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Abstract 

 
If a woman in a developing country learns all that she can about HIV/AIDS but lacks 

the ability to convince her partner to use that knowledge to prevent disease 

transmission via condom use, is her likelihood of receiving the virus really reduced? 

Policymakers and practitioners dispute the relative effects on HIV risk behavior of 

HIV/AIDS knowledge and interpersonal power. To identify entry points for HIV/AIDS 

interventions aimed at reducing high-risk behaviors among Haitian women, this study 

uses Demographic and Health Survey data collected in Haiti in 2000 to consider four 

questions: (1) Are women more likely to practice safe sex than are men? (2) Are 

women more likely to use their HIV/AIDS knowledge to improve their sexual behavior 

outcomes than are men? (3) Is a woman’s interpersonal power a stronger determinant 

of her behavior than her HIV/AIDS knowledge? (4) Is a woman’s interpersonal power 

channeled primarily through her ability to actualize her contraceptive preference? 

Results do not support the hypothesis that women are more likely than men to use 

condoms, nor do they indicate that women use their HIV knowledge more effectively 

than men. Logistic regressions examining the role of a female’s interpersonal power 

and autonomy show little association to condom use. HIV knowledge is correlated to 

condom use, suggesting that interventions targeted at increasing knowledge among 

both men and women may be a more efficient allocation of prevention resources than 

those targeted at increasing condom use by improving women’s interpersonal power. 
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Section 1: Introduction 
 
 HIV/AIDS prevention in some form or another has been a mainstay of nearly 

every program attacking the epidemic since its earliest years. Prevention accounts for 

over 50% of all money going to HIV/AIDS programs globally. In 2005, $3.2 billion was 

spent on that sector alone (Global HIV Prevention Working Group, 2006). HIV 

education makes up a major part of those prevention efforts and is cited by 

development organizations as an effective means of reducing transmission 

(AIDSCAP, n.d.; UNAIDS/UNFPA/UNIFEM, 2004; Canning, 2006). The precept is that 

knowledge of the disease’s nature is a form of prevention; understanding the mode of 

HIV transmission allows infection to be avoided. When that information is targeted to 

vulnerable groups—teenagers, homosexuals, or women—the impact of education is 

theorized to be even stronger. So does AIDS education really prevent the 

transmission of HIV? That depends on what the recipient of that information does with 

her new knowledge.  

 Targeting HIV/AIDS education to women makes sense. Microfinance credit 

institutions learned years ago to target women as loan recipients because females are 

more likely than males to make decisions in the interest of the entire household 

(Littlefield and others, 2003). Similarly, studies have shown that mother’s education 

often trumps that of father’s as a determinant of child vaccinations—another example 

of women being more likely to choose outcomes in their households’ best interests 

(Nandan and others, 1985; Farag and others, 1995). By this line of logic, female-

targeted HIV education that stresses the deleterious effects of the disease on 
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individuals and families should reduce HIV/AIDS risk behaviors, since women are 

more likely than men to make decisions for the well-being of their households.  

 With this rationale, campaigns across the world increasingly include gender 

equity programming among their strategic approaches (Hempstone and others, 2004; 

Synergy Project, 2001; World Bank, 2004), but despite the many iterations of this type 

of campaign, the number of women with HIV is growing rapidly (Quinn and 

Overbaugh, 2005; UNAIDS/UNFPA/UNIFEM, 2004). Physically, of course, their 

bodies are more likely to receive the virus than those of males during heterosexual 

intercourse (Quinn and Overbaugh, 2005; Farmer and others, 1993). Less well 

understood are the social, cultural, and interpersonal dynamics that may put women at 

greater risk of infection and that might mitigate the effects that any amount of HIV 

knowledge could render. Women may have the knowledge that HIV/AIDS should be 

avoided, but they might lack the power to act accordingly. 

 Women’s interpersonal power (also referred to as intra-household power) and 

its outcomes are difficult to study. The personal nature of sexual decision-making—the 

negotiation that occurs privately between partners regarding sexual behaviors, the 

factors that determine the decision to use contraceptives—varies between and within 

countries, as it does between and within couples. Moreover, the topic may be subject 

to some degree of obfuscation in survey responses. The issue is an important one, 

though, in evaluating the usefulness of HIV/AIDS education, particularly that which is 

targeted to women. What influence does HIV/AIDS education play in determining how 

a woman and/or her partner choose their sexual activities? What other factors 

influence the decision? And, in the end, who really decides? 
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 Haiti provides an appropriate context in which to examine HIV/AIDS-related 

risk behaviors and their determinants. Throughout the 1990s and the first five years of 

the millennium, Haiti’s estimated HIV prevalence, defined as the fraction of people 

aged 15-49 that are HIV positive, hovered around 6% (Synergy Project, 2001; Galliard 

and others, 2006). As was true elsewhere, international aid to control the spread of 

the disease focused mainly on education and prevention campaigns, with much 

smaller levels of support for treatment programs (Hempstone and others, 2004). 

Dissemination of HIV education greatly improved awareness among most sectors of 

the population (Synergy Project, 2001; Galliard and others, 2006). Still, high risk 

behaviors persist across the country. The decreasing age of first sexual contact, a 

social tolerance for multiple partners, and the widespread reluctance to use condoms 

defy the A, B, and C of education campaigns (Hempstone and others, 2004; Synergy 

Project, 2001).1   

 Existing research already has identified some of the psychosocial and power 

factors that influence participation in HIV-risk behavior in Haiti and that may be 

responsible for reducing the effect of HIV education campaigns, but these analyses 

tend to be limited in scope both by survey size and sample selection. A full, large 

sample analytical study of the comparative magnitudes of HIV knowledge and gender-

based power on HIV-risk exposure in Haiti has yet to be attempted. To fill the gap, this 

study uses the Haiti Demographic and Health Survey (DHS) from 2000 to consider the 

interplay between gender, knowledge, and power and their effects upon individuals’ 

sexual behavior. A question addressed to sexually active males and females on the 

 
1 The ABC-approach to AIDS education emphasizes three ways to avoid HIV/AIDS: practice 
Abstinence, Be faithful, and use Condoms. 
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2000 survey measures respondents’ condom use at last sexual encounter. These 

responses serve as proxies for HIV-risk behavior outcomes in the models used here. 

Four separate questions are considered. Each one is examined through means of 

logistic regression models, where the dependent variable is the probability that the 

respondent used a condom at his or her last sexual encounter. 

1) Are women more likely to practice safe sex than are men? Gender-focused 

programs generally assume that women make better health decisions than do 

men—but women may be pushed by other factors that discourage condom use, 

like preferences for additional children. Does a gender differential in sexual 

outcomes exist? 

2) Are women more likely to use their HIV/AIDS knowledge to improve their sexual 

behavior outcomes than are men? HIV/AIDS education targeted exclusively 

towards women assumes that, given full information, women may be more likely 

than men to respond positively to HIV knowledge by modifying their sexual 

behaviors. 

3) Is a woman’s interpersonal power a stronger determinant of her behavior than is 

her HIV/AIDS knowledge? Looking just at the data for females, the hypothesis is 

tested whether interpersonal power’s effect on condom use is greater than the 

effect of HIV/AIDS knowledge. 

4) Is a woman’s interpersonal power channeled only through her autonomy—through 

her self-directed implementation of her behavior preference? Using a reduced 

sample of those women who did use contraception of some sort at their last sexual 

encounter, autonomy is measured by the self-reported categorization of decision-
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maker for contraceptive use as self-, joint-, or partner-driven. Where inclusion of 

this variable reduces the effect of the bargaining variables, the hypothesis would 

be supported that interpersonal power functions primarily through the mechanism 

of achieved autonomy. 

 The results reported here fail to support the general hypothesis that women 

are more likely than men to seek safe sex behaviors via use of their HIV knowledge, 

and likewise fail to support the hypothesis that their interpersonal power or expressed 

autonomy bears greater influence upon safe sex outcomes than does HIV knowledge. 

Within the sample examined, women are less likely to report condom usage at their 

last sexual encounter than are men (an outcome attributable to structural differences 

in the nature of male and female sexual encounters). More importantly for 

programmatic implications, results indicate that women and men do not differ in their 

use of HIV knowledge, that women’s interpersonal power does little to raise the 

probability of condom usage (and thus is less critical than HIV knowledge in 

determining that outcome), and that women’s implemented preferences for 

contraceptive use do not make condom use more likely. 

 The powerful effect of both males’ and females’ improved HIV knowledge has 

instructive implications for future policy. International health NGOs working in 

developing countries have limited resources, and the decision to target those 

resources towards increasing HIV knowledge rather than towards broader measures 

of strengthening interpersonal power and improving gender dynamics suggests a 

more effective allocation of funds. Other factors shown to be associated with condom 

use are education among both sexes and fertility preferences of women. Interventions 
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by government health ministries that attempt to affect these variables may represent 

efficient long-term means of improving the rate of safe sex behavior among the 

Haitian female adult population. 

 

Section 2: Background 

 For the most part, Haiti’s bout with the AIDS epidemic mirrors that of other 

developing nations. Its first cases were reported in 1982, primarily among males living 

in the capital, Port-au-Prince. By the late 1980s, AIDS had progressed to female sex 

workers and blood donors (Gaillard and others, 2006). Men with means to travel, like 

police officers and truck drivers, spurred the spread to rural areas, at which point the 

gender balance of AIDS prevalence tipped: by 2004 over 50% of those infected with 

HIV in Haiti were women (UNAIDS/UNFPA/UNIFEM, 2004). During the 1990s, overall 

prevalence reached an estimated 6% of the adult population—the highest rate outside 

of Sub-Saharan Africa, far outpacing the rates seen in the rest of the Western 

Hemisphere. The anomalously high rate is attributable to four main factors: politics, 

economics, culture, and gender.  

 Politics  The years since the discovery of AIDS have been politically turbulent 

ones for the island nation, marked by dictators, coups d’etat, foreign aid embargoes, 

and what might euphemistically be called unscheduled political turnovers within the 

democratic process (Erikson, 2004; USAID, 2001). The various incarnations of Haiti’s 

government have not been opposed to mapping out strategies to deal with AIDS, but 

instability and lack of funds consistently have forestalled those plans’ implementation 

(USAID, 2001). On the other side, prominent critics fault U.S. and European aid 
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policies for blocking much needed resources to the impoverished nation at precisely 

the times when the public health crisis was at its most desperate points (Farmer, 

2003).  

 Economics    Poverty accounts for another fraction of the 6% prevalence rate. 

