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Introduction

The field of bioethics was originally inspired by sociopolitical and counter-cultural move-
ments in the 1960s and early 1970s, including civil rights and feminist activism. In its institu-
tional guise, however, bioethics has grown less activist and increasingly corporate, abstract,
and legalistic. McKinnie (2004) has referred to bioethics as an “affirmative institution”: pro-
capitalist, pro-technology, and pro-governmental. And M.L. Tina Stevens (2000, p. xiii)
has argued that bioethics has become a “midwife” to the implementation of technologies:
“The bioethics ‘movement’ . . . assisted in transforming alarm over exotic technologies into
a situation in which ethical experts manage problems—problems generated by technologies
seen, ironically, as value-neutral in their creation.” Ironic, because these technologies are
anything but value-neutral. As technologies are increasingly integrated into our bodies and
lifestyles—e.g., through implants, wearable devices, and pharmaceuticals—they have come
to shift sociocultural norms and take on a normative force in our lives. They inform us not
only what we ought to do, morally, but who we ought to be, ethically. In other words, they
have had profound effects on our identity as ethical subjects, and it is precisely this complex
high-tech identity that conventional bioethics—especially in clinical settings—has failed
to comprehend because it presumes legal formulations of personhood and informed consent
that are consistent with the liberal political principles of individualism and autonomy. And
no doubt, in clinical settings, such as hospital bioethics committees, there is often an acute
tension between the legal and ethical demands of particular cases. Everyone knows that
lawsuits are costly.

In clinical settings, then, bioethics has come to rely on “principlism,” which refers to the
use of principles to address ethical questions regarding biomedicine (Dubose, Hamel, and
O’Connell 1994). Arguably, the most influential version of principlism was articulated by
Tom Beauchamp and James Childress in the Principles of Biomedical Ethics first published in
1979, where the authors proposed an ethical system based on common morality comprising
a “set of universal norms shared by all persons” (Beauchamp and Childress 2019, p. 3). From
these abstract, quasi-legal norms, four widely accepted ethical “principles” of biomedical
ethics are proposed, namely: [1] respect for autonomy, [2] nonmaleficence (do no harm
to others), [3] beneficence (benefit others), and [4] justice. While these four principles are
not reducible to the first (“respect for autonomy”), each of them ultimately presumes the
givenness of an ethical subject/agent founded in rational autonomy and somehow distinct
from our moral and material interdependencies with technology.! Derived from the Greek
auto- (self or own) + nomos (law), “autonomy” describes the way that the self is conven-
tionally conceived in the abstract as freely governing or conducting itself. These founding
“principles” have been criticized by some feminist bioethicists, among others, as reflecting
amodern Western bias rooted in two centuries of political liberalism, where individuals are
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exalted as rationally self-sovereign and self-governing beings (Wolf 1996). These principles,
they maintain, position humans as the locus of morality and agency, fostering a subjectivity
that has become incommensurable with who we are today, including the technological
means by which we relate to ourselves and to each other. As Lupton (2020) argues, for ex-
ample, when pharmaceutical and other biomedical technologies are introduced, bioethicists
are more likely to take a normative and rationalistic stance. They tend to define technolog-
ical agency to be distinct from autonomous and rational humans. If any degree of agency
is accorded to biotechnologies, “it is usually in terms of how they act on rather than with
humans” (Lupton 2020, p. 970).

This chapter explores a technological case study that challenges presumptions of auton-
omy, agency, and the principles that guide bioethics in clinical settings. In other words, to
use Lupton’s words above, we are interested in the ways that technologies not only act on
but act with humans. Our case study demonstrates the ways in which we are neither quite
self~sovereign nor autonomous ethical beings. Perhaps this has always been true insofar as
we are beings who are inescapably in relation with and dependent on others; but it is also
the case—and increasingly so—because we are increasingly co-implicated with our tech-
nologies and in their non-value-neutral networks. This represents a dilemma for conven-
tional bioethics and its paradigm of ethical subjectivity. Technologies are not mere “tools”
that are sovereignly or autonomously wielded by the self; indeed, our technologies wield
an agency over us, with a material and moral force of their own. In this volume, Joseph
Pitt (Chapter 2) defends the value-neutral view of technology, David Morrow (Chapter 3)
argues against it, while Sally Wyatt (Chapter 4) defends technological determinism. In this
chapter, we argue that technologies are often not value-neutral, and yet we do not quite
adopt the stance of a hard technological determinism. As we argue below, technologies do
not simply influence or inform an individual’s actions/beliefs, or even intersubjective rela-
tions and community identities and values; at the same time, technologies are also informed
by individuals and communities, which sometimes transforms the meaning of these tech-
nologies and the ways they are integrated, accepted, or contested, in the project of living
an ethical life.

