (31).
In a population-based study, using the WHO multicountry questionnaire, we found that the lifetime prevalence of physical and sexual violence among rural Javanese
women in Purworejo District is 11 and 22%, respectively
(5, 32). Of the women who had been physically abused,
nearly 50% had told nobody about their experience
of violence, while 33% had confided in their parents.
The identified risk factors for experiencing lifetime violence included husband’s age ( 35 years), education
(9 years), and husband’s psychosocial behavior, such
as being unfaithful, drinking alcohol, fighting with other
men, and having witnessed domestic violence as a child.
From the women’s side, being economically independent
and having traditional views on gender norms were risk
factors for domestic violence (32). However, little is known
about how sociocultural and psychosocial contexts influence the interpretation of the meaning of abuse by the rural
women of Purworejo and how that interpretation may
influence their decision to take action. In this study, we
aimed to deepen the understanding of how rural Javanese
women cope with domestic violence, with a particular
focus on violence perpetrated by the intimate partner.
Focusing on rural women is important because they often
have limited access to services, lower education, and more
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often live under socioeconomic constraints (33, 34). We
hope that the study findings will enable policy improvements to increase the quality and accessibility of services
for battered women in (rural) Indonesia in the future.
Specifically, the aims of our study were to understand
how the sociocultural context influences the coping
dynamics of female survivors of domestic violence in rural
Purworejo and to discuss the policy implications for care
and prevention.

Methods
Study setting
We conducted the study in Purworejo District, Central
Java Province, which is located 60 km west of Yogyakarta
Province. According to the 2010 census (35), Purworejo
District had a population of 695,427, with a total area
of 1,035 km2, including coastal, lowland, highland, and
hilly areas. Although urban centers are found in the
district, 85% of the population lives in rural areas, with
farming being the major occupation.
In 2000, the district government formally appointed
the Office of Social Affairs and People Empowerment
(OSAPE) to form a task force unit with the main function
of providing a complaints desk for women survivors of
domestic violence. Because of resource limitations, they
only began documenting their activities in 2005. By the
end of 2007, they had documented 27 domestic violence
reports from women in the district.
Study design
This study is based on a phenomenological approach,
which is suitable for transforming lived experience into
a textual expression of its essence (36). Phenomenology
provides women survivors of domestic violence an opportunity to voice their own perspective of their life
experiences (21). Within an empathetic interview, a
woman survivor of violence is able to formulate her
life history from the past to the present, and can explore,
share, and validate her feelings and insights (21). Giving
women survivors an opportunity to express their internal
struggle in the face of abuse provides a valuable depiction of the development and use of inner resources
that facilitate survival, strength, identity formation, and
protection (20).
Data collection
In-depth interviews were conducted with women survivors of domestic violence. The sampling technique used
was criterion sampling, by which individuals who had
been exposed to domestic violence and were willing
and able to articulate their experiences were approached
(37). In this study, we received information about possible
informants (women survivors) from OSAPE. Only limited OSAPE staff members were available, one part-time

and three full-time employees. In addition to other
responsibilities, they were involved in counseling, referral,
and outreach activities related to domestic violence. From
the office, we were introduced to nine women who had
been in contact with them for assistance. These women
were all invited to participate in the study. After being
informed of the research aims, seven women consented
to be interviewed. The two that declined to be interviewed were not ready to discuss their domestic violence
experience. All interviews were performed between December 2006 and August 2007, in places that the
informants felt comfortable talking about their experiences. Two interviews took place at OSAPE, which some
of the women were already familiar with. The other
five interviews were conducted in other offices or in the
informant’s home. The interviews took between 1 and 1.5
hours, with only the woman survivor and the researcher
present.
A semi-structured interview guide was developed
and used during the interviews. The interview focused
on the women’s marriage history, the abuse experiences,
efforts made to overcome the problems, social interactions, reactions and responses, the children’s situation,
and the women’s reasoning for deciding to stay or to leave
the marriage.

Data analysis
The analysis followed a phenomenological guide developed by van Manen that combines features of descriptive
and interpretative phenomenology (36, 38). According
to van Manen, phenomenological inquiry methods cannot be formalized into a series of technical procedures;
however, a variety of activities may fall into two types:
empirical and reflective methods. Empirical inquiry
activities aim to explore the range and varieties of prereflective experiential material that is appropriate for the
phenomenon under study (39). Reflective inquiry activities aim to interpret the aspects of meaning or meaningfulness that are associated with this phenomenon.
In this study, after reading the transcripts several times,
we got a ‘sense’ of the data and a robust image was
achieved. In the next step, we coded phrases, sentences,
or statements that were significant for the purpose of
this study (meaning units) and grasped the meaning
of the identified meaning units by re-formulating them
(descriptive level). Entering the reflective part of the
analysis, we interpreted the descriptive formulated meanings and identified the subthemes (interpretative level).
Finally, we clustered the subthemes into themes and
integrated them into a comprehensive phenomenon (see
Table 1).
Table 2 below illustrates the analysis process and gives
an example of how the subthemes emerged from the text.
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Table 1. Data analysis structure (adapted from van Manen
[34, 35])
Themes
Sub themes

Reflective

Interpretative

inquiry activities

level

Formulated meaning unit
Meaning unit

Empirical inquiry

Transcript
Interview with the

Descriptive level

activities

respondent

Ethical considerations
Ethical approval was obtained from the ethical review
board at the Faculty of Medicine, Gadjah Mada University in Yogyakarta, and from the Purworejo District
Government. Written consent was obtained from all
participants prior to the interview. To protect confidentiality we used the codes S1S7 to name our informants.

Results
The seven women who consented to participate in the
study had an average age of 39 years. Five of them had
finished their bachelor’s degree, while two had finished
high school. The duration of marriage was 922 years
and all had at least two children together with their
abusive husband. Five women worked as civil servants
at the government bodies in Purworejo, while two ran
small shops (warung). Three women were divorced prior
to the interview, while the other four were still living in
an abusive marriage (see Table 3).
Three women (S1, S3, and S6) suffered from all four
forms of abuse (physical, sexual, emotional, and economic), three women (S2, S4, and S5) suffered from three
forms of abuse (physical, emotional, and economic),

and one women (S7) suffered from two forms of abuse
(emotional and economic). The extent of abuse faced by
these women was moderate to severe, with one woman
suffering from severe injuries (S1).
Several of these women expressed feelings of being
financially abandoned. S1 and S3 explained how they
struggled to survive without enough economic support
from their husbands and described the humiliating
feelings this caused:
On about the 4th of March after the police force
payday he came home after having disappeared for
some days. He threw me three hundred rupiahs in
front of my older sibling. I told him it wasn’t enough
. . . I asked for one hundred more. In front of the
kids he said, ‘‘Go sell yourself . . . you should try it.’’
(S1)

S2, S4, S5, S6, and S7 also expressed their feelings about
a strained financial situation, where they had to manage
themselves to solve the financial needs within the household because of their husbands’ unfairness in sharing
their income. Experiencing their husband stealing their
savings or leaving no cash in the house for the family’s
daily needs were common problems for these women.
The women were exposed to various forms of physical
abuse that caused minor as well as major injuries. S1 and
S2 received major injuries when they were beaten, causing
bleeding and fainting, while S3, S4, and S5 experienced
mild to moderate physical abuse:
. . . every time he noticed me . . . put makeup on
my face . . . when I prepared myself for the office,
he made cynical comments . . . once he tried to
remove the face powder from my face . . . he pushed
me backward and roughly wiped a towel over my
face to mess up my make-up . . . he did that because

Table 2. Data analysis examples
Empirical inquiry

Reflective inquiry
Formulated meaning

Meaning unit (from the transcripts)
I wore a Muslim veil because he wanted me to. I had

(descriptive analysis)
He directed her performance.

Subtheme (interpretative analysis)
Being controlled on how to perform.

to keep everything covered. I wasn’t allowed to look

Obedience and submissiveness
beautiful and I wasn’t allowed to get dressed up.
She was obedient and complied with as strategy to maintain the family
As a wife I did what he wanted. If he told me what to do, his orders to keep the marriage intact. harmony.
I did what he said . . . the important thing to me was to
Traditional belief about women’s role
maintain peace at home . . .

in marriage.

I couldn’t take it anymore so I told the head of the local She confessed during health

Self-disclosure during health

Health Center when he asked, ‘Why are you always

attendance that she was burnt by

attendance.

getting chicken pox?’ that actually they were really

his cigarette butts.

Physically tortured.

cigarette burns, not chicken pox.
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Table 3. Profile of the informants
Number of
Identity code

Age

Education

Occupation

children

Types of violence experienced

S1 (divorced) 35 years Bachelor degree

Primary health care staff

2

Physical, sexual, emotional & economic

S2

35 years High school

Run a small shop at home

2

Physical, emotional & economic

S3 (divorced) 33 years High school

Run a small shop at home

2

Physical, sexual, emotional & economic

S4
S5

50 years Bachelor degree
43 years Bachelor degree

Civil servant (health district office)
Civil servant (teacher)

2
3

Physical, emotional & economic
Physical, emotional & economic

S6

42 years Bachelor degree

S7 (divorced) 38 years Bachelor degree

Civil servant (teacher)

3

Physical, sexual, emotional & economic

Civil servant (sub district office)

2

Emotional & economic

he was jealous, thinking I will have an affair with
another man. (S5)

Jealousy caused physical abuse for S4, while S1 and S6
experienced physical abuse in addition to sexual abuse:
One night he woke me up and asked for sex . . .
I woke up but was not ready to suddenly have sex
with him . . . I mean . . . I need some time to prepare
myself to have sex with him . . . but then he beat me
up! It was just after midnight. His beating really
made me awake, so I ran away from him and went
into my kid’s room. He said that wherever I run, I’m
still his wife, so he might do anything to me! He did
it several times . . . beat me . . . because of my refusal
to his sexual requests. (S6)

Overall, the informants described a poor life situation and feelings of being destroyed by the abuse they
experienced by their husbands.
Our analysis resulted in four main themes (italics) and
six subthemes (bolded) that together illustrate the coping
dynamics of these women survivors. First, the ruined self
refers to the negative effects of domestic violence, that
is, the overall loss of self-respect and confidence that
the women had in common, even if they handled the
situation in different ways. Second, the inner realities
illustrate the dilemma the women felt when choosing
between fight to rescue or maintain the harmony. Third,
the outer realities show the influence of significant others
and more formal institutions when functioning as supporting actors or closed gates. Fourth, the elastic band
strategy demonstrates a coping strategy characterized by
movement back and forth between opposing the violence
or surrendering and accepting the situation. Below is a
more detailed presentation of the results under the theme
and the subtheme headings. Quotations from the interviews are given to illustrate how the informants own
words have guided the interpretations.

The ruined self
This theme describes the immediate effects as well as
the long-term impacts of domestic violence on the person.
The theme differs from the others in that it does not

independently and on its own relate to coping. However,
it describes the negative consequences of experiencing
domestic violence, which thus creates the need to cope.
Without ‘the ruined self’ there would be no need to
cope. The women expressed a situation where they were
totally disrespected, degraded, belittled, abandoned, and
subordinated as human beings. Beatings, assaults, scolding, yelling, financial abandonment, hampers and control
were overt expressions of their husbands’ power over
them as wives. Because of this chronic abuse, these women
suffered from immediate injuries as well as long-term
negative impacts on their self-integrity. S1, S4, S5, and
S6 described how they were accused by their husbands
of having affairs with other men. This accusation had an
almost fatal effect on S1’s life, as that accusation
was related to her husband’s attempt to force her to sign
divorce papers. As a result, S1 attempted to commit
suicide:
Early in the morning, I was taken to hospital for
two weeks. I was unconscious and on medication
for a week. I took sleeping pills and poison used
to exterminate pets. I felt like there was no way out.
(S1)

Another of the informants, S4, developed gynecological
problems because of her husband’s adultery with a
prostitute:
Last time I developed problems with my genitalia
. . . painful and itchy like eczema down there . . .
I showed it to him. I said, ‘‘You see, here is the
bad thing again, from you! This must be caused by
you and your prostitute!’’ (S4)

S5 never experienced any physical or sexual violence,
but she suffered from emotional and economic abuse.
However, she experienced physical symptoms because
of her anger and frustration. Living in a marriage with
chronic conflict had obvious effects on both her physical
and mental health:
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S1, S3, and S4 expressed their concern about their
children because they were also exposed to their father’s
abusive behavior toward their mother:
My eldest child was shocked to see me being beaten
and bleeding. He immediately got a nosebleed . . .
he was stressed. (S1)

Being a victim of domestic violence also caused negative
psychosocial effects on these women’s interactions with
others. S6 lost her reputation after being slandered by her
husband:

The older one . . . she shouted loudly at him one day
as he treated me bad, she said to him, ‘‘What else do
you want from Mama? What is her fault? Are you
crazy or what?’’ He was so upset with her comment
and yelled at her, calling her a sinful daughter for
being that rough with her own father, ‘‘God will not
grant you prosperity,’’ he said. She replied to him,
‘‘Prayers from a father such as you will be rejected
by God.’’ (S4)

Besides support from significant others surrounding
the women, S1 had received support from her husband’s
work place (employer). Her bravery in reporting her
situation was followed up with her husband’s employer
intervening in her domestic violence problems:

He accused me of having an extramarital affair,
using my money to have fun with my extended
family, and created a negative rumor about me
among my colleagues. He directly came to the
school principal and raised negative speculations
that ruined my reputation. He said, ‘‘If something
bad happened in the future at this school, don’t
blame me as I’ve already warned you about her.’’ So
the next day the principal called me and cancelled
my promotion for the master program. (S6)

The descriptions above clearly illustrate that domestic
violence had a devastating impact on the women’s physical
and mental health, as well as their economic and psychosocial situation. Thus, experiences of ‘the ruined self’ led to
a need to cope with this chronic stress.