Seventy-eight percent of the Haitian population lives on less than $2 per day (World 

Bank, 2006). Haiti ranks 153rd out of 177 on the 2005 Human Development Index, and 

per capita growth has been negative on average over the last three decades (UNDP, 

2006; World Bank, 2006). HIV rates and poverty tend to be positively associated with 

one another (Gupta, 2002; Wingood and DiClemente, 2000; Parker and others, 2000; 

World Bank, 2004). Access to medical care and to contraceptives is more difficult for 

the poor, and medical treatment of AIDS itself or of vulnerability-enhancing sexually-

transmitted infections (STIs) is often unavailable or unaffordable to Haitian peasants. 

Studies have shown that HIV/AIDS is a disease of the poor; this makes it a disease of 

Haiti. 

 Culture  Culture and its constructs may be the most complex factors to gauge 

as determinants of high HIV prevalence, but their influence is widely acknowledged. 

The number of partners one may have, the type of sex that is permissible, and the 

fluidity of sexual arrangements are all social constructs; depending on their 

characteristics and their permutations, they can impose very positive or very negative 

boundaries determining sexual behaviors and behavior modification (Parker, 2001; 

Sumartojo, 2000; Parker and others, 2000). In Haiti, the structural barriers to sexual 

behaviors posed by culture or society constitute a major obstacle to better HIV-

prevention outcomes. Haitian society generally condones multiple sexual partners and 
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infidelity, especially for men (USAID, 2001; Ulin and others, 1993). Protected sex is 

not widely practiced (USAID, 2001; Fawzi and others, 2003), partly because societal 

norms associate condoms with an admission of infidelity or a lack of trust in one’s 

partner (Malow and others, 2000; Ulin and others, 1993). Low condom usage between 

spouses reflects, in part, the reluctance of couples to openly acknowledge non-

exclusive sexual relations of which both partners are aware (Heise and Elias, 1995). 

These elements of Haitian culture, and their implications for sexual behavior, are 

major factors in the spread of HIV in Haiti. 

 Gender  The best-known cultural construct limiting the reduction of HIV-risk 

behavior is probably gender. Increasingly, the restrictions upon male and female 

interactions prompted by gender constructs are recognized for their role in contributing 

to the spread of AIDS and to the “feminization” of the disease (World Bank, 2004; 

Quinn and Overbaugh, 2005; UNAIDS/UNFPA/UNIFEM, 2004). While observers 

readily concede that the rising rate among females is, in part, a function of the 

physiological differences between males and females that make women physically 

much more susceptible to HIV transmission than men, gender norms also contribute 

to the last decade’s increase in male-to-female sexual transmission (Quinn and 

Overbaugh, 2005; Farmer and others, 1993; Wingood and DiClemente, 2000).  

 The International Center for Research on Women (ICRW) lays out a number of 

the ways in which gender increases a woman’s vulnerability to HIV/AIDS (Gupta, 

2002). Gender roles within a society can mean that male pleasure takes precedence 

over female pleasure (Gupta, 2000; Gupta, 2002) or that “virginal” or “good” girls are 

supposed to be ignorant of sex and its practice while men are supposed to 
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demonstrate their masculinity through multiple sexual partners (Gupta, 2002; Wingood 

and DiClemente, 2000). Gender values may assign females a passive role in sexual 

encounters that limit a woman’s ability to assert her preference for safe-sex behaviors 

(Wyatt and others, 2000). Additionally, traditional gender values that emphasize the 

centrality of motherhood to a woman’s life may also limit a female’s willingness to use 

contraceptives, including condoms (Malow and others, 2000; Heise and Elias, 1995). 

Furthermore, women’s vulnerability to sexual coercion—another cultural and gender 

construct—is a noted liability for HIV transmission; sexual violence or forced sex 

between partners is common in Haiti (Fawzi and others, 2003), and this type of sex is 

associated with higher levels of HIV transmission (Wingood and DiClemente, 2000). 

 In Haiti, the interaction of gender and poverty provide apt examples of this type 

of cultural barrier that multiplies HIV transmission. Gender norms proscribe many 

economic roles for Haitian women. In order to obtain money with which to feed their 

children, many are forced, de facto, into transactional sexual partnerships. Although 

they are not commercial sex workers, these women enter into sexual relationships for 

material support (Gupta, 2002; Heise and Elias, 1995; Wyatt and others, 2000). A 

study from Haiti in the mid-90s finds that one-third of its female sample reported this 

type of transactional sexual relationship and that HIV rates among this group were 

significantly higher than those of other women (Fitzgerald and others, 2000). The 

theory is that gender norms and their relation to earning power predict that women are 

less likely to negotiate for condom usage because they lack economic leverage over 

their partners. Since females and their children depend on male, women have little 
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recourse against males’ material retaliation or abandonment should disagreements 

over sexual behaviors occur (Gupta, 2002; Ulin and others, 1993).   

 Response   Faced with a growing AIDS epidemic, the Haitian government and 

international donors of the 1990s responded with the standard set of policies and 

interventions applied in the majority of developing nations. The actions that were 

taken by the Haitian Ministry of Health to control the disease during the first twenty 

years of the crisis were minimal, primarily directed at securing the blood supply and 

targeting education interventions to high-risk groups (Hempstone and others, 2004; 

USAID, 2001). AIDS Control and Prevention (AIDSCAP), working in more than forty 

countries, including Haiti, trained individuals in HIV prevention skills and education 

dissemination while focusing upon behavior change communication through mass 

media campaigns promoting healthier sexual decision-making (AIDSCAP, n.d.). 

USAID did not include HIV prevention or treatment as a major component of its 

programming in Haiti, but it addressed the issue indirectly through family planning and 

maternal and child health services to women. Other programs led by international 

organizations like Population Services International (PSI), CARE, and the United 

Nations (UN) concentrated on prevailing strategies like social marketing of male 

condoms, support to persons living with HIV/AIDS, and services focused on priority 

populations, respectively (USAID, 2001). Partners In Health (PIH), based in Boston 

but coordinating with its Haitian counterpart organization Zanmi Lasante, treated 

HIV/AIDS patients with advanced drugs while simultaneously attempting to address 

some of the underlying economic and cultural issues relevant to HIV/AIDS in Haiti 

(Koenig and others, 2004); their Haiti-specific approach was one of the exceptions to 
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the externally-designed, internationally prescribed projects implemented in Haiti during 

the 1990s. 

 Since 2000, though, the pattern has changed so that most international aid 

programs operating in Haiti have begun to follow PIH’s example by contextualizing 

their efforts within the unique social environment of Haiti. Project plans now 

acknowledge the importance of designing contextually appropriate interventions that 

can stimulate improved behavior outcomes within the framework of existing social 

structures (CHANGE, 2002). References to gender, for instance, are included in 

planning by almost all major organizations working on HIV/AIDS programming in 

recent years (World Bank, 2004; CHANGE, 2002; USAID, 2001; 

UNAIDS/UNFPA/UNIFEM, 2004).2 The next step will be transforming those 

references into concrete and effective action plans. 

 

Section 3: Review of Literature 

HIV/AIDS Prevention and Education  

 Nearly all programs that deal with HIV/AIDS include some component 

designed to increase HIV knowledge, with the premise that increased knowledge will 

result in improved behavior outcomes (Heise and Elias, 1995; World Bank, 2004). 

Mass media campaigns, for example, are theorized to increase social awareness and 

acceptability of HIV/AIDS and condom usage. Targeted education initiatives to high-

risk groups attempt to improve behavior choices by increasing awareness of the 

 
2 Unfortunately, many of those organizations’ plans involve checklists and one-sentence 
gender objectives rather than any type of rigorous attempt to address the underlying structural 
differences imposed by gender, politics, or economics upon behavioral outcomes (Parker and 
others, 2000). 
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nature of HIV transmission among those at greatest risk. Condom demonstrations 

equip adolescents and adults with the skills to correctly use protection.  

 Despite the apparently universal agreement among donors of HIV/AIDS 

education’s importance, however, the literature contains a limited number of reports 

definitively ascertaining the causal relationship between HIV information and risk 

behavior outcomes (Dinkelman and others, 2006); increases in condom use may 

affect HIV prevalence, but the link leading from increases in knowledge to increases in 

condom usage is less clear (Bollinger and others, 2004). A study of condom use in 

Zimbabwe suggests that increased exposure to awareness campaigns reduced the 

embarrassment and stigma of condoms and could increase condom usage in non-

marital relationships (Adetunji and Meekers, 2001), and an informational campaign in 

Kenya finds that information on relative risks could prompt behavior change away 

from the riskiest behaviors (Dupas, 2006). A meta-analysis of twenty-four mass media 

interventions in developing countries shows a positive impact of media on HIV 

knowledge and a subsequent reduction in high risk behavior (Bertrand and others, 

2006).  

 Outside of this handful of papers, though, the support for the assertion that HIV 

knowledge improves behavior outcomes is mixed. An evaluation of peer education 

programming in South Africa finds that, among other shortcomings, inequalities and 

biases within the gender dynamics of youth educators limit overall efficacy of the 

program evaluated, thereby curtailing the impact of improved HIV knowledge on youth 

behavior (Campbell and MacPhail, 2002). Findings drawn from 2001 and 2004 

household surveys in Botswana attempt to judge the extent to which HIV/AIDS 



 13

knowledge is correlated to less risky behavior; the researchers find that when men 

and women have similar levels of knowledge, non-informational barriers produce 

different probabilities of reporting safe sex behaviors (Dinkelman and others, 2006). 

More than just HIV knowledge accounts for the behaviors observed. 

 
Gender, Power, and HIV/AIDS Risk 

 That finding is unsurprising to many of those that work with HIV/AIDS in Haiti 

and other parts of the developing world, who have drawn upon their experiences in 

the field to assert that HIV education alone may not be enough to change behavior 

outcomes (Holschneider and Alexander, 2003; Farmer and others, 2001; Heise and 

Elias, 1995; Gupta and Weiss, 1993). By most reports, Haitians do know a lot about 

AIDS and its determinants, and they have for some time (Farmer and others, 2001; 

Ulin and others, 1993). The continued prevalence of high risk behavior outcomes in 

the face of this knowledge suggest that some other factors may be driving sexual 

decision-making. Gender and power are likely candidates.  

