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Introduction

With contraception playing an ever-larger role @ople’s sexual lives throughout the
world, both in the prevention of pregnancy andliméting of sexually transmitted
diseases such as HIV, it is increasingly importantnderstand how people make
decisions about contraceptive use. People’s dessibout contraceptive use are
presumably primarily motivated by the three maingmses of contraception: prevention
of pregnancy, prevention of sexually transmittdéctions (STI's), and menstrual and
fertility regulation. Recent research has begupayp greater attention to the role of
couple dynamics in contraceptive decision-making)iarwell-integrated with work on
fertility decision-making (for a review of older wq see Becker 1996). Unfortunately,
this research has been less integrated with wodesnal decision-making, even though
the sexual context is a major component of a casipgnamic contraceptive decisions.
Moreover, research on couple’s contraceptive dacsshas focused more on the
methodological than the theoretical implicationstfdying couples. In this paper, |
attempt to ameliorate these issues by introducitiggaretical perspective which
addresses the sexual context of couple’s contraveegécisions. The theory of
contraceptive decision-making and negotiation whicffer here focuses on three
elements of sexual relationships—power relatiortstaust between partners, and the
desire for pleasure by individuals and their pagnkargue that these factors ultimately
mediate other important elements of relationstspsh as gender, material resources, and
romantic love in determining if and when contracepnegotiations take place, and their
outcomes if they do.

In this paper, | initially review the theoreticahplications of studying couples from their
vantage point among several levels of analysisnTheview a framework for
understanding different types of preferences amgtnions among couples. Next |
discuss the theoretical implications of studyingvpofor contraceptive decisions and
negotiations, incorporating insights from Foucatlkte literature on power is much more
extensive than the literature on trust and pleasareny attention to this topic is
consequently greater, considering both the soumedgechniques of power in intimate
relationships. Then | consider trust, incorporatiigdens’ work on the subject, and
looking at the sources and techniques of trustliationships. Next | consider the
theoretical importance of pleasure in contracepdieisions. Then | look at the
intersections of power, trust, and pleasure to@rpkhy it is necessary to take into
account all three elements together. Finally, Iscder contraceptive hypotheticals in
order to illustrate how this theoretical perspegtitaking only couple-level factors into
account, can be used to predict the success afifpteontraceptive methods.



The theoretical perspective presented here isdeto be universally applicable for
looking at relationship factors in contraceptiveid®ns and negotiations, meaning that it
should be relevant for both same-sex and opposkeguples in cultures around the
world. Even sexual situations that involve simudtans encounters with multiple partners
should be affected by the same dynamics descrieet] Although analyzing them
becomes increasingly complicated with each additipartner. However, researchers
attempting to use this theory to analyze contraceptecision-making should be aware
that the primacy of relationship factors comparedther concerns (particularly
contraceptive access) differs greatly by context.

Couple Work and Levels of Analysis

Demographers have traditionally paid relativelgdiattention to the theoretical and
methodological implications of levels of analysigheir work. Greenhalgh (1996)
explains that demography as a discipline began aviticus on relatively abstract, macro-
level issues, but rapidly moved to a focus on miexel concerns after the Cold War due
to funding and political constraints. However, mostlemography’s theoretical advances
occurred before the post-Cold War transition, wtieme was a stronger emphasis on the
macro-level of analysis. As a result, demograpfreiently have applied theories

which were largely developed to explain macro-ldxehds to research done at the
micro-level. In order to help explicate this distion between micro and macro levels of
analysis for contraceptive decision-making, | ilfage this division in Figure 1. As we
can see from this diagram, the couple-level ofysisicrosses the line between the
micro- and macro-level to a limited degree. Theeouost layer of the diagram contains
the macro-level, which encompasses studies exagiaige-scale, aggregate trends, and
often addresses topics such as policy-related aceytive agendas and societal
acceptance of contraception. At the macro levaedegpread social perceptions and
political policy influence contraceptive decisiofifie next level is the meso level (about
which there is relatively little research), whicitiudes studies of community and
institutional programs’ influence on decision-makias well as neighborhood studies.
Then there is a level between communities and iddals, which looks at the influence
of significant others—family, friends, and peers—emmtraceptive decisions. The final
level contains the individual members of a coupleo overlap to form a relationship;

the members of the couple can be studied sepa@taly a couple unit. Each of these
levels presumably exerts a significant degree fidi@émce on the ultimate contraceptive
decisions of individuals and couples, who makeslens together and individually.

