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HIV risk and prevention research has failed to investigate adequately the
effects of gender-related factors such as relationship power, sexual communi-
cation, abuse, and gender roles on women’s abilities to engage in protective
actions. We propose that women’s HIV risk from heterosexual transmission
is embedded in the context of gender, race/ethnicity, and class oppression.
This context has central implications for interpersonal relationship factors
relevant to women’s HIV risk. We suggest a framework for understanding
women’s HIV risk within the context of oppression and the role of power
in intimate sexual relationships. Three common dynamics of oppression
are considered: (1) Silencing, (2) Violence and Fear of Violence, and (3)
Internalized Oppression. These dynamics are based on characteristics of
oppression discussed in the work of Jean Baker Miller on gender, Hussain
Bulhan on race, and Paulo Freire on class. These dynamics are discussed
in the context of findings reported in this journal issue and those of other
authors. Finally, the discussion identifies common patterns across studies, as
well as areas of disagreement and directions for future research and public
health prevention efforts.

Never doubt that a small group of thoughtful committed citizens can change the
world. Indeed, it is the only thing that ever has.

Margaret Mead

INTRODUCTION

It has become increasingly evident that a two-part framework is neces-
sary to understand HIV risk behaviors in women and to inform HIV preven-
1To whom correspondence should be addressed at School of Public Health, Boston University,
715 Albany St., T2W, Boston, Massachusetts 02188-2337.
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tion strategies for them. This framework locates sexual behavior within a
context of gender relations and considers the role of the social construction
of race, ethnicity, and socioeconomic factors (Amaro, 1995). Although
there has been increased attention to gender in HIV risk reduction research
in the last few years, the existing studies have largely been based on individ-
ual cognitive-behavioral approaches that stress factors such as perceived
risk, HIV knowledge, self-efficacy, and safer sex skills. For many years,
research on women’s HIV risk behaviors has ignored the dynamics of
intimate relationships, male partner attitudes toward safer sex, male-perpe-
trated violence against women partners, the role of gender-based power,
and the role of socioeconomic factors as elements in establishing HIV risk.
Recently, some researchers have argued that such gender-based factors do
affect the ability of women to engage in self-protective behaviors (Amaro,
1995; De Bruyn, 1992; Ehrhardt & Wasserheit, 1991; Felmlee, 1994; Gó-
mez & Marı́n, 1996; Heise & Elias, 1995; Mann, Tarantola, & Netter, 1992;
Molina & Basinait-Smith, 1998; Quina, Harlow, Morokoff, & Saxon, 1997;
Wingood & DiClemente, 1998; Wyatt, 1994; Zierler & Krieger, 1997). This
new line of HIV prevention research promises to provide useful information
that can inform prevention strategies for American women. This is particu-
larly important for African American women and Latinas,2 among whom
the incidence of HIV infection and AIDS in the United States is most
rapidly rising (Centers for Disease Control and Prevention [CDC], 1999).

The studies presented in this issue make a significant contribution by
providing empirical work on the association between women’s HIV risk and
their power in intimate female–male sexual relationships. Quina, Harlow,
Morokoff, Burkholder, and Deiter’s (2000) study, conducted with a predom-
inantly White, more highly educated population of women, found that those
at greatest risk for HIV infection had the least education, the least sexual
power (i.e., were not sexually assertive), and a history of abuse. For the
predominantly lower socioeconomic status Latina sample of Pulerwitz, Gor-
tmaker, and DeJong (2000), lower relationship power (i.e., less autonomy
over sexual decision-making), was not only associated with lower condom
use, but also with lower education and relationship satisfaction and higher
sexual and physical male partner-perpetrated abuse. Beadnell, Baker, Mor-
rison, and Knox’s (2000) study, which compared the HIV risk of women
in battering relationships with the risk of those in relationships without
such abuse, also found that abused women were more likely to report
traditional sex roles, involvement with sex trade, involvement with a risky

2The term Latina is used interchangeably with the term Hispanic to refer to women of Latin
American cultural heritage based in a mixture of Spanish, African, and indigenous linguistic
and cultural roots. While most national data sources use the term Hispanic, we use the term
Latina because it is the term with which the population of interest most often identifies itself.
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partner, substance use, non-condom use, experience of coercive sex, and/
or psychological distress. In addition, battered women reported lower per-
ceptions of control over safer sex, lower self-efficacy in sexual negotiation,
lower self-esteem, lower socioeconomic status, and lower likelihood of
participating in an HIV intervention. Similarly, Gutiérrez, Oh, and Gillmore
(2000) found in their study with adolescent girls and boys that there is a
link between disempowerment and risk for girls, especially African Ameri-
can girls, although not boys, the latter regardless of race/ethnicity. Further,
these authors found that perception of girls’ power varies across domains.
Girls in their study perceived themselves as having less interpersonal power
(i.e., influence over relationship decision-making), but not significantly less
personal or relationship power (i.e., personal strength and individual capa-
bility or perceptions of control over self in the relationship, respectively).
However, the authors also note that these power variables, which contrib-
uted to a model explaining HIV risk, were less important than other psy-
chosocial variables in explaining risk. These studies all indicate that relation-
ship power is an important contextual variable that shapes women’s ability
to engage their partners in HIV-related protective behaviors, and gender-
based power dynamics in relationships prevent women from initiating and
sustaining sexual risk reduction in their relationships. However, as demon-
strated by Gutiérrez et al. (2000), power dynamics by themselves are not
sufficient to explain risk among women and girls.