 The 1990s witnessed a perceptible shift in the discourse on gender, power, 

and sexual decision-making. Whereas early research from the late 1980s was hailed 

as innovative for attempting to address behavior change as a function of an 

individual’s intrapersonal power, later studies shifted the paradigm to one involving 

interpersonal power balances placed within the larger societal structure (Parker, 2001; 

Esu-Williams, 2000; Wingood and DiClemente, 2000; Gutiérrez and others, 2000; 

Amaro and Raj, 2000). The two types of powers—intrapersonal and interpersonal—

are different but connected. A purely intrapersonal power paradigm emphasizes the 

role of personal empowerment and self-efficacy in determining behavior outcomes. 



 14

This power to control one’s personal behavior may provide some explanation for safe 

sex outcomes (Soet and others, 1999; Gutiérrez and others, 2000), but most 

researchers discussing gender and power today have shifted the focus to 

interpersonal power dynamics. They point out that relationship decisions inherently 

are interactions occurring between two persons and thus reflective of some type of 

power balance (Soet and others, 1999). Interpersonal power expresses the concept of 

power over instead of just power to; it is one’s capacity to influence the actions of 

another (Wingood and DiClemente, 2000). Safe sex behavior relies on negotiation 

within the pair of sexual actors, not just upon one individual’s self empowerment. 

 Discussions of interpersonal power within heterosexual relationships rest upon 

the theory that there is a sexual bias in the division of power, one which generally 

favors males (Wingood and DiClemente, 2000; Gutiérrez and others, 2000; Pulerwitz, 

2000). Evidence is strong that differences between genders in negotiating power 

affect behavior outcomes (Soet and others, 1999; Amaro and Raj, 2000; Blanc, 2001). 

For example, multiple studies show that women are less likely to use condoms as the 

age gap between them and their partners grows—a signal of the uneven bargaining 

power that is symptomatic of relationships in which the female is much younger than 

the male (Dinkelman and others, 2001; Heise and Elias, 1995; DiClemente and 

others, 2002). Opportunities to shift the power balance exist, however. A study in 

Uganda finds that although males enjoy greater influence over sex decisions, 

increased education and urban residence on the part of females improve their sexual 

bargaining. Women’s work characteristics also improve Ugandan women’s ability to 

negotiate (Wolf and others, 2000).  Age differences, relative education, and 
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occupational status as it relates to resource control are all elements of interpersonal 

power, and they all relate to negotiated sexual outcomes.  

 Studies based upon the large data samples produced by DHS surveys have 

begun to increase the statistical power of evidence reporting a role between gender, 

interpersonal power, and HIV/AIDS. A study using 2003 DHS data from Ghana 

examines HIV prevalence as its dependent variable. Wealth, marital status, region, 

and age are significant predictors of HIV prevalence, but HIV knowledge and 

education show limited effects (Akwara and others, 2005). DHS data from Egypt 

draws a bivariate association between contraceptive use and women’s autonomy 

(DHS, 1995). Another report summarizes DHS data from nine developing countries to 

determine socioeconomic correlates to sexual behavior outcomes. The study finds 

that risk-reducing behaviors (specifically, using a condom with a non-regular partner) 

tend to be negatively associated with women’s age, to be positively associated with 

education of either sex, and to be higher among residents of urban areas (Filmer, 

1997). A different DHS-based study compares predictors of condom use in Uganda 

and Zimbabwe. The authors find that HIV knowledge is significantly related to condom 

use for Zimbabwean men but not women. Ugandan women are more likely to practice 

safe sex when they report higher levels of communication within their relationships 

and when they assert their belief in a woman’s right to refuse sex to her partner 

(Mumtaz and others, 2005).  

 
Studies from Haiti  

 Further studies show that gender and power findings from the developing 

world tend to hold for Haitians. A 1999-2001 study surveyed 120 Haitian women in an 
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attempt to examine the connection between a female’s economic situation and her 

likelihood of having a sexually transmitted infection (STI). Women who work as market 

vendors—one of the only viable income-earning options widely available to Haitian 

females—are at significantly reduced risk of STI incidence. In contrast, women who 

serve as domestic servants, a position often indicative of low power levels, are at a 

four-fold increased risk of STIs. Given that STIs place a woman in greater danger of 

HIV transmission and involve similar processes of infection, the suggestion that HIV 

infection is linked to economic means among rural Haitian women is not a large leap 

(Fawzi and others, 2002). 

 A study of 845 Haitian youths conducted in 1998 links consistent condom 

usage to high levels of self-efficacy to communicate about HIV/AIDS or to use a 

condom. Youths who identified a personal feeling of empowerment in sexual 

situations or in relation to sexual discussions are more likely to manifest HIV 

preventative behaviors. Other factors that reduced risky behavior are the delayed 

onset of sexual activity and lower perceptions of traditional gender norms. The 

researchers draw the conclusion that interventions targeting especially young 

adolescents and teaching negotiation skills could be effective means to bringing about 

behavior change (Holschneider and Alexander, 2003). 

 In 1995, a sample of 101 Haitian women attending a health clinic in Little Haiti, 

Miami, was surveyed in order to examine psychosocial factors of HIV risk among the 

peer group. The study rejects the proposition that a lack of HIV knowledge contributes 

to these women’s risky behaviors, finding instead that personal and partner dislike of 

condoms, along with a self-identified lack of confidence in the respondent’s ability to 
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negotiate condom usage with her partner, are associated with negative outcome 

behaviors. Perhaps the most interesting finding from this study is that although 95% of 

the women reported that they were currently in a monogamous relationship, only 5% 

were certain that their partner did not have another sex partner. This finding among 

Haitian women in the States most likely corresponds to similar patterns of one-sided 

exclusivity in Haiti, with similarly negative consequences for interpersonal power and 

behaviors (Malow and others, 2000). 

 Gage and Hutchinson use the 2000 Haiti DHS data to examine the relationship 

between power, control, and intimate partner sexual violence. Using several measures 

of household decision-making as estimates of interpersonal power, strongest effects 

for predicting violence are shown for husband’s jealousy and controlling behavior 

(Gage and Hutchinson, 2000). 

 Two other small samples from Haiti attempt to identify the relationship between 

power and HIV risk. The first looks at risk among expectant fathers and finds that 

communication between partners and HIV knowledge is positively associated with 

reductions in HIV risk activities (Magee and others, 2006). The second study focuses 

upon the behaviors of expectant mothers and notes that in addition to communication 

and HIV knowledge, relative power is a significant predictor of safer sex outcomes 

(Kershaw and others, 2006). 

 
Need for Further Study  

 Although qualitative and theoretical literature abounds, relatively few large-

sample, rigorous, quantitative studies have been undertaken to measure the 

interaction between gender-based power and sexual outcomes (Blanc, 2001). The 
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gaps in the data are these: There is a lack of large-scale studies examining the effects 

of gender, power, and sexual decision-making on HIV behavior outcomes. There is 

too little understanding of the factors which feed into interpersonal power within the 

specific Haitian context. There is an absence of evidence for the comparative impacts 

of HIV/AIDS education and interpersonal power on behavior outcomes. The 2000 

DHS data from Haiti provides the raw materials for the type of quantitative study that 

could fill some of these holes. 

 

Section 4: Conceptual Model 

 Prevention of disease transmission is a major element of HIV/AIDS 

programming in developing countries, and a large share of those prevention efforts 

are directed towards reducing transmission through improved sexual behaviors 

(Canning, 2006; Kershaw and others, 2006). The sexual behavior to be influenced 

varies—use of condoms, delay of onset, number of partners—but the end goal is 

generally agreed upon: safe sex. 

 There is less agreement on the factors that influence that safe sex outcome. 

This study theorizes that HIV/AIDS knowledge, gender, interpersonal power, and 

actualized autonomy are the principal influences on safe sex behavior. HIV knowledge 

is a measure of one’s awareness of HIV/AIDS, reflecting an understanding of the 

seriousness of the disease and, importantly, an identification of the specific measures 

by which the HIV’s transmission can be averted. Gender is defined as the social 

norms that frame the expected roles and interactions of males and females within 

society. Interpersonal power is one’s relative power within a relationship structure. It 



encompasses the elements that enable one to be able to influence the actions of 

others; in a sense, it counts bargaining chips. Actualized autonomy is different. The 

term is used here to identify the decision-maker: the individual who made the decision 

whether or not to engage in safe sex. It is an individual’s preference, for or against 

safe sex, implemented. More than the tally of chips at the start of the hand—it’s who 

won the game.  

 Diagram 1 models these factors’ hypothesized relationships to one another 

and to the safe sex behavior outcome. 

 

Diagram 1: Factors influencing safe sex behaviors and their interactions 

 

HIV knowledge 

Gender 

Interpersonal 
power 

Autonomy 

Other traits 

 
Safe 
sex 

 Persistent programmatic emphasis on HIV/AIDS education functions upon the 

premise that better HIV/AIDS knowledge is an important means through which safe 

sex outcomes can be increased. 
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   The theory that HIV/AIDS knowledge directly improves an individual’s 

likelihood of reducing HIV-risky sexual behaviors argues that knowing the 

serious nature of the disease and the physical means by which it is transmitted 

from one individual to another prompts those with greater HIV knowledge to 

avoid activities that would result in transmission.  Empirical evidence for this 

claim is not strong, but most AIDS programs consider HIV/AIDS education to be 

a critical complement to any other type of activity (Campbell and Kelly, 1995; 

Bertrand and others, 2006; Wingood and Diclemente, 2000; Oster, 2006; 

Kershaw and others, 2006). 

   HIV/AIDS knowledge may function in conjunction with gender in order to 

improve safe sex outcomes (Dinkelman and others, 2006). Both males and 

females learn of the dangers of unprotected sex, but the application of those 

lessons may differ. Women with greater understanding of HIV/AIDS, for 

instance, might know that females are more likely to receive the virus than males 

are during heterosexual contact. This could provide females with additional 

incentives, over and above those for males, to apply HIV knowledge by 

increasing their incidence of safe sex. Also, if in general females are more likely 

to make decisions reflective of overall household welfare, their increased HIV 

knowledge seems more likely than that of males to lead to improved safe sex 

outcomes; as it becomes clear that the deterrence of HIV transmission within the 

family structure directly relates to household welfare, females are theorized to be 

more likely to alter their sexual behavior outcomes than men are, when other 

factors are held constant. 
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  There is less reason to believe that HIV knowledge affects safe sex via an 

interactive effect upon interpersonal power or autonomy. An individual’s ability to 

negotiate (power) or implement (autonomy) his or her preferred outcome is likely 

independent of his or her HIV knowledge when other traits are held constant. It 

seems unlikely in the majority of cases that one partner’s knowledge of the virus 

can be used to leverage greater power during intra-household bargaining. 

