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Pervasive and persistent power inequities in sexual relationships lead many women in the world to develop strategies to protect their reproductive health and hide these
strategies from their male partners. The prevention of unwanted pregnancy through secret contraceptive use is perhaps the best known of these. A growing number of women
also need strategies for preventing transmission of sexually transmitted infections (STIs), including HIV. Although
abstinence, monogamy and condom use are effective for
preventing infection, they require participation of the male
partner, which is problematic for many women. Women
would beneﬁt from methods that protect against infection
and that can be used in secret, if necessary.
Topical microbicides, substances that are applied in either the vagina or the rectum to reduce the risk of infection,
currently hold great promise, in part because they do not require the active participation or even knowledge of the partner.1 Such innovations invite new decision-making strategies. How a woman decides to use a new product is a complex
process—a balance of her perception of risk, understanding
of the product and how it works, anticipation of her partner’s reaction to use and consideration of the relationship’s
balance of power. Furthermore, even though these concerns
are likely to be similar for women everywhere, socioeconomic
status and social and cultural norms will inﬂuence the outcome of such decision-making. Use of microbicides, theoretically under a woman’s control, may not be possible if she
has no decision-making power in sexual activities.
Control may be accomplished through secret or hidden
use, which carries its own risk should it be discovered. Most
likely there will be variations in how covert use is rationalized and accomplished, yet the implications have not
been well considered by researchers and advocates for microbicides. Some strategies may be less secret than others,
with women preferring secrecy yet not fearing discovery.
For others, potential repercussions of discovery could preclude even consideration of use.
The introduction of microbicides is still a few years away,
which affords researchers time to study the implications, consequences and advisability of secret use. Covert use and its
possible risks and beneﬁts should be considered far in advance of product introduction. Well-informed introduction
is paramount. Careful attention to product presentation and
cultural context is necessary, as some marketing strategies
could either encourage or discourage covert use, discourage
use altogether or alienate male partners, which could make
the discovery of covert use more perilous for women.
This paper discusses ﬁndings from research on contra-

ceptive and condom use as well as microbicide studies, to
show how women decide to use a new product. The term
“covert” is used in this paper, since it is less associated with
illicit or illegal activities than “stealth” or “clandestine.”
BACKGROUND
The microbicidal potential of more than 50 experimental
drug products is currently being investigated.2 Research
on microbicide safety and efﬁcacy is proceeding along multiple fronts: vaginal and rectal use for HIV and selected STI
prevention, and vaginal use for pregnancy prevention.
Among the wide variety of delivery modes and formulations under various stages of development, gels or creams
that are applied before each sex act using an applicator have
advanced furthest in clinical testing. Limited behavioral
data are typically collected in early safety trials. However,
studies have addressed the acceptability of microbicides
and the conditions that affect their use.3
Research on the covert use of microbicides is hypothetical at this point, but past experiences with covert contraceptive use, which has been necessary for many women
worldwide, provide some insight. Although women bear
the greatest burden of rearing children, in many countries
reproductive decision-making is controlled by men and the
extended family.4 Men may refuse to allow their partners
to use contraceptives, associating contraceptive use with
sexual inﬁdelity and the erosion of male authority.5
Aspects of the sexual relationship that influence contraceptive decision-making are also relevant to microbicide
use. Such factors include intimacy, sexual enjoyment and
communication.6 For example, adults who communicate
a desire for safer sex and discuss their experiences with previous sexual partners and STIs are more likely to use condoms.7 However, it is easier to talk about pregnancy than
STIs.8 Thus, it is likely that microbicides will be used covertly with at least some partners at some times.
Given the variations in the nature and context of sexual relationships, a woman’s decision to use or even attempt
to use a new product will not be a simple matter. Furthermore, in contexts where men control household ﬁnances,
the costs of microbicides used covertly will need to be hidden. Women will most likely take into account a host of
factors that change over time, and such factors should be
considered by researchers interested in microbicide acceptability and use. For discussion purposes, these factors
are grouped into four categories: perception of risk, product characteristics, partner reactions to use, and gender and
autonomy.