Although these cited studies indicate that power is a major factor
underlying women’s HIV risk reduction practices, results from Bowleg,
Belgrave, and Reisen (2000), Castañeda (2000), Simoni, Walters, and Nero
(2000), and Wyatt et al. (2000) demonstrate that power is less predictive
of sexual risk than is involvement in a relationship, the latter predictor is
due to women’s lower HIV risk perceptions when in relationships. Bowleg
et al.’s (2000) study with an ethnically diverse sample of adult women found
that neither traditional gender roles nor disempowerment were predictive
of safer sex self-efficacy, nor were these mediating factors in the associations
between safer sex self-efficacy and condom use. Castañeda’s (2000) study
with Mexican American women and men also assessed how relationship
dynamics influenced HIV risk reduction practices, and her findings also
demonstrate that risk reduction was less likely in these relationships, al-
though sexual communication was more likely. Simoni et al.’s (2000) study
with HIV-positive women found that these women were less likely to use
condoms in their relationships with steady partners, regardless of partner
HIV serostatus. Further, in newer relationships, these women were addi-
tionally less likely to negotiate safer sex with their partner. Wyatt et al.
(2000), in their study with ethnically diverse women, found more autonomy
in contraceptive decision-making among women who were older, unmar-
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ried, African American, contraceptive users, or who had a history of STDs
or unintended pregnancy. These authors additionally found that autono-
mous contraceptive decision-making did not necessarily result in less risky
behavior, but more effective use of contraception was often a marker of
close relationships and lower risk perceptions. Findings across these four
studies indicate that disempowerment is less consequential if women have
low HIV risk perceptions and, subsequently, low motivation to practice
safer sex due to involvement in a close relationship. However, these findings
also demonstrate that healthy close relationships have the potential to
facilitate as well as hinder HIV risk reduction, as these women have more
open communication with their partner around sexual decision-making
(Castañeda, 2000; Simoni et al., 2000; Wyatt et al., 2000). Unfortunately,
in practice, facilitation of risk reduction is the less common phenomenon.

Although articles in this issue assess how power dynamics in close
heterosexual relationships influence women’s sexual risk taking, results of
these studies vary. This variance may be attributed to the use of different
definitions of power (e.g., sexual assertiveness, abuse, autonomous contra-
ceptive decision-making), different samples and methods (e.g., a self-admin-
istered survey with an ethnically diverse adolescent male and female sample,
phone interviews with an ethnically diverse adult female sample, or inter-
viewer-assisted interviews with a Latina sample), or different theoretical
frameworks underlying the studies—Freire’s (1970) participatory empow-
erment methods, the Sexual Health and Risk Taking Model (Wyatt et
al., 2000), the Multifaceted Model of HIV Risk (Harlow et al., 1998).
Nonetheless, the integrated findings of these studies help provide a piece
of the puzzle as to how the marginalization of women in society and in
their heterosexual relationships maintains their HIV risk.

Unfortunately, most of these studies, despite their diversity in racial/
ethnic population, fail to address the role of culture in female disempow-
erment or to provide cultural definitions of female power. The study by
Pulerwitz and colleagues (2000), which reports the development and valida-
tion of a relationship power scale with Latinas, comes closest to developing
a culturally based definition of relationship power. In addition, few studies
address the varying sources of women’s power, including education, level
of contribution to household income, responsibility for unpaid domestic
labor, and societal and cultural belief systems regarding women’s roles in
the relationship. More of them demonstrate the role of socioeconomic
status in women’s HIV risk through the factors of education and income
(Beadnell et al., 2000; Pulerwitz et al., 2000; Quina et al., 2000; Wyatt et
al., 2000). Two of the studies show variations in risk behaviors and their
predictors based on race/ethnicity (Gutiérrez et al., 2000; Wyatt et al.,
2000). However, none of the studies helps us understand how women’s
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lack of power at the social and structural levels relates to HIV risk among
women. Clearly, understanding the dynamics of oppression and how this
has direct impact on female autonomy will be key to our understanding
the link between power and risk; a framework that helps us conceptualize
this link may be useful in helping us move forward with research, practice
and policy.

GENDER, POWER, AND WOMEN’S RELATIONSHIPS:
IMPLICATIONS FOR THE STUDY OF HIV RISK IN WOMEN

Researchers (Amaro, 1995; Zierler & Kreiger, 1997; National Institutes
of Health [NIH] Consensus Panel, 1997) have discussed how women in
close relationships may be at increased risk for HIV infection due to disem-
powerment within these relationships. However, there has been little re-
search defining female disempowerment or making this definition opera-
tional to determine its connection to women’s HIV risk. As noted earlier,
articles in this issue cite data from diverse groups (e.g., race/ethnicity and
economic status) and begin to shed light and raise new questions on the role
women’s power in their relationships plays in shaping their HIV prevention
practices. It should be noted, however, that the articles are not consistent
in their definitions of power and risk. Thus, our commentary is designed
to integrate the findings presented in this journal issue with use of an
organizing framework. Our framework is based on a concept of oppression
dynamics that can help us to define and operationalize power in a way that
can be useful in the development of HIV interventions for women. Al-
though gender-based power differentials in heterosexual relationships can
increase women’s risk of HIV infection through injection drug use as well
as sexual interactions, we will focus on sexual risk taking in our commentary
due to space limitations and the focus of the research presented here.

After reviewing the need for new theoretical frameworks in HIV risk
behavior research, four topics will be discussed: (1) oppression as an or-
ganizing concept for women’s HIV risk, (2) characteristics ascribed to the
oppressed, (3) dynamics of oppression, and (4) recommendations for future
research and public health prevention practice.

NEED FOR NEW THEORETICAL FRAMEWORKS EMPLOYED
IN HIV RISK BEHAVIOR RESEARCH

Most studies that have sought to investigate predictors of HIV risk
have used models of behavior that do not consider power in relationships
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between women and their male partners. Six models are among the most
commonly used and critiqued in the literature: Health Belief Model, Theory
of Reasoned Action, Social Cognitive Theory, AIDS Risk Reduction
Model, Stages of Change Model, and Diffusion of Innovations Theory
(see critiques by Amaro, 1995; Auerbach, Wypijewska, & Brodie, 1994;
Ickovics & Rodin, 1992; Mann, 1991; Mann et al., 1992; Wingood & DiClem-
ente, 1996; Zierler & Krieger, 1997). The Institute of Medicine’s Report
on AIDS and Behavior (Auerbach et al., 1994) concludes that

Despite their conceptual contributions, current theoretical models are limited in
their ability to predict risk behavior for two main reasons. First, with respect to
sexual behavior, the models are based on the assumption that sexual encounters
are regulated by self-formulated plans of action, and that individuals are acting in
an intentional and volitional manner when engaging in sexual activity . . . Second,
the dominant theoretical models of behavior do not easily accommodate contextual
personal and sociocultural variables such as gender and racial/ethnic culture (p. 87).