This chapter addresses pharmacological developments in the treatment and prevention of
HIV. Drawing on insights from feminist science and technology studies (STS), we suggest
that biomedical technologies are not merely passive “objects” deployed in the treatment of
HIV and “risky” sexual practices; rather, from an STS perspective, we argue that technol-
ogies are agentic in their own right and become embodied in the sexual practices of gay
and other men who have sex with men (MSM). These agencies, however, do not pre-exist
the technologies in question; rather, they are generated through and within our relation to
other-than-human technologies. This shifts the focus of conventional bioethics away from
the agency and responsibility of individuals toward an understanding of technology ethics
as a shared and collective enterprise.

Case Study: TasP/PrEP

Since Acquired Immunodeficiency Syndrome (AIDS) was first recognized in the 1980s in
North America among people with hemophilia, injection drug users, racialized commu-
nities, and, most prominently, gay, bisexual, and other MSM, knowledge about and tech-
nological advancements in the management of the human immunodeficiency virus (HIV)
have advanced remarkably. The breakthrough in the biomedical treatment of HIV/AIDS
came in the mid-1990s when antiretroviral therapies (ART) effectively suppressed the pro-
gression of the AIDS virus. ART includes the use of antiretroviral drugs (ARVs) to decrease
viral load, effectively improving the life expectancy and quality of life for people infected
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with HIV. In 2011, researchers from the HIV Prevention Trials Network (HPTN) reported
that ARVs not only reduced levels of HIV in the blood but they also prevented HIV trans-
mission, providing strong evidence to support the idea of Treatment as Prevention (TasP)
(Cohen et al. 2011). TasP, therefore, 1s both treatment and prevention: it treats people with
HIV and prevents their sexual partners from infection.

Consequently, treatment and prevention—once considered distinct endeavors—soon
became difficult to distinguish. HIV-positive persons could receive treatment that also pre-
vents the transmission of HIV to others; for those who were HIV-positive, treatment was
sometimes prescribed in individual cases where it was not clinically warranted, but with
the primary goal of preventing transmission. And soon, HIV-negative men were prescribed
“treatment” solely as a preventative (or prophylactic) measure to maintain their own se-
ronegative status. In 2012, the pharmaceutical Truvada was approved by the US Food and
Drug Administration (FDA) as a pre-exposure prophylaxis (PrEP) for HIV based on find-
ings from several clinical trials of its safety and efficacy in reducing the rate of HIV infection
among MSM and heterosexual HIV-discordant couples (Centers for Disease Control and
Prevention [CDC] 2018). Based on these trials and FDA approval, the CDC recommended
that PrEP be considered by clinicians as a prevention option for individuals deemed to be
at substantial risk of acquiring HIV (ibid.). Since then, several countries have approved the
daily use of the drug, including France and Canada in 2016, and Australia and Peru in 2018.

In North America, gay, bisexual, and other MSM remain the most at-risk populations for
HIV infection (CDC 2020; Public Health Agency of Canada 2013) and the advent of TasP
and PrEP have had a significant impact on the prevention and treatment of HIV. But risk
itself is complex and it is not obvious what constitutes a tolerable threshold of risk before
we embark on an ethics of risk-management and a biomedical “treatment” (or prophylactic)
plan calibrated to “risk.” While TasP and PrEP have been hailed by some as “the beginning
of the end of AIDS” (Havlir and Beyrer 2012), others fear that these drugs may encourage
gay men to take greater sexual risks. Indeed, the introduction of ART in the mid-1990s
had generated concerns about a “second wave” of new HIV infections across major cities in
North America in response to the perception of reduced risk of death (Rofes 1998). That
is, MSM were conjectured to have become complacent as HIV was no longer considered
a death sentence: if HIV is no more than a manageable chronic illness, it was argued, this
might result in increased sexual risk-taking among gay men in the form of condomless
sex or “barebacking” (Reisner et al. 2008). In similar ways, PrEP has also generated fears
surrounding “risk compensation,” a scenario in which MSM abandon condoms in favor
of PrEP (Duran 2012; Moore 2020; Weinstein 2010)—or, once again, an increase in risk-
taking behaviors provoked by a decrease in perceived risk (Hogben and Liddon 2008).