 Gender has a particularly complex relationship to safe sex behavior and its 

influences, especially in countries like Haiti where gender inequality remains 

pervasive. 

   When other variables in the model are held constant, gender’s direct effect 

upon safe sex behavior is expected to be slightly favorable to females. 

Culturally, males are more likely to partake in HIV-risky behaviors than are 

females: they have both more partners and more encounters with non-regular 

partners. That negative relationship between males and safe sex is less certain 

when the predicted outcome is condom use, but it might represent some 

increased propensity for risk-taking behavior among males. Beyond a male-

preference for sexual risk-taking, it is hypothesized that when all other factors 

are controlled for—including fertility preferences—males and females exhibit no 

substantive differential personal preference towards sex with a condom. 

Therefore, the pure, direct relationship between gender and safe sex outcome 

should be small but theoretically advantageous to females. 

   Gender is hypothesized to interact with interpersonal power, significantly 

shaping safe sex behavior outcomes. Interpersonal power is a measure of the 
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power balance within a relationship. Not only is it expected that the balance will 

disproportionately favor males in a sample from Haiti, but one anticipates that 

outcomes will differ based upon the interaction of gender and interpersonal 

power. The effect of being female on safe sex outcomes is likely to be different 

for a woman with a strong household position (independent financial resources, 

for example) versus for a women with a weak household position (servant girl 

from whom the male head of household demands sexual favors). Moreover, a 

woman with a strong position is likely to use her power in ways different than 

those of a dominant man. 

   Gender and autonomy most likely interact in determining safe sex behaviors. 

Different permutations of gender and autonomy—male with male (self) 

autonomy, male with female autonomy, female with female (self) autonomy, and 

female with male autonomy—drive outcomes for the observed individuals. These 

varying permutations are expected to act differently upon the probabilities of safe 

sex outcomes; that is to say, they interact. 

 Interpersonal power must play some part in determining safe sex behavior, but 

some of its effect may be indirectly channeled through autonomy. 

  The intra-household power balance may shape safe sex behavior outcomes 

directly, in that the position of a partner within the relationship—by economic, 

cultural, or emotional measures, for instance—correlates to clearly positive or 

negative safe sex behavior, but it is difficult to theorize a direct relationship not 

channeled at least partly through autonomy or gender. Does greater power 

within the relationship mean safer sex? Power as directly measured does not 



 23

reveal an individual’s safe sex preferences (when other demographic traits are 

held constant), and its implications for outcomes vary by gender and other 

factors, like autonomy.  

  Much of the influence of intra-household bargaining power might be channeled 

through actualized autonomy. Autonomy is the sum manifestation of household 

bargaining power. Increased power translates to increased voice in the decision-

making process.  

 Other personal, household, demographic, and community traits are known to 

be associated with propensities for safe sex behavior, and in this model it is assumed 

that they predominantly act independently of the other variables that are being 

examined. Income, education, and bucolic status are commonly cited examples of 

traits with independent bearing upon safe sex behaviors (Wyatt and others, 2000; 

Jenkins, 2000; Filmer, 1997; Wolff and others, 2000). Physical and fiscal access to 

condoms plays another part in determining behaviors, specifically that of condom use 

(Sumantojo, 2000). If a rural resident cannot locate condoms to purchase, or if an 

urban slum-dweller cannot afford them, the likelihood of a safe sex outcome (as 

defined by condom use) declines. Fertility preferences are another important personal 

trait that undoubtedly constrains safe sex outcomes as measured by condom use: 

women who want to become pregnant will have a marked preference for condom-less 

sex. Perception of partner’s fidelity is likely to affect sex behavior patterns, as well. A 

respondent who believes his or her partner to be strictly monogamous might be less 

motivated to use a condom, believing that fidelity provides effective protection against 

disease transmission.  
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 While some correlation between these variables and the other major 

influences on safe sex behaviors most likely exists, some of those differential effects 

are better expressed through alternative measures. For instance, income probably 

relates to interpersonal power, but a related and more finely tuned measure linked to 

power might be proportion of household income earned by the individual. Education is 

another variable that might be theorized to relate to other influences on safe sex 

outcomes, but some of that can be better measured through other related indices 

(relative education within household, for instance).  

 Omitted variables and other potential sources of bias Several examples of 

possible reverse causation or omitted variable bias are examined. 

  Would one’s propensity to engage in safe sex influence his or her HIV 

knowledge? Where targeted programs are the main form of HIV/AIDS education, 

this may be the case, but in countries like Haiti with high HIV prevalence rates 

and concerted campaigns to reach the entire population, this is less likely to be 

true or to represent a substantive bias.  

   Is HIV status, omitted in the model due to data restrictions, a likely predictor of 

safe sex outcome? Believing that individuals behave altruistically, one would 

suspect that HIV-positive males and females would be more likely to insist upon 

condom use as a means of protecting their partners from infection. Given, 

however, that the prevalence rate in Haiti at the end of the 1990s was around 

5% and that a portion of those individuals may have been unaware of their 

status and thus unable to adjust their behaviors to reflect altruistic intent, it is 

assumed that the statistical effect of this bias upon safe sex outcomes and the 
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other predicting influences is weak. Still, when combined with the likelihood that 

HIV status would be correlated with another of the modeled variables, like age or 

income, this unrepresented factor could present a possible source of bias. 

  Could HIV-positive status, likely negatively correlated to safe sex outcomes, 

cause some type of selection on the dependent variable where infected 

individuals are underrepresented in the sample due to their own deaths? 

Although this type of sample bias might weaken the predictive powers of the 

model by overestimating the at-large likelihood of engaging in safe sex, it should 

have minimal effect upon the primary subject of this study—the relative strengths 

of HIV knowledge and interpersonal power.  

   Some previous studies have included measures of attitudinal barriers to 

condom usage, where the respondent’s measured association between 

condoms and (1) promiscuity or (2) cause for shame/embarrassment is taken to 

be a constraint upon his or her likelihood of using a condom during sexual 

intercourse (Magee and others, 2006; Adetunji and Meekers, 2001). Questions 

measuring these attitudes were not included in the 2000 Haiti DHS survey and 

therefore could not be used in this study.  

 

Section 5: Analysis Plan 

 The challenge of translating conceptual theories of gender and interpersonal 

power into quantifiable measures that can be used to test satisfactorily the 

relationships hypothesized in Section 4 is a significant one. Below, the process of 

identifying and constructing the variables used in this study are elaborated upon. 
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 Measures of safe sex behavior   Three behaviors dominate discussions of safe 

sex outcomes in relation to HIV/AIDS risk: (1) abstinence from sexual intercourse and 

other activities that may transmit the virus; (2) fidelity within monogamous 

partnerships between two uninfected individuals; and (3) consistent and correct use of 

condoms. Of the three, consistent condom use often proves to be the most likely and 

most secure behavior option for sexually active adults; for the majority of Haitians who 

participate in regular partnerships where sex is an expected activity but where two-

sided fidelity is not assured, condom usage is the best practical behavior measure of 

the individual’s decision to avoid high-risk sexual behaviors. For this reason, the 

behavior outcome of interest relevant to each of the questions posed in this study is 

condom use.  

 The particular measure for condom use that serves to identify behavior 

outcome is respondent’s use of condom at last sexual intercourse among the sexually 

active adult population. Although it is an imperfect measure of consistency of safe sex 

behavior and is subject to measurement error in respondent recall, the variable is an 

adequate and simple measure of behavior outcome. Since one may expect that 

condom use might be differentiated by partner type, use of condom at last sexual 

intercourse can be further identified as condom use at last sexual intercourse with 

regular partner and at last sexual intercourse with non-regular partner (Jenkins, 2000; 

Filmer, 1997; Adetunji and Meekers, 2001; Heiss and Elias, 1995; Mumtaz and others, 

2005). Responses indicating that the sexual partner was a spouse or co-residing 

partner are grouped with boy/girlfriends and fiancés/fiancées to indicate regular 
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partners. All other partner types—casual acquaintances, friends, relatives, commercial 

sex workers, and others—are considered to be non-regular partners. 

  Expanding the definition of safe sex behavior to include adults practicing 

abstinence along with those using condoms provides a robustness check for the 

overall model.  Limitations in the survey data impose two general definitions of 

abstinence: (1) abstention from sexual activity for four weeks or more (not inclusive of 

post-partum abstention); and (2) abstention by those who have never engaged in 

sexual activity. Composite measures of safe sex activity, combining both variables for 

abstention with indicated condom use, offer additional insight into the factors 

influencing the decision to engage or not to engage in safe sex behaviors.  

  Measures of HIV/AIDS knowledge Following previous researchers using 

DHS data to measure HIV/AIDS knowledge (Mumtaz and others, 2005), a HIV/AIDS 

knowledge composite variable is created from nine questions asked of both males and 

females during the interview process: (1) Whether the individual has heard of AIDS; 

(2) Whether the individual knows it is possible to prevent HIV/AIDS infection; (3) 

Whether the individual knows that risk of infection can be lowered by restricting sexual 

relations to one faithful and uninfected partner; (4) Whether the individual knows that 

risk can be lowered by using condoms; (5) Whether the individual knows  that a 

healthy-looking person can be HIV-infected; (6) Whether the individual knows that 

mothers can transmit HIV to their children; (7) Whether the individual knows that 

mother to child transmission (MTCT) can occur during pregnancy; (8) Whether the 

individual knows that MTCT can occur during delivery; and (9) Whether the individual 

knows that MTCT can occur during breastfeeding. Each response indicating correct 
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HIV/AIDS knowledge is given a score of 1, so that the range of the new composite 

HIV/AIDS knowledge variable is 0 to 9, where 9 represents an individual with 

complete knowledge, and 0 a respondent who had never heard of HIV/AIDS (Mumtaz 

and others, 2005).  

 Measures of interpersonal power   In this study, interpersonal power is one of 

the primary variables of interest for predicting a woman’s behavior outcome within 

sexual relations between her and her regular partner. Existing research on 

interpersonal bargaining power using the DHS surveys have identified important 

factors that play into intra-household negotiations (Mumtaz and others, 2005; Gage 

and Hutchinson, 2005; Adetunji and Meekers, 2001). Here, eight such measures are 

included. As much as possible, previously used indices are utilized in this study.  

  Effect of difference between partners’ ages. The variable for age difference is 

created by adding to the model a separate variable for partner’s age and then 

interacting this with respondent’s age to determine whether the interaction 

between the two (the age difference) contributes to the probability of condom 

use (measures of age difference are used in Heise and Elias, 1995; MacPhail 

and others, 2002; Dinkelman and others, 2006). 