The outer realities: ‘supporting actors’ versus
‘the closed gates’
This theme and the subthemes describe how the informants accessed their outer resources to form their coping
strategy. Apparently, these women oscillated between
getting appropriate support and being denied either social
or institutional support from their networks. Mostly,
support came from family members and friends, but
at times these social networks also behaved as ‘the closed
gates’ because they did not give any sanction to the
batterer. The formal actors, either affiliated to government or nongovernment organizations, also played a
significant role, because women who had already successfully terminated their abusive marriage received institutional support, while those who were still in the
relationship received nothing.
My big family, my father, mother, brothers and
sisters were all on my side. (S7)
We were so poor that time, so my father kept
sending me a monthly stipend because he was so
worried. Life was very hard at that time. My
husband always spent the stipend from my father.
He tried to do a lot with the money, but nothing
that he tried succeeded. (S4)

I went to the head of the operational section, who
was third in charge at the District Police Station.
I said, ‘‘Sir, please help me . . . my husband is living
with another woman.’’ He said, ‘‘Are you sure
you are ready for this?’’ I said, ‘‘I’m ready . . . if
possible sir, do something now . . . don’t wait until
tomorrow.’’ They immediately went in a car to
arrest him. (S1)

S1 received a good response from her husband’s institution. On the contrary, even though she often complained
to OSAPE, she felt that this office could not really fight for
her rights. S3 was pursuing her legal process in another city
around 100 km north of Purworejo, where there was a
nongovernment organization that had specific services
for women survivors. In the end, she received tangible
legal support and won her case. S7 was supported by her
husband’s office, which was committed to act because of
his violation of the civil servants’ rules, that is, he married
a second wife without consent from the first one.
However, some women informants were not defended
by their immediate surroundings. S1 was in a big quarrel
with her husband that ended in a fight, in which she was
kicked and stomped in the abdomen and then expelled
from the house along with her children. She asked one of
the neighbors to mediate between them, but he refused to
do anything to support her:
We slept at a mosque for three nights. Not even one
person from my house helped us, not even one in the
name of God. They saw me taking my things so they
knew. I took clothes and a bag from the house.
In Surorejo Village . . . no one helped me. (S1)

S2 was hit and kicked inside the house, and she screamed
for help. Her mother came to help, while the neighbors
did not do anything:

All of the children of the women in our study had
witnessed their mother being abused by their father in
various ways. Because they knew how their mother had
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been acting within the household, the children were on
her side:

He hit and kicked me so hard that I collapsed . . .
then he banged the door and went out . . .
I screamed and my kid cried a lot . . . so my mother
came and helped me, and the neighbors came over
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and asked my husband what had happened but he
kept silent. And then he went to his uncle’s house . . .
just like that. (S2)

Another quality that reflected a powerful self among
these women was good self-regulation, which indicates a
personal maturation among them:

S6 received some material and financial support from her
family, but no one saved her from her husband’s beatings.
Meanwhile, S5 complained to her mother-in-law about
her husband’s lack of contribution in financing the
household, but her mother-in-law neglected her:
He had a job and projects, but he did not share his
earnings for running the household. And when
I complained to my mother-in-law, she said, ‘‘Why
should you complain, don’t you have your own job?
Can’t you can manage your life with the salary that
you get?’’ (S5)

These descriptions illustrate that the outer realities,
either individual or institutional, consisted of supportive
actors as well as closed gates. The most reliable support
came from family, while neighbors were less supportive and even tended to be ignorant toward domestic
violence in the neighborhood. Concerning institutional
responses, the experiences of S1, S3, and S7 of receiving
institutional support showed the significant impact that
this type of support could have. For these women, the
institutional support gave them the strength to cope,
and became a turning point, leading to the decision to
leave their abusive husbands.

The inner realities: fight to rescue versus maintain
the harmony
This theme illustrates the internal/inner realities that
influenced how the women coped with the domestic
violence they experienced. On the one hand, their internal
resources reflected a powerful self that was capable of
fighting and rescuing themselves and their children.
On the other hand, their inner resources also reflected
a powerless self, influenced by internalized norms that
require them to be a good wife and mother by maintaining the family harmony. A powerful self among
these women was shown in their assertiveness and selfauthority over their daily life:
The thing that drove me the most to divorce was
that I wanted it to end it rather than continuing to
live a life like that. I felt worried about the children,
and secondly, I didn’t want to live as a woman who
is constantly being put down and belittled . . .
I wanted the divorce. I wasn’t afraid of the future.
(S3)

One night he came home very late, and the next
morning I still talked to him in a very pleasant
manner . . . although he answered in a rough way . . .
I talked to him politely, asked what he needed and
wanted . . . I did that to protect the kids from
imitating their father’s rough behavior. (S7)

Another quality of these women that reflected a powerful
self was self-confidence in maintaining their work performance outside the house. As we know, five out of
seven women in this study were working at government
bodies, and they all managed to perform their work well:
He is a civil servant just like me, but I think I had a
better career than him at the time. I did many papers
for different presentations, and got many points
for that, while he didn’t. So, actually I was more
advanced than him in terms of career. I am a very
independent person. (S5)

These women had good self-confidence, which could have
functioned as an inner resource for managing domestic
abuse. However, experiencing domestic abuse had weakened this powerful self, in favor of the more powerless
self. The significance of the powerless self among these
women was reflected in their beliefs about how to behave
as a good wife in maintaining and keeping their marriage
intact. Because of the internalized norms about being
a good wife, they almost had no self-authority over their
life:
‘‘Why should you live like this? Why should you?’’
my father asked, and he asked me to move to his
town several times, but it’s so strange that I did not
dare to do so . . . so strange that I always confirmed
his (husband’s) words, did what he asked, and had
no bravery to act against him. (S4)

S5 and S6 expressed their powerlessness by waiting and
asking their abusive husband to initiate a separation,
which obviously would never happen:
That is what I feel . . . with everything he’s done to
me . . . he hurt me, betrayed me . . . I would very
much indeed want to be away from him . . . divorce
. . . but it’s supposed to be his initiative . . . not mine.
(S6)

S2 even denied that arguing and hitting are bad in a
marriage, and therefore she did not really mind what her
husband did to her:

Assertiveness was a quality that was possessed by all
women in this study, and it was expressed differently
according to personal style. This is actually a good modality for women to raise their voice within an intimate
relationship.
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Yeah . . . he did this to my head (pushing her head
with her hand) . . . but it didn’t really hurt. He
always did that to my head. He always did it to the
kids too. I think that it’s just normal arguing
between husband and wife. I think arguing is
normal. (S2)
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The next aspect that became an internal struggle to cope
with domestic violence in this study was their concern
about the children. S2 and S5 shared the experience of
thinking about separation, but every time they started
thinking about their children, they felt a deep concern
about them:
That is exactly what is in my mind . . . if I leave him,
I may be free and become a free woman . . . but what
about my kids? (S5)

S1 and S6 were convinced that domestic violence had
bad consequences for their children, and that is why they
were concerned about how to protect their children from
further exposure to the marital abuse:
At night I get scared that he’s going to come and
take the kids . . . I go and check my kids and just
hold them both . . . I say, ‘‘Oh they are still here!’’
They are the most valuable thing to me. Let me be
poor, but I don’t want to lose my kids . . . I was
stupefied by their father. I don’t want that again . . .
don’t want him to meet with the little ones . . . he’s
not allowed to. (S1)

The above quotes describe how concern for their children
pushed them from one side to another. Their concern for
their children apparently strengthened them to fight and
rescue both themselves and their children. However,
at the same time, it weakened their inner power because
of the internalized norms about their responsibility to
maintain family harmony.

The ‘elastic band strategy’: opposing the violence
versus surrender and stay
This theme describes how the women in this setting coped
with domestic violence. Analyzing their stories showed
a situation whereby the women seemed to cope using
what we have labeled the ‘elastic band strategy.’ This
strategy implied a constant stretching, by making efforts
to oppose the violence, for example, through spiritual
framing, seeking outside support, being assertive, and
trying to make a positive diversion. However, the
stretching was often followed by withdrawal and surrender through submissiveness, keeping silent, or ignoring
their husband’s behavior.
An example of how women coped by being submissive
is illustrated below:

and in-laws. A submissive act was usually followed by an
act of silence, as expressed by S5:
My youngest kid saw it not so long ago . . . she
said, ‘‘Mom, what happened?’’ I said to her, ‘‘He
(husband) just broke down a door again.’’ But my
neighbor never heard anything, because I always
kept quiet about whatever he was mad about in
our home. (S5)

Most of these women had noticed some strange behavior
by their husband at an early stage of their marriage,
but had ignored it:
I moved to another town with the kids, he was
supposed to would follow later on. One day,
I telephoned his neighbors and asked how he was.
The neighbor said, ‘‘He does not live in the house
any more . . . Oh, you didn’t know that? He’s living
somewhere else now with another woman. You need
to come here!’’ But I closed my eyes and ears.
I thought, yeah . . . maybe it could happen if he was
far from his wife, but I was sure that he wouldn’t be
living with another woman. I didn’t believe it. (S1)

All informants described how they had ignored their
husband’s violent tendencies at the beginning of their
marriage, but later they became aware that this did not
improve their situation. These women used different
methods to oppose their abusive husbands and thereby
end the abuse.
Two women, S1 and S4, described how they framed
their life in a spiritual way, something that is commonly
practiced by people in this area:
I said that God never sleeps . . . I prayed . . . during
the night, I just prayed, asking God to help me,
to bring the truth to light. (S1)

Some of the women in this study undertook the brave
action of initiating a report of their husband to the
authorities. S1, S3, and S4 reported their husband’s
beatings to the police:
It was painful when he pushed me . . . my belly got
hurt . . . I made a report to the police right away.
(S3)

Other than making a legal report, some of the women
were also active in seeking additional financial support:
I asked for assistance from the Office of Social
Welfare and got some money to start a small
business. Otherwise, where would the money come
from for telephone, electricity and water? (S3)

I wore a Muslim veil because he wanted me to. I had
to keep everything covered. I wasn’t allowed to look
beautiful and I wasn’t allowed to get dressed up.
As a wife, I did what he wanted. If he told me what
to do, I did what he said . . . the important thing to
me was to maintain peace at home. (S1)

Another way for these women to cope was to disclose
the abuse to family or friends. All women in this study,
except S5, eventually disclosed their abusive experience to
family or friends:

S2 was also abused by her in-laws, as she lived in the same
house as them. For her, being submissive was the most
effective way to prevent further conflict with her husband

Finally, after 10 days of keeping the secret to myself,
I could not bear it any longer and I cried to my
friend. (S7)
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S5 undertook another brave action. She felt so frustrated
by her husband’s violent behavior, and she thought about
how she could achieve a better future life by executing
a positive diversion:
I became more and more frustrated to see what he
did over and over again . . . and then I started to
think about how to change my life into a happier
one . . . I started to prepare myself for higher
education, so that in the long run I will have a
better income and a stable career. (S5)

their role in maintaining family harmony by being an
obedient wife and a good mother. This strong tension led
to the elastic band strategy, which implies a long-term
process of moving between actively opposing the violence
and surrendering and abiding the situation a bit longer,
before possibly, eventually leaving the relationship.

Discussion

Overall, the coping dynamics among the women in this
study showed a complex pattern where the outer and
inner realities could simultaneously act as factors that
facilitate fighting against the violence and also as factors
making the women surrender and tolerate the violence.
Figure 1 depicts how the women’s experiences of
chronic abuse (stressors) have ruined their personal life
because of the associated physical, mental, psychosocial,
and financial impairment. These chronic stressors led the
women to evaluate and access their external and internal
resources to form coping strategies. Apparently, both
external and internal resources contained conflicting
realities. Within their external resources, they found
relatively good support from friends and family members,
and from their husband’s employers. However, at the
same time, they received less support from their neighbors or the police. From their internal resources, these
women also experienced a conflicting situation. They felt
a need and a responsibility to rescue themselves and their
children, which conflicted with the internalized norm of

All women in this study suffered from moderate to severe
forms of abuse from their partners, which resulted in a
decision to either terminate the marriage through divorce
or stay in the relationship but struggle to cope with the
abuse. The overall strategy was described as an elastic
band that stretches in and out to adjust to the immediate
needs related to the violent episodes. The informants’
lived experience shows that coping behavior is a result
of a complex interaction between the availability of inner
and outer resources that in turn guide their decision to
stay or to leave the marriage.
This study shows that the women exposed to violence
felt that they received appropriate social support from
family or friends when they asked for it but lacked support
from neighbors. The importance of this support has
been emphasized by others (14, 21, 40). Even if it often
only temporarily slows the abuse, social support is
viewed as important for improving the coping capacity
of women survivors of partner abuse (40). Having a
trusted colleague available to discuss one’s problems with
has also been shown to be beneficial (41). Other studies
have found that battered women tend to have low levels of

Outer realities
The supporting actors
• Family & friends
• NGO & employers

The closed gates
• Neighbours
• Police

“Elastic band”
coping strategy:
Opposing vs Surrender

The ruined self

Inner realities
Fight to rescue
• The self
• The children

Maintain harmony
• A good wife
• A good mother

Fig. 1. Coping dynamics of women survivors of domestic violence in rural Purworejo.
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perceived social support (22, 40). This might be because
of the common norm of viewing domestic violence as
a private issue in which outsiders should not intervene.
In our study setting, traditional values, shared by most
Javanese, state that once a woman marries a man, she
belongs to him, and the parents no longer have power
over her. Our previous findings (5) have shown that the
majority of women in this study setting (94%) agreed to
the statement ‘Family problems should not be discussed
with people outside the family.’ On the other hand, more
than half of the women (59%) agreed that in the case of
violence, ‘Others outside the family should intervene.’
The women in this study lacked proper institutional
support from the Police Department, legal institutions,
or other related government bodies. Only one of the
women who had reported their husband to the police
was followed up seriously. However, the women who
decided to leave their abusive husbands felt that they
received tangible support from the government bodies
that their husbands were affiliated to or from human
rights organizations (nongovernment organizations). Receiving positive responses from organizational bodies
gave these women confidence and a feeling of being
able to change their situation. This means that support
from formal institutions may significantly contribute to
encouraging women who have decided to end an abusive
marriage. This is in line with the framework proposed by
Liang et al. (14) about the leaving process among
survivors of intimate partner violence, and findings
from the study of Koepsell et al. (15), where women
who left the relationship were significantly more likely
to have successfully accessed services from domestic
violence agencies or other public or private assistance,
compared with those that had not left the relationship.
Internally, women fought against the internalized norm
that a woman’s role is about being a good wife and a good
mother (42). Thus, in a society that places the burden
of family harmony on the woman, a failed marriage
must be her fault. This suggests that a commitment to the
relationship may be a significant factor in the decision to
tolerate abuse (43). In this study setting, it is common
that brides are advised by their parents to carefully hide
conflict and to protect the husband’s honor from people
outside the family. Accordingly, in our study, we found
that the powerful self of these women, what Patzel (19)
calls self-efficacy, was counteracted by rural isolation
and cultural values that emphasized family unity (43).
The women in our study were thus faced with an internal
conflict that hampered their ability to optimally utilize
their powerful self. Therefore, this inner conflict is an
important internal factor that must be taken into account
in the scheme of women’s empowerment efforts, in terms
of enhancing their coping skills.
Overall, the coping responses described by Moos (26)
and Tobin et al. (27) resemble the coping strategies used
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by the women in this study. They used different coping
strategies that changed over time, repeatedly oscillating
between avoidance or disengagement to approaching or
engaging. This fits with the findings of Waldrop and
Resick (23), who claim that within an abusive relationship, a woman may prefer to use a certain coping strategy,
but then she must adjust that strategy to fit to a
particular situation. This is because women who experience domestic violence most likely face a lack of available
resources as well as social support, options for escape,
and control (44). The use of approach or engagement
coping responses to counter the abuse led some of the
women to be in a strong position to take action to leave
the abusive husband, but, later on, that strategy also led
them to face retaliation from their husband. Goodman
et al. (44) have shown that active coping actions
(approach and engagement responses) have the potential
to positively affect the elimination of violence in a
woman’s life but at the same time have negative consequences. This is similar to what we found in our study.
When women actively sought institutional support from
the police, it stopped their husband’s physical abuse but
also led to other psychosocial problems such as a lack of
financial support for the household. The dynamics of the
abusive relationship and the overall availability of internal and external resources formed an elastic band
strategy among the women survivors of domestic violence. This coping strategy will lead to further decisions
about whether to stay or to leave the marriage.