Suffice to say that objections to and fears—or even moral panic—surrounding PrEP are
part of an ethical debate resulting from the introduction of these technologies (Montess
2020). First, there are concerns that MSM will engage in more barebacking, and more sex-
ual partners will both increase the risks of HIV transmission and counter the effectiveness
of TasP and PrEP. Second, there are anxieties regarding adherence to these drugs. The
bio-efficacy of both TasP and PrEP depend on their consistent and correct use to maintain
an undetectable viral load for MSM who are living with HIV, and, for HIV-negative men,
to sustain detectable drug levels to prevent HIV infection. Thus, MSM are required to
cultivate “good habits” and follow prescribed drug regimens. If gay men engage in riskier
sex and are not adherent to TasP or PrEP, they increase their risk of transmitting and/or
acquiring HIV. Third, there are concerns about the elevated risk of other sexually transmit-
ted infections (STIs) among MSM who engage in condomless sex. That is, while TasP and
PrEP have been proven effective in preventing HIV infection, these drugs do not prevent
the transmission of other STIs (e.g., antibiotic-resistant syphilis). Indeed, elevated rates of
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STIs have been reported among PrEP users due to the higher prevalence of condomless sex
in this population (Kojima et al. 2016; Liu et al. 2016).

In general terms, we might say that biomedical and epidemiological modeling in the
“treatment” of risk has to date failed to consider the lived reality of those subjects it deems
to be “at risk.” In other words, moral objections and fears are motivated by “risk” in the
abstract, without a nuanced understanding of who or what constitutes a risk, or why. At
the heart of the ethical collisions concerning TasP and PrEP are human subjects, and in
particular gay and other MSM, who are assumed to comprehend risk—cognitively—and
to act as rational agents informed by public knowledge about HIV transmission. Mean-
while, antiretroviral drugs are perceived to be value-neutral and passively employed by
these rational agents. The abiding belief both in individual agency and in the neutrality
of biotechnologies underpins our conventional understanding of human (ethical) agency
as distinct from those biotechnologies that nevertheless affect us profoundly (Rosengarten
20009, p. 61). It is not that these drugs are non-agentic; it is simply that their agency is judged
to be value-neutral and amoral, limited to their bio-agency, which is available to be wielded
by a willful and rational human subject. But this is a highly reductive conception of ethical
subjectivity, skewed in the direction of a cognitivist bias, and this view is not equipped to
address the material differences in lived lives, including our emotional, associative, and
sociosexual values and experiences.

Feminist STS Approaches to Technology Ethics

Rather than rush to epistemological or moral judgments over whether gay men misuse
technologies or behave badly in relation to sexual risks, we would like to address the deeper
presumptions at work in the assignation of guilt and moral culpability. We turn to the in-
sights of feminist STS to problematize conventional bioethical principles and to offer a more
comprehensive and nuanced view of ethical subjectivity. A key work in the development
of feminist STS 1s Donna Haraway’s (1985) cyborg manifesto, which began to question the
distinctions and boundaries between humans and nonhumans, including the subject’s rela-
tion to biotechnologies. Importantly, and for the purposes of this chapter, Haraway (2016,
p- 43) emphasizes that technologies are not passive but active in human sexual practices:
“new technologies affect the social relations of both sexuality and reproduction.” Haraway’s
insistence that technologies are “agentic” or “active” has been developed by Karen Barad
(2007), a prominent figure in what has been termed “new materialism”—a diverse range
of perspectives that collectively pay attention to matter’s productive capacities (Coole and
Frost 2010; Fox and Alldred 2017).