Depending on the social context, members of th@leamay have to engage in a series
of major negotiations in order to actualize th@nitaceptive preferences. These
negotiations may occur within the couple, betweeminers of the couple and extended
kin (particularly parents-in-law), and/or betweeambers of the couple and institutional
representatives, such as medical professionanaifyf planning advocates. Each of
these levels influences a couples’ contraceptivesdns and negotiations—from macro-
level government decisions about which contraceptiethods are legal, to friendly
acquaintances recommending particular methods. Menvehe theoretical perspective
presented in this paper will focus exclusively ba touple as the unit of analysis, and



the factors of the couples’ relationship which effféneir contraceptive decisions. A
complete, multi-layered theory of contraception lgduave to take all of these levels of
analysis into account together, which is beyondstape of this paper.

Couples and the Sexual Context

| have provided a detailed theoretical descriptibthe role of sex in contraceptive and
fertility decision-making elsewhere (Fennell 2008)ich | will only briefly summarize
here. Traditionally, when demographers have ackedgéd the role of sex in fertility
processes, they have typically emphasized the didbrole of sex—using terms like
“coital frequency” or “sexual exposure,” rathernhemphasizing its social roles. Sex is
an inherently social process, in that it requirggast two people in order to occur, and
its sociality is complicated by an array of nornmisiet dictate the appropriate context and
scripts for sexual activity. Sex within the conteximarriage, for example, has an
entirely different social script compared with sexan explicitly commercial transaction.
In addition, sex has diverse social meanings angsenany social functions which are
mostly independent of its implications for fergliincluding as an expression of love and
intimacy (Giddens 1992). Sex and sexual expres#i@at a person’s relationships with
significant others—including family, friends, co-wkers, and, of course, lovers—and are
closely linked to conceptions of self and iden{iyilliams and Stein 2002). Due to these
major social implications, sexual activity and natetions are typically governed by a
stringent set of social norms and taboos whichngfirevent partners from open
communication about their fertility and contraceptpreferences (Gomez and Marin
1996). Thus people’s sexual behavior is guided bBypyrsocial concerns other than their
fertility and contraceptive goals, and the socaitext of sexual interactions can
explicitly interfere with the achievement of feitfl goals.

These cultural sexual scripts have been develdpingenturies, while contraception is
still a relatively new technology. People haveitalfways to work contraception into
their sexual encounters with partners if both pe@pe to knowingly contracept. It seems
fair to say that sexual scripts in most culturdsda not readily accommodate the
introduction of contraception into a sexual enceunif responsibility for contraception
were a purely individualistic process, it would onbttedly be much easier for people to
use.

Active and Passive Preferences and Negotiations

Major demographic fertility theorists such as Bedd®60) and Friedman, Hechter, and
Kanazawa (1994) have made the key assumptiondhdity and contraceptive decision-
makers are (and perceive themselves to be) reasomal-informed about their options,
and that they behave in accordance with their kadgé and desires. | refer to this type
of decision-making, in an ideal type, as “activetsion-making. This style of decision-
making is accompanied by exact, acknowledged préeEs within an individual. For
example, a man might know that he wants to havabg n the next year and that he
dislikes condoms and would prefer his wife to usentonal contraception; a less-
defined, but still active, preference might be $e gontraception, but to have no method



preference. | refer to such preferences as “acfiveferences. They may or may not be
accompanied by a process of “active” negotiatioth\ai partner to actualize preferences.
Active partner negotiation does not have to invalggbal communication, but verbal
communication presumably is the most effective tiagjon strategy. Non-verbal
communication is more difficult to categorize, jpautarly if it is subtle and the partner is
obviously not getting the message. Obvious nonalesbmmunication (such as handing
a partner a condom, or simply putting a condom @homt discussion) is clearly active
negotiation; however, it is possible to imaginerextely subtle negotiation strategies
(such as repeatedly leading a partner in the dectf the family planning aisle of the
drug store) which can be less clearly labeled Vacti

In contrast to active decision-making, preferenaees, negotiation, there is “passive”
decision-making, preferences, and negotiation. Repealitative evidence from
researchers like Carrillo (2002) and Johnson-H42@66) suggests that decision-making
pertaining to fertility, disease, and contracepi®nften not as carefully planned and
calculated as traditional demographic theoriesctif’a decision-making have suggested.
Instead, individuals in these accounts often dbedhemselves as simply “going with
the flow” and admit that they have not seriouslypsidered the consequences of their
actions, even when they knew what those conseqgsevree. They might have vaguely
formed preferences, such as, “Condoms don't rdmtiter me,” but they also might have
difficulty articulating those preferences to theiass, an interviewer, or a partner. Since
they do not have well-defined preferences, theypaobably less likely to actively
discuss contraception with their partners. All ottiengs being equal, they are more
likely to do whatever a partner with active prefeses decides. If they are with a partner
who also has passive contraceptive preferencegatiedess likely to use contraception
at all, because passive preferences should belikelgeto encourage passive strategies
of negotiation: the most passive strategy of nagjon is to avoid negotiation altogether.