Validity
Using a phenomenological approach means that the
researcher builds on people’s experiences of a certain
phenomenon to become more experienced themselves
(39). The need for validating the findings by discussing
the transcripts with the informants themselves is strongly
emphasized (45, 46) and is similar to what Lincoln and
Guba (47) call member checking. In this study, it was
only possible to perform member checking with two of
the informants. However, the prolonged engagement by
the first author in the field of domestic violence (being a
psychologist) as well as her frequent field visits to the
study site increases the validity of the study. During the
analysis, regular peer debriefing sessions were held within
the research group to broaden the perspective and discuss
the interpretation of the data.
Limitations of the study
The study limitations refer mainly to the sampling of
informants. All the interviewed women had accessed
institutional services and they all had more than 9 years
of education. This means that we do not know if the
described coping mechanisms apply also to less educated
women who have not sought support. These groups may
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be more prone to accept their situation and remain in an
abusive relationship.

Conclusion and policy implications
In this setting, domestic violence is still seen as a private
and internal issue in which people outside the family are
not supposed to intervene. Therefore women survivors of
violence face a lack of institutional support and tend to
have traditional beliefs that hamper their potential to
stop the abuse. The women in our study had a fairly high
educational level and had their own jobs; yet, they had
difficulties in mobilizing the support needed to end the
abuse. This could partly be explained by internalized
gender norms about their responsibility for maintaining
family harmony.
Women in this rural area face many disadvantages in
life, including experiencing domestic violence, which is
partly accepted by patriarchal gender norms. We encourage the government of Purworejo to:
. Conduct early prevention efforts through various
public educational strategies to challenge the traditional norms, gender equity, and the unfair burden of
gender-based violence in the community, among men
and women, boys and girls.
. Establish a responsive law enforcement system so that
all women survivors’ reports are followed up appropriately along with the Indonesia Domestic Violence
Act (Law number 23/2004).
. Provide consistent resources such as funds for the
daily management of the service unit and capacity
building for the staff. This effort will guarantee the
existence of the service unit in providing any service
for women survivors of violence in the district.
. Improve their outreach service programs for women in
remote areas by providing trained lay counselors at the
community level. These lay counselors will be acting as
the first care taker for further referral and ‘the first
aid’ provider for women survivors before they undergo
further referral to the unit.
Finally, the Government of Purworejo must take into
account the specific needs of its inhabitants and understand that maintaining family harmony at any cost may
threaten the lives of women and children in their area.
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‘Expanding your mind’: the process
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3
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Background: Traditional forms of masculinity strongly influence men’s and women’s wellbeing.
Objective: This study has two aims: (i) to explore notions of various forms of masculinities in young
Nicaraguan men participating in programs addressing sexual health, reproductive health, and/or gender
equality and (ii) to find out how these young men perceive their involvement in actions aimed at reducing
violence against women (VAW).
Design: A qualitative grounded theory study. Data were collected through six focus groups and two in-depth
interviews with altogether 62 young men.
Results: Our analysis showed that the informants experienced a process of change, labeled ‘Expanding your
mind’, in which we identified four interrelated subcategories: The apprentice, The responsible/respectful man,
The proactive peer educator, and ‘The feminist man’. The process showed how an increased awareness of
gender inequities facilitated the emergence of values (respect and responsibility) and behavior (thoughtful
action) that contributed to increase the informant’s critical thinking and agency at individual, social, and
political levels. The process was influenced by individual and external factors.
Conclusions: Multiple progressive masculinities can emerge from programs challenging patriarchy in this
Latin American setting. The masculinities identified in this study show a range of attitudes and behaviors;
however, all lean toward more equitable gender relations. The results suggest that learning about sexual and
reproductive health does not directly imply developing more gender-equitable attitudes and behaviors or a
greater willingness to prevent VAW. It is paramount that interventions to challenge machismo in this setting
continue and are expanded to reach more young men.
Keywords: gender; grounded theory; masculinity; Nicaragua; young men; change
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his article focuses on emerging forms of masculinities that will hopefully improve health for both
men and women. Gender can be understood as a
set of social relations that organize our social practice
and interactions between men and women in a given
culture (1, 2). However, these interactions are often
inequitable, defined by power imbalances between and
within genders (1). In many societies, these inequalities
are representations of a patriarchal system of beliefs
giving men authority over women (3). Nevertheless, not

T

all men have the same amount of power in a given society.
Connell (2) proposes that there are different types of
masculinities, which are related to each other in diverse
ways (relations of hegemony, subordination, complicity,
and marginalization). Among these, hegemonic masculinity emerges as a key concept. It is defined as ‘the
configuration of gender practice which embodies the
currently accepted answer to the problem of the legitimacy of patriarchy, which guarantees the dominant
position of men and the subordination of women’ (2).
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In other words, it represents the ideal of what it is to be
a man in a given society. However, it is not a static entity:
it changes over time and is continuously challenged by
men and women who oppose it (4).
Although the concept of hegemonic masculinity has
been used extensively in many research fields, it has also
been criticized. Demetriou (5) and Hirose and Kei-ho Pih
(6) have pointed out that the construction of hegemonic
masculinities can also be influenced by features of subordinated and marginalized masculinities reinforcing its
domination. Howson has criticized Connell’s theory for
lacking an emphasis on how ambivalent and protest
femininities influence gender politics (7). In addition,
even if it has been argued that Western constructions of
masculinities have a strong influence on their local and
regional counterparts in other parts of the world (8),
regional and local hegemonic forms of masculinity are
also shaped by other factors, such as local traditions and
migration (4, 911). One recent criticism of approaching
masculinity as a plural entity is that such an approach
focuses too much attention on the differing rather than
the common practices that men share (12). Other authors
have questioned the clarity of Connell’s theory, pointing to its ambiguous and sometimes blurred definition
(1315). Nevertheless, we agree with Connell in her
acknowledgement of these criticisms and reformulation
of the hegemonic masculinity concept, stressing the
relevance of change, power relations, and multiplicity in
the study of masculinities (4).

Masculinities in Latin America
In Latin America, machismo has historically been viewed
as a set of hegemonic masculinities that legitimizes
patriarchy in this setting (16, 17). Rather than a single
set of defined behaviors, several authors (1720) have
proposed that machismo can be expressed differently
in different men, with their behavior oscillating within
a continuum of positive and negative characteristics.
In a quantitative study of Latino men living in the
United States, five different types of machismo were
identified: contemporary masculinity, machismo, traditional machismo, compassionate machismo, and contemporary machismo (18). These types differed in key
characteristics such as whether or not they were
authoritarian, the degree of demands regarding women’s
obedience, different levels of competitiveness, and, most
important, different degrees of flexibility regarding
traditional gender relations.
In a review of studies exploring masculinities in Latin
America, Gutmann (21) also highlights the multiplicity
of masculinities in this region. This diversity has been
documented in Mexico by Ramirez Rodriguez (22), who
found that young men’s attitudes toward gender relations
can range from conservative to ambiguous to flexible.
Gutmann (21) proposes that Latin American masculi-
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nities have been in a process of change, suggesting that
these transitions have been influenced by global economic
changes that have led to increasing modernization and
urbanization, new job markets for women, and a growing
feminist activism in the region. These changing patterns
of masculinity may also have been influenced by ongoing
interventions in a number of Latin American countries,
such as Program H in Brazil, which have been actively
promoting more gender-equitable forms of masculinities
(2326).

Why is it important to challenge hegemonic
masculinities?
Young people’s health is often influenced by gender
inequalities  one example is access to contraception 
and these are reinforced by unequal gender relations
present in hegemonic masculinities. Thus, challenging
hegemony and hence the gender order might improve the
health of young people. The World Health Organization
defines gender equality as the ‘the absence of discrimination  on the basis of a person’s sex  in providing
opportunities, in allocating resources and benefits or in
access to services’ (27). Achieving gender equity  ‘fairness and justice in the distribution of benefits and
responsibilities between women and men’ (27)  is a
critical step in the process of attaining gender equality.
It has been argued that men are the main guarantors of
the patriarchal gender order (28); thus, several researchers have pointed out that interventions aiming to achieve
gender equity must involve men in order to be more
successful (24, 28, 29). Around the world, different
cultural constructions of masculinities have been associated with men’s unhealthy behaviors, such as aggression
and risk taking, leading to a higher risk of morbidity and
mortality over men’s life course (30, 31). Young men
often feel pressured by society (32, 33) to engage in these
behaviors to prove their masculinity to themselves and
their peers (30, 3436). Women’s health is affected by
men’s negative behaviors. One significant example of
this is men’s violence against women (VAW), a common
expression of male power and control in patriarchal
societies (37). VAW is a widespread public health problem
affecting women throughout their life span (38). Recent
population-based data suggest that one form of VAW 
intimate partner violence (IPV)  is a transcultural
phenomenon, including physical, sexual, and psychological violence and affecting women and families worldwide, especially those in low-income countries (39).
Exposure to IPV has consistently been associated with
women’s poor mental, physical, and reproductive health
(40, 41).

Rationale for this study
In Nicaragua, studies have found evidence of changing gender norms in both women (42) and men (43, 44).
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In a qualitative study of adult men, Sternberg et al. (43)
reported that men had different discourses about masculinity, ranging from a traditional patriarchal stance to
a feminist discourse. Welsh (44) proposed that men’s
attitudes toward more equal gender relations might be
linked to their participation in activities aimed at
challenging patriarchy in this setting. Quantitative and
qualitative studies describing the changes that adult and
young men experienced while engaging with institutions
promoting changes in masculinity patterns have been
conducted in Latin America and around the world
(21, 26, 4346). However, to the best of our knowledge, no studies have explored in full how these changes
happened, what influenced the flow of these pathways of
change, and what forms of masculinities emerged from
this process. The purpose of the present paper is therefore twofold: (i) to explore notions of various forms of
masculinities among young Nicaraguan men participating in training programs addressing sexual health,
reproductive health, and/or gender equality and (ii) to
find out how these young men perceive their participation
and involvement in actions aimed at reducing VAW.

Methods
Setting
The study was performed in Managua and León municipalities, Nicaragua. Nicaragua is a low-income country with high unemployment. As in other low-income
countries, young people face many challenges, with
poverty and lack of educational opportunities the most
prominent. National data show that only 39% of those
attending high school complete their education (47). In
addition, both the public and the private school system
lack a scientific and progressive sex education program.
The hegemonic pattern of masculinity in Nicaragua is
machismo. Machismo is understood as the set of attitudes
and behaviors that dictate how men interact with women
and with other men. According to Welsh et al. (48) and
Lancaster (49), machismo is based on the notion that men
are superior to women and that men are tough, violent,
domineering, and womanizers. Conversely, marianismo
is a form of emphasized femininity that reinforces
machismo. It promotes the ideal that ‘real women’ are
docile and compliant to men’s patriarchal privileges (16).
Several studies conducted in Nicaragua have shown that
machismo strongly influences young men’s behaviors,
increasing health risks both to themselves and their
partners (44, 50). For example, quantitative studies have
shown that young Nicaraguan men, despite growing
knowledge of how HIV can be transmitted, use condoms
inconsistently and mainly with occasional partners (51, 52),
leaving their stable partners unprotected against the
possible risk of sexually transmitted diseases and HIV.
Traditional machismo behavior includes promiscuity and

has been associated with their female partner’s higher risk
of developing high grade cervical lesions (53).
The Nicaraguan government has an ambiguous position on gender and sexual and reproductive rights.
Although it has increased the availability of resources
to diminish maternal mortality, access to therapeutic
abortions was criminalized for the first time in the last
100 years. In addition, despite the fact that Nicaragua is
a signatory of The Convention on the Elimination of all
Forms of Discrimination against Women, changes in the
country’s legislation and special units at police stations
to handle VAW, it continues to be a serious public health
issue. According to the most recent national survey, 21%
of women reported being exposed to emotional, physical,
or sexual abuse by their partners in the past year (54). In
addition, a recent study found that 15% of ever-pregnant
Nicaraguan women had experienced physical abuse in
the past year and 24% reported a continuous pattern of
abuse (42).
Population-based studies have been conducted, among
women but not among men, assessing their attitudes to
gender relations and VAW (42, 54). A recent 4-year panel
study showed that there has been a significant change
in women’s attitudes toward VAW and gender relations.
Nicaraguan women have become less tolerant of partner
abuse and less supportive of traditional gender relations (42). In addition, a qualitative study among men
found that feminist and patriarchal discourses about
masculinity coexist in Nicaraguan society (43).
Thus, machismo behaviors and traditional norms have
not gone unchallenged in Nicaragua. Although the government has not implemented any systematic countermachismo programs, over the last 20 years, the strong
civil society of Nicaragua and its non-governmental
organizations (NGOs), such as Cantera (24, 44), CISAS
(45), and Puntos de Encuentro (55) among others, have
implemented grass-roots and population-based interventions aiming to challenge and change patriarchal
behaviors and values among young people. Many of
these interventions have been implemented from a feminist perspective (44). One recent example is a communitybased intervention directed at young people and
conducted by the NGO Puntos de Encuentro. This intervention included training workshops, educational
materials, and mass media activities (a radio show and
a soap opera). The activities aimed to challenge norms
about HIV, masculinity, and VAW. The soap opera was
broadcasted on national TV (55).