Barad, a feminist philosopher and physicist, argues that matter, objects, and technologies,
alongside discourses, are active in the materialization of phenomena such as gender, sex,
sexuality, and even ethics. In its simplest form, Barad’s theory of agential realism assumes that
matter, things, objects, and technologies are relational and active participants in all man-
ner of human practices.2 As Barad insists: “Matter is agentive” (2007, p. 137), or, matter is
“an active ‘agent’” (p. 151). However, it should be noted that technologies’ agency is “not
something that someone or something has” (Barad 2007, p. 33); instead, agencies “are only
distinct in a relational, not an absolute, sense” (p. 33). In other words, technologies’ agency
is an effect of complex material and discursive relations. In Barad’s view, because there is
no clear separation between matter and discourse (material-discursive), they are all funda-
mentally agentic (Marshall and Alberti 2014, p. 23). This approach reconfigures the notion
of technologies as value-neutral (see Pitt in this volume), for they are agents in moral and
political processes. The conceptualization of technologies as agential and co-constituted
through relations rather than existing a priori further recasts the notion of technological
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determinism (see Wyatt in this volume), which conceives technologies as forces operating
outside human relations. Instead, as Barad (2007) insists, “[t|he relationship between the
material and discursive is one of mutual entailment. Neither discursive practices nor ma-
terial phenomena are ontologically or epistemologically prior” (p. 152). Put simply, while
Barad’s approach acknowledges the dynamism of material forces, it does not assume tech-
nologies as separate entities, for they are always articulated with and through material-
discursive relations.

Consider Barad’s discussion of how our understanding of gender materializes through ul-
trasound technology: this technology ought to be understood as productive, Barad argues,
part of the materialization of gender, and not merely as a piece of technological hardware
that reflects or passively observes a fetus. Instead, Barad claims that this technology “helps
to produce and is part of the body it images” (p. 202); through its “material-discursive”
forces (p. 66), the technology helps to enact the fetus as gendered, where gender is perceived
as a value-neutral fact that covers over its techno-social production. The ultrasound tech-
nology does not stand apart from discourses on gender. Instead, as Marsha Rosengarten
(2005, p. 77) explains, the technological hardware not only “reflects discursive presupposi-
tions about identity,” but it also “acts to materialize it.”

Rosengarten (2009, p. 60) employs feminist STS to better understand the effects of ARVs
on gay men’s sexuality, and to challenge the traditional conceptualization of “risk that is
attached to the work of an individual human.” As she explains, within the field of HIV
research and treatment, the normative belief is that the availability of biotechnologies will
enable gay men to reconsider safer sexual practices. But this normative presumption is
not as obvious as it might first appear. For example, Chen et al. (2002, p. 1387) reported
“worrisome increases in sexual risk behaviors” among San Francisco MSM “during a pe-
riod of increasing use of highly active anti-retroviral therapy (HAART), from 1994 to
1999.” And a similar study in the UK suggested that “the likelihood of engaging in high
risk sexual behaviours may be increasing as new treatments reduce concern about infec-
tion” (Dodds et al. 2000, p. 1510). With regard to PrEP, a study from the US concluded
that MSM “decreased their use of condoms following PrEP initiation,” which was further
linked to elevated STT rates (Montano ef al. 2019, p. 553). The results of these studies pre-
sume that MSM are individually responsible for both their sexual risk behaviors and the
impacts of biomedical technologies on HIV infection. That is, in their commitment to a
conventional conception of ethical subjectivity (autonomous, rational, free), these studies
fail to consider the complex relations between HIV science, biomedical technologies, and
sexual practices. Moreover, they fail to see how each of these “material-discursive” fields
are co-implicated and interact to produce—and often to control—the boundaries between
ethical and unethical, responsible and irresponsible, sex. To offer a more nuanced view of
both ethics and sexual subjects, it is crucial to rethink the role of science and biotechnol-
ogies as agentic—sometimes regulatory and coercive, sometimes liberatory—in gay men’s
relation to HIV risk, to themselves, and each other.