Individuals have active and passive contraceptreéepences which they must
communicate to their partners in order to actudlieér preferences. This process entails
negotiation, as explained above, which may alsadbiee or passive. Together, the two
people create a contraceptive preference for théarship. However, different types of
preferences and negotiation strategies may berpedfby each partner—there is nothing
inherent in active or passive preferences whichpmsindividuals with active
preferences to partner with others with active gnerices and vice versa. Consequently:

one partner may have aetive preference, be agctiveor passivenegotiator, and
the other partner may have active preference and be activeor passive
negotiator

one partner may havepassivepreference, be passivenegotiator, and the other
partner may have active preference and be activeor passivenegotiator

Yn using the terms “active” and “passive,” | do mash to invoke my own evaluation of these decision
making and negotiation styles; nevertheless, ttragelo correlate well with larger American cultural
evaluations of these styles.



one partner may havepassivepreference, be passivenegotiator, and the other
partner may have passivepreference and bepassivenegotiator

The myriad possibilities here suggest some of tmeptications of doing couple

research. It is possible that people with simitarqpposite) preferences may be drawn to
one another, but that is a testable empirical questheoretically, however, the
complexities remain. Furthermore, it is importamkéep in mind that there is not a
simple dichotomy between active and passive dawsipreferences, and negotiation
strategies. Rather, these descriptions repredeal iypes to help us understand that not
everyone knows exactly what they want in termsedilfty and contraception, and even
when they know what they want, they may not know o get it.

Negotiations, Preferences, and Relationship Dynamic

The discussion above is neutral with regards tactmextual factors that influence an
individual and couple’s preferences and negotiastoategies. Like many sociologists, |
am cautious in assuming that contraceptive pret@®and negotiation styles are fixed
characteristics of individuals. Rather, we needxamine the contexts in which
individuals are more likely to indicate a partiautsieference (and preference style) and
more likely to use particular styles of negotiattorachieve those preferences. For
example, an individual might think abstractly teae does not want a child in the near
future, but any number of circumstances may coimskrar from actualizing that
preference: economic limitations may prevent hemfbuying the contraception she
wants, medical and legal limitations might previeat from acquiring the contraception
she wants, the potential disapproval of family &ehds might prevent her from actively
seeking the contraception she wants, and—mostaeldo this discussion—she might
fear any necessary partner negotiations requiredeédhe contraception she wants.

It is important to recall that, as a medical tedbgg, contraception brings with it related,
but distinct, biological and social constraintsolBgically, women have greater power
over the contraceptive technologies currently add for preventing pregnancy, for they
have a greater selection of reversible contraceptiethods, and they can potentially take
them without any negotiations with their partnéfien do not have access to the most
effective reversible methods of pregnancy preventidhout engaging in negotiations
with their female partners. On the other hand,aa@nstraints may limit women’s
biological advantage, since in many cultures a andls permission is officially or
unofficially required in order for a woman to olstaiontraception, or women may be
forced to ask their male partners for money to th@ge contraceptives (Agadjanian
2002; Bankole 1995; Bankole and Singh 1998; Bl&d@12 DeRose, Dodoo, and Patil
2002; Dodoo 1998; Ezeh 1993; Kaler 2003). Thus areruniversally disadvantaged
biologically in pregnancy prevention, but their edb@dvantage or disadvantage depends
on the cultural context. However, men have greaderer over male condoms, which
gives them a biological and social advantage ieafie prevention, since women must
negotiate with them if they want to use condomsth#d point, women are universally
socially and biologically disadvantaged in disepsevention, since they do not have



access to methods which are entirely within theirtml for disease preventitin

The research cited above indicates overwhelmirgyih developing contexts, men
generally have more powehan women over the prevention of disease anchprexy.