Data collection and participants
We gathered the data through six focus group discussions
(FGDs) and two in-depth interviews. The sampling was
purposive in accordance with the flow of the emerging
concepts. We contacted the participants through NGOs
working with young men in two of the main Nicaraguan
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cities (Managua and León). The NGOs were in general
addressing broad topics within a gender, VAW, reproductive, and sexual health framework. Their activities were
heterogeneous and varied from group education, community outreach, and mobilization to a combination of
these methods. The activities seemed to depend on the
NGOs’ own agendas (24).
Three focus groups were conducted in Managua and
three in León. The participants in each group belonged
to the same NGO and thus knew one another. The
facilitator encouraged them to discuss with each other
rather than directly answering the questions. The focus
groups had on average 10 participants and met in a
private room to avoid outside disturbance and ensure
confidentiality. As part of the emergent design, during the
analysis and interpretation of the data, we also performed
two in-depth interviews. In the course of the analysis of
the FGDs, we started to identify the different masculinities emerging from the data and how they related to
each other. The in-depth interviews allowed us to confirm
and deepen our understanding of the differences and
similarities between the masculinities identified from the
FGDs, as well as the ways these masculinities were
constructed.
In total, we gathered data from 62 young men who
were participating voluntarily in NGO training programs.
Their involvement with the NGO programs occurred
as follows: some were recruited directly by the NGO’s
facilitators in the neighborhoods where the interventions
were taking place, while others had been invited by
friends who were already members. The young men
expressed various motives for joining an NGO. Most
wanted to learn more about sexual and reproductive
health, some wanted to spend time with their friends, and
others were curious about the NGO’s activities. The
participants’ age ranged from 17 to 24 years and their
educational level from incomplete high school to some
university education. Most of the participants were
studying and some were working in the informal sector.
The participants’ length of involvement with an NGO
varied from 1 to 4 years. During this period, their
exposure to the NGO’s activities was highly heterogeneous, even within groups. The young men were exposed
to different educational sessions, each lasting from 1 to 3
months. During this time, they also participated in other
NGOs’ activities, such as rallies, theater presentations,
and so on. We consider this an advantage rather than
a disadvantage, as the heterogeneous sample allowed
us to identify the similarities and differences between
informants’ experiences.
In the FGDs, very few participants spontaneously
identified themselves as homosexual or bisexual. The
FGDs and the interviews lasted between 60 and 150 min
and were conducted in Spanish. An audio device was
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used to record the data, which were subsequently
transcribed verbatim.
For both the focus groups and the in-depth interviews,
we used a semistructured discussion guide with openended questions to explore the participants’ perceptions
of their training experience, masculinity, gender relations,
and VAW (Table 1). The discussion guide was developed
by the researchers as a part of a larger project exploring
masculinities in Latin America and was adapted to the
Nicaraguan context. To explore informants’ attitudes
toward gender relations, we used hypothetical questions
(56) such as: Someone once told me that a good wife must
obey her husband even if she doesn’t agree with him. What
do you think? From this statement, we then asked
participants to reflect on and discuss issues of gender
and violence. These questions were modified from those
used by the WHO multicountry study on women’s health
and domestic VAW in the section on attitudes toward
gender roles (57).
In addition, to explore informants’ specific attitudes
toward VAW, we used short oral vignettes (58) describing
situations in which women were experiencing IPV and
sexual abuse. For example, we used the following vignette
to explore the participants’ attitudes toward IPV:
Johana is 20 years old. She has been Ruben’s girlfriend for the last three years. Ruben has been acting
very jealously lately, yelling and insulting her every
time she says hello to a friend. The last time, he hit
her when they got home. What do you think about
this? Why?

Follow-up, probing, and interpretative questions were
employed to further explore topics that emerged from
the data (56). The emergent design of our study also
allowed us to include new topics that arose from the
previous discussions in the subsequent FGDs and
interviews.

Analysis
We analyzed the rich data gathered from the focus groups
and interviews using the grounded theory method of
constant comparison (59). We used this method because
we understand reality as socially constructed (60); thus,
we aimed to build theory emerging from the data rather
than from a preconceived hypothesis. The data collection
and analysis were conducted in parallel, so-called abduction. The analytical process started with a sentence-bysentence open coding that helped us to identify concepts
and actions that described the informant’s experience
(61). The open coding was conducted using OpenCode
3.4, a free software program developed by Umeå University (62). We then performed selective coding. This
means that open codes that had something in common
were grouped together, forming categories, thus representing a higher level of abstraction. During this process, a core category emerged, and its properties and
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Table 1. Semistructured interview guide
Topic

Questions

Experience as activist

1. Can you tell me why you became involved in this training program? What do you think of it?

Construction of masculinity

2. Can you tell me what gender is? And sexuality? Homosexuality? Violence against women?
3. Do you consider yourself a man or a boy? In what way? What does it mean to be a man?
4. How do you become a man? Are there any other ways?
5. Are there any differences between you and young men who have not received this training? In what
way? How do you feel about that?
6. What makes you different from other young men?

Attitudes toward gender

7. Someone once told me, ‘A good wife must obey her husband even if she doesn’t agree with him’.

relations and violence

What do you think about that?

against women

8. Somebody said to me, ‘If a husband mistreats his wife, people from outside the family have to
intervene’. What do you think about that?
9. Somebody said to me, ‘A woman has the right to choose her friends, even if her partner disagrees’.

Vignettes

What do you think about that?
10. Johana is 20 years old. She has been Ruben’s girlfriend for the past 3 years. Ruben has been acting
very jealously lately, yelling and insulting her every time she says hello to a friend. Last time, he hit her
when they got home.
What do you think about that? Why?
What would you do if you were Ruben’s friend? Or if you were Johana’s friend?
What could she do in that situation?
11. You go to a party with your best friend. Afterward, you see that your friend is talking to a girl who is
very, very drunk. It looks like he wants her to go with him somewhere, but it seems that she doesn’t
want to go.
What do you think about this situation? What would you do?
What would you do if she was your friend?

dimensions were identified. Finally, we created a model
grounded in the data that represented how the categories
related to each other, a step called theoretical coding
(63).

Ethical considerations
The research protocol was approved by the Faculty of
Medicine Ethical Committee of the National Nicaraguan
Autonomous University, León. Participation in the
research project was voluntary. We obtained oral informed consent before starting to collect the data and
before recording the FGDs and interviews. All participants were informed about the objectives of the study
and that they could withdraw from participation at
anytime.

Results
In the following section, we present an overview of the
main findings. We then describe the core category in
depth, the subcategories/ideal types and their properties
and dimensions, and the factors shaping the core
category. Constant comparison of the data allowed us
to identify a core category representing the process of
change in gender relations and masculinity among
organized young Nicaraguan men and the individual
and external factors facilitating or constraining this

process (Fig. 1). This core category, labeled ‘Expanding
your mind’, contains four subcategories representing the
changing masculinities that emerged through the process (The apprentice, The responsible/respectful man, The
proactive peer educator, and ‘The feminist man’). Following Max Weber, the subcategories are constructed as
ideal types (64), which aim to capture the principal
characteristics of the identified emergent masculinities.
They should be understood as joint abstractions of the
ideas and attitudes presented by the young men, and do
not represent any particular man, rather summarize
notions from several men in the different FGDs and
interviews. The model also conceptualizes how the subcategories relate to each other.
The grounded theory analysis allowed us to identify
seven properties of the process with their respective
dimensions. These properties are the degrees of awareness, respectfulness, and responsibility, and the development of a critical stance, political stance, thoughtful
actions, and agency. Table 2 shows the properties listed
according to the subcategory/ideal type where they were
first identified. However, it is important to highlight that
properties and dimensions cut across more than one
subcategory. This is clearly evident in those subcategories
emerging at the end of the process of change.
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The apprentice

Facilitating
Factors

Constraining
factors

The responsible/respectful man

Group-support
cognitivebehavioral
change

Machismo
and
Normalized
VAW

Peer/family
pressure to
conform to
traditional
values

Coping skills
against stigma
and
discrimination

The proactive
peer educator
‘The feminist
man’

Fig. 1. ‘Expanding your mind’: the process of constructing masculinities in young Nicaraguan men participating in training
programs and the individual and social factors facilitating or constraining this process.

Table 2. Properties and dimensions of the core category
‘Expanding your mind’a
Subcategories/
ideal types
The apprentice
The responsible/

Properties

Dimensions

Awareness

unawareness

Respectfulness

consciousness
Intolerant

respectful man

tolerant
Responsibility

Irresponsible
trustworthy

Thoughtful

Impulsive

actions

reflective

The proactive peer

Agency

Passiveactive

educator
‘The feminist man’

Critical stance

Incipient
developed

Political stance

Conformist
activism

a

Properties and dimensions are listed according to the subcategory where they were first identified. However, it is important to
highlight that some properties and dimensions cut across more
than one subcategory.

‘Expanding your mind’
The apprentice: increasing individual awareness
This subcategory arose from the young men’s perceptions
of their positions in their initial engagement with groups
offering training in sexual and reproductive health and/
or gender. During this period, awareness emerged as an
important property of the process. Its dimension ranged
from being unaware to becoming more conscious about
reproductive health risks and gender inequalities. Awareness was described as ‘opening your eyes’. This process
implied not only an increase in knowledge but also an
increased awareness on the part of the young man of the
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consequences of his own actions, an expanded assessment
of the risks of being sexually active (such as unintended
pregnancies and sexually transmitted diseases), and a
growing consciousness of the negative consequences of
machismo and VAW for men and women.
The data analysis revealed that this subcategory was
defined by two concomitant actions: learning and reflection. For The apprentice, learning meant that his
continued exposure to the training allowed him to
gradually acquire scientific knowledge on several issues
previously considered taboo, such as sexuality, methods
of contraception, sexually transmitted diseases, and HIV.
Depending on the content of the training program, he
might also begin to be exposed to concepts such as
gender equity and/or VAW prevention. Exposure to this
new information and the debates triggered by it in his
interactions with other young men in the group seemed to
facilitate a cognitive change, enabling The apprentice to
begin to reflect upon his own experiences, behavior, and
attitudes toward others, as well as the social context in
which he interacted.
This training has helped to open my eyes to many
things: to HIV, to what it can do to you, how you can
get it . . . I’ve also learned about gender equity, about
sexuality, how to take care of your sexuality . . . So it
has helped to open my eyes. (FGD 6)

Nevertheless, for The apprentice, the process of learning
and reflecting on his life experiences was perceived as
difficult: an internal struggle to confront internalized
machismo and homophobia. Challenging the burden of
traditional gender relations seemed initially more complex than the lack of reproductive health knowledge.
Gender equality was perceived as difficult to grasp
because it represented a contrary set of values to those
the young man had learned from his environment.
Getting to grips with gender equality was a little
difficult for me . . . for me it was difficult to realize
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that men in our society are machistas and then . . .
that men and women have the same rights and the
same opportunities . . . it was very difficult because
I had learnt something different at home . . . that
women made the food and the men sat around . . . it
was like . . . in my house they say one thing and here
something else. (FGD 5)

in gender or reproductive health training  because he did
not act on impulse. Thoughtful action for him meant
‘thinking before acting’, taking into account the consequences of his acts before choosing how to behave.
I think that what makes us different to other men is
that they haven’t had the information we have . . . we
are conscious of what we’re doing. We are conscious
of the harm we can inflict; basically you have to be
aware of your own actions and give your best to all
humanity, because we are human, too, and you can
hurt yourself as well . . . You have to think twice
before doing something. (FGD 1)

VAW was often normalized. Blaming women for the
violence they experienced from their partners was common and often understood as they ‘consented’ to it. The
apprentice often felt that ending IPV was mainly the
woman’s responsibility.
The responsible/respectful man: thinking before acting
The responsible/respectful man emerged as a consequence of the reflecting process initiated by The apprentice. Young men’s perceptions of their own cognitive and
behavioral transformation represented the first challenge
to machismo and constitute the foundations for this subcategory. The properties identified in this subcategory
(responsibility, thoughtful action, and respectfulness)
represent the identified behavioral and cognitive transformations. The dimensions outline how The responsible/
respectful man perceived himself as following a journey
from irresponsibility to greater trustworthiness, from
impulsiveness to thoughtfulness about his own behavior,
and from intolerance to greater acceptance of others’
ideas and behavior. These properties might represent the
informants’ first steps in shifting gender relations toward
a more empathic and considerate stance regarding the
needs and rights of others around them.
The responsible/respectful man perceived this period as
a time of transformation, with the concept of growing
into manhood strongly emerging from the data. This
growing process was strongly associated with ‘walking
the talk’, meaning putting into practice the knowledge
the participant had previously acquired. A key cognitive
change was that the participant began to assume responsibility for his own actions, especially regarding
his sexuality  for example, a more responsible sexual
behavior that challenged indiscriminate sexual contacts
as a sign of manhood and that included pregnancy
prevention and condom use during sexual intercourse.
To me, being a man means being faithful to your
wife. I don’t believe that having a lot of women
means you are a man, I think it means you’re a
machista. To me, being a man means having only
one woman, supporting your kids, giving them love
and support, helping them anyway you can. (FGD 2)

In addition, the concept of thoughtful action emerged as
a significant finding from the data. The responsible/
respectful man recognized that he was dissimilar to his
peers, i.e. that he behaved differently from ‘regular guys’.
He also clearly recognized how his decision-making
pathway was different from other young men not engaged