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PERCEPTION OF RISK
When microbicides become available, women will have
something new to consider as they assess risk in sexual relationships and make decisions about protection from HIV
and other STIs. Such risk assessments are often unreliable,
based on a partner’s outward appearance and assumptions
about his lifestyle, rather than honest and explicit discussions of STI history and experiences with other partners.
The risk of infection, and a couple’s communication about
that risk, will vary across types of relationships and may
shift over time. The perceived level of risk—and therefore
condom use—may be highest at the beginning of a relationship, and unless condoms are serving as a contraceptive method, couples often stop using them once trust has
been established.9 As Flood has noted, “Having sex creates
trust, and trust means sex without condoms.”10 A suggestion to resume condom use is likely to raise doubts about
ﬁdelity. Disclosure of microbicide use could raise similar
concerns.
People in long-term relationships generally consider
themselves less at risk than those in brief, casual or compensated sexual liaisons, and therefore are much less likely to use condoms.11 For many groups (e.g., sex workers,
substance users and people with multiple partners), the
risk of STIs is a chronic reality. For others, risk may occur
in cycles that coincide with the formation and dissolution
of relationships, as well as periods of inﬁdelity in monogamous relationships.12 Darroch and Frost note that in the
United States, interest in microbicide use is highest among
single women, and lowest among married women who trust
their husbands to be monogamous.13 According to Gregson and colleagues, Zimbabwean women report marital
monogamy as their safety strategy.14
Unfortunately, monogamy presents a myriad of problems. A Population Council report observes: “In many regions, a signiﬁcant proportion of women are infected with
HIV by their husbands. Even when women themselves are
monogamous, their partners may not be.”15 Women who
suspect their partner of inﬁdelity may be unable to act on
this suspicion, because in much of the world a double standard prevails—women are expected to remain faithful,
whereas men are not.
PRODUCT CHARACTERISTICS
A contraceptive’s characteristics are relevant to the understanding of covert use. Women have demonstrated a willingness to tolerate a wide array of undesirable characteristics and side effects when motivated to avoid pregnancy.16
Physical characteristics will also affect women’s perception
of and interest in microbicides, and the potential for covert
use is an important attribute. However, views on product
attributes are difﬁcult to disentangle. For example, studies
on microbicides have indicated that potential users are concerned about “messiness,” but it is not clear if this refers to
inconvenience (needing to clean up), a potential reduction
in sexual pleasure, concerns about partners’ reactions or
a concern that messiness would decrease the potential for

Volume 30, Number 2, June 2004

covert use.17 Similarly, concern about the length of time
necessary between insertion and intercourse may be focused
either on not disrupting the moment, or on the feasibility
of covert use.
According to Severy and Silver, people choose the contraceptive method with the fewest perceived negative attributes.18 For prevention of HIV and other STIs, microbicides are likely to compare favorably with condoms, because
condom use is widely thought to decrease sensation and
diminish pleasure, the acts of applying and of removing
and discarding a condom may disrupt the sexual encounter,
and the suggested use of condoms can raise trust issues.
Although some progress has been made on erotic approaches to condom use, condom use still ranks low among
pleasurable activities associated with sex.
The potential for microbicides to be used more discretely
than condoms is an important product characteristic. Although women will most likely view this as a positive attribute, men may perceive it as positive or negative. For example, men may dislike the possibility of being exposed
to a substance without their knowledge, or the idea that
their partner can exercise such autonomy. On the other
hand, like women, they may see an advantage to minimal
disruption, if any, in their sexual pleasure. Both men and
women may value not having to discuss the need for
protection.
PARTNER REACTIONS TO COVERT USE
Certain culturally prescribed sexual practices may make
covert use difﬁcult. In cultural groups that value a dry vagina during sexual intercourse, the lubricating qualities of
microbicides may preclude covert use.19 The lubricating
quality may make men doubt their partner’s ﬁdelity or suspect her of having a vaginal infection.20 Some women will
fear a negative and perhaps violent response from partners
who discover covert use.