A serious limitation of theoretical frameworks used in past research
has been their inability to account for the individual or combined effects
of gender, race/ethnicity, and class oppression, and particularly how these
play out in dynamics of intimate relationships. For example, cognitive-
behavioral models that have guided HIV research assume that behavior is
largely under an individual’s control. They fail to account for external
factors (e.g., gender roles and gender sexual scripts that prescribe a passive
role to women and an active role to men in sexuality) that may shape
choices (e.g., lack of economic resources places some women at risk for
becoming sex workers and this affects their ability to hold control over
where, when, how, and with whom they have sex), expectations (e.g., cul-
tural norms about sex within marriage), and at times the actual physical
control (e.g., under situations of sexual assault or threat of harm) that an
individual may have to engage in a behavior. We propose that the concept
of oppression and its dynamics may provide a useful framework for under-
standing women’s risk for HIV in the context of gender, race/ethnicity,
and class. Using the concept of oppression as discussed by Miller (1986)
for gender, Bulhan (1985) for race/ethnicity, and Freire & Ramos (1970,
1974) for class, we propose some common dynamics of oppression that
have application to understanding women’s HIV risk.

The Central Role of Oppression

The social status and roles assigned to groups based on gender, race/
ethnicity, and class are profoundly relevant to understanding the nature
and dynamics of women’s risk of HIV infection and, eventually, in the
reduction of such risk. At the center of socially constructed arrangements
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are two facts. Certain groups are valued and others devalued, and expecta-
tions about appropriate behavior and ability are defined by the dominant
and more powerful group (Miller, 1986; Bulhan, 1985; Essed, 1991; Freire,
P & Ramos, 1970, 1974; Reid, 1993; Turner & Kramer, 1995). Bulhan (1985)
observes that ‘‘few human encounters are exempt from oppression of one
kind or another. For by virtue of our race, sex, or class, each of us happens
to be a victim and/or perpetrator of oppression. Racism, sexism, and class
exploitation are the most salient forms of oppression in the contemporary
world’’ (p. vii).

Similarly, Miller (1986), in discussing gender-based oppression, states
‘‘We live in an androcentric society—organized in terms of men’s experi-
ence, how they define it and elaborate on it through ‘culture’ and ‘knowl-
edge’. They hold all of the legitimate leadership, power, and authority.
Permanent inequality sets conditions in motion so that one group is domi-
nant and another is subordinate, whether based on class, sex, race, or other
characteristic.’’

Paulo Freire (1970, p. 20) adds that oppression is dehumanizing to
both the oppressed and the oppressor, although the latter is in a different
manner. The oppressed are dehumanized by being turned from ‘subjects’
(those who have and create knowledge and act in the world) into ‘objects’
(those who are known or defined by the oppressor and who are acted
upon). Freire refers to the disempowerment of individuals and groups
according to social status, which results in lack of ability or power to play
an active role in decisions about things that have direct impact on their
lives; basic things such as who they are and what they can do are defined
by the more powerful group. In language more familiar to psychologists,
Reid (1993, p. 143) similarly observes that ‘‘Being silenced means having
no access to dialogue and decision making. It means that others will set
policies and define rules. In psychological research, poor women have been
shut out and also shut up, that is, effectively silenced.’’

For example, the formulation of public health strategies to reduce HIV
risk in the most vulnerable women, most of whom are poor and women
of color, has not emerged from a discourse that is guided by or includes
the voices of those most affected. In Freire’s terms, poor women and women
of color most affected by the HIV epidemic have been ‘‘acted upon’’ or
turned into objects. Rather, those who our society regards as the ones who
hold ‘‘knowledge’’ (experts) are the ones whose voices have guided the
HIV/AIDS services and public health programs that are applied to poor
women and women of color.

Feminist psychologists have long acknowledged that gender, race, and
class are ‘‘an integral part of our social structures and institutions’’ (Koss
et al., 1994, p. 4; Reid, 1993). Norms and role expectations that support
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subordination based on gender (as well as class and race/ethnicity) are
transmitted through the family, peers, the workplace, and policy and other
social institutions (Koss et al., 1994). To the extent that populations of
women most at risk for HIV are affected by oppression based on gender,
race/ethnicity, and class, it would be profoundly critical to build an under-
standing of HIV risk that considers these significant power dynamics. Freire
(1970, 1990) stresses that power in the context of oppression includes the
prescription of acceptable behavior that is defined by the oppressor. Sexual
behavior is shaped by prescribed gender roles, which in all societies are
defined largely by the lower status ascribed to women (Ehrhardt & Wasser-
heit, 1991; Lips, 1999).

Although practitioners of HIV prevention programs internationally
have brought attention to these issues for some time, research has lagged
in the conceptualization and measurement of these factors. Researchers
(Amaro, 1995; Wingood & DiClemente, 1998), as well as those who make
and influence policy, have noted the need for more gender-relevant re-
search. For example, the late Jonathan Mann (1991), past Director of
the World Health Organization’s AIDS Office, critically observed that
‘‘Epidemiology has thus far not succeeded in providing sufficiently powerful
understanding of the behavioral determinants of high-risk sexual behavior’’
(p. 12). He added, ‘‘Behaviors associated with sexual transmission of HIV
are now being linked, at least conceptually, with issues of empowerment,
social and economic status, education and age and sex roles’’ (p. 12). The
AIDS pandemic takes place within this social context and is intrinsically
embedded in how gender, race/ethnicity, and class are defined, how re-
sources are allocated, and how scientific activities are carried out (Hara-
way, 1991).