The constant comparison of the data enabled us to
identify other significant cognitive changes in this phase.
Growing into a man meant ‘opening your mind’, a process of becoming more respectful and tolerant of other
people’s ideas, of women, and of sexual options other than
heterosexuality. However, this transition did not seem
to be complete. Although The responsible/respectful man
claimed to be more open, homophobia, machismo, and
heteronormativity persisted to some degree. In addition,
The responsible/respectful man often expressed an ambiguous stance regarding traditional gender relations and
VAW. Even though he expressed attitudes rejecting IPV
and sexual abuse, partner abuse was still perceived as a
private issue, and men’s sexual harassment of women was
somehow tolerated if it was unclear whether the situation
implied the woman’s consent or not. The responsible/
respectful man was in two minds about how to react to
IPV and sexual abuse: he mostly felt that his involvement
would serve no purpose and not end the abuse and thus
felt uncomfortable getting involved.
The proactive peer educator: empowering others
This subcategory/ideal type represents the transition
from an individual, focused on his own cognitive and
behavioral change, to a young man more focused on
empowering others by promoting cognitive and behavioral change in his peers. The proactive peer educator’s
focus on action allows us to identify agency as an emergent property of this subcategory, with its dimension
moving from passivity to action.
The proactive peer educator represents a young man
who influences others by sharing his knowledge on reproductive/sexual health and gender. He aims to help
other young people avoid the negative consequences of
unsafe sexual behavior, such as unintended pregnancies,
sexually transmitted disease, and HIV. However, sharing
knowledge was not the only action defining The proactive
peer educator. Passing on new values to his peers was also
mentioned as an important part of the process of helping
others to reflect on their own behavior and on how that
behavior had been influenced by machismo. Key values
that The proactive peer educator strived to promote
were respect for other people’s views, respect for women,
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and gender equity. The process of empowering others
seemed also to boost The proactive peer educator’s selfesteem, generating feelings of pride:
This training has helped me to learn many things
about sexuality, about HIV, about gender equity, the
meaning of sexuality . . . This experience has helped
me remove the blinkers we were wearing, and it
has helped us to remove other people’s blinkers . . .
Because the objective is not to keep the things
you’ve learned to yourself but to disseminate the
information to others. (FGD 4)

In addition, The proactive peer educator expressed a more
positive attitude toward getting involved in the process
of ending IPV and sexual abuse. However, ambivalence
toward intervention persisted. The concept of conditional intervention emerged, influencing his actions to
end abuse. His choices regarding actions to end violence
appeared to depend on the severity of the abuse, the
closeness to the victim, and concerns about his own safety.
Providing emotional support, informing women about
their rights, advising them to seek help, and promoting
attitudinal change in the abusive man were the most
common types of interventions described. In cases where
the relationship with the victim was closer (e.g. friends and
family members), The proactive peer educator seemed to
be more willing to advise the woman to go to the police,
call the police himself, or even to intervene physically to
halt the violence.
Well, if she (a victim of IPV) was my friend, I’d
advise her to leave, but if she was my sister . . . boy, if
a guy hit my sister he’d be in serious trouble, because
I’d hit him back . . . that’s for sure! (Interview N.1)

‘The feminist man’: advocating social change
The prominent feature of this subcategory is that ‘The
feminist man’ strives to promote change not only at the
individual level but also at societal level. This meant
developing an analytical and critical stance to his social
context, a key property of this phase, whose dimension
signified a journey from an incipient to a developed
critique of the gender order in Nicaragua. In addition,
it implied assuming a political stance, another property,
whose dimension represented a shifting from conformist
to vigorously opposing the gender order. This subcategory was named ‘The feminist man’ because some young
men spontaneously identified themselves as such.
Critical analysis of the social context allowed ‘The
feminist man’ to begin to identify the inequities of gender
relations (e.g. women’s economic dependency) and to
become more empathic toward women and lesbians, gays,
bisexuals, and transgenders (LGTB). These reflections on
the gender order influenced a cognitive change toward
challenging and rejecting heteronormativity, traditional
gender norms on homosexuality, and traditional gender
relations:
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Being machista is not cool. We are feminists because
it is the opposite of being machistas . . . We recognize
that men and women must have equal status in
society, and that neither gender should be superior
to the other . . . We believe that both sexes are equal
and that machismo is a conduct learned in this
patriarchal society. (FGD 3)

In addition, ‘The feminist man’ strongly rejected men’s
controlling behavior, unsafe sexual behavior, and hypersexuality as signs of masculinity. This meant that he
started to experience a change in his own gender relations, performing actions traditionally deemed feminine,
such as cooking and laundry. ‘The feminist man’ also
experienced an important emotional turning point: he
felt comfortable with his own sexuality and comfortable
showing emotions and affection to others.
Declaring a political stance against traditional gender
relations and VAW emerges as another key characteristic
of ‘The feminist man.’ This young man perceives himself
as different because he recognizes women’s, gay, lesbian,
and transsexual rights and autonomy. Thus, he assumes
a political stance toward promoting and defending those
values and rights. Regarding VAW, he felt frustrated
about what he perceived as some women’s submissive
behavior to men and their silence and passivity in the face
of IPV. These perceived attitudes and behaviors were
among the most contested and criticized gender relations
between men and women.
A key difference between The proactive peer educator
and ‘The feminist man’ was that the latter rejected VAW
in all circumstances and was more likely to get involved in
actions to prevent or end the abuse regardless of whether
he was acquainted with the victim or not. He clearly
recognized VAW as a public rather than a private issue.
This does not mean that The Proactive peer educator and
‘Feminist man’ subcategories/ideal types are opposites:
they are defined not only by the focus of their actions but
also by the way they think about gender relations and
their level of political involvement in promoting more
gender-equitable rights. The proactive peer educator
might become a ‘Feminist man’ if critical thinking and
reflection about the societal gender order are an important part of his process of change. Conversely, ‘The
feminist man’ can also conduct peer education in sexual
and reproductive health if required. The arrows in the
model show the variability in subjects’ positions.

Factors facilitating or constraining the process
The rich data show that external and individual factors
interacted with the core category, ‘Expanding your mind,’
influencing its course. Peer and family pressure to conform to traditional norms and values emerged from the
data as strong external factors hindering the process. Fear
of rejection and discrimination, generated by the strongly
critical environment the young man faced, hindered his
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cognitive and behavioral transition. However, as he
moved along the process, he began to develop coping
skills to deal with the stigma and discrimination that was
generated by confronting his peers and his community
with his new beliefs and behaviors.
I think I’m different to my friends . . . They say I act
too defensively when they talk about women. When
I hear them talking about mistreating women, or
when they make nasty sexual comments about their
girlfriends, I usually tell them . . . Hey, don’t talk like
that; remember that a woman gave birth to you and
now you are insulting them (women) . . . sometimes
they get mad and call me a faggot, gay, homosexual . . . And I tell them, why am I a faggot? Just
because I defend women, just because I am conscious that you don’t have to treat women like that?
(FGD 4)

We identified that belonging to a group that shared
the same gender-equitable values and behaviors was an
important external factor facilitating the transition. This
allowed the participant to receive group support and
reinforcement of his behavioral and cognitive change,
which proved to be a significant and necessary factor to
sustain his new stance toward gender relations.
When I joined the group, people had started to say
that I was gay just because I had started to think
differently . . . In the group we always talk about
how to overcome those criticisms. (FGD 2)

Discussion
The main findings of this study show that our informants
experienced a process of change labeled ‘Expanding your
mind.’ This represents a gradual transition from values
and behaviors rooted in traditional gender norms and
masculinity to forms of masculinities that challenge
norms that justify VAW and that promote healthy sexual
and reproductive behaviors and gender-equitable attitudes. The process also shows how an increased awareness of gender inequities facilitated the emergence of
values (respect and responsibility) and behavior (thoughtful action) that contributed to increase the informant’s
critical thinking and agency at an individual, social, and
political level. The flow and direction of the process was
influenced by individual and external factors facilitating
or constraining it.

‘Expanding your mind’: the process of change
To our informants, going through the process implied a
series of personal transformations. However, this process
should not be understood as linear: the different subcategories/ideal types are not static and the young men
moved between them as they journeyed through their
process of change. Many researchers, around the world
(2, 4, 8, 10, 13) and in Latin America (1719, 21, 22),
have pointed out the many types of masculinity and

its relational characteristic in the general population.
Connell has stated that gender relations are dynamic
entities that can evolve by the pressure of men and
women challenging them (4). Our results show that
this transition is possible and that multiple progressive
intertwined masculinities can emerge from the process of
change in young men engaged in gender and reproductive
health programs.
The process that emerged from the data showed
a positive transformation regarding norms and values
relating to gender relations. This transition has been
identified by Connell as an important sign of changing
masculinities (65). In addition, we concur with Howson
that protest femininities are important factors shaping
masculinities around the world (7). The process of change
among the participants was clearly promoted and facilitated by the rising protest femininity movements in
Nicaragua (44) related to the growing feminist agenda
in Latin America (21).
In the last 20 years, with the aim to challenge traditional patriarchal norms, several NGOs around the world
have conducted activities with adult and young men
(23, 24, 26, 46, 55, 66). Many of these NGOs have
documented changes in norms, attitudes, and behaviors
in their target populations (26, 46, 55, 66). However, the
majority of these reports did not examine the process
of change their target populations experienced in-depth.
We were able to identify only one published study
describing the pathways that men followed in their involvement in activities against VAW, and this was from
the United States (67). To the best of our knowledge,
ours is one of the first qualitative studies to explore the
process of change in young men participating in activities
aimed at challenging patriarchy in Latin America.
The properties and dimensions of the core category
process cut across the ideal types and represent the behavioral and cognitive changes identified. Thus, in the
following discussion, rather than discussing the ideal
types we address the process of change by discussing
the properties and dimensions that emerged from the
grounded theory analysis.

Awareness, responsibility, and thoughtful action
Hegemonic masculinities often affect young men’s health
by encouraging risk-taking and unsafe sexual behavior
(32, 33), and studies confirm that Nicaraguan young men
are not an exception (5052). Our results show that young
men participating in reproductive health and/or gender
equality programs experienced an increased awareness of
how machismo(s) shaped their gender relations and how
these unequal gender relations affected both women’s and
their own health. This was more evident during the initial
part of the change process, where participants developed
emergent masculinities that started to exhibit positive
attitudes and behaviors toward a more responsible sexual
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and reproductive conduct. These positive changes mirror
the findings of studies conducted in other low-income
countries (46, 66, 68) as well as in Nicaragua (44),
assessing the effectiveness of gender and reproductive
health programs in changing young men’s attitudes and
behaviors toward sexuality and reproduction.
Being a responsible man has been part of the different
expressions of hegemonic masculinities in Latin America.
It has mainly been associated with being the breadwinner
for one’s family and policing family members’ behavior
(17, 18, 22, 45, 49). We argue that the concept of responsibility that emerges from the process that our
informants experienced is different from the dominative
principle expressed by the hegemonic patterns of masculinities (7). The concept expressed by our informants
focuses more on increasing their accountability for their
own behaviors and less on becoming their family’s
breadwinner. Increasing young men’s accountability
for their own behaviors has been identified as a key attitudinal change in the process of achieving more genderequitable and non-violent masculinities (29). Developing
new values such as responsibility facilitated the emergence of the property of thoughtful action, constructed in
opposition to impulsivity, a behavior that our participants strongly associated with traditional machismo(s).
This property is very similar to what Weber, cited in
Hughes et al., defines as ‘value rational action’ (69), in
which people’s actions are influenced by their own values
rather than the benefits they can obtain from them.

Respect and ambiguity
As the young men moved along the process, they seem
to have modified their gender relations, expressing more
gender-equitable attitudes and behaviors that challenged
traditional power relations between men and women,
homophobia, and VAW. Respect emerged as a key property behind these changes, emphasizing tolerance toward other people’s views and sexual practices. This also
implied that participants gradually developed a more
empathic stance toward the needs and rights of women
and subordinated masculinities (1, 2). The concept of
respect emphasized by our informants is quite different
from the meaning constructed by hegemonic masculinities and traditional machismo(s) in Latin America,
which associate respect with authoritarianism and obedience to the male head of the household (7, 17, 18).
Although respect is a key property of the process of
change, it is important to emphasize that this attitudinal
and cognitive transition developed gradually, and where
some forms of emergent masculinities  The apprentice,
The responsible/respectful man, and The proactive peer
educator  showed an ambiguous stance toward subordinated masculinities and VAW. This is in line with the
findings of Pulerwitz et al. (26), showing that inequitable and equitable attitudes can coexist in young men
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receiving gender training and that, as illustrated in one
Mexican study, some patriarchal attitudes are more
easily changed than others (22).
This ambiguity can clearly be recognized in the
participants’ perceptions of their own involvement in
actions aimed at preventing or ending VAW. Latané and
Darley (70) and, more recently, Casey and Ohler (71),
using a bystander model, identified that intervening to
prevent or stop VAW is a complex process that goes from
identifying the violence to assuming personal responsibility to implementing the selected actions. In addition,
they identified that men’s choices of strategy to end or
prevent the VAW are influenced by contextual and
individual factors. Bystander model by Casey and Ohler
(71) clearly fits our informants’ experiences. Their
disapproval of VAW and willingness to prevent or deter
it increased as they moved along the process of change.
However, their choice of action or inaction was conditioned by their perception of the severity of the abuse,
concerns for their own safety, and their closeness to the
victim, which is in line with the factors reported by Casey
and Ohler (71).
Our informants’ reactions to VAW can also be explained within the manhood acts theoretical framework,
which focuses on the actions that men do to differentiate
themselves from women (12). Schrock and Schwalbe
suggest that manhood acts can vary according to situation. One such situation is when men refuse to act as
the hegemonic masculinity ideal dictates (12), and this
seems to be the case depicted in our informants’ process
of change. It is important to stress that even if the
informant’s choice of strategies to end or prevent VAW
was mainly based on non-confrontation, the masculinities that emerged at the end of the process (The
proactive peer educator and ‘The feminist man’) were
more inclined to action rather than passively standing by.