But the question of how much power men have inreaeptive decisions among couples
in developed contexts—where men’s and women’s géeguality is typically greater—
is less decided. Heterosexual couples in the U#nare likely to report that men have
more power, overall, in relationships (Felmlee 1994th longitudinal data indicating
that these perceptions are stable across timedsgrand Felmlee 1997). However,
experimental evidence suggests that women mayave power in contraceptive
decisions than men (Gerrard, Breda, and Gibbon8)1%|f-report, on the other hand,
suggests that husbands’ and wives’ relative inteeover the contraceptive decision-
making process varies according to the contraceptiethod (Miller and Pasta 1996),
while US men report that they share equal respditgivith women for contraceptive
decision-making (Grady et al. 1996). Forste andddar(1998) show that after
controlling for the characteristics of US men’s epartners, the characteristics of the
man were still significant predictors of contrageptuse. Thus the question of how
gender affects the distribution of contraceptiveisien-making power among couples in
the U.S., at least, remains an open question.

Researchers have considered the effect of poweominaceptive use in general, but they
have focused most intently on condoms for readueuswtill be discussed later. A survey
scale designed to measure power in relationshipgdmen in the US (Pulerwitz,
Gortmaker, and Dejong 2000) showed that women midhe power in their relationships
are more likely to use condoms (Pulerwitz et a020Bowleg and colleagues (2004)
point out that researchers tend to assume that,iawbe US, women push for condom
use and men refuse it. But their interviews withiédn-American women suggest that
some women discourage condom use for their owrssaleeause these women felt that
condoms decreased intimacy and physical pleadugsetresults indicate that male-
female power differentials are not the only impotteomponents of the condom
decision-making process.

Two related concerns have emerged in this liteeafline first is a persistent focus on the
gendered power dynamics of (heterosexual) cou@éser than a focus on power more
generally. While gender inequities may be the m@sble ones in many developing
contexts, this focus on gender inequality as thetnmoportant aspect of power
imbalances may be less useful in developed cosrand same-sex relationships.
Carrillo’s (2002) research on Mexico indicates tmany of the same issues affect
opposite-sex and same-sex relationships in desisibout condom use, and men and
women in both kinds of relationships voice neaderitical fears about introducing and
using barrier contraception in their relationshipshe same issues affect the decisions of

2 Contrary to its creators’ intentions, the femaladwm is awkward and still requires male cooperation
3 For the purposes of this discussion, | shall @efinwer using Weber’s (1953) traditional definitimithe
ability to enact one’s will over or against the lwaif others. Other power researchers generally dedre
using a similar definition.



women in sexual relationships with men, and mesexual relationships with men, then
the most important issue curtailing condom use (astdntially other contraceptive use
as well) is perhaps not the inequality between arehwomen. The second concern is a
specific concern with condom use. Because powearebkers interested in contraception
have focused on the inequality between men and wdmigh the assumption that
women have less power in contraceptive decisionimgkthe most obvious research
consideration is a focus on the single reversitd¢hwod which biologically disadvantages
women, and the only method that prevents the spkBldV—condoms. However, |
argue that we must understand condom use in therlapntext of contraceptive use—
especially since heterosexuals in low-HIV sociesitds primarily use condoms to

prevent pregnancy, not disease (Cooper, AgochaPamers 1999; Hammer, J.C. et al.
1996)—if we want to truly understand how decisiabsut condom use are made. Doing
so forces us to expand our conceptualization ofguawrelationships beyond something
men have and women lack.

Foucault and “Relational Power”

Rather than succumbing to a simplistic understandfrpower in terms of “haves” and
“have nots,” we can look to Foucault for insighttoia more nuanced reading of power,
which Foucault refers to as “relational power” (098990). Foucault’s formulation of
relational power—which he originally theorized la¢ tmacro level, but which | am
arguing can also be helpfully applied to the mieneel—argues that no individual or
group simply “has” power, while other individualsdagroups lack it. Rather, in any
interaction between groups or individuals, one grouindividual almost always has
more power than another to do certain things. Tieerly of relational power indicates
that it would be a mistake to assume that justimsza partner has more power in one
realm of the relationship (e.g. material resourcimst that partner consequently has more
power in the realm of contraceptive decision-makigtrictly traditional gendered
division of labor within a relationship, for inst@ might give men more economic
power in the relationship, but women more power @eisions pertaining to family

life, such as contraception. In a relationshipyauld be extremely uncommon to see one
person have complete power over his or her pamnevery aspect of their relationship.
The theory of relational power allows us to imadina women, particularly in societies
where they have little power generally, may actula#ive very carefully guarded realms
that they maintain power over—and this realm ismothe family. Most importantly, this
theory implies that using proxies for power in telaships (such as age, education, or
income disparities), which assume that power isstrae in any realm of the relationship,
may not be helpful for understanding the real dyicaraf power with regards to family
decisions.