But exactly how are TasP and PrEP active or agentic in their influence on gay men’s sex-
ual practices? Consider an article written by Matt Cain (2017), a British writer and broad-
caster. At that time, he wrote in The Guardian that PrEP was still controversial among his
friends, “who express[ed] strong reactions to the news that I am taking PrEP.” Nonetheless,
Cain continued with the treatment and confessed:

The first time I do have condomless sex while on PrEP is a one-night stand. I tell the
man [ am negative, and on PrEP; he tells me he is negative but not taking it. He does
not seem to care whether we use a condom or not but, telling myself I am protected, I
go through with it.
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From a conventional perspective, we might infer that Cain has become complacent and
1s displaying poor judgment concerning HIV risk: he alone is the rational “agent” and he
alone ethically responsible (or irresponsible) in his decisions. But this is highly reductive
and we need not abandon our commitment to ethical responsibility when we consider
how ethical subjectivity is transformed when a drug regimen comes into play. From the
perspective of feminist ST, it is possible to see how Cain’s conduct was partly informed by
PrEP. As he explained, he went through with barebacking because he told himself that he
was “protected”—a belief made possible in part by findings from clinical trials about PrEP’s
efficacy and safety, as well as the approval by the FDA, the World Health Organization,
and other countries’ public health regulatory bodies. Aside from overwhelming scientific
evidence, other human and nonhuman actors also made it possible for Cain to engage in
condomless sex without fear: these include, but are not limited to, the (highly profitable)
drug companies that manufacture and market ARVs, scientists, doctors, nurses, clinics, hos-
pitals, pharmacies, computers, papers, pens, and the drug itself. Cain concluded: “The main
emotion this unlocks in me is relief; if I carry on taking PrEP, I will never become HIV+.”
Cain’s desire and ability to engage in condomless sex without worries is an effect of a wide
range of actors, including biotechnologies, that affect human behavior and identity. It is not
simply or singularly about a responsibility that flows from rational cognition any more than
sex 1s about a single subject in relation with a passive sexual “object.”

The normative notion of human agency concerning HIV biomedical technologies views
MSM as culpable for the inappropriate use of technologies. It is based, as Race (2012, p. 328)
maintains, on a “narrow attribution of agency” that understands human subjects as culpable
for the negative effects of HIV biotechnologies. However, as in Cain’s case above, it is plau-
sible that gay men reflexively incorporate scientific knowledge and biomedical technologies
into their sexual practices: they both understand and embody the effectiveness of ARVs,
allowing these men, together, to reconstitute notions of “safety” and “risk” in their sex lives.
By framing changes in gay men’s risk calculation in relation to ARVs as “processes of re-
flexive mediation between embodied habits and medical opinion,” gay men’s ethico-sexual
agency is perhaps better grasped “not as an individual act but rather as taking place within
an accessible context of shared concern and practice” (Race 2012, p. 377). In this light, gay
men’s agency and responsibility may be conceived as dynamic and relational, demonstrating
that capacities to act regarding risk calculation and biomedical technologies are effects of a
wide range of relations that are “well beyond an active individual or group of individuals”
(Rosengarten 2009, p. 103). Indeed, the distribution of agency asks us to shift our norma-
tive notions of responsibility away from the autonomy of individual cognition and toward a
shared accountability for the outcomes of biomedical technologies in sexual practices. That
is, an array of human and other-than-human forces, including HIV science, is implicated in
the production of myriad effects ensuing from TasP and PrEP. Recognizing the implications
of HIV science on the materialization of sexual effects shifts responsibility from individuals
to collective relations that include technologies and biomedical knowledge. While public
health discourse tends to maintain the quasi-legal presumption that MSM are individually
responsible for sexual behavior resulting from the use or misuse of PrEP or TasP, a socio-
sexual paradigm inspired by feminist STS allows us to recast HIV prevention and treatment
technologies as active participants in the shaping of sexual practices.