  Effect of relative education between partners. The variable representing the 

relative education between partners is constructed by adding one variable for 

partner’s education and another for the interaction between partner’s and 

respondent’s education. The interaction term indicates whether the relative 

education within the pair has any effect on condom use (relative education is 

explored as a variable in Blanc, 2001). 
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  Portion of household expenditures paid for by respondent’s earnings. Female 

respondents reporting wages were asked what proportion of household 

expenditures were paid by the respondent, and their responses are grouped into 

one of three categories. None or almost none indicates that the woman’s 

earnings did not significantly contribute to household expenditures. Some 

represents those women whose earnings comprised “less than half,” “about 

half,” or “part” of household expenditures. More than half means that the 

woman’s earnings accounted for more than half of household expenditures (see 

Wyatt and others, 2000). This question is based off respondents reporting 

wages, limiting sample size to 2,500 respondents. 

  Patterns of decision-making. An index score indicating patterns of decision-

making within the household can be drawn from four survey questions that 

measure final household say over certain decisions regarding (1) large 

household purchases, (2) daily purchases, (3) visits to family and friends, and (4) 

food to buy. For each question, the response is scored as 1 where the woman 

made the decision, 0.5 where the decision was joint (made with the partner or 

with someone else), and 0 where the decision was made by the man alone. The 

full value of the index variable, then, ranges from 0 to 4, where 4 represents the 

woman’s dominance in household decision-making (used in Mumtaz and others, 

2005).  

  Resource control.  A woman’s control over household income and 

expenditures reflects and amplifies her power in other household decisions. 

Resource control is drawn from a set of four survey questions in which women 



 30

responded to questions concerning their control over resources used to buy (1) 

perishable foods, (2) clothing, (3) medicines, and (4) toiletries. Each answer 

affirming her control is scored as a 1, and negative responses are scored as 0, 

so that the full index variable ranges from 0 to 4 (adapted from Gage and 

Hutchinson, 2005). 

  Acceptability of woman’s refusal to have sex. An index score based off of four 

survey questions relating to the respondent’s beliefs about the conditions under 

which a female can refuse sex to her partner can be created to measure the 

woman’s perception of social acceptability of female autonomy in one dimension 

of sexual decision-making. The four questions ask whether a woman has the 

right to refuse sex (1) when she is tired, (2) when she has just given birth, (3) if 

she believes that her partner has other partners, and (4) if the male partner has 

an STI. Each response in which the female is believed to have the right to refuse 

sex is scored as 1 point, so that the composite index ranges from 0 to 4, where 4 

represents full acceptability of the woman’s right to refuse sex to her partner 

(from Mumtaz and others, 2005). 

  Level of communication. Partners’ communication is an index constructed from 

questions in the woman’s status module relating to how often the respondent 

and her partner discussed (1) events at home, (2) events at work, (3) money 

matters, and (4) community happenings. Responses were never, sometimes, 

and often, and each of these is assigned a value 0, 1, and 2 points respectively. 

The composite variable for communication ranges from 0 to 8, where a score of 
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8 represents a woman who reports high levels of communication between her 

and her partner (used in Gage and Hutchinson, 2005). 

  Relationship quality. Another composite variable assesses relationship quality 

via survey questions reporting whether (1) partner spends free time with 

respondent, (2) consults respondent on household issues, (3) is affectionate, 

and (4) respects the respondent’s wishes and desires. Departing somewhat from 

previously established scoring mechanisms (like that used in Gage and 

Hutchinson, 2005), each reporting of a positive relationship characteristic is 

given a value of 1, so that the composite index scores women’s reported 

relationship quality with their partners on a scale of 0 to 4. 

 Measures of autonomy For this study, autonomy reports on one’s role in the 

decision to use contraceptives. In particular, this means that a woman exercises 

autonomy when her preference to use or not use a condom directly determines the 

behavior outcome. To measure autonomy, women who used contraceptives were 

asked whether she or her partner had made the decision to do so. Where a woman 

made the decision or described the decision as mutual, this is taken as a positive 

expression of her autonomy and coded as 1 (see Blanc and others, 1996). 

 There are limitations to using this variable as an expression of autonomy. Only 

the portion of the population who decided to use contraceptives is considered, and 

these women are asked only about contraceptive usage and not condom usage. A 

better measure of autonomy would ask all sexually active female respondents who 

made the decision to use or not use a condom at last sexual encounter. The survey 

does not include this type of data. 
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 Within both the interpersonal power and the autonomy models, two distinct 

control variables for non-monogamy and faithful partner are added to control for 

differential behaviors on the part of women who perceive their partners to be faithful.  

  Non-monogamy is a dichotomous variable drawn from the number of “others” 

that the female respondent reports of her partner. The female’s relationship is 

categorized to be monogamous (0) if she stated that her husband or boyfriend 

had zero other partners. The relationship is coded as non-monogamous (1) 

where the respondent answered that her partner had one or more other sexual 

partners or that she did not know the number of other partners. 

  Faithful partner is a dummy variable for those women who claimed that they 

were at low risk of HIV/AIDS because their partner was faithful (1).   

 Other traits  A number of other traits are included in the models predicting 

condom usage among both males and females. Most of these measures are 

straightforward; exceptions are listed below. 

  Occupation attempts to identify the nature of the respondent’s employment. 

Individuals are categorized as (1) not working, (2) involved in the agricultural 

sector, (3) service or labor providers (skilled and unskilled), or (4) professional, 

technical, managerial, or clerical workers.  

   Household wealth is determined by the DHS-developed Wealth and Poverty 

Index (WPI), which uses indicator weights to compile a score based upon 

household access to services and ownership of consumer goods. The WPI is a 

relative measure of wealth adapted specifically to each country where it is 

applied. Indicator variables recording bicycle ownership or flooring material (for 
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example) are standardized and weighted, then summed to produce the index 

value. The resultant WPI is a standardized score with mean of zero and 

standard deviation equal to one (Rustein and Johnson, 2004). A greater score 

indicates greater relative wealth. 

  Fertility preferences. The variable for fertility preferences represents 

respondents’ answers to the question regarding their desire to have future 

children. Respondents who expressed a definite preference to not have children 

in the immediate future (those saying they wanted no more children ever or 

within the next two years) are coded as 1. Individuals who wanted more children 

within the next two years, were undecided, or who were sterile or infertile are 

coded as zeros; collectively, this group had no prophylactic motivation to use 

condoms (see DHS, 1995; Mumtaz and others, 2005). 

  Access to condoms. Access to condoms is measured by a respondent’s 

answer to the question of whether he or she could obtain a male condom. 

Access is coded as 1, non-access as 0. The variable for access to male 

condoms is used instead of that for access to female condoms given the relative 

infrequency of use of female condoms and their scarcity in rural regions of Haiti 

(Mumtaz and others, 2005; Adetunji and Meekers, 2001). Since information on 

condom access is not available for the entire sample, this variable is used to 

provide additional robustness checks on results. 
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Section 6: Data Description 

 The data used to examine the relationships between sex behaviors, HIV/AIDS 

knowledge, and intra-household power come from the Haiti Demographic and Health 

Survey (DHS) of 2000, also known as Enquête Mortalité, Morbidité et Utilisation des 

Services (EMMUS-III). The survey fieldwork was conducted from February to July of 

2000 by the Institut Haϊtien de l’Enfance, with technical assistance from ORC Macro 

and financial support from USAID. Some 10,159 women and 3,171 men were 

interviewed, representing 9,595 eligible households. 

 DHS surveys are nationally representative surveys of developing countries that 

question households—particularly women of reproductive age (15-49)—on  

background characteristics, work status, fertility levels, contraceptive use, health 

services, and child nutrition, in order to gain longitudinal and cross-national statistics 

on population, nutrition, and public health that can serve to improve development 

policy decisions for host countries. Three core questionnaires are implemented in all 

countries: a women’s questionnaire, a men’s questionnaire, and a household 

questionnaire. 

 The survey wave covering the 2000 Haiti DHS, the fourth, is part of the project 

phase called MEASURE DHS+. The MEASURE DHS+ initiative aimed to integrate 

dimensions of gender into the nearly 25-year old survey, both by adding gender-

related questions to the standard DHS survey and also by introducing question 

modules with special importance to women’s issues to certain countries’ surveys. In 

the core surveys administered to all respondents, questions were included that probed 

women’s participation in household decision-making and gender-role norms used to 



 35

                                                

justify men’s control over women. Extra modules added to the Haiti survey were the 

women’s status module and the domestic violence module, in addition to the HIV/STI 

module. 

 This study’s analysis uses the 2000 Haiti DHS subsample to which the special 

modules were administered. Females in alternating surveyed homes were given the 

additional HIV/STI and women’s status modules; males from every third household 

received the extended male questionnaire that included the HIV/STI survey 

(Cayemittes and others, 2001). Some 8,245 of the 13,330 full sample were given this 

more extensive version of the survey that included modules on HIV/AIDS. This 

subsample included 5,074 female respondents, of which a reduced portion also 

received the additional modules addressing women’s status and domestic violence. 

 Survey instruments and procedures are governed by the Institutional Review 

Board of ORC Macro. With this oversight, data were collected in face-to-face 

interviews, with households chosen by a multi-stage stratified cluster design.3 (The 

regression models used here are weighted accordingly. Given the sensitive nature of 

gender discussions, interviewers are trained to make all efforts to obtain privacy for 

the duration of the interview. Where this is impossible, certain questions from the 

surveys are omitted. Following the interview sections dealing with sexual activities and 

gender that are administered to female respondents, a survey question is included 

that indicates whether or not a male was present during questioning.4  

 
3 The regression models used in this study are weighted accordingly to adjust for the cluster 
design. 
4 Only 36 women selected for the women’s status module, representing less than 1% of those 
responding to that module, could not be questioned due to failure to obtain confidential 
conditions (Cayemittes and others, 2001). 
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 Table 1 provides the mean and standard deviation for each dependent variable 

used in the regressions predicting safe sex behaviors. The sample used here consists 

of those who had ever been sexually active and who were among the survey portion 

to which HIV/AIDS knowledge questions were addressed. This reduces the pool of 

responses from the 8,245 module respondents to 5,751. Each respondent also was 

asked a follow-up question regarding the nature of his or her relationship to the 

partner from the referenced sexual encounter. Overall rates of reported condom use 

are 9% for the entire sample and 6% for the female-only sample. Among sexual 

encounters reported with a regular partner, the rates drop to 8% and 5%, respectively. 