The framework of oppression invites us to consider the role of social
institutions and their participation in oppression. In this case, the social
sciences and public health system become important objects of our analysis
since it is crucial to understand how these might be misused in the interests
of oppression. Gender bias (Miller, 1986), racism (Bulhan, 1985), and class
bias (Freire, 1970) in psychological research and public health programs
have been well documented in the literature (Broverman, Broverman,
Clarkson, Rosenkrantz, & Vogel, 1970; Reid, 1993; Reiker & Jankowski,
1995; Townsend, 1995; Turner & Kramer, 1995). Concrete examples of the
participation of science, psychology, and public health practice in oppres-
sion can be found in the history of the eugenics movement (Bulhan, 1985;
Galton, 1952; Hasian, 1996; Paul, 1995; Sanger, 1919). The field of public
health as an institution has not been exempt as evidenced in its role in the
Tuskegee experiment (Jones, 1993), the sterilization campaign in Puerto
Rico and among women of color in the United States (Aptheker, 1974;
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Health Research Group, 1973; Herold et al., 1986; Lopez, 1985; Rodriguez-
Trias, 1984; Schenshul, Borrero, Barrera, Backstrand, & Guarnaccia, 1982;
U.S. General Accounting Office, 1976; Warren, Westoff, Herold, Rochat, &
Smith, 1986) and the use of racial and ethnic groups in unethical research
(Gamble, 1997)

The relatively short history of HIV research has already manifested
biases in its treatment of HIV in women. From the onset of HIV prevention
research, this bias took the form of the invisibility of women in the research
questions posed and the absence of women in the populations studied. A
large proportion of HIV prevention research on women initially focused
on women as perpetrators of infection (e.g., prostitutes and pregnant
women). As studies on women emerged, the issues of gender were largely
ignored and generic behavioral theories, not originally developed to study
sexual behaviors, were applied to the study of risk factors in women. Many
of these studies relied on middle-class students and non-Hispanic White
samples—the female groups least affected by HIV/AIDS.

Only recently has a new body of work emerged that has attempted to
name, measure, and study gender-specific variables related to women’s risk
of infection. This area of work is still under development and in need of
frameworks that help us to understand the unique role of gender in sexuality
and sexual relationships and how these affect women’s HIV risk. The work
presented in this issue is one of the most recent efforts to develop this area
of research. It is our hope that it will contribute to an increasing theoretical
dialogue and empirical body of work that elucidates the role of oppression
via gender in women’s HIV risk.

Characteristics Ascribed to the Oppressed

One of the most common characteristics of oppression is the ascription
by the dominant group of negative and disempowering characteristics
among the oppressed such as intellectual inferiority, emotional immaturity
or oversensibility, or sexual pathology3 (Broverman et al., 1970; Essed,
1991; Frye, 1983; Reiker & Jankowski, 1995; Townsend, 1995; Turner &
Kramer, 1995; Young, 1990). These ascribed characteristics serve a basic
function in social control of a group by supporting beliefs of superiority
among the dominant group and the internalization of a sense of inferiority,
hopelessness, and fatalism among the oppressed group. Women, persons
of color, and the poor have been characterized as incompetent, lazy ingrates
indifferent to the generous gestures of the dominant class. These groups
3For a bibliography of research documenting beliefs and stereotypes of these groups see the
Internet note www.yale.edu/implicit/info/bibliography.html/ [1999, October 1].
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have been defined as subhuman or infantile, dependent, maladjusted, dumb,
passive, of low-level individuation, and unable to abstract or synthesize
(Broverman et al., 1970; Bulhan, 1985; Essed, 1991; Freire, 1970; Miller,
1986). Reflections of these socially based ascriptions can be found easily
through the history of documented social and medical science (Broverman
et al., 1970; Bulhan, 1985; Miller, 1986). Lips (1999), in summarizing re-
search on gender stereotypes, notes that even the positive stereotypes of
women have not served them well: ‘‘In keeping with stereotypes of feminin-
ity, the ascribed positive qualities are communal ones: helpful, gentle, kind,
understanding. Yet, when it comes to instrumental, competence-related
qualities that people consider necessary for the accomplishment of high-
quality work, women are often judged wanting’’ (p. 16). Although most of
these studies have been conducted with White, middle-class American
women, Freire’s & Ramos’ (1970, 1974), Bulhan’s (1985), and Reid’s (1993)
discussions of stereotypes of class and race indicate that poor women and
women of color are also seen as lacking in competence.

The characteristics ascribed to socially subordinate groups both reflect
and reinforce the lower power status of these groups. When women deviate
from the stereotype and exercise power and authority, they are more likely
to receive negative evaluation (Lips, 1999). Several dynamics of oppression
have been noted as critical tools for keeping subservient groups in ‘‘their
place.’’ Because these dynamics can pervasively define the life experiences
of lower status groups, they are likely to be relevant to our understanding
of the context of HIV risk in women.

Dynamics of Oppression

The marginalization of groups, whether based on gender, race/eth-
nicity, or class, is carried out through a number of common dynamics that
are relevant to the understanding HIV risk among women. These dynamics
include (1) Silencing, (2) Violence and Fear of Violence, and (3) Internal-
ized Oppression. This section describes these dynamics and relates them
to the realities of women’s risk of HIV infection.

Silencing

The silencing of groups can occur in both explicit and implicit ways.
Generally this involves discouraging subordinates’ full and free expression
of their experience, characterizing subordinates falsely, and describes this
as the normal or natural situation ordered by higher and better powers
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ranging from God to biology (Bulhan, 1985; Freire, 1970; Miller, 1986;
Reid, 1993). Reiker and Jankowski (1995, p. 43) point out that the term
silence refers ‘‘to the actual loss of voice, and metaphorically to the silencing
or loss of the self,’’ which has been associated with psychological distress
evident in many oppressed groups. Silencing also involves systematic exclu-
sion of the life experience and views of subordinates from the culture and
from the construction of what is called knowledge (Bulhan, 1985; Freire,
1970; Miller, 1986). An example of silencing in the creation of knowledge
is provided by Reid (1993, p. 133). She points out that even feminist theory
and research has ‘‘been directed to the explication of women’s essential
experience of gender, as if this could be separated from the confounds of
class and race.’’