In addition to Foucault’s theory of relational pawkalso want to apply his concept of
techniques of power—which he only applies at themméevel—to relationships. In
Foucault's vocabulary, “techniques of power” reffethe strategies that agents have for
enacting power on others. Perhaps most importémtlhe context of intimate
relationships, the “deployment” of these technigolgower does not have to be
strategic or deliberate, but it may neverthelessindConsidering the techniques of



power in relationships gives us further insighbittie sources of power in relationships.
Sources and Techniques of Power in Relationships

If we want to look beyond gender to understand poweelationships (or even just to
better understand gender), then we must considanthtitudinous sources of power in
relationships. Biological, individual, and soci@eds all dictate that certain resources are
necessary or greatly valued, and the threat of Wighdrawal can be a technique of
power. In cultures where relationships are formediiad an ideal of romantic love
(which is an increasingly large percentage of ti{€mith 2001)), the threat of losing the
loved one, and thus the relationship, may be taotatito losing one’s self. Many—
perhaps most—romantic relationships are charaei@tiy an unequal investment by one
partner (Vaughan 1990), and the less interestadgrdrequently has more power in
many relationship decisions; this is referred toh&sPrinciple of Least Interest (Harvey
et al. 2002). At least one US study of adolescelationships found that what appear to
be differences by gender in contraceptive decisiaking power are mediated by the
Principle of Least Interest—that is, the leastnes¢éed partner in the relationship has
more contraceptive decision-making power (Tschdrah. 002). The authors argue that
women in American culture are likely to value redaships more than their male
partners, and thus become disempowered in mangidegnaking realms, including
contraception. The technique of power here isliheat of one partner leaving the other,
which may or may not be explicitly invoked betweabka members of the couple.

The threat of leaving can represent more than ¢éinéatiof emotional sustenance and
comfort, however. It can also represent the implass of other major resources:
children, economic and material resources, andakoapital in the form of kin and
friends. The threat that these resources may beansbe even more salient than the
threat of losing the relationship.

Furthermore, many resources can represent a sobipmever in and of themselves, even
without the threat of their withdrawal. If a mankea more money than his wife, for
example, she may defer to him in many decision-ngakéalms out of respect for his
greater income (particularly in situations thatalwe spending money). Likewise, a
woman who lives near her kin may have more powéeritility decisions in a
relationship because of their influence over hetrea, not because her leaving threatens
her partner with their loss. Educational differenbetween partners may also produce
power differentials, since the more educated parsassumed to know more about
certain subjects than the less educated partnerfiAally, socialization processes which
cultivate super- and subordination (such as cldegehces, racial/ethnic differences,
and even gender differences between the partnengjoma source of power to the
member of the more socially advantaged group, dimeéess advantaged partner will
have been socialized to habitual deference. Thiffeeemht resources might be invoked
by the more powerful partner to establish his ardhwghority, or they may create a habit
of deference in the less resourceful partner.

Finally, one of the most frequently mentioned sesrof power is physical strength, with



its accompanying technique of power—violence amdtlineat of violence (Blanc 2001).
The fear of pain, injury, or even death may beisidfit to ensure compliance from
partners who have every other advantage. As wordagrand lesbian partnerships
reveals, intimate violence is not restricted to@gfe-sex partnerships (Renzetti and
Miley 1996), but research strongly indicates timatiany cultures, violence by men
against women is a major factor in perpetuatinglgemequality. However, the threat of
violence does not have take place within the ceasfiof the relationship in order for it to
be a source of power to a member of the relatigndfireatening a partner’s children,
parents, or other kin may be even more effectiva shnique of power than threatening
the partner directly. Others outside the relatignéb.g. kin) may also threaten
individuals with violence for failing to comply wWita partner’s wishes. In many contexts
around the world, partner violence appears to berthjor technique of power; on the
other hand, in most developed countries, the thoklaising children, economic
resources, and emotional support seems to genérallyore important than violence as a
technique of power.