Much higher rates are reported for sex with non-regular partners, although the sample 

portion here shrinks considerably. 

 
Table 1: Summary statistics for condom use and other safe sex measures 
among total and female-only samples  

Mean Standard 
Deviation 

N Variable 

All F All F All F 
Condom use at last sexual 
encounter (condom used=1) 

 
0.09 

 
0.06 

 
0.28 

 
0.23 

 
5751 

 
3375

With regular partner  0.08 0.05 0.27 0.22 5346 3292
With non-regular partner 0.24 0.20 0.42 0.40 403 81 

Abstaining from sex 
(abstaining=1) 

0.50 0.51 0.50 0.50 8242 5072

HIV safe behaviors (safe 
behavior=1) 

0.54 0.54 0.50 0.50 8116 4947

Note: Minimum and maximum values for all dependent variables reported here are 0 and 1. All 
indicates the full (male and female) sample; F indicates the female-only sample. 
  

 Table 1 also includes summary statistics on two alternative models of HIV safe 

behaviors. Those respondents who are abstaining from sex include all individuals who 

have abstained from sexual intercourse for four weeks or more prior to the date of the 
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survey interview. Respondents who are engaged in HIV safe behaviors are those who 

report having used a condom at their last sexual encounter and/or having abstained 

from sexual relations for at least four weeks. Males and females differ very little by 

these measures, with approximately 50% of respondents qualifying as avoiding high 

HIV risk behaviors. 

 Table 2 details the summary statistics for each variable used to predict 

condom use within the sample of male and female Haitian adults to whom HIV 

knowledge questions were addressed.  

Table 2: Variables used to predict condom use among sexually active adults 
Variable Mean Standard 

Deviation 
Minimum 

Value 
Maximum 

Value 
N 

Gender (female=1) 0.62 0.49 0.00 1.00 8245 
Age (years) 29.50 11.21 15.00 59.00 8245 
Religion     8245 

Catholic 0.53 0.50 0.00 1.00  
Protestant 0.39 0.49 0.00 1.00  
Voudoun 0.02 0.14 0.00 1.00  
No religion 0.06 0.23 0.00 1.00  

Education (years) 4.17 4.05 0.00 17.00 8218 
Bucolic status 
(urban=1) 

0.39 0.49 0.00 1.00 8245 

  Number of children 
residing in household 

1.51 2.00 0.00 13.00 8245 

Occupation     8245 
Not working 0.42 0.49 0.00 1.00  
Agricultural sector 0.19 0.40 0.00 1.00  
Labor or services 0.34 0.47 0.00 1.00  
Professional or 
technical 

0.05 0.22 0.00 1.00  

Wealth index score -0.45 0.64 -1.24 3.45 8245 
HIV knowledge score 5.99 2.75 0.00 9.00 8245 
Fertility preference  (no 
children=1) 

0.73 0.44 0.00 1.00 8238 

Access to condoms 
(=1) 

0.97 0.17 0.00 1.00 5546 
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 By these numbers, the average respondent is female, 30 years old, Catholic, 

and living in a rural region. The mean number of years of education is over four, with a 

standard deviation of almost the same. A plurality of those sampled is not working. 

Most (73%) have a preference against further childbearing for at least the next two 

years. The mean score on the HIV knowledge index is nearly six out of nine questions 

correct, with a standard deviation of 2.75 questions. 

 Table 3 details the HIV knowledge index, which measures familiarity with the 

nature of HIV/AIDS, more fully. Although almost all respondents have heard of 

HIV/AIDS, only 53% of the full sample and 46% of the female sample correctly states 

that the risk of HIV infection can be reduced through condom use. 

Table 3: HIV knowledge index and its components (scale 0-9), reported for total 
sample and female-only sample 

Mean Standard 
Deviation 

N Variable 

All F All F All F 
Has heard of HIV/AIDS 0.98 0.97 0.14 0.16 8245 5074
Knows HIV prevention is possible 0.66 0.59 0.47 0.49 8245 5074
Knows risk of infection can be reduced 
through monogamy/fidelity 

0.62 0.55 0.48 0.50 8245 5074

Knows risk of infection can be reduced 
through condom use 

0.53 0.46 0.50 0.49 8245 5074

Knows healthy-looking individuals can 
carry the virus 

0.73 0.70 0.44 0.46 8245 5074

Knows mothers can transmit the virus 
to their babies 

0.72 0.72 0.44 0.45 8245 5074

During pregnancy 0.68 0.67 0.47 0.47 8245 5074
During delivery 0.52 0.54 0.50 0.50 8245 5074
During breastfeeding 0.56 0.58 0.50 0.49 8245 5074

HIV knowledge index score 5.99 5.77 2.75 2.80 8245 5074
Note: All indicates the full (male and female) sample; F indicates the female-only sample 
 
 Table 4 reports the summary statistics for the female-specific sample. The 

female sample is limited to women who were asked about their HIV/AIDS knowledge, 

creating a total pool of 5,074. The women’s models introduce the variables  
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Table 4: Variables used to predict condom use among Haitian women 
Variable Mean Standard 

Deviation 
Minimum 

Value  
Maximum 

Value 
N 

Age 28.73 10.08 15.00 49.00 5074 
Religion     5074 

Catholic 0.51 0.50 0.00 1.00  
Protestant 0.41 0.49 0.00 1.00  
Voudoun 0.02 0.14 0.00 1.00  
No religion 0.05 0.22 0.00 1.00  

Education (years) 3.87 3.96 0.00 17.00 5063 
Bucolic status (urban=1) 0.42 0.49 0.00 1.00 5074 
Number of children 
residing in household 

1.68 2.00 0.00 13.00 5074 

Occupation     5074 
Not working 0.50 0.50 0.00 1.00  
Agricultural sector 0.06 0.23 0.00 1.00  
Labor or services 0.41 0.49 0.00 1.00  
Professional or 
technical 

0.04 0.19 0.00 1.00  

Wealth index score −0.33 0.79 −1.24 3.45 5074 
HIV knowledge score 5.77 2.80 0.00 9.00 5074 
Fertility preference (no 
children=1) 

0.72 0.45 0.00 1.00 5070 

Access to condoms 0.96 0.19 0.00 1.00 3203 
Non-monogamous 
relationship 

0.60 0.49 0.00 1.00 4463 

Perceives low HIV risk 
because partner faithful 

0.14 0.35 0.00 1.00 4527 

Partner’s age 38.39 10.50 17.00 93.00 2954 
Age difference effect 1320.44 652.66 270.00 4092 2954 
Partner’s education 
(years) 

4.56 4.58 0.00 17.00 3051 

Relative education effect 26.69 46.64 0.00 289.00 3045 
Portion of household 
expenditures  

    2500 

None or almost none 0.15 0.35 0.00 1.00  
Some 0.56 0.50 0.00 1.00  
More than half 0.30 0.46 0.00 1.00  

Decision-making index 2.08 1.44 0.00 4.00 5033 
Right to refuse sex index 3.26 1.22 0.00 4.00 5073 
Communication index 5.25 2.14 0.00 8.00 2936 
Relationship index 6.26 1.92 0.00 8.00 2584 
Resource control index 2.66 1.60 0.00 4.00 4631 
Autonomy 0.88 0.32 0.00 1.00 803 
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representing intra-household bargaining power. Women’s characteristics are similar to 

those of the full sample. Years of education decrease slightly to a mean of 3.87, and a 

greater proportion of women are not working (50%). HIV knowledge drops slightly, to 

5.77. Sixty percent of women do not identify their relationship with their partner to be 

monogamous, and they report their partner’s age to be an average of 38 years, ten 

years greater than their own mean age. Similarly, partner’s education is generally 

higher than the female’s own. Women usually contribute some portion of their 

earnings to household expenditures, and they exercise a partial role in decision-

making and resource control. Most women believe that females can refuse sex to their 

partner in the scenarios mentioned in the survey. Relationship quality is generally high 

(6.26 out of 8), with communication scoring a 5.25 out of 8. Most women who report 

contraceptive use claim that the decision to use contraceptive was made fully or in 

part by themselves. 

 Five indices are included as factors indicative of interpersonal power, and 

these are detailed below.  The decision-making index (Table 5) is compiled from 

questions administered in the core survey, as is the index measuring a woman’s 

perceived right to refuse sex (Table 6). Resource-control questions are drawn from all 

respondents to the women’s status module (Table 7). The communication index 

consists of questions included in the women’s status module but filtered only to those 

currently married or living with a man (Table 8). The relationship quality index (Table 
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9) is created from questions given to the smaller subsample of female respondents 

that received the domestic violence module questions.5 

 
Table 5: Decision-making index and its components (scale 0-4), reported for 
female respondents 
Respondent has no say (0), joint say 
(0.5), complete say (1) over: 

Mean Standard 
Deviation 

N 

Large household purchases 0.40 0.42 5037 
Daily purchases 0.46 0.44 5037 
Whether to visit friends or family 0.62 0.42 5035 
Daily food preparation 0.60 0.46 5035 
Decision-making index score 2.08 1.44 5033 

 
 
Table 6: Right to refuse sex index and its components (scale 0-4), reported for 
female respondents 
Respondent believes women have 
right to refuse sex (1) when: 

Mean Standard 
Deviation 

N 

Tired 0.88 0.33 5073 
Has just given birth 0.78 0.42 5073 
Believes her partner has other partners 0.85 0.35 5073 
Male partner has an STI 0.75 0.43 5073 
Right to refuse index score 3.26 1.22 5073 

 
 
Table 7: Resource control index and its components (scale 0-4), reported for 
female respondents 
Respondent controls resources with 
which to purchase (1): 

Mean Standard 
Deviation 

N 

Perishables 0.59 0.49 4689 
Clothes 0.71 0.46 4847 
Medicine 0.60 0.49 4814 
Toiletries 0.76 0.43 4866 
Resource control index score 2.66 1.60 4631 

 
 

                                                 
5 The domestic violence module was administered to just one female per alternating 
household. In comparison, the women’s status and HIV/STI modules were given to all females 
in alternating households (Cayemittes and others, 2001). 
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Table 8: Communication index and its components (scale 0-8), reported for 
female respondents 
Respondent and partner discuss 
never (0), sometimes (1), or often 
(2): 

Mean Standard 
Deviation 

N 

Events at home 1.49 0.62 2937 
Events at work 1.38 0.66 2937 
Money matters 1.51 0.61 2936 
Community happenings 0.87 0.73 2937 
Communication index score 5.25 2.14 2936 

 
 
Table 9: Relationship quality index and its components (scale 0-8), reported for 
female respondents 
Respondent reports that partner 
never (0), sometimes (1), often (2): 

Mean Standard 
Deviation 

N 

Spends free time with respondent 1.53 0.56 2586 
Consults respondent on household 
issues 

1.43 0.63 2586 

Is affectionate with respondent 1.66 0.54 2585 
Respects the respondent’s wishes and 
desires 

1.63 0.58 2584 

Relationship quality index score 6.25 1.92 2584 
 

Section 7: Results  

 Four principal policy questions are considered within this paper. The outlines 

of the models used to examine those issues as well as their results are detailed 

below. 