Agency, empowerment, critical thinking, and political
stance
Involving men in actions aiming to improve gender
equality in health has been described as a key strategy
to achieve successful results (28, 46). Broido has proposed
that men, as members of the dominant social group, can
become important allies in the process of ending the
unequal gender order (72). Our results suggest that
the progressive masculinities identified at the end of
our informants’ process of change, The proactive peer
educator and ‘The feminist man,’ are crucial allies in the
struggle to change the current gender order.
The proactive peer educator and ‘The feminist man’
represent empowered forms of masculinity in the sense
that they increased their self-esteem, expanded their
ability to take action, and developed agency to achieve
their desired results (73, 74). In addition, both masculinities aimed to fight gender inequality by openly
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criticizing other young men’s oppressive manhood acts
(12). However, they also show important differences. The
proactive peer educator masculinity does not seem to
have the same level of critical stance toward the gender
order and political commitment to challenge patriarchy
as ‘The feminist man.’ Another key difference is that
‘The feminist man’ clearly opposes marianismo (16), the
emphasized femininity (7) in Latin America that promotes a female ideal as docile and compliant to men as
well as the privileges that the gender order bestows to
complicit masculinities (2, 7). We found that our emergent concept, ‘The feminist man,’ is similar to what
Pulerwitz and Barker (68) have defined as the ‘Gender
equitable man’. This is a man who strives to have equitable gender relations based on respect, non-violence, and
tolerance for sexual options other than heterosexuality.
A possible reason for the differences between The
proactive peer educator and ‘The feminist man’ could be
the diverse focus of the educational activities they have
been exposed to. There might be significant variation in
how gender and masculinities are approached within
these activities (46, 75). In our study, the NGOs’ activities
were highly heterogeneous; thus, it was not possible to
clearly identify how gender issues were approached and
how these influenced the identified masculinities. Further
studies are needed to assess whether the focus of the
various NGOs’ activities influenced the masculinities that
emerged from the young men’s processes of change.

Individual and social factors facilitating or
constraining the process of change
As reported by other researchers, social pressure to adhere
to the traditional patriarchal norms and internalized
machismo are the most important factors influencing
young men’s behaviors toward sexuality and gender
(3234) and constraining the process. However, belonging
to a group that shared the same gender-equitable values
was a key factor reinforcing our informants’ process of
change. It provided them with a safe place to reflect upon
gender and to build a network of peers who supported and
encouraged their new subject position on traditional
gender values and behaviors. This is in line with the
findings of several researchers pointing to the key role
of group membership in facilitating and maintaining
individual cognitive and behavioral change (22, 25, 26,
28, 29, 67).
Limitations and strengths
A qualitative study aims to explore and understand
informants’ experiences in depth. According to Marshall
(76), the optimum sample size for a qualitative study is
‘one that adequately answers the research question’. We
found that the data collected from our 62 informants
(divided into six focus groups and two in-depth interviews) provided sufficient information to answer our

research question. This means that we collected data
until no new information relating to our research
question emerged, thus reaching saturation. Although
our sample size might be small for a quantitative study, it
is sufficient for a qualitative study in which our aim is to
illuminate the transformation process experienced by the
informants. With our results, our aim is for theoretical
rather than statistical generalization (63, 77).
In grounded theory, models are constructed using
an abductive method  that is, generating theory that
is rooted in the data and then continuously testing
that theory with new informants (61). By applying this
method, we found that the informants recognized that
they had experienced a process of change. One possible
criticism of our model is that it appears to describe a
linear process of change. To our informants, going
through the process implied a series of personal transformations. We argue that this process is not the same
for all young men; we cannot prove exactly where in the
suggested process they were when each individual started.
We conclude that they have a number of common starting
points but can develop different progressive masculinities
depending on the influence of individual and external
factors.
A limitation of this study is that we cannot explore
whether the cognitive and behavioral changes reported by
our informants will persist once they have ceased their
interaction with the NGOs. They might revert to their
preintervention attitudes and behaviors (24, 29, 66).
However, a number of authors have argued that young
men who have been involved in activities where they were
engaged in reflecting critically about the gender order and
masculinity and those who have a political stance are
more likely to maintain their cognitive and behavioral
change (25, 29, 78).
Social desirability bias is a risk when conducting
any kind of research, especially when trying to portray
change. To reduce this bias, we used several strategies
during data collection, for instance, vignettes to encourage discussion of sensitive issues. This allowed us to
collect the group participants’ different attitudes toward
VAW and gender topics. Further, we used follow-up and
probing questions to gain a deeper understanding of the
issues raised during the group discussions or interviews
and to encourage discussion among the focus group
participants. During the whole process, we acted in a
non-judgmental manner, encouraging informants to
speak freely; we also emphasized that there were no right
or wrong statements.
We aimed to increase the credibility of our findings
by constructing a team of researchers with different
theoretical backgrounds  such as public health, medical
sociology, and gender studies  to analyze the data
(77). Information was gathered using different data
collection methods, a technique known as triangulation.
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Further, we conducted a ‘peer-debriefing’ session, a technique that consists of discussing our findings with other
colleagues not involved in the analysis of the data (77).
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Conclusions
Our results show that multiple progressive masculinities
can emerge from activities challenging traditional masculinity in this Latin American setting. Developing
gender-equitable attitudes and behaviors is experienced
as a process involving not only acquisition of information
but also developing respect for other people’s views and
sexual choices, assuming responsibility for one’s own
sexual behavior, and learning and applying new skills
such as agency, critical thinking, and a political stance.
The emergent masculinities identified in this study
show a range of attitudes and behaviors; however, all lean
toward more equitable gender relations. It is important to
highlight that changes in gender relations were identified
not only between genders but also within a gender. The
masculinities that developed at the end of the process
showed greater tolerance and respect toward men who
have sex with other men, also termed subordinated
masculinities in the construction of hegemonic masculinities. In addition, the emerging masculinities identified
aimed to build relationships of mentorship and leadership with other men rather than ones of subordination,
complicity, or marginalization.
Clearly, the masculinities that emerged during the
informants’ processes of change can be health promoting,
facilitating the empowerment of other young men and
women. However, the results suggest that learning about
sexual and reproductive health does not directly imply
developing more gender-equitable attitudes and behaviors
or a greater willingness to prevent VAW. It is paramount
that institutions working with young men consider their
strategic as well as their practical interest during the
planning stage of activities targeting this population.
Activities that aim to challenge machismo in this setting
must continue and be expanded to reach more young men.
Including discussion of gender equity, masculinity, and
VAW in the curricula of the public education system might
be an important way to reach more young men. As stated
above, further studies are needed to deepen our knowledge of how the masculinities that emerged from the
informants’ processes of change are influenced by the
focus of the various NGOs’ activities.
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Background: This study aims to explore young men’s understanding of intimate partner violence (IPV) in
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IPV against women.
Methods: We conducted individual interviews and focus group discussions (FGDs) with 35 young
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analysed the data generated using qualitative content analysis.
Results: Among the ordinary young men the theme ‘too much gender equality leads to IPV’ emerged, while
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ntimate partner violence (IPV), defined by the World
Health Organization as ‘behavior within an intimate
relationship that causes physical, sexual or psychological harm, including acts of physical aggression,
sexual coercion, psychological abuse and controlling
behavior’ (1), is the most prevalent form of violence
against women, with devastating effects on their
health and well-being (13). Although we acknowledge
that IPV can occur against men and within same-sex
intimate relationships, here we focus on men’s intimate
partner violence against women, and the acronym used 
IPV  refers to that. Despite the fact that IPV remains
commonplace, progress towards its eradication has been
notoriously difficult; however, IPV is today less accepted
and has become the subject of public policies, laws and
interventions in many countries (1, 4).
From a feminist perspective, IPV is one extreme
consequence of gender-power structures that force

I

women into a subordinate position (5). Consequently,
dismantling sexism is the key to eradicating IPV.
However, the connections between sexism and patriarchal
dominance and intimate partner violence are not as
straightforward as it might appear to be. On the one
hand research shows that men who commit IPV have
more sexist attitudes, and IPV is more prevalent in
settings with higher gender inequality (6, 7). On the other
hand, progressive changes towards gender equality may
also trigger IPV as a reaction against increased women’s
autonomy (79). Ambivalent sexism theory states that the
pervasiveness of sexism is based on its ambivalent
construction. According to this theory, sexism has two
faces: hostile sexism, constituted by all the extreme
features that may arise, less acceptance and sanction;
and benevolent sexism, constituted by features that
sustain gender inequality and women subordination but
that are categorized as prosocial and may even
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be honored (912). In the Latin American context
Torres has applied this theory to explore the complexities of machismo, and other authors have also
discussed its ambivalent features (13, 14). Machismo
can be considered a regional form of sexism that is
hegemonic in Latin America  and elsewhere (1519).
Marianismo, constructed as machismo’s complement,
stresses the construction of women as submissive, chaste
and self-sacrificing  a concept similar to Connell’s
emphasized femininity (2022). Similar to what ambivalent sexism theory states, several Latin American authors
(13, 14, 16) have proposed that machismo can be
considered as including both positive and negative
characteristics. Torres, for example, identifies five different types of machismo, which differed in issues such as
authoritarianism, control over women and openness to
change (13).
While for many years the fight against IPV focused on
women’s empowerment and targeting men only as
potential perpetrators (5, 23, 24), more recently the
need to involve men has been highlighted (25, 26).
Evidence shows that young men are the most likely to
engage in IPV (26), that men’s attitudes to and perceptions of gender relations and IPV are strongly linked with
exercising violence against their partners (27), and that
programmes that promote gender equality among young
men show promising results (6, 2731). Despite such
evidence, research on IPV has paid only limited attention
to exploring how young men understand IPV  especially
in low-income settings (26, 27)  and even less to whether
these understandings may change among young men who
participate in programmes promoting gender equality.
In Ecuador, where this study was conducted, IPV
remains prevalent and severe: the last DHS (Demographic Health Survey) conducted in 2004 showed that
46% of Ecuadorian women had experienced violence
during their lifetime, with 95% of cases occurring at home
(32). This is despite that the country is making notable
progress putting IPV on the public agenda (33). The Law
Against Violence Against Women and the Family (Law
103) was passed in 1995, one year after the first Women’s
Police Stations were set up. Law 103, together with
initiatives in the health and education sectors, represented
a considerable advance, not least because it contributed
to visibilizing an issue that was previously portrayed as
private (34, 35). Twelve years later, in 2007, a presidential
decree was passed declaring the ‘eradication of IPV
as state policy’. A commission was also established at
the highest level, launching the ‘National Plan for the
Eradication of Gender-Based Violence’ (36). Unlike Law
103, the decree and plan explicitly state that IPV is rooted
in gender inequality and machismo. The decree and plan
also address the state’s responsibility to support shelters
and centres to provide adequate care for victims, and
include amongst the five main strategies one aimed at
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transforming sociocultural patterns, such as machismo,
that generate IPV. Since 2009, the Women’s Police
Stations have been transformed into specialized courts
on violence against women and the family, and integrated
into the judicial system. Currently the penal code is under
revision, with a proposal to classify violence against
women as a crime rather than a minor offence (37).
Despite these notable advances at policy level, published
research on IPV in Ecuador is scarce, and formative
unpublished research focuses on experiences of women
surviving IPV and their perceptions of available services
(35, 3840).
This study aims to explore how young men in Ecuador
understand men’s intimate partner violence against
women (IPV), and whether young men participating in
programmes promoting sexual and reproductive rights
and gender equality conceptualize IPV differently from
young men who do not. Gaining insight on how young
men reason regarding IPV, and how this reasoning might
be challenged by activism, may provide relevant input to
ongoing policies and programmes aiming to transform
the sociocultural patterns that sustain IPV.

Methodology
Study area
This study was conducted in the province of Orellana,
located in the Amazon Basin of Ecuador. Orellana is a
large but sparsely populated province, with an ethnically
diverse and young population. The majority live in rural
communities, with the main sources of income being
subsistence farming, work in the oil extraction sector or
in the civil service (41).
A qualitative study conducted in the region in 2000
showed that physical IPV was perceived as a main
problem by women, closely linked to men’s alcohol abuse
and psychological violence. Unwanted pregnancies and
single motherhood were also mentioned as problematic
(42). The results of this study were used to develop an
intervention aiming to improve young people’s knowledge of sexual and reproductive health and their access to
services, with a human rights and gender approach. The
intervention was funded by UNFPA, and implemented
through the local organization FUSA in collaboration
with other public and private organizations and grass
roots groups. It began in 2001, with some activities still
ongoing. With young people, the intervention worked
through the implementation of sex education in schools
and through workshops with youth groups and organizations. In these workshops several issues  including
sexuality, gender as socially constructed, violence, sexual
diversity and reproductive rights  were discussed in an
open and informal way each week throughout the year. In
addition to the activities directed towards young people,
the intervention implemented activities with health and
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educational providers and grass roots organizations, and
supported the implementation of an integral centre for
women’s health that included health, legal and social
services for women experiencing or survivors of IPV and
sexual violence (43).
Despite the many implemented activities and the
advances made in terms of local policies and investment
in the prevention and management of IPV, more recent
research has shown that gendered structures still strongly
constrain young women’s agency and sexual and reproductive freedom, and place them at increased risk of
control, abuse and violence (44). However, some signs
of change and resistance are also emerging, i.e. some
providers criticize the moralist approach to girls’ sexuality, and young girls are aiming for financial autonomy
as a way of gaining power and independence (15, 44). Our
previous research exploring how activist young men
construct masculinities and sexual relations shows that
change towards more ‘gender-equal’ masculinities might
be taking place (unpublished observation Goicolea &
Öhman (45)).

Participants and data collection
For this study, we conducted individual interviews and
focus group discussions (FGDs) with two different
groups of participants. The first resulted in data set 1,
consisting of five individual interviews and five FGDs
with 19 ordinary young men who had not participated
in groups or organizations receiving training/education
on gender issues. Ages ranged from 17 to 25 (mean age
21). The second resulted in data set 2, consisting of
11 individual interviews with activist young men who
had participated in groups or organizations receiving
training/education on gender issues and were also engaged in training/educating other young people. Ages
ranged from 20 to 25 (mean age 21.5). Each group was
considered a separate data set and analysed accordingly.
All but one young man in each data set was single and
none stated a particular sexual orientation except for one
in the second data set who identified himself as gay.
Educational levels and job status were similar in both
groups.
The first author (IG) conducted all the individual
interviews and moderated the focus group discussions. IG
lived and worked in the area for more than 10 years,
which facilitated access to participants. Data collection
took place from December 2009 to March 2010 within a
larger research project on young men’s masculinities,
gender relations and health.
Both the individual interviews and FGD guides
followed an open format, and several aspects were
explored, such as sexuality, reproduction, fatherhood,
masculinities, marriage, contraceptive use, gender relations and violence in general. Across the interviews,
participants used diverse terms to refer to men’s violence

against women in intimate relationships, including
mistreatment, wife abuse, domestic violence, intrafamily
violence and partner violence. Direct translation of these
terms will be maintained in the quotations, but elsewhere
we will use the term IPV when referring to men’s violence
against women in intimate relationships.
The interviews were conducted in Spanish, which
was the mother tongue of the interviewer and all of
the respondents. Transcriptions in Spanish were entered
into Open Code 3.4 for managing the analysing process (46). Two data sets were created, one for each
group.