Power differences affect contraceptive decisiortsragotiations in two main ways: (1)
they may encourage or discourage the initiatiooooitraceptive negotiations between the
partners, and (2) they may affect the outcome wheipartners are willing to negotiate
contraception but have different preferences. Restwho feel empowered in the
contraceptive decision-making process should besrikely to initiate contraceptive
negotiations (either verbal or non-verbal) thartmens who feel disempowered, while
less empowered partners might be waiting for theire empowered partners to take the
lead. Fear of violence or other repercussionsigueéarly some unclear consequence
from “offending” the other person) seems to prevess powerful partners from
introducing contraception. Power differences ase apparent when unequal partners do
actually engage in contraceptive negotiations hawe different desires (different method
preferences, or different preferences about whethese contraception at all). All other
things being equal, the more powerful partner’sgyences are likely to prevail. This
scenario is frequently invoked in discussions afdmm use negotiations (Bowleg,
Lucas, and Tschann 2004), with women presumed &skieg more powerful men to use
condoms, and men refusing. Since all other thingsa rarely equal, | suggest that two
other factors—trust and pleasure—are at least periant as power in determining the
outcome of a condom or other contraceptive negotiatWhile eliminating power
inequality is a laudable goal, the time requireddbieve this equality makes looking for
alternative strategies preferable in contexts whergraceptive interventions are needed
now.

Trust

Trust, in general, refers to the degree to whiatppeare willing to depend on others to
do something—a “vesting of confidence in the oti{&iddens 1990). Giddens (1990)
has argued that trust is multi-layered, and thegttcan exist between individuals, or
between individuals and institutions. In the coht@xcontraceptive decisions and
negotiations, partners’ decisions are based odelyese to which they trust their partners
to remain sexually faithful, to use a contraceptivethod appropriately, and to remain



partnered to them in the long-term (which primanilglirectly affects contraceptive
preferences through fertility preferences). Itificult—and probably unnecessary—to
distinguish between the effect of trust and rontaloive in relationships; however, trust
is a broader category than romantic love, and tieeteof romantic love on contraceptive
decisions seems to operate entirely through thadividuals might engage in sexual
encounters with close friends whom they are notdire” with, but whom they trust
deeply (Carpenter 2005).

Sources and Techniques of Trust in Relationships

The most obvious source of trust in relationshgoelationship length; how long people
have known each other affects the likelihood thay/twill trust each other (Larzelere and
Huston 1980). As suggested above, we will haveneomplete picture if we only
consider how long the couple has been togethesexaal or romantic relationship, since
people may have known each other intimately forybéafore entering a sexual
relationship with one another. Communication i® @snajor source of trust in
relationships. The more individuals feel they knibwir partners, the more likely they are
to say they trust them (Larzelere and Huston 198Qeeping with the tie between
communication and trust, promises (and lies) amomant techniques of trust in
relationships. For example, the promise to remaxually monogamous should promote
sexual trust, but such a promise which is latecalisred to be false is likely to seriously
damage trust in the relationship—more so than tbeogery of multiple sexual partners
without such a promise. To the best of my knowledgere is no work that looks at the
compartmentalization of trust in relationships,slamswering the question do individuals
trust their partners generally, or do they onlgtilnem to do certain things? If trust is
compartmentalized, does trust in apparently uredla@éalms of a relationship promote
trust in other interactions in the relationship? &ample, a person might theoretically
trust her partner to balance the checkbook hondsilynot to remain sexually faithful.

Like power, trust is both an individual and relaship characteristic. Trust can be
unevenly distributed between the partners in aioglship, so that one partner trusts the
other one deeply, while the other does not retiienttust. Following the Principle of
Least Interest, the less trusting partner may ma@e power in contraceptive decisions
than the more trusting partner. Otherwise, it isle@r how trust inequities might affect
contraceptive decision-making and negotiations.

While it may be unproductive to distinguish betwémre, romantic love, and trust, the
belief that one loves someone certainly appeapsdmote trust in that person.
Qualitative work suggests that feelings of love roagweigh all other considerations in
people’s decisions about condom use because ramawd and trust are so closely
connected (Carrillo 2002; Larzelere and Huston ] 988 to have one without the other
causes cognitive dissonance for most people. Affiroms of love and commitment (e.g.
saying “I love you,” or promising, “I don’t needymne but you”) are the primary
techniques of trust which support romantic love.

At the opposite end of the spectrum is trust imnatitution, not a person. The primary



relevant institution here is marriage, which seémsspire a type of trust all its own.
Anthropologists looking at a variety of countrigsuand the world are reaching the
conclusion that marriage presents one of the ggeagk factors for HIV for women in
developing countries, because of the trust menaaomden place in the institution of
marriage (Hirsch et al. 2006). They appear to tnustriage—not their husbands and
wives—to protect them from disease, thus negatiegheed for condoms when having
sex with their spouses. My own work with Nancy Lukéenya indicates that many
men there regard marriage as an abstract sexedy sedt, but our work found extra-
marital sex rates among married men in the pastareand 40%. In these instances,
people do not trust an individual, but a role o¢edby that individual. The technique of
trust used here is social and cultural affirmaticther people’s ideas about the nature of
the relationship inspire trust in the partners.