1) Are women more likely to practice safe sex than are men? 

 The primary model for this policy question pools the entire sample of sexually 

active males and females. The principal dependent variable is the dichotomous 

dummy for condom use at last sexual intercourse, and the independent variable of 

interest is gender. The full set of individual, household, and community traits also is 

considered. Given the dummy dependent variable, a logistic regression model is most 
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appropriate for predicting condom usage from gender and other variables. Results are 

outlined in Table 10, below. 

 Condom Use   In the basic model (Column 1), females are associated with a 

57% decreased likelihood of condom use relative to males in the sample, holding 

other factors constant (p<0.001). The results are indicative of structural differences 

between males and females in their sexual relationships.6 It is likely that men and 

women may experience different frequencies of sexual encounters, different numbers 

of overall or concurrent partners, and/or different likelihoods of truthfully reporting 

results. However, the suggested result that women may be less likely to practice safe 

sex than men, given the differential structures of their sexual encounters, is not 

uninstructive. Fewer women than men reported condom usage at their last sexual 

encounter. It may be that a greater proportion of women than of men do not perceive 

themselves to be in partnerships in which condom use is necessary, desirable, and/or 

feasible. 

 Other variables that are associated with a reduction in condom use are 

increased age, Protestant religion, greater number of children, and occupational 

involvement in agricultural or professional/technical sectors.  

 

 
6 Excluding the small proportion of reported encounters which may be homosexual, accurately-
reported sample results representative of the entire population would necessarily report equal 
proportions of men and women using condoms since each male-female encounter would 
produce the same condom or condom-less end result. Differences reported here, therefore, 
cannot represent preferences or proclivities but only end results that signify structural 
differences between males’ and females’ sexual relationships.  
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Table 10: Odds ratios and z-statistics for factors that predict HIV safe behaviors 
among Haitian adults 

Condom Used Abstinent HIV Safe 
Behaviors 

Dependent variable 

Odds Ratio 
(z-statistic) 

Odds Ratio  
(z-statistic) 

Odds Ratio 
(z-statistic) 

Female 0.43** 
(−7.14) 

1.07 
(1.17) 

0.92 
(−1.42) 

Age (yrs) 0.95** 
(−5.49) 

0.97** 
(−9.07) 

0.97** 
(−9.79) 

Religion    
Protestant 0.75* 

(−2.46) 
1.21** 
(3.48) 

1.12* 
(2.00) 

Voudoun 1.10 
(0.22) 

0.85 
(−0.82) 

0.86 
(−0.76) 

No religion 0.97 
(−0.16) 

0.78* 
(−2.28) 

0.84 
(−1.59) 

Education (yrs) 1.21** 
(11.94) 

0.98* 
(−2.11) 

1.01 
(1.60) 

Urban 1.58** 
(3.02) 

1.12 
(1.75) 

1.18* 
(2.33) 

Number of children 0.80** 
(−3.58) 

0.73** 
(−13.55) 

0.73** 
(−13.72) 

Occupation    

Agricultural sector 0.51** 
(−2.98) 

0.75** 
(−3.40) 

0.65** 
(−4.79) 

Professional or 
technical 

0.58** 
(−2.74) 

0.58** 
(−4.79) 

0.52** 
(−6.25) 

Labor or services 0.89 
(−0.92) 

0.60** 
(−8.68) 

0.60** 
(−8.53) 

Wealth index 1.09 
(0.98) 

1.08 
(1.80) 

1.07 
(1.43) 

Fertility preference 1.45** 
(2.85) 

0.96 
(−0.636) 

1.04 
(0.67) 

N 
Pseudo R2 

5730 
0.24 

8209 
0.13 

8083 
0.15 

Note: (1) Catholic and Not working are used as baseline measures for Religion and Occupation variables, 
respectively; (2) ** signifies a p-value≤0.01, and * a p-value≤0.05; (3) Wealth index score is a relative 
measure of wealth specific to Haiti, with higher scores indicative of greater relative wealth (mean = 
-0.45, standard deviation = 0.64); (4) Abstinent refers to individuals who reported that they had abstained 
from sex for at least four weeks prior to the interview for reasons unrelated to post-partum. HIV Safe 
Behavior indicates respondents who used a condom at last sexual encounter and/or abstained from sex 
for at least 4 weeks preceding the interview. 
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  Respondents who are 10 years older than their average cohorts are 

associated with a 50% decrease in likelihood of condom use (p<0.001). Like any 

set of behaviors, sexual practices are formed at younger ages. Increases in 

condom availability in recent decades are likely to have more of an impact upon 

usage patterns of younger respondents. It may also be that older individuals are 

more likely to be in established relationships which are likely less sexually 

promiscuous and less likely to receive or transmit STIs, so that these 

respondents perceive less need for condom use. 

  Respondents that identified themselves as Protestants are 25% less likely than 

Catholics (p<0.05) to use condoms, holding other factors constant. Protestants 

in Haiti tend to be more outwardly religious than are Catholics, and they may be 

less likely to be engaged in casual sexual activities or to have as great a 

variety/history of sexual partners as do the general (Catholic) population. Also, 

limited sexual experience, or greater belief that a sexual encounter occurs within 

the confines of a faithful relationship, could drive down condom use tendencies 

among Protestants. 

  Logically, a greater number of children residing in the household is correlated 

with decreased condom use. Each additional child decreases the likelihood of 

using a condom by nearly 20% (p<0.001); however, it may be that causation 

from condom use in its contraceptive capacity factors heavily into the number of 

children residing in the household. 

  Relative to respondents who are not employed, those who are working in 

agriculture (p<0.01) or professional/technical occupations (p<0.01) are 
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associated with a decreased likelihood of condom use at their last sexual 

encounter. Some of this reduced probability in the agricultural sector is 

diminished when condom access is controlled for in the equation (not shown), 

suggesting that rural access plays some role in the phenomenon.  

  Respondents in professional occupations may be more likely to have condom-

less sex for other reasons. It could be that professional individuals gravitate 

towards stable relationships, and therefore are less in need of condoms, or, 

conversely, that these respondents (primarily men) perceive themselves to be 

socially powerful and able to set the terms of their sexual encounters as they 

desire. When the model is sorted by gender, the situation becomes clearer. 

Professional occupation depresses the likelihood of condom use among men, 

but has no effect upon women. It thus seems very possible that the latter 

explanation is more correct: professional men in Haiti are powerful men, gwo 

negs in Haitian Creole, who use their dominant professional position to leverage 

sexual concessions from female partners—namely, condom-less sex. 

 Increased education, urban residence, and a preference against further 

childbearing are associated with increases in the likelihood of condom use among the 

base sample of sexually active Haitian adults, holding other factors constant.  

  Each additional year of education is correlated with an increase in the 

likelihood of condom use equal to 20% (p<0.001). Better educated individuals 

may be more equipped to make better decisions about their health practices, as 

a function of either health awareness or self-efficacy. 
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  Urban residents are 58% more likely than rural respondents to have used a 

condom at their last sexual encounter (p<0.01), holding other factors constant. 

When condom access is controlled for, the effect of urban residence drops 

approximately 10%, and the variable loses all statistical significance when sorted 

by partner type (not shown). Either an increased proportion of casual sexual 

encounters in urban settings or an increased number of lifetime partners among 

urban residents is plausible, either of which could motivate increased condom 

use.  

  In this sample, fertility preferences are influential in determining condom use. 

Those respondents who indicated a set preference against further childbearing 

are associated with a 45% increased likelihood of condom use (p<0.01). Men or 

women who state explicitly that they do not want more children might utilize 

condoms for their contraceptive properties. Sorting the model by gender is 

instructive. For women, preferences are a notable influence upon condom use; 

for men, fertility preferences are not significantly associated with any type of 

increased or decreased likelihood of condom use. Given that women bear a 

greater portion of the burden associated with unexpected or undesirable 

childbearing, this makes some amount of intuitive sense.  

 The addition of a variable denoting respondent’s access to condoms displays 

little effect upon the other variables in the model beyond what is referenced above, 

and the variable is not found to be statistically or substantively significant (not shown).  

 Partner Type  Proportionally, the sample is dominated by respondents with 

regular sexual partners, so that a separate model including only those respondents 
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who characterized their last sexual encounter as occurring with a regular partner 

shows no notable difference in results from those of the base sample. When non-

regular encounters are considered separately, though, the effects of gender, number 

of children, professional occupation, urban residence, and fertility preferences cease 

to be statistically significant (not shown). The considerable reduction in sample size 

(from 5699 to 394) accounts for some of this change, and the primarily male 

composition of the sample reporting non-regular partners can be credited with much of 

the rest. Some other rationales are feasible, as well. For instance, number of children 

and fertility preferences are factors more likely to influence the decision-making of 

regular couples, since their effects are particularly consequential at the household 

level where regular relationships are standard. The association between females and 

a decreased likelihood of condom use disappears among non-regular partners, 

suggesting that female tendencies away from condom use may be driven, in part, by 

the nature of partner relations.  

 Alternative HIV-Safe Behavior Models   Mirror models employing the same set 

of explanatory variables but varying the HIV-safe behavior outcome enhance 

understanding of the factors driving individuals’ proclivities and preferences for certain 

sexual patterns (Columns 2 and 3 of Table 10). Abstinent behaviors are those in 

which the respondent reported that he or she had abstained from sex for at least four 

weeks previous to the time of survey, for reasons unrelated to post-partum. HIV Safe 

Behaviors are categorized as a respondent’s indication that he or she used a condom 

at last sexual encounter and/or abstained from sex for at least four weeks.   
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  Protestants are more likely than Catholics to exhibit abstinent-behaviors. It 

may be that the Protestant Church preaches and promotes sexual abstinence 

more effectively than its Catholic counterpart, or that self-identified Protestants, 

who generally come to the religion after a conversion from Catholicism, adhere 

more strictly to Biblical precepts regarding sex than the full population of 

individuals who identify themselves as Catholics. 