In contrast, some women in one U.S. study believed that
covert use might improve the sexual encounter for male
partners, saying that the extra lubrication could heighten
his feeling of prowess in sexually arousing the woman.21
Indeed, some men in the study whose partners used a proxy
product were pleased that the extra lubrication freed them
from extensive foreplay to stimulate their partners. Women
said the additional lubrication made sex physically more
enjoyable for them, and some reported a thrill from the act
of secrecy itself. Since insufﬁcient vaginal lubrication during sex is a common problem, microbicides could improve
sexual intercourse for many women, regardless of the cultural preferences of men.
Women who choose to inform partners of microbicide
use may incur increased risk if men discontinue condom
use due to inappropriate conﬁdence in microbicides, which
will likely be less effective than condoms. This behavior
has been observed in early microbicide clinical trials, where
efﬁcacy is yet to be determined.22 Moreover, if men prefer
microbicides to condoms, they may insist on use, even if
women do not want to use them.
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GENDER AND AUTONOMY IN SEXUAL RELATIONSHIPS
In many relationships, men hold power over sexual decision-making, including condom use. Research has documented women’s lack of power and autonomy in sexual
relationships,23 as well as imbalanced gender roles for making sexual and reproductive health decisions.24
Increasing women’s power in reproductive decision-making is one objective of increasing contraceptive prevalence.
Contraceptive use has been associated with increased female autonomy and more general improvements in the quality of women’s lives.25 Progress has been made in empowering women to negotiate condom use, and in some settings
it has become increasingly acceptable for women to protect themselves.26 However, this applies largely to those in
casual relationships and to commercial sex workers, whereas the protection of married women against HIV and other
STIs the world over continues to rest ﬁrmly on the practice
of monogamy.
Microbicides will most likely be applied by women and
not require a partner’s cooperation, so decisions about their
use could rest primarily, if not totally, with women. Although
many would agree with the goal of increasing women’s
power and autonomy in reproductive health decision-making, women may resent having to assume the sole responsibility for using contraceptives.27 Microbicides could become another example of women taking on the burden for
protection against the negative consequences of sexual
behavior.
Studies have reported men’s acceptance of hypothetical
microbicides, although it is not clear if this is partially based
on a belief that such products will protect them from an infected partner. Although no clinical trials of such bidirectional protection have been planned, studies eliciting
men’s reactions have included this assumption in their description of future microbicide products.28 If microbicides
offer protection only to the female partner, acceptability
and use may be more problematic. This could also raise accusations that microbicides facilitate female promiscuity.
Providing women with a covert means of protection
should not obviate the need to strive for more equitable responsibility between partners for risk reduction. Studies
have found that some men do not think women should have
the ability to use microbicides without informing male partners and receiving approval.29 Women who say they would
not be likely to attempt covert use have cited fear of retribution as well as a sense of duty to tell partners.30 Women
in coercive or commercial sex relationships particularly need
a product that can be used covertly.31 Bentley and colleagues
have observed that women might be more likely to use microbicides covertly with a new partner because he would
be less likely than a regular partner to notice anything unusual in the vagina.32
DECISION-MAKING ABOUT COVERT USE
Women trying to decide whether or not to use microbicides
covertly will most likely weigh their perception of a partner’s risk of infection with HIV or other STIs against the
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chances of successful covert use and fear of retribution if
discovered. The decision-making process is similar to the
decision to use contraceptives, many of which can be used
without the partner’s knowledge.
However, the potential for covert use will not necessarily result in actual covert use. Although 90% of women in
a U.S. survey responded favorably when asked about this
potential,33 women enrolled in early microbicide studies
using actual and proxy products have tended to inform their
partners in advance.34
A study that used vaginal lubricants as a proxy for microbicides in a population of adult and teenage males and
females of mixed ethnicity also found no clear consensus
on covert use.35 Some women reported that they would be
likely to attempt covert use just to see if they could “get away
with it.” If successful, they said, they could tell their partner later. Others thought it best to inform their partner before use, valuing open communication as well as fearing
repercussions. Both women and men said that it is important to choose the right moment to tell one’s partner.