The dynamic of silencing has taken place on many levels in relation
to women’s HIV risk. At the policy level, the lack of attention to the
epidemic in women has been well documented (Auerbach et al., 1994;
Corea, 1992). Both medical and behavioral research as well as the public
health community have largely ignored, or at least given inadequate atten-
tion to, the issue of HIV risk in women. Even the definition of symptoms
for an AIDS diagnosis demonstrated gender bias. It took the organized
voice of those most affected, women with HIV and their advocates, to
integrate women’s specific symptoms of AIDS into the definition accepted
by the medical community. One concrete example of female invisibility
within the scientific response to women’s risk of infection is the lack of
attention given to women-controlled methods of protection. In an editorial
in the American Journal of Public Health, Malcom Potts (1994) stated,
‘‘The most glaring gap in AIDS prevention is the lack of a method a woman
can use when she suspects her partner may have a sexually transmitted
disease or human immunodeficiency virus (HIV) infection and she cannot
compel him to use a condom’’ (p. 890). The lack of such a method leaves
women with one protective behavior, negotiation of condom use, a behavior
that under ideal circumstances may lead to condom use by the male partner.
Although the female condom is another potential method available to
women, it has yet to overcome a number of barriers to broad use including
its high cost, limited acceptibility among some groups, low availability,
reported discomfort and/or decreased sexual pleasure, aesthetic objections,
and mixed acceptability to women and their male partners (Cecil, Perry,
Seal, & Pinkerton, 1998; Gilbert, 1999; Liskin & Sakondhavat, 1992). Fur-
ther, the use of the female condom requires partner cooperation; for this
reason it faces some of the same problems as use of the male condom
(Cecil et al., 1998; Liskin & Sakondhavat, 1992). Research is needed on
the female condom to document the long-term adoption of this method
among the women most vulnerable to STDs and HIV (Cecil et al., 1998).
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Most studies have primarily documented the initial response to being intro-
duced to the female condom and women’s willingness to try it, which may
be quite different from their willingness to use it consistently.

Research on microbicides promises to provide a truly female-con-
trolled method that potentially could be low cost, easily available, and
broadly adapted (Darroch & Frost, 2000). Yet current research suggests
that even if a safe and available microbicide were available, not all women
would use it and there would still be a need for use of the male condom
(Darroch & Frost, 1999). In addition, research is at least 5 years away from
having a safe and reliable microbicide method on the market (Heise, 2000).
For these reasons, in fact, behavioral interventions that promote the use
of the male condom are currently the major tools for reducing risk in
women (NIH Consensus Panel, 1997).

At the individual level, negotiation of condom use takes place within
the context of relationships and, more broadly, within the context of social
norms that prescribe expected sexual behavior in which women are to be
passive and men are to ‘‘take the lead’’ (McCormick, 1994; Perper &
Weis, 1987). Thus, to address HIV risk among women, researchers must
understand how such gender norms affect women’s silencing and the suc-
cessful strategies that some girls and women develop to regain their voice.

Silencing of girls and women, especially in mixed gender groups, has
been documented in studies throughout the life span (Aries, 1976; Brown &
Gilligan, 1992; Eichenbaum & Orbach, 1988; Gilligan, Lyons, & Hanmer,
1990; Gilligan, Rogers, & Tolman, 1991; Lips, 1999; Reid, 1993). Social
institutions such as the media, family, schools, and work settings reinforce
this dynamic. For example, it has been convincingly established that both
male and female teachers pay more attention to boys than to girls (Sadker &
Sadker, 1985). Many girls who start their educational careers as outspoken
are shaped into more passive behavior by the treatment they receive from
teachers (Irvine, 1986). The treatment that girls receive in classrooms results
in the collective silencing of girls. Many girls ‘‘are afraid to speak out
about their opinions, nervous about proffering answers in the classroom,
intimidated at the prospect of risking failure or disapproval by saying what
they think’’ (Lips, 1999, p. 113).

Later in life, in the context of relationships with male partners, Jack
(1991) proposes that gender roles that do not allow women to express their
desires and needs in relationships result in silencing as women attempt to
establish satisfying connections with male partners. Further, using a scale
for Silencing the Self, Jack and Dill (1992) demonstrated that silencing is
associated with higher rates of depression in women. Although the applica-
tion of the concept of silencing to girls and women of color and/or lower
socioeconomic class has received mixed results (Lips, 1999), some evidence
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of its application to diverse racial/ethnic groups has been reported (Gratch,
Bassett, & Attra, 1995). Way’s (1995) study of urban, poor, and working
class and ethnically diverse girls suggests that there may be varying patterns
in the situations and relationships in which girls are silenced. She concludes
that ‘‘The experience of marginalization in terms of class, gender, and,
frequently, race and ethnicity may force urban, poor, and working class
adolescent girls to realize that to survive in the world, they will have to
speak up’’ (Way, 1995, p. 124). Yet, Way (1995) notes that speaking out
does not generalize to all relationships. Even girls who were outspoken
with their friends, teachers, and family members were often not outspoken
in their relationship with boys ‘‘because they were not sure if they could
protect their own feeling or listen to themselves in these relationships’’
(pp. 121–122). This is consistent with our own study of African American
and Latina adolescent girls. This study revealed that, within the context of
their relationships with male partners, girls quickly learn that there may
be repercussions, such as alienation or even violence, to their speaking out
(Weintraub, Lacet, Bonet, & Amaro, 1996).

Thus, both the framework of oppression and empirical evidence suggest
that silencing is an important variable to operationalize and to measure in
understanding women’s relationships with male partners. It seems especially
important to investigate the association between silencing and women’s
HIV risk. Recent studies with women and adolescent girls indicate that
they may remain silent about condom use in their relationships due to
the stigma attached to asking their partners to use condoms (Holland,
Ramazanoglu, Scott, Sharpe, & Thompson, 1992; Worth, 1989). A study
of adult African American women suggests that while fear of partner
reaction does not seem to affect women’s attempts at negotiation, it is
associated with lower levels of effectiveness in negotiation as indicated by
lower levels of condom use (Raj, Silverman, Wingood, & DiClemente,
1997). Findings from these studies indicate that silencing occurs both inter-
nally, when women do not negotiate condom use due to fear of stigma, and
externally, when women’s attempts to negotiate condom use are ignored by
their partners.