Data analysis
For this study, all the original transcriptions in Spanish
were analysed using qualitative content analysis, focusing
on aspects related to IPV (47). After reading the interview
transcriptions several times, meaning units that referred
to IPV were identified. From the meaning units  short
summarized versions of the sentences  codes were
developed. For each data set, codes were grouped
together to build categories. Categories reflected the
manifest content, i.e. what the interview transcripts
overtly expressed about IPV. Finally, from each data set
one theme emerged that cut across the categories
identified within each data set and reflected the latent
content. All the authors were involved in the data
analysis, and categories, themes and comparisons between the two data sets were negotiated and refined
through discussion between them.
Ethical considerations
The study was approved by the Bioethics Committee of
the Universidad Central de Ecuador. Informed consent
was obtained from all the participants. Names were
erased to ensure confidentiality. During the FGDs, the
moderator stressed the importance of respecting others’
opinions and maintaining the privacy of what was said
within the group. Participants were encouraged to talk
about their perceptions and opinions, and not necessarily
about their personal experiences. However, during the
interviews and group discussions some participants
openly described personal experiences.

Results
The two data sets were analyzed separately, and consequently themes and categories emerged specifically for
each data set. The two emerging themes referred to how
both groups established connections between gender
equality/inequality and IPV. On the one hand, within
the data set of the ordinary young men one theme was
identified: too much gender equality leads to IPV. This
theme represented how ordinary young men generally
rejected IPV but justified it as men’s response to increased
women’s power and autonomy. On the other hand, within
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the data set of the activist young men, a different theme
was identified: gender inequality is the root of IPV.
This theme represented how activist young men categorically rejected violence and linked the existence of IPV
with gender inequality and machismo.
The themes were cut across categories that referred
to young men’s level of consciousness regarding IPV,
how they positioned themselves in relation to IPV, and
their views and actions concerning the fight against
IPV. Within data set 1  ordinary young men  the theme
‘too much gender equality leads to IPV’ cut across three
categories: acknowledging the existence of IPV, fluctuating positions on IPV and ambivalent positions on actions
against IPV.
Within data set 2  activists  the theme ‘gender
inequality is the root of IPV’ cut across four categories:
understanding IPV pervasiveness, connecting IPV with
machismo, acknowledging (limited) social changes, and
becoming personally involved and rejecting violence.
Table 1 presents the themes and categories and the
main differences between the two data sets.



Ordinary young men too much gender equality
leads to IPV
Acknowledging the existence of IPV
Ordinary young men did not deny the existence of IPV in
Orellana: they acknowledged that IPV was very common;
they did not minimize its harmful effects, and they
commented on personal experience of witnessing IPV
or hearing about cases of IPV from other people. They
stated the strong role of the family in reproducing IPV:
boys and young men learn to exercise IPV because
they witness their fathers or other male relatives exercising violence against their intimate female partners.
IPV was described as an escalating process, where insults
led to arguments, and ended up in physical violence.
In this process jealousy was considered a strong trigger
of IPV.
These things happen when he starts reproaching her,
then he insults her, then it leads to fighting, and then
comes the slap. That happens because there is an
argument, a fight, because she cheated on him, or he
saw her kissing another boy . . . (Interview 1)

Table 1. Themes and categories emerging from each data set and the main similarities and differences between them
Comparisons between the two groups
Connections between gender equality/inequality and IPV
While general young men in the main rejected IPV but justified
it as men’s response to increased gender equality, activists

Data set 1 general young men

Data set 2 activist young men

Theme:
Too much gender equality leads

Theme:
Gender inequality is the root of

to IPV

IPV

categorically rejected violence and linked the existence of IPV
with gender inequality.
Young men’s level of consciousness regarding IPV

Category:

Category:

Both groups recognized the existence and harmful effects of

Acknowledging the existence of

Understanding the pervasiveness

IPV on women. However, the activists showed a deeper

IPV

of IPV

Category:

Category:

Fluctuating positions on IPV

Connecting IPV with machismo

Category:

Categories:

understanding of the complexities of IPV and the difficulties
that women suffering from IPV face when they seek help or
want to end an abusive relationship.
Young men’s position regarding IPV
General young men in the main rejected IPV, but they
also considered it inherent in men and understandable under
certain circumstances; they did not consider controlling
behaviour as IPV. Activist young men firmly rejected IPV. They
considered controlling behaviour as a form of IPV and
understood machismo as generating IPV.
Young men’s views and actions concerning the fight against IPV

Although general young men agreed with institutional measures Ambivalent positions on

Acknowledging (limited) social

against IPV, they feared that these could give too much power

changes

actions against IPV

to women. Activist young men were knowledgeable about the

Becoming personally involved

institutional responses against IPV and the social changes

and rejecting violence

towards lower tolerance of IPV (pushed for by the women’s
movement); however, they criticized their poor implementation.
Activist men felt a personal conflict between maintaining a
pacifist position and avoiding responding with violence against
IPV aggressors.
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Participants identified IPV as occurring within stable
(adult) couple relationships, even if some references were
made to violence between young people in boyfriend
girlfriend relationships. IPV was associated with ignorance, with some participants remarking that IPV was
more common among poor uneducated people, and that
it was less tolerated nowadays than in the past:
Mistreatment is related to poverty. Since they are
little boys from poor families, they are raised
wrongly . . . education makes you understand that
you shouldn’t do that, that there are ways to solve it.
And it also depends on the person’s education. In
the family, with the parents, how they educate their
children. I mean, if the father was a machista and
beat his wife, then the son will learn to do those bad
things, too. (FGD 1)

Fluctuating positions on IPV
Across the interviews there were remarks against violence
in general, and a call to solve conflicts through dialogue,
never resorting to violence of any kind. Men who
committed physical violence against women were labelled
‘machistas’ and criticized. Violence was not considered a
solution and was never justified, even in cases of flagrant
infidelity. Separation and divorce were considered much
better options than violence; separation was also felt to
be best for the children. IPV was perceived as negatively
affecting all members of the family equally, rather than
solely women:
It is better to divorce than letting the beatings
continue [. . .] It seems that if children see how the
couple mistreat each other, they suffer more, then it
is better to separate, and the children will decide
who they’ll follow, either the father or the mother.
(Interview 2)

There were also remarks against IPV not based on an
overall rejection of violence, but on the view that women
were a vulnerable group who needed men’s protection. It
was acceptable for a man to fight another man  since
they were at the same level  but not to fight people who
were viewed as weaker, such as women or children. That
was a gentleman’s position, implying that real men would
never hit a woman, but would always be willing to fight
another man to protect her.

rile men until they were beaten; in that sense they felt
that physical IPV could be a way of ‘calming down’
women.
I was there and they were having an argument [ . . .]
and he told her that he was going to beat her, that he
was going to slap her . . . and she teased him ‘Go on,
beat me, beat me. You’re not man enough to beat
me’, she told him. Then he raised his hand and
‘Bam’, he slapped her in the face, and the woman
just shut up and calmed down. There are women
like that who like to goad men. (FGD 3)

Controlling behaviour was not considered IPV and the
connections between the two were not established by the
participants. Even if there were expressions criticizing
men who considered themselves the owner of their female
partners, men’s controlling behaviour was strongly taken
for granted. They distinguished between being abusive,
prepotent and violent, being what they called ‘machista’,
which was generally considered bad, and being controlling and holding the reins, which was accepted and
promoted.
I am not a machista, because it’s one thing to be a
machista but a very different one to be authoritarian! I’m authoritarian, because I have authority over
my partner. (FGD 1)

To minimize the risk of IPV, women should be accountable to men, behave in a respectable way, avoid raising
suspicion and be able to ‘manage’ men’s impulsive
behaviours:
The woman is acting wrong. If there’s a problem,
they have to try and solve it together. They are both
wrong, the man because he beats her, but the
woman, too: she is even worse, because instead of
reasoning . . . She should try to foresee what might
happen and behave accordingly. (FGD 1)

Ambivalence and contradictions were present not just
between participants but also in the accounts of individual participants, fluctuating from justifying IPV, to
rejecting violence out of hand, to adopting the gentleman’s position, as seen in the quote below from one
participant in a FGD:
Violence against women is the worst thing possible . . ., it’s the worst thing a man can do . . ., I
would hang those motherfuckers . . . I mean, a
woman can’t defend herself. It’s deplorable, any
mistreatment of a woman by a man . . . Although
sometimes I think there are some women who . . .
I don’t know . . ., they go beyond what a man can
tolerate. There are women that keep on and on, and
then you feel you need to grab hold of her and
punch her. (FGD 3)

I like to defend women [ . . .] If a man is beating
his wife, and he is not my friend, I will beat him,
I will give him some of the same to make him
understand that a man should never hit a woman,
and that he should fight a man if he wants to fight.
(Interview 3)

Finally, even if IPV was generally rejected, it was also
constructed as understandable, inherent in men’s impulsive nature. Even if they criticized it, participants declared
reasons that could justify IPV, such as infidelity. Participants also referred to how women could tease and

Ambivalent positions on actions against IPV
Participants’ positions regarding actions against IPV
were also ambivalent and contradictory. On getting
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personally involved in cases of IPV, participants expressed how they felt it deeply and reacted with rage.
They described how they could get in between the couple
to stop the fight, or even beat the aggressor. However,
they also stated that they were reluctant to get involved in
an issue that would likely bring them trouble. As one
participant pointed out, ‘He [the aggressor] can ask you:
‘‘What’s it got to do with you? Are you her lover or
something?’’’ (FGD 4)
Between these two positions, there were also vague
allusions to trying to reason with the aggressor, to talk
with him, appeal to him and question him regarding his
reasons for engaging in IPV.
Participant A: [when faced with a case of a man
beating his girlfriend in the street] I would go to
help, I would ask him ‘What’s going on?’ and shout
at him if he was going to beat her.
Participant B: I would talk to him, try to make him
see sense, talk with him, have a dialogue. (FGD 4)

Participants were aware of the state’s legal responses to
punish IPV, and preferred to resort to those means rather
than getting physically involved when faced with cases of
IPV. References to the Women’s Police Station were
constantly made, and here again ambivalence and contradiction emerged. On the one hand, participants acknowledged the need for a legal response to protect women
exposed to IPV. They recognized IPV as a problem where
police and law enforcement structures should intervene,
and they acknowledged that the Women’s Police Station
had been beneficial for women. The legal measures that
a woman exposed to IPV could make use of were
considered to give power to women. On the other hand,
participants expressed caution regarding the law enforcement measures against IPV. They claimed that women
were taking advantage of these measures, or even
‘abusing’ them to oppress men. The Women’s Police
Station was considered to be biased in favour of women,
and was portrayed more as a way of exacting revenge
than justice.
[The Women’s Police Station] is very good, it’s a way
of enforcing women’s rights, backing women . . .
Even if I have to say that nowadays women resort
too much to that, and sometimes they abuse it.
[ . . .] there are cases when the man is calm, but he
just touches his wife and she runs for a restraining
order and he ends up in jail. That’s bad, because there are women who abuse that authority.
(Interview 1)

The existence of these legal measures also led participants
to consider that women now had no excuses for not
reacting against IPV. Some comments blaming women
who did not ‘take action’ against violent partners were
made.
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Understanding the pervasiveness of IPV
The participants described IPV against women as widespread, and references to personal experiences in their
own families were common. Their understanding of IPV
went beyond physical abuse to include psychological,
sexual and economic violence:
I knew a case from a friend. She was thrown out
of the house by her husband, and they were
married, and after seven years he threw her out.
And she didn’t have any rights to the house or
anything, because she was ‘not working’ [quotation
marks made by participant] during the seven
years . . ., but I mean, she had contributed as well
during those years . . . There is a lot of violence, and
discrimination. Violence doesn’t just come in the
form of beating, but also in psychological and
economic mistreatment. Women are economically
tied because their husbands never share a cent,
and they are reminded that they are ‘not
working’ [quotation marks made by participant].
(Interview 1)

Even if IPV was mainly portrayed as occurring between
formal cohabiting partners, they also referred to violence
within boyfriendgirlfriend relationships, especially sexual violence.
Participants did not express any blame towards women
who stayed in violent relationships. On the contrary, the
barriers and difficulties that those women could face were
recognized. The judicial system, police and other institutions were criticized for their lack of sensitivity in dealing
with these issues, and were considered a reason for the
persistence of IPV:
[Regarding IPV] the legal and other authorities are
not well prepared to carry out that role, that’s the
way I see it. You go there to report a case of
intrafamily violence, and they tell you that it is the
woman who should come, she has to report it . . .,
I mean the husband can be about to kill her and
they want her to come and inform them . . . We still
don’t have authorities who are really sensitive to the
issue. (Interview 2)

Criticisms referred not only to the poor implementation
of protection measures and the unsympathetic attitudes
of those dealing with IPV in public institutions, but also
to the way the system itself was structured. Participants
stated that the judicial system was structured in a way
that favoured men economically in cases of separation or
divorce, and which lessened men’s financial (and other)
responsibilities towards their children if they did not
cohabit with the mother.
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Connecting IPV with machismo
The participants connected IPV with women’s subordination to men and machismo. They strongly criticized
and rejected machismo, referring to it as ‘Man’s immaturity that makes him feel above everybody else . . .,
believing he is superior to everybody else, superior to
women, and consequently marginalizes and discriminates
against women’ (Interview 4). Participants distanced
themselves from ‘machista’ men, criticizing them as
resorting to violence as a way of being dominant, of
‘showing who is in charge’ and always ‘getting away with
it’. Participants portrayed ‘machista’ men as narrowminded, stubborn and unreasonable in their attitudes
and actions. Machismo was considered a form of
violence in itself, as well as the root of IPV and other
forms of gender-based and even social violence. Connections between machismo, women’s subordination, controlling behaviour, and IPV were made across the
interviews:
I think it’s wrong if a man beats his wife. That’s
because he is too machista, he thinks that he is the
one that rules, that he is the owner of the family,
the boss, the one in charge . . ., that’s the root of
violence, because it means, like, women are useless
[ . . .] Those are the men that abuse women, who say
that men are the ones that rule, because they are the
ones who are earning . . ., that women are not able to
work, that women shouldn’t have a job but rather
stay at home and do this and do that . . ., and he can
come home drunk and turn up the music loud and
so on . . . (Interview 3)