Women and men in the study were asked about the appropriateness of covert use with three partner types: steady,
casual and new. Although there was strong agreement that
women should tell steady partners about microbicide use,
this agreement diminished in regard to casual and new partners. Overall, men felt more strongly than women that they
should be informed about microbicide use, regardless of
partner type.
Women expressed the importance of the content of the
message they would convey, if they chose to disclose use.
They noted that a microbicide’s potential to provide some
contraceptive protection as well as STI protection for the
male partner would enhance the partner’s acceptance. Some
believed STI prevention could potentially get a “free ride”
if they could present a contraceptive purpose for microbicide use (e.g., as a back-up method).
Women said that covert use might be more likely in situations where their partners were inebriated, or very sexually aroused, since they would meet with fewer objections
or the partner would be less likely to notice the product in
the vagina. Male participants acknowledged that such scenarios would encourage covert use. Women further suggested that a product that improves the sexual encounter
by providing a comfortable amount of lubrication, and also
has an attractive smell, taste or tingle, might enable them
to use microbicides without disclosing their true purpose.
It is apparent that covert use could take different forms,
with some strategies more clearly covert than others. For
example, women in steady, long-term relationships might
ﬁnd it difﬁcult to use a microbicide with their partner—just
as they would ﬁnd it difﬁcult to use a condom. They might
resort to secretly inserting the product, hiding it and offering deceptive explanations for a change in vaginal
lubrication.
In settings where it is the norm for women in new or casual relationships to protect themselves, women may feel
empowered to use a product without notifying their part-
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ner. This is covert use of a different nature. In this circumstance, the consequences of discovery would probably be
less serious. Similarly, when a woman learns that her partner is having sex with another person, and her sense of risk
increases, in some cultural contexts her perceived right to
covert protection may also increase. Although it is regrettable that women may not innately feel justiﬁed in protecting
themselves from harm, it is important that they have options for protection.
CONCLUSION
Worldwide, a common route of transmission of HIV and
other STIs to women in steady relationships (including marriage) is from the male partner. Topical microbicides could
help balance inequities in sexual relationships by shifting
aspects of relationship dynamics, power and control.
It is important to recognize that the covert use of microbicides will not necessarily be empowering for women,
at least within the context of a relationship. Ideally, a woman
should be able to use the introduction of a new product as
an opportunity to talk with her partner about risk-reduction behavior and reach a mutually acceptable strategy. Still,
a woman’s own assessment of her relationships and risks,
inﬂuenced by social and cultural norms for behavior, will
likely drive her decision on whether to use a microbicide,
and on whether to use it covertly. The introduction of microbicides could result in an increase in societal expectations for women to assume greater responsibility for infection prevention, which might actually exacerbate gender
inequities.
The potential for mixed messages underscores the importance of carefully introducing these products to the public. Otherwise, covert use could backfire. Communities,
health care practitioners, women’s health advocates and
mass media could create a favorable or a hostile environment for women making decisions about microbicide use.
For example, messages that microbicides “kill” AIDS could
cause concerns about safety for both vaginal and penile tissue, and women might doubt that covert use would be feasible. Messages that herald “female control” could alienate
men, particularly those in traditionally patriarchal societies.
This could make covert use riskier for women, as the consequences of discovery may become harsher.
Depending on the cultural context, marketing products
as a way to “enhance pleasure” or to maintain a “clean and
healthy vagina” could make it easier for women to use microbicides. This could enable couples to have a superﬁcial
discussion regarding the use of a new product in the vagina. Both partners might know, but not discuss, the product’s primary purpose. This could also minimize the repercussions if a partner discovers covert use of the product.
If microbicides are developed and introduced so as to
increase acceptability of the products, covert use should
be less necessary. It will be important to convey microbicides’ potential contraceptive effect, as well as protection
for the male partner, as these attributes will contribute to
acceptability. Although the pace and regulatory environ-
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ment for developing new pharmaceutical products is challenging for social and behavioral research, clinical trials provide a unique opportunity to learn from women who are
actually using microbicides. It is imperative to partner clinical, social and behavioral research, in order to further advance our understanding of microbicide use, both open
and covert.
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