Authors of papers in this issue also study variables related to silencing
through the operationalization of variables such as gender roles and commu-
nication with partners about sex and HIV risk. Although the measures and
results do not yet provide definitive answers, we begin to see evidence in
some studies of the association between these variables and HIV risk.
Bowleg et al. (2000) demonstrate that higher socioeconomic class (as mea-
sured through education) is associated with greater use of both expressive
(female stereotypical) and instrumental (male stereotypical) gender roles.
This suggests that women with lower education have less access to the use
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of both of these means of giving voice to their desires regarding influence
on sexual partners. Beadnell et al.’s (2000) study also revealed that women
in abusive relationships, compared with women whose relationships were
not marked by recent physical abuse, reported more traditional sex roles
and lower self-efficacy in sexual negotiation, as well as lower perceptions
of control over safer sex. Again, these results provide evidence that tradi-
tional sex roles may keep women in disempowering relationships from
voicing their needs to their male partners.

Communication was also analyzed by many of the articles in this issue,
and findings reveal that communication results in a double-edged sword for
women seeking HIV prevention within their close relationships. Castañeda
(2000) found that women reporting greater sexual communication and
decision-making with their partners were more likely to be in close (e.g.,
longer term, steady, or marital) relationships. However, women in close
relationships were also less likely to perceive themselves at risk for HIV
infection (Bowleg et al., 2000; Castañeda, 2000) and engage in safer sex
practice (Wyatt et al., 2000). Even HIV-positive women were less likely to
use condoms in their close relationships, regardless of partner serostatus
(Simoni et al., 2000).

Nonetheless, Quina et al. (2000) point out that having voice (communi-
cation) within a sexual relationship is determined by the power dynamics
of the relationship, with abused (sexually coerced) women reporting signifi-
cantly lower communication. Furthermore, women with at least one known
partner risk had significantly lower levels of communication of HIV-related
information and refusal sexual assertiveness. Quina et al. (2000) conclude
that a woman’s hesitation to express her sexual needs and to discuss HIV
risk reduction are based on a woman’s understanding of power and interper-
sonal danger in the particular relationship. The integrated findings of these
studies on sexual communication in close relationships reveal two important
points. First, women at lower risk for HIV are more likely to communicate
with their partner, but still are not likely to use condoms, with the effect
that their actions are silenced. Second, women at higher risk for HIV are
less likely to communicate with their partner and less likely to use condoms,
again with the effect that their voices and actions are silenced.

Violence and Fear

Bulhan (1985), Miller (1986), and Freire (1970) all speak to the role
of violence and fear of violence in promoting oppression. As these authors
have observed that, in order to support the power of the oppressor, efforts
toward freedom of the oppressed are typically suppressed through the use
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of constant control by means of violence, threat of violence, or both. Miller
(1986) argues that in order to maintain power, members of the oppressor
group must make direct force or threat of violence obviously available.
They must also make it appear that subordinates have no cause for anger
and that there is something wrong with subordinates when they demonstrate
anger. Miller also notes that the dominant group behaves in predictable
ways: It acts destructively to subordinate groups and restricts the subordi-
nate group’s range of actions and reactions to destructive treatment
(Miller, 1986).

Viewed in the context of oppression, ‘‘Male violence against women
is seen as a manifestation of gender inequality and as a mechanism for the
subordination of women’’ (Koss et al., 1994, p. 4). Estimates based on the
National Violence Against Women Survey reveal that 1.5 million adult
American women each year are raped or physically assaulted by an intimate
partner (Tjaden & Thoennes, 1998). Indeed, violence perpetuated against
women within relationships with male partners is the leading cause of injury
to women in the United States (Dwyer, Smokowski, Bricout, & Woarski,
1995). These data clearly establish violence against women as a critical factor
to consider in women’s heterosexual relationships and their ability to negoti-
ate safer sex. The experience of partner-perpetuated violence is even more
common among women who abuse alcohol and/or drugs and among those
whose partners abuse these substances (Amaro, Fried, Cabral, & Zucker-
man, 1990; Fullilove, Lown, & Fullilove, 1992; Koss et al., 1994).

The dynamic of violence in women’s HIV risk has been documented
in a number of studies (Axelrod, Myers, Durvasula, Wyatt, & Cheng, 1999;
Bowen & Michal-Johnson, 1995; Molina & Basinait-Smith, 1998; Raj &
Wingood, 1997; Wingood & DiClemente, 1997). In this journal issue, several
of the articles extend our understanding of the association between violence
and women’s HIV risk. Beadnell et al. (2000), Pulerwitz et al. (2000), and
Quina et al. (2000) found that history of physical and sexual abuse is
associated with condom use and partner risk. Further, Quina et al. (2000)
found that history of sexual abuse, although unrelated to sexual or HIV
related communication with their partner, was associated with greater fear
of partner reaction to sexual negotiation. In addition, Beadnell et al. (2000)
found that women physically abused by their current male partner reported
lower self-efficacy in sexual negotiation and increased likelihood of involve-
ment with a risky partner. These findings all indicate either direct or indirect
effects of abuse, current and past, on women’s HIV risk. Overall, these
studies clearly reveal that women currently in an abusive relationship are
at greater risk for HIV. However, they perceive and are given less control
over their sexual experiences within their close relationships.