Conclusions

Our purpose here is not to pass moral judgment on the sexual practices of gay and other
MSM. Nor is it to propound tolerable and “treatable” thresholds of risk, and then to
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justify these thresholds as somehow medically warranted or ethical. Rather, our brief case
study is meant to underscore the extent to which ethical subjectivity—as much as sex-
ual subjectivity—is not wholly autonomous or rationally/cognitively motivated. After all,
sexual relations are by definition nonautonomous, and take place between two or more
persons, with medical, moral, and sensuous implications for all partners. This is perhaps ob-
vious, but it gets more complex still: there are countless other sexual “actors” on the scene.
Sexual agency and ethical subjectivity are part of a vast nexus that includes pharmaceuticals
and their aggressive marketing campaigns, targeted public health messaging (both moraliz-
ing and medicalizing), as well as formal and informal discourses on risk, risk-management,
responsibility, and not least, desire and pleasure. Whether an individual embraces or spurns
public health messaging, for example, that person is nevertheless navigating a wider net-
work that 1s biological, sociocultural, medical, legal, and moral—each with their attendant
coercions, rewards, and punishments in the regulation of sexual behavior. Conventional
bioethics, with its principles that privilege autonomous agency and responsibility, cannot
quite account for these interacting fields of influence or the ways that their discourses are
taken up as key terms in the mediation—and sometimes the negotiation—of human rela-
tions, including sex and ethics. Indeed, holding fast to a conventional conception of ethical
subjectivity may well bolster conventional biomedical, public health, and pharmacological
powers (and profits) by deeming these actors to be passive and value-neutral (Guta, Murray,
and Gagnon 2016). Critical of the “disciplinary” power of conventional bioethics, Margrit
Shildrick (2005, p. 3) has argued: “the discipline has effectively duplicated the master dis-
course and maintained the split between a secure sense of the transcendent self as moral
agent, and a more or less unruly body that must be subjected to its dictates.”

Conventional bioethics—and foremost in clinical settings—remains wedded to the lib-
eral political formulation of human subjectivity as an autonomous rational agency. How-
ever, our case study has demonstrated how our technologies are fundamentally active and
relational, where the confluence of scientific evidence, endorsements from public health
agencies, scientists, medical professionals, and pharmaceuticals variously—together—
mediate MSM’s complex sociosexual relations. Beyond our case study, the implications for
technology ethics are legion. We have sought to widen the conception of ethical agency
beyond the purview of the individual, and beyond the principle of autonomy. In many re-
spects, no doubt, it is counterintuitive to claim that other-than-human actors are agentic,
especially when we have for so long understood them as passive and value-neutral. But
our counterintuitive proposal does not mean that other-than-human agents are agentic in
exactly the same ways as human agents; we must try to see from intersubjective and other-
than-human perspectives. After all, if we hope to widen the scope of ethical agency beyond
the individual, it would be mistaken to take a conventional model of agency—founded in
individual personhood—and export this quasi-legal and moral subjectivity as a model for
the ways that objects act on and enact us as they do. In other words, technology ethics must
turn from the view that our technologies are passive, value-neutral, or mere “tools” to be
wielded by the ethical subject—a view that is dangerously outdated and incommensurable
with the technological subjects we continue to become. And finally, to be clear, the STS
perspective advanced here does not necessarily undermine responsibility, but suggests in-
stead that ethical subjectivity is multimodal and multifaceted, and ethical responsibility is
shared and collective. If this is plausible, then we must refashion bioethics—the ethics of
life—Dby taking account of our biosocial relations and lived realities. Rather than presume
a bioethics founded on the principles of self-sovereign individualism, we must begin in and
among the world of those human and other-than-human beings that make us the beings
that we are.
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Notes

1 The ethical principles of Beauchamp and Childress have become the dominant approach to as-
sessing medical ethics (Page 2012). Other theories about bioethics have also adopted principlism.
For example, Englehardt (1996) proposed two-principle theories (permission and beneficence)
for bioethics. Yet, these approaches also tend to embrace a liberal-humanist view of humans as
rational and autonomous agents without accounting for the relationality of humans and nonhu-
mans, including technologies, in bioethical decision-making.

2 Barad’s (2007) theory of agential realism recognizes matter’s dynamism, as an active “agent,”
while insisting that matter is not determining, for it is always already co-constituted by dis-
courses. Crucial to Barad’s theory of agential realism is the concept of “intra-action,” which
signifies the inseparability of matter and discourse (“material-discursive”) in the constitution of
phenomena: “in contrast to the usual ‘interaction,” which assumes that there are separate indi-
vidual agencies that precede their interaction, the notion of intra-action recognizes that distinct
agencies do not precede, but rather emerge through their intra-action” (2007, p. 33).
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