Acknowledging (limited) social changes
Participants acknowledged that progress had been made
on IPV in the country. They were familiar with policies,
programmes, campaigns and institutions dealing with
IPV and felt that they had helped to reduce the number of
cases and severity of IPV. They considered that this
change has taken place mainly as a result of pressure by
women, who had become less tolerant of IPV. Supported
by emerging progressive policies and spaces to exercise
their right to denounce, women were becoming more
aware of their right to live free from violence and were
increasingly demanding this right:
In the past women may have said, ‘If he beats me,
if he kills me, he’s still my husband’ . . . and they
put up with it. But now women are much more
aware . . ., and they don’t put up with violent
behaviour, they leave. (Interview 1)

Change has happened. Compared to old times, how
our fathers behaved . . ., young men are not like that.
Because there have been a lot of campaigns and this
has increased the fear among young men. I think
that awareness raising among young men is working, regarding not engaging in violent behaviour . . .
But I think that the majority of young men react
more because of fear, fear of going to prison, fear
of being reported to the police. I don’t think it’s
because they truly assume the change, that they have
become more responsible and aware of women’s
rights. (Interview 5)

Becoming personally involved and rejecting violence
Participants recounted several occasions when they
had witnessed and got involved in stopping IPV.
Their knowledge was not theoretical but based on
actual experience, and one that raised strong emotions.
They described IPV as something that enraged them,
or something that made them feel impotent, and
definitely something that moved them to act. Acting
could mean becoming personally involved themselves,
calling the police or other law enforcement agencies, or
advising women they knew about services and procedures
available.
I always get involved, because it enrages me. And
even if you advise the woman to report it . . ..
I mean, I have advised my relatives like that,
‘Go, report him, it shouldn’t be like this’ . . ., but
sometimes it’s much more complex, because they
may answer that he is supporting her [financially],
or that she loves him . . ., and I always argue that
that can’t be called love, nobody who loves you hits
you. I can’t understand why that happens. And it
really makes me angry. The other day I earned
myself a punch in the street, because there was a
man hitting a young woman and I faced up to him
and said: ‘Why are you hitting her?’ And he
punched me and told me it was none of my business.
(Interview 1)

Participants’ rejection of IPV was based on a general
rejection of violence as a means to resolve conflicts.
Participants took a pacifist stance, repeatedly stating that
violence was never justified, that nothing is solved by
fighting, that nobody has the right to beat others and that
it does not mean that you are not a man if you do not
retaliate:

Participants felt that men in general had been forced to
change and reduce their exercise of IPV. The activist
young men considered that this change had occurred
because men in Ecuador generally were afraid of the
consequences, namely being reported to the police
followed by prison. There was also an increased social
rejection of men who were violent towards their partners:
Citation: Glob Health Action 2012, 5: 18049 - http://dx.doi.org/10.3402/gha.v5i0.18049

Boys learn that a man’s attitude is that if somebody
shouts at him, if somebody strikes him, then he
should respond like a man, hitting back . . . I mean,
as if beating someone up was a ‘man’s attitude’. But
I think that I’m still a man even if I decide not to
retaliate. I mean, what’s the point? If somebody is
going to hit me, what is the point of squaring up to
him? I will solve nothing by getting into a fight.
(Interview 5)
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The participants rejected not only IPV, but also violence
against other men, or punishment of children as a
way of ‘teaching them a lesson’. In this sense, they
described a process of ‘learning to control their own
violent behaviour’, and how participation in groups and
organizations had changed their approach to problems,
frustrations and disappointments. This meant taking an
analytical stance and not resorting to violence:
I have changed a lot from participating in these
workshops. Especially regarding the issue of violence, especially on that. I mean, before I was so
violent, very violent, half a word and I would react
badly. But since I started this, because we talked
about the types of violence, machismo and all that,
I have changed quite a lot, a hundred percent.
(Interview 6)

However, maintaining a pacifist position was difficult
when confronted with cases of IPV  when they were in
two minds about whether to fight the aggressor, or stay
calm and appeal to him, or report it to the authorities,
knowing that the authorities might not be sympathetic
and helpful in such cases.

Discussion
Young men in this study  both ordinary young men and
activists  recognized the existence and harmful effects of
IPV, rejected it and distanced themselves from men who
committed IPV. This contrasts with previous research by
Segura (35) conducted with indigenous communities in
the neighbouring province of Sucumbı́os. In Segura’s
study, adult men naturalized IPV and trivialized its
pervasiveness and harmful effects. This divergence could
be due to the fact that our participants were younger,
better educated and living in a semi-urban area where
access to information and services  including those
dealing with IPV  was easier. It may also be a sign that
existing policies and regulations  especially Law 103 and
the Women’s Police Stations  have influenced how
people conceptualize IPV. In fact, several studies have
shown that changes towards less tolerance of IPV among
men are also taking place in other Latin America settings
(4850).
Although both groups in our study rejected IPV,
their positions differed, and we hypothesize that this is
significant. Ordinary young men had an ambivalent view
of IPV, justifying it under certain circumstances, while
activist men were categorical in their rejection of it.
Gender relations were strongly present in the accounts of
both ordinary young men and activists. However, the way
they were constructed differed radically: activists considered gender inequality to be the cause of IPV and
aimed to challenge sexism, while ordinary young men
justified IPV when gender inequality and men’s dominance were threatened. For ordinary young men, IPV
could be a way of placating women’s attempts to gain
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power. In that sense, IPV was viewed as a last resort when
men could not maintain their supremacy by other means.
IPV was rejected because real men should not need to use
it in order to maintain their hegemony, and good women
should know how to behave in order to avoid threatening
the status quo. This is in line with Connell’s gender-power
theory, which portrays violence as not only part of the
system of patriarchal domination, but also as a measure
of its deficiency (21, 51). Other authors have also pointed
out that IPV can be triggered as a reaction against
increased female autonomy (79).
The accounts of ordinary young men in our study
support ambivalent sexism theory (1012): these young
men support benevolent sexism, but may resort to hostile
sexism and violence if the former is threatened. Their
rejection of IPV is conditional on the maintenance and
naturalization of men’s power over women. McCarry,
exploring young people’s understandings of IPV in
Scotland, also found a similar pattern: young men
rejected IPV but at the same time justified it because
they considered that men were naturally violent and
socially entitled to it (26).
Parallelisms with how Connell and other authors
describe the complex process through which hegemonic
masculinity adapts and incorporates features of other
masculinities  without challenging the sexist structure
that is produced and reproduced through the hegemony
schema  in order to sustain its ascendancy can be
noticed (21, 22). In that sense, the ordinary young men’s
rejection of IPV could be more a sign of the ability of
hegemonic masculinity to adapt to social changes,
maintaining its preeminent and normative position. The
ascendency of benevolent sexism over hostile sexism does
not contribute to the eradication of IPV; instead it
constructs gender equality as a threat to stability and a
justification for the exercise of IPV.
Research shows that men who show greater support of
gender equality are less likely to engage in IPV (6, 7, 27).
Several studies have pointed out that interventions aimed
at primary prevention of IPV by young men are much
more effective than interventions attempting to change
the behaviours of batterer men (30, 52, 53). An increasing
number of academic and formative research studies show
that among certain groups of men, real change towards
increased gender equality and non-violent intimate relationships could be possible (6, 25, 2729, 31). The
activist men in our study firmly rejected machismo,
supported gender equality, and considered that IPV was
never justified. For them, IPV was rooted in machismo,
and machismo was understood as men’s dominance over
women. We argue that this is a more substantial change
in the direction of eradicating IPV. Even if we were not
ascertaining actual behaviour, we can assume that activist
young men were less likely to engage in IPV compared to
ordinary young men. Challenging machismo and taking a
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stance in favour of gender equality and against IPV was
not a matter of chance, but the effect of engagement in
programmes or groups that encouraged men to critically
reflect on traditional masculinities and unequal gender
relations. Similar to the process in Orellana, interventions
underway in different countries show promising results
(6, 25, 2831). We do not claim that the intervention was
the ‘sole’ and direct cause of this change  activist young
men may have been different from ordinary young men
before the intervention  indeed, that difference may have
led to their participation. What we claim is that there is a
difference in the way the two groups understand IPV, and
that raising gender-consciousness seems to be connected
with a deeper understanding and with being aware of the
connections between gender inequality and IPV.
Diminished social tolerance and increased rejection of
IPV may not be sufficient in themselves. Rejecting IPV
without challenging the gender-power relations that
support it is possible. In fact, proponents of gender
symmetry on domestic violence criticize the feminist
argument that IPV is gendered and disproportionately
affects women (54). Such an approach to IPV might be
less contentious to implement. However, we agree with
other authors that it would also be less effective in
eradicating IPV (51).
Degendering IPV means addressing all cases of IPV as
if they are ‘common couple violence’ and negating the
existence of cases of ‘intimate terrorism’. Intimate
terrorism  defined by Johnson as ‘a terroristic control
of wives by their husbands that involves the systematic
use of not only violence but economic subordination,
threats, isolation and other control tactics’  is rooted on
patriarchy (55) (p. 284). Intimate terrorism has more
devastating and long-lasting effects on direct victims (the
majority of them women)  and children and adolescents
who witness the violence  than common couple violence
(55, 56). At least in this setting, IPV is constructed
as strongly gendered and as a means for maintaining
patriarchy and sexism in times of significant changes in
gender relations. Ignoring that fact that challenging
gender relations is at the root of challenging IPV does
not seem useful. In fact, the latest national plan and 2007
presidential decree constitute strong efforts to engender
IPV in that they refer explicitly to ‘gender violence
against women’ and to ‘machista violence’. They focus
not only on punitive measures but aim to challenge social
norms that sustain women’s discrimination and violence
within intimate relationships (36, 57).
An additional finding from this study is that IPV was
still generally understood as physical abuse happening to
adult women in cohabiting relationships. Even if some
allegations of women’s violence against men were made,
the gender asymmetry of IPV was acknowledged, contrary to findings from other settings that claim that
young people are more critical of the feminist position

that IPV disproportionally affects women (26). Violence
among young people in informal relationships, date rape
and other forms of IPV that may be more frequent
among young people were cited but not strongly
perceived as part of IPV. This may reflect how policies,
programmes and campaigns against IPV have failed to
consider the specificities of IPV among young people and
target this audience (26, 27).

Methodological considerations
This study was based in a specific setting  the Amazon
of Ecuador  with a significant proportion of the
population living in poverty, and where subsistence
agriculture coexists with major foreign industries with
minimum local investment. It is also a setting where
national and local policies and programmes against IPV
have flourished and women’s access to education and the
workforce has increased, but where machismo and
marianismo remain strongly influential in the way gender
relations are constructed and IPV is far from being
eradicated. We claim that many settings in Latin America
and (arguably) in other low income contexts share these
characteristics, and thus our results may be transferable
to them.
Triangulation of researchers  bringing different perspectives by having different backgrounds and degrees of
familiarity with the setting  and prolonged engagement
(two authors lived in the area for several years) enhanced
the study’s credibility (58). In addition, we carried out
peer debriefing by discussing preliminary results in
workshops held with young people, providers and stakeholders both in Orellana and Quito.
As we have described before, this research was part of a
larger study in which exploring IPV was not the main
focus; thus, we may have failed to inquire in greater depth
on relevant issues. A further limitation may arise from
the use of the term IPV, which may not have encompassed the diversity of concepts and wordings that
the participants used to refer to, what we interpreted
as, men’s violence against women within an intimate
relationship.
However, the central role of IPV in the construction of
masculinities and gender relations, and the qualitative
differences in how activist and ordinary young men
constructed IPV, emerged from the data, and this was
what motivated this study. We argue that following an
emergent design adds to the study’s dependability, which
contributes to research trustworthiness (58).
During the interviews and focus group discussions, the
interviewer (IG) tried to create a conducive environment
and the participants said that they enjoyed the discussions. However, the fact that the interviewer was a
woman, and was identified with activist work on sexual
and reproductive rights by some of the participants, may
have led to more socially desirable responses. Further, the
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fact that we used mainly FGDs with the ordinary young
men and individual interviews with the activists may also
have influenced the results. However, we did this because
we assumed that the activists might be more familiar with
interviews and more at ease with the questions and topics,
while the ordinary young men might feel less threatened
in a group situation.
Within FGDs, the group dynamic can influence the
answers of some members, and participants with a
leadership position might have more influence than
others. However, during all the FGDs that were conducted, young men participated actively and different
opinions and contradictions emerged, as shown in the
results. The fact that the number of participants was
larger in the first data set than in the second is an
additional limitation of the study. However, if we consider each FGD as a unit of analysis, then the difference
in sample size is minimal. It is also important to notice
that activist young men are still a small group within
the general young men’s population and consequently it
does not exist an ample population of activist young men
from whom to choose a large number of potential
participants.

Conclusions
The young men in this study generally recognized the
existence and harmful effects of men’s intimate partner
violence against women. They rejected it and criticized
male aggressors. Despite these commonalities, the differences between the two groups of men were remarkable.
IPV rejection was categorical among the activists but
milder among ordinary young men, allowing the latter to
justify IPV under certain circumstances. The way the
groups understood IPV was also very different. While
activist men considered IPV to be rooted in gender
inequality, ordinary young men considered IPV as a way
of solving conflicts generated by women’s attempts to
gain greater independence and power.
This study shows on the one hand, that policies and
programmes against IPV might reduce social tolerance of
IPV. However, if they fail to engender IPV they may not
succeed in addressing the unequal gender structures that
sustain it. On the other hand, programmes and interventions generating gender-consciousness among young men
might lead to more profound changes by challenging
gender inequalities and sexism as the roots of IPV.
Scaling up such interventions may have a stronger
impact.
An additional recommendation for strengthening programmes aimed at preventing IPV might be to increase
awareness of all forms of violence  not only physical
abuse. Finally, these programmes might benefit from
highlighting that IPV can also happen among young
people and in casual relationships, and to target this
audience accordingly.
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