Fear is related to violence as a mechanism for marginalization. Fear
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is an integral part of the dynamics of oppression and works through self-
criticism, self-blame, and fear of selfishness (Miller, 1986). Koss et al. (1994)
note that ‘‘Male-perpetuated violence is a major cause of fear, distress,
injury and even death toward women in this country’’ (p. ix). Miller (1986)
points out that fear in women is facilitated by the internalized notions that
self-determination is wrong, evil, and destructive, and that fully applying
one’s self-determination would result in abandonment or chaos. As men-
tioned previously, research shows that girls remain silent with male partners
about their HIV prevention needs; this fear is entrenched in the social
stigma attached to condom use and the positive social status attached to
women’s involvement in a relationship (Holland et al., 1992; Worth, 1989).
Although most of the studies in this issue focused on markers of a woman’s
fear in a relationship (e.g., violence, powerlessness) (Beadnell et al., 2000;
Bowleg et al., 2000; Gutiérrez et al., 2000; Pulerwitz et al., 2000; Quina et
al., 2000). Quina et al. (2000) addressed the association between a woman’s
fear of partner response and condom negotiation. They found that women
who anticipated a negative partner response to safer sex negotiation were
less likely to engage in sexual communication with that partner, an outcome
associated with greater sexual risk. However, as mentioned before, although
fear silences women, greater sexual communication may still be insufficient
to increase use of risk reduction practices for women in close relationships.
This is especially valid if there is a partner opposition and history of abuse.

Internalized Oppression

The third mechanism for marginalization of groups is through internal-
ized oppression. Three common sentiments arise in all subordinate groups
through internalization of ascribed characteristics: (1) I am weak, (2) I am
unworthy, and (3) I have no right or cause to be angry (Miller, 1986). Freire
(1970) states that submerged in reality, the oppressed cannot perceive
clearly the social order, which serves the interests of the oppressor. In
discussing race/ethnicity, Williams, Lavizzo-Mourey, & Warren (1994) de-
scribe internalized oppression as the belief by persons of color of the
inferiority of their group. West (1993) argues that the long-term effect of
racism results in a ‘‘limited capacity to ward off self-contempt and self
hatred’’ (p. 17). Freire (1970) believed that inaccurate perceptions about
the oppressor and of one’s group result in feelings of emotional dependence
on the oppressor. The oppressed internalize the messages and attributes
promoted about them, which can result in the direction of aggression toward
one’s own group (horizontal aggression) and the oppression of others within
one’s group.
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Although none of the studies in this issue directly assess the role of
internalized oppression on women’s HIV risk, facets of women’s internal-
ized oppression do appear to affect women’s perceptions of sexual control.
As mentioned previously, several studies indicate that women who may
feel at risk for HIV in their newer relationships remain silent in terms of
sexual negotiation (Bowleg et al., 2000; Castañeda, 2000; Simoni et al.,
2000; Wyatt et al., 2000). These authors suggest that women do not use
their voices due to socialization of passive feminine gender roles, fear of
partner violence, perceptions of low power, or fear of disrupting relation-
ships when alternative partners may not be readily available. While these
markers of internalized oppression were presented in articles from this
issue, development of ethnic identity continues to be overlooked as a facet
of oppression that may have an impact on women’s HIV risk.

A number of researchers who study development of racial and ethnic
identity among U.S. ‘minority’ groups have documented that in early stages
of ethnic identity development, oppressed ethnic groups internalize nega-
tive views of their group that have been prescribed by the larger, dominant
group. This negative internalization may result in an individual not wanting
to be seen as a member of his or her own ethnic group (Atkinson, Morten &
Sue, 1983; Cross, 1978; Helms, 1990; Kim, 1981; Marcia, 1966; Phinney,
1993; Powell-Hopson & Hopson, 1998; Russell, Wilson, & Hall, 1992).
Alternatively, exploration, knowledge, and acceptance of one’s cultural
group, which have been linked to healthier psychological development,
often characterize higher levels of racial and ethnic identity development.

When studying ethnic groups, HIV research has generally categorized
individuals solely on their reported ethnic identification. However, groups
and individuals are not homogeneous in their ways of coping with the social
meaning of being a member of a subservient group, which suggests that
this is an important factor to consider and to measure. The responses of
groups ascribed lower status in a society are complex and depend on many
historical and situational contextual factors. Berry (1984) proposed four
strategies adopted by members of nondominant cultural groups in response
to domination: (1) integration, (2) assimilation, (3) separation, and (4)
marginalization. These strategies have important implications for identity,
values, attitudes, and abilities and are expressed in behaviors and social
relations. Of these responses, marginalization, which involves disen-
gagement with the culture of origin as well as lack of integration into the
new culture, has been associated with the most negative outcomes (Berry,
1984). For example, in a study of illicit drug use, Amaro and colleagues
(Amaro, Whitaker, Coffman, & Hereen, 1990) found that Latinos who
were highly acculturated, but who were not integrated into the U.S. main-
stream (as reflected in their poverty status) had by far the highest rates of
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illicit drug use. This literature would suggest that marginalization may be
another relevant factor in HIV risk among some women of color. Yet,
research on HIV risk behaviors has given little attention to these factors.

CONCLUSIONS AND RECOMMENDATIONS FOR FUTURE
RESEARCH AND PRACTICE

The collection of research published in this journal issue is helping to
pave the way for greater understanding of the association between female
disempowerment and women’s health. However, as pointed out in the 1997
NIH Consensus Panel on Interventions to Reduce HIV Risk Behaviors,
more research is needed ‘‘to understand the role of community expectations
of women and power differentials in their relationships with men’’ (NIH,
1997, p. 18). Yet, many researchers who study adolescent and adult women’s
HIV risk behaviors continue to ignore the context of gender in women’s risk
(e.g., Heckman et al., 1996; Jemmott, Jemmott, & Fong, 1998; Kalichman,
Hunter, & Kelly, 1992; Kalichman, Kelly, Hunter, Murphy, & Tyler, 1993).
Findings from research presented in this volume and in other studies clearly
demonstrate that gender-related factors are critical to women’s risk and
future research needs to incorporate these in order to be useful in public
health practice. Future research on HIV risk behaviors and intervention
research among adolescent and adult women and men should seek to add
to our understanding of how gender shapes HIV risk for both women and
men. To avoid doing so is to contribute to the silencing of women’s experi-
ence and to the denial of the central role of gender, which is one of the
most well-documented and powerful social stratification categories.