Researchers have described some of the effeatssbfon condom use. Both qualitative
and quantitative work suggests that people in t8eaté most likely to use condoms
when their relationships involve less intimacy angst. In particular, people are more
likely to use condoms with partners who are newhanrt-term (Civic 1999; Galligan and
Terry 1993; Gomez and Marin 1996), and whom thesequently trust less. Women
older than thirty stated that they often foundifiticLilt to use condoms because condoms
violated the implied trust of their long-term rétetships (Maxwell and Boyle 1995).
Condom use is correlated with a reduction in intiynand trust for two reasons: first, it is
seen as implying that a partner has a diseasehasdurther implying that they are either
dirty or unfaithfuf (Browne and Minichiello 1994; Carrillo 2002); sect condoms
reduce physical intimacy by setting up a literaygbal barrier between partners that also
reduces emotional intimacy (Browne and Minichidlp4).

While trust is most conspicuous in negotiationsudloondoms, since condoms have
come to imply a lack of sexual faithfulness andstbistrust to many people, we also
need to consider how trust affects contraceptivstmn-making and negotiations for
methods other than condoms. For all methods, graatt seems to increase the
likelihood that contraception will be used at alhd presumably this increase is due in
large part to the partners’ willingness to engageantraceptive negotiations. In
particular, people appear to need to trust that gaetners will correctly interpret their
intentions (for example, people frequently mentiom fear that by discussing
contraception at all, they have implicitly agreechave sex (Carrillo 2002)). Trust also
affects which methods each partner prefers. Wgh telationship trust, condoms are
more likely to be preferred. However, if the cougéxides to use “invisible” methods of
contraception (hormonal contraception, IUDs, oriktation), then one partner generally
must trust the other to tell the truth and to treerhethod correctly. When using
reversible contraception, male partners have &i that their female partners are using
their methods appropriately, unless the male pestingolve themselves with an
intensity that could imply either distrust or gr@atmacy (e.g. reminding and watching a
woman take her pill every night, or reminding amtpbing her change a vaginal ring).

* These studies show that whichever partner introslaoeadoms is not viewed as having a disease him or
herself, but instead implying that the other persas a disease.



However, power and trust are not the only relatigmsonsiderations people take into
account when deciding on a contraceptive method.

Aspects of Pleasure

Policy work which tries to persuade us that promptvomen’s equality (power) and
communication between partners (trust) will sigrafitly increase condom use is, | fear,
misguided because it fails to take into accounthive—and possibly the most
important—factor affecting couple’s contraceptiveeidions: pleasure. To the best of my
knowledge, no published social theorist exceptill@(2002) has seriously considered
the implications of pleasure in contraceptive deasnaking although Higgins and
Hirsch (forthcoming) have been working on a soptaséd framework for understanding
pleasure. It is essential to gain a better undedstg of the way that pleasure functions in
contraceptive decision-making because virtuallycafitraceptive-relevant sex is sex for
pleasure for at least one partner, and likely b@bnsequently, any contraceptive
method that interferes with pleasure is not likelype popular.

Cultural (and sub-cultural) evaluations of pleasdifeer widely, with “dry sex” valued in
many African cultures (Kaler 2003), and a mix cégdure and pain valued in the sado-
masochistic subcultures of many western countiésir{platz and Moser 2006). Thus it

IS necessary to paint a broad picture of what pkeais, and to theorize its many aspects.
The most obvious type of pleasure relevant for rameiptive decision-making is physical
sexual pleasure, which includes physical arousa@latgasm. While it is the most

obvious, it may not be the most important aspegiedsure valued by people in

romantic unions, for many people describe the psipgiical pleasure of sexual union

with someone they feel close to to be their greaesual pleasure (Free, Ogden, and Lee
2005; Higgins and Hirsch, forthcoming). This psyldgical pleasure results from the joy
of giving one’s self to another, and also from gy pleasure to another person. It is
closely associated with physical pleasure, buteeiils necessary to achieve the other.
Finally, there is general pleasure and comfortsTikeasure does refer to sexual pleasure,
but rather to the goal of a physically and psycbally comfortable life. Any form of
contraception which interferes greatly with a pafs@eneral pleasure is as unlikely to

be popular as any form of contraception which fetess with sexual pleasure.