Integration of the voices of those affected into the knowledge develop-
ment and intervention process. A first step in responding to the dynamics
of oppression is to change the manner in which we create knowledge by
allowing the voices of those most affected to inform our work. This will
require that we think critically about the mechanisms for generating knowl-
edge and develop methods to incorporate the expertise of affected groups
in guiding our research. One potentially promising avenue is the integration
of affected individuals and nonscientist community members in scientific
review committees. This strategy has been successfully used in the National
Institutes of Health review committees for breast cancer research and in
the University of California’s Universitywide AIDS Research Program.

A second strategy for integrating the voice of affected groups is to
develop and test the efficacy and effectiveness of HIV prevention programs
that are rooted in popular education approaches (Ferreira-Pinto, 1995;
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Freire, 1970; Merideth, 1994; Werner, 1982). For example, the Massachu-
setts Department of Public Health’s HIV/AIDS Bureau has implemented
HIV prevention programs throughout the state employing an adult popular
education methodology. In this approach, women recruited from the af-
fected communities participate in a process of reflection and critical analy-
ses. Through group discussions they develop their own understanding of
how factors such as gender, race/ethnicity, and class impact their daily lives,
including their risk of HIV infection.4 This process, which may take from
4 months to 1 year, leads to the development of community-based actions
and special projects initiated and designed by the participants and funded
by the health department. The goals of this approach are individual behavior
change, as well as social change through the development of local leaders,
changes in social norms, and the development of strategies for reducing
risk among community members that emerge from the group itself. Evaluat-
ing the effectiveness of these interventions on individual- and community-
level risk behaviors will present major challenges to researchers. However,
evaluation of the process of change involved in these programs could pro-
vide valuable information regarding how communities understand and re-
spond to HIV risk.

Research on interventions that target women with a history of abuse.
In addition to development of more contextually based programs account-
ing for the social and political structures in which women’s sexual decision-
making occurs, programs for women must account for the pervasiveness
of historical and current intimate violence in women’s lives. Findings from
these studies, which are consistent with the proposed theoretical framework,
reveal the need to develop effective intervention strategies for women with
a history of abuse and those who are currently in abusive relationships. It
has been well documented that history of abuse, as well as current abuse
in a relationship, are not only common for women, but also major risk
factors for unprotected sex and for HIV infection (Cunningham, Stiffman,
Dore, & Earls, 1994; Golding, 1996; Harlow et al., 1998; Irwin et al., 1995;
Plichta & Abraham, 1996; Thompson, Potter, Sanderson, & Maibach, 1997;
Zierler et al., 1991). Yet, most of the tested prevention approaches with
women (e.g., Carey et al., 1997; DiClemente & Wingood, 1995; Eldridge
et al., 1997; Hobfoll, Jackson, Lavin, Britton, & Shepherd, 1994; Kalichman,
Rompa, & Coley, 1996; Kelly et al., 1994; Rhodes, Wolitski, & Thornton-
Johnson, 1992; Santinelli et al., 1995; Stevens, Estruda, & Estrada, 1998)
do not sufficiently address abuse and may not be appropriate for women

4Personal communication (1999) with Dalila Balfour, Program Manager, regarding popular
education HIV prevention programs for women funded by the Massachusetts Department
of Public Health, HIV/AIDS Bureau.
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in such relationships. Prevention approaches for this population may need
to focus not only on HIV risk behaviors, but also on post-traumatic stress
disorder, depression, anxiety, and social isolation of women with an abuse
history (Hans, 1999; McCauley et al., 1995; Roberts, Lawrence, Williams, &
Raphael, 1998; Samson, Bensen, Beck, Price, & Nimmer, 1999; Scholle,
Rost, & Golding, 1998; Sutherland, Bybee, & Sullivan, 1998). Because
women with an abuse history are also more likely to abuse substances (Hans,
1999; McCauley et al., 1995; Roberts et al., 1998), prevention approaches for
sexual and drug use risk reduction in women are needed as well.

Interventions and research on male gender norms and HIV risk. Clearly,
programs to reduce HIV risk for women cannot solely focus on women if
they are to be successful. Women-only programs must address risk factors
stemming from male partners and close relationships. However, women-
only programs alone are insufficient to address the relationship context.
There must also be programs that include male partners, as they are clearly
affecting women’s HIV prevention practice. This can be done with male-
only interventions as well as couple interventions. Evidence (Gilmore,
DeLamater, & Wagstaff, 1996; Pleck, Sonenstein, & Ku, 1993; Whitehead,
1997) suggests that adherence to traditional beliefs regarding male gender
roles is a major predictor of sexual risk behavior in young men. Yet, we
have a limited understanding of heterosexual male sexuality, male gender
role norms and beliefs, and male decision-making regarding HIV-related
risk behaviors. Public health interventionists also have little expertise in
the development of effective strategies to reduce sexual risk behaviors
among heterosexual men at risk. A comprehensive strategy to reduce risk
of HIV infection in women must include the development of a knowledge
base on heterosexual male sexuality and sexual risk taking as well as the
development and testing of prevention approaches targeted to men and
couples. In addition to understanding how gender as a social variable affects
women’s risk, we also need to understand how it affects men’s risk behav-
iors. This approach is consistent with an oppression framework, which
recognizes that the dynamics of oppression work on both the oppressor
and the oppressed.

Use of theoretical frameworks that integrate social-structural factors
and cognitive-behavioral factors. Although we recommend the use of a
theoretical framework for women’s HIV interventions based on the dynam-
ics of oppression, we do not suggest that this requires the negation of
individually based factors such as self-efficacy and social outcome expectan-
cies. Research published in this issue provides support for the need for
further HIV prevention research that studies individual cognitive-behav-
ioral factors within the context of the larger social dynamics of oppression.
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For example, such a model might include cognitive-behavioral factors such
as perceived self-efficacy as immediate predictors of HIV risk behaviors
while investigating how the underlying contextual factors of silencing, vio-
lence and fear, and internalized oppression and resistance affect more
immediate cognitive-behavioral factors. This will require that we continue
to develop and test measurement instruments that operationalize relation-
ship power, individual autonomy, social and political power, communication
within intimate relationships, and internalization of negative ascribed char-
acteristics based on gender, class, or race/ethnicity.
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