Considering the role of sexual pleasure in conpaee decision-making reveals two
problems for traditional rational-choice theory permental and self-report data indicate
that young men’s contraceptive decisions (partityldecisions about condoms) are
affected by their state of sexual arousal (Arieig &oewenstein 2005; George and
Stoner 2000). That is, the state of sexual aratmades the pursuit of sexual pleasure to
assume greater primacy in young men’s decision-nggriorities, over concerns with
pregnancy or disease, than when they are not atolibese data suggest that people’s
rational faculties may be inhibited by sexual ditwas. Furthermore, traditional rational-
choice theory is based on the assumption that ersop’s need fulfillment is not based
on another’s (Folbre 1993). The psychological pleaslerived from giving another
person pleasure—and the need to pleasure anotisempe order to secure one’s own
pleasure—does not easily fit into a traditionaiaal-choice framework. For example, a



person whose pleasure is unaffected by condomst rcigiose not to use them because
his/her partner’s pleasure is. By acknowledgingrtiie that pleasure plays in
contraceptive decision-making and negotiationspwst also acknowledge that doing so
requires modifications, at the very least, to tiadal rational choice frameworks.

The prioritization of pleasure affects contraceptilecisions about every method.

If condoms did not interfere with many men’s sexpiebsure (Browne and Minichiello
1994), then the gendered division of power wouldriueh less important for
determining the outcome of a condom-use negotiatitewise, women would probably
accept hormonal contraceptives much more readihey were not often accompanied
by side effects that can include mood alteratiosh @ren—ironically—loss of libido.
Contraceptive researchers frequently complaindbatraceptive users compare their
feelings and state of health using contraceptiadheo feelings and health when not
using it, while the researchers compare their sthheealth on contraception to their state
of health while pregnant. The actual situationighsly more complicated: if the user
sees the point of having sex as deriving pleaswethe contraceptive interferes with a
pleasurable experience, then what exactly is tiet pb using the contraceptive?

Intersections between Power, Trust, and Pleasure

The intersections between the three relationshiaahycs of power, trust, and pleasure
make it difficult to study one adequately witholk tother; each aspect of the relationship
affects other aspects of the relationship, withdiséribution of power inevitably

affecting the dynamics of trust, and subsequehtiyproduction of pleasure within the
relationship. In the case of contraceptive negotiat the more powerful partner’'s
pleasure is likely to be favored when two partnewsitraceptive preferences are in
conflict, while trust and power work together tdetenine whether contraceptive
negotiations are ever initiated at all.

The most important contraceptive interaction whiombines power, trust, and pleasure
is deception. Partners may lie and claim to begusantraception or sterilization when
they are not, or they may lie and claim not to bieg contraception when they in fact
are. In developed countries, where fertility redes low, people are more likely to
suspect their partners of the former, and in les®kbped countries, where fertility rates
are high, male partners are more likely to susttesst female partners of the latter. These
different deceptions can be a way of secretly gaipiower in the relationship, by

gaining the “upper hand” and knowing the truth &ltbe couple’s contraceptive use.
They may also be a way of deliberately violatingeatner’s trust in order to hurt them; or
they may be a means of temporarily securing a pastirust in oneself by telling the
partner what is expected. And finally, they mayab®eans of securing sexual pleasure
by telling a partner what she or he wants to he@nsure the sexual interaction proceeds
according to plan. Deliberate contraceptive deceptiay be one or all of these things at
once.



Conclusion

The invention of the pill and other hormonal cooégtives which women can potentially
take without the knowledge or approval of their engdrtners has created the theoretical
illusion that contraception is practiced only bginduals rather than couples. While
women do sometimes continue taking hormonal coeptaces when they are between
relationships, making these methods partly indigldoethods, contraceptives are most
important when individuals are sexually active amakt incorporate these methods into
their relationships. Relationships are highly caemexual, romantic, and familial
arrangements which may not easily incorporate #ggotiations that are required in order
for both partners to be involved in contraceptieeidion-making. Together, the
relationship factors of power, trust, and pleasifect whether or not contraceptive
negotiations will happen, and the outcome of thusgotiations if they do. In order to
help prevent unintended pregnancy and the spre&did, we need to understand
people’s priorities in contraceptive decision-makiand we must try to mitigate the
biological and social inequities that different taceptive methods produce. If we want
greater equality in contraceptive decision-makthgn we need non-barrier reversible
male contraception, and we need female-controllethads of STI-prevention. We also
need to be realistic about the advantages andwdisgabes of current methods of
contraception, which includes acknowledging thatdmons are inconvenient and
interfere with many people’s sexual pleasure. Tueesss of our policy interventions
depends on our ability to understand how real peopke contraceptive decisions, and
to approach those decisions realistically and vadpect.
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