  Years of education display little substantive effect upon one’s propensity to 

engage in abstinence or HIV-safe behaviors, indicating that abstinent behaviors 

do not pertain strongly to educational status. 

  Respondents living in urban areas are 18% more likely than rural residents to 

manifest HIV-safe behaviors entailing condom-use and/or abstinence (p<0.05). 

The suggestion here is that urban dwellers may be more experienced sexually—

meaning that they are more likely than rural residents to have had sex, and more 

likely to have it safely, whether through postponed activity or use of condoms. 

 Altering the definition of abstinence from those identified as abstaining a 

minimum of just four weeks to those who have never engaged in sexual activities at all 

produces most significantly differing results where cultural norms are strongest (not 

shown). The substantive effect of religion, gender, and bucolic status are greater in 

magnitude for those who abstained from sex entirely, indicating that total abstinence 

may be driven more sharply by socio-religious mores than is the less rigorous 

definition of abstinence. For example, abstinence in which the respondent reported 

never having engaged in sexual activities is highly significant for females. Women are 

approximately 3.5 times as likely as men to have never engaged in sexual relations 
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(p<0.001). Multiple explanations are possible, including gender norms that esteem 

sexual chastity in females.  

 Expanding the dependent variable to encompass those respondents who had 

either delayed entirely the onset of sexual activity or used a condom produces results 

that are very similar to those reported for abstinent individuals (not shown).  

2) Are women more likely to use their HIV/AIDS knowledge to modify their 

sexual behavior outcomes than are men? 

 Condom Use   In order to determine the role of HIV/AIDS knowledge on safe 

sex behaviors, the same series of logistic regression models are considered, with two 

variables added: HIV/AIDS knowledge and the interaction term for HIV/AIDS 

knowledge and gender. The interaction term allows the regression results to gauge 

the differential effects of HIV/AIDS education by gender upon safe sex behavior 

outcomes. Table 11 details the findings. 

 In Column 1, the first model adds the variable for HIV knowledge to the 

regression. HIV knowledge is found to have a statistically and substantively significant 

effect on condom use (Odds Ratio=1.08, p<0.01). Each additional point on the HIV 

knowledge index score—equivalent to just one more question related to HIV 

knowledge answered correctly—is associated with an 8% greater likelihood of 

condom use. An individual that knows nothing about HIV is nearly half as likely to use 

a condom as someone with full information. 

 With slight exceptions, the addition of the HIV knowledge variable has little 

effect upon the other coefficient estimates in the model. 
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Table 11: Odds ratios and z-statistics for factors, including HIV knowledge, that 
predict condom usage  

Condom 
Used:  

HIV knowledge 

Condom Used: 
HIV knowledge/ 

gender interaction 

Abstinent: 
HIV 

knowledge 

Abstinent: 
HIV knowledge* 

gender 

Dependent 
variable 
Independent variables 
introduced Odds Ratio 

(z-statistic) 
Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Female 0.44** 
(−6.94) 

0.46* 
(−2.00) 

1.05 
(0.83) 

0.45** 
(−5.84) 

Age (yrs) 0.95** 
(−5.50) 

0.95** 
(−5.50) 

0.97** 
(−8.83) 

0.97** 
(−8.98) 

Religion     
Protestant 0.75* 

(−2.47) 
0.75* 

(−2.47) 
1.21** 
(3.51) 

1.22** 
(3.57) 

Voudoun 1.13 
(0.27) 

1.13 
(0.27) 

0.84 
(−0.88) 

0.87 
(−0.75) 

No religion 0.98 
(−0.13) 

0.98 
(−0.12) 

0.77* 
(−2.39) 

0.77* 
(−2.37) 

Education (yrs) 1.19** 
(10.70) 

0.19** 
(10.72) 

0.99 
(−0.74) 

0.99 
(−0.96) 

Urban 1.56** 
(2.91) 

1.56** 
(2.89) 

1.15* 
(2.00) 

1.13 
(1.87) 

Number of children 0.81** 
(−3.53) 

0.81** 
(−3.53) 

0.73** 
(−13.50) 

0.73** 
(−13.53) 

Occupation     
Agricultural 
sector 

0.50** 
(−2.99) 

0.50** 
(−2.97) 

0.75** 
(−3.35) 

0.70** 
(−4.11) 

Professional or 
technical 

0.58** 
(−2.72) 

0.58** 
(−2.72) 

0.58** 
(−4.81) 

0.58** 
(−4.71) 

Labor or 
services 

0.88 
(−0.97) 

0.88 
(−0.97) 

0.61** 
(−8.25) 

0.60** 
(−8.34) 

Wealth index 1.09 
(0.93) 

1.09 
(0.93) 

1.09 
(1.89) 

1.07 
(1.59) 

Fertility preference 1.43** 
(2.74) 

1.43** 
(2.73) 

0.97 
(−0.43) 

0.98 
(−0.41) 

HIV knowledge 1.08** 
(3.12) 

1.09* 
(2.54) 

0.96** 
(−4.39) 

0.88** 
(−8.02) 

Knowledge*gender  0.99 
(−0.14) 

 1.14** 
(6.88) 

N 
Pseudo R2 

5730 
0.25 

5730 
0.25 

8209 
0.13 

8209 
0.13 

Note: (1) Catholic and Not working are used as baseline measures for Religion and Occupation variables, 
respectively; (2) ** signifies a p-value≤0.01, and * a p-value≤0.05; (3) HIV knowledge ranges from 0 to 9 
based upon respondent’s ability to correctly answer 9 questions about HIV/AIDS and its transmission. 
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 The second logistic regression model in this series includes a variable 

representing the hypothesized interaction between gender and HIV knowledge, but 

the variable itself is not statistically significant. This indicates that the effect of HIV 

knowledge upon the dependent variable condom use does not systematically vary by 

gender. 

 Alternative HIV Safe Behavior Models   Considering alternative indicators for 

HIV-safe behavior outcomes augments understanding of the regression results. 

Whereas HIV knowledge displays a positive relationship to condom use, it is 

associated with a decreased incidence of the other safe behavior outcomes 

considered: each additional point on the respondent’s HIV knowledge index score is 

associated with a 4% decrease in the probability of reporting HIV-safe behaviors 

(p<0.05). Table 11, Column 3, shows these results. 

 It is notable that the abstinence-linked behavior outcomes (shown in Column 

4) display statistical significance for the interaction term between gender and HIV 

knowledge. This suggests that women and men may differ systematically in the way 

they use HIV knowledge to influence abstinence-linked behaviors. Females respond 

to greater HIV knowledge by increasing abstinence. It may be that this gender effect 

upon the application of HIV knowledge affects the abstinence outcome more so than 

the condom-based outcome as a reflection of gender-based control. Condom use is a 

negotiated outcome that occurs between two partners; abstinence is much more likely 

to reflect one individual’s (here, the female’s) preference to delay or suspend sexual 

activities. 
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3) Is a woman’s intra-household bargaining power a more powerful 

determinant of her behavior outcome than is her HIV/AIDS knowledge? 

 Condom Use   The third series introduces the concept of interpersonal power 

into the equation (Table 12). The primary model used is a logistic regression model 

predicting condom usage for last sexual encounter with a regular partner among the 

sexually active female sample. The model includes the variable for HIV/AIDS 

knowledge and the full list of other traits, and then gradually introduces the set of 

variables relating to bargaining power.  

 The model without power variables establishes a baseline measure for the 

introduction of the various measures of interpersonal power (Column 1). Age and 

Protestant religion remain statistically significant at approximately comparable levels 

to that which has been reported previously, but the magnitude of the effect of fertility 

preferences is driven upward, attributable in part to the elimination of males from the 

sample. Women with an expressed desire against bearing more children are over 

three times as likely as other women to have used a condom at their last sexual 

encounter (p<0.01).  

 The introduction of a variable for partner’s education eliminates the statistical 

significance of the effect of female education. The entire impact of education is 

channeled through the male partner. A high degree of multicollinearity between the 

two (correlation coefficient=0.73) is largely responsible for the effect. Also notable: HIV 

knowledge is not statistically significant when partner’s age and education are entered 

into the equation (an effect not attributable to multicollinearity). The reduction in 

significance of these two factors—female education and female’s HIV knowledge— 
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Table 12: Odds ratios and z-statistics for factors, including those representing 
interpersonal power, which predict condom usage among Haitian women 

Condom 
Used:  

No Power 
Variables 

Condom 
Used: 

Perceived 
Fidelity 

Variables 

Condom 
Used: 

Relative 
Power 

Variables 

Condom 
Used: 

Household, 
Refusal 
Indices 

Condom 
Used:  

Proportion 
of Earnings 

Condom 
Used: 

Relationship 
Indicators 

Dependent 
variable 
Independent 
variables  

Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Age (yrs) 0.95* 
(−2.18) 

0.96 
(−1.72) 

0.89 
(−1.92) 

0.94 
(−0.97) 

1.00 
(0.00) 

1.12 
(1.01) 

Partner’s age 
(yrs) 

1.01 
(0.73) 

1.00 
(0.21) 

0.94 
(−1.03) 

0.98 
(−0.34) 

1.02 
(0.25) 

1.09 
(0.84) 

Religion       

Protestant 0.52* 
(−2.56) 

0.47** 
(−2.59) 

0.48* 
(−2.59) 

0.47* 
(−2.53) 

0.49 
(−1.60) 

0.69 
(−0.74) 

Voudoun 1.90 
(1.09) 

2.01 
(1.22) 

2.10 
(1.29) 

2.23 
(1.34) 

2.83 
(1.70) 

3.05 
(1.59) 

No religion 0.42 
(−1.18) 

0.52 
(−0.91) 

0.50 
(−0.96) 

0.54 
(−0.85) 

0.81 
(−0.19) 

p.f. 

Education (yrs) 1.02 
(0.50) 

1.02 
(0.37) 

1.02 
(0.23) 

1.02 
(0.23) 

1.02 
(0.21) 

1.16 
(0.89) 

Partner’s 
education (yrs) 

1.26** 
(6.12) 

1.27** 
(5.95) 

1.27** 
(4.66) 

1.26** 
(4.49) 

1.21** 
(2.79) 

1.30** 
(2.61) 

Urban 1.05 
(−0.17) 

0.93 
(−0.25) 

0.95 
(−0.17) 

0.90 
(−0.32) 

0.77 
(−0.67) 

0.58 
(−1.20) 

Number of 
children  
 

0.87 
(−1.53) 

0.90 
(−1.00) 

0.92 
(−0.77) 

0.91 
(−0.83) 

0.89 
(−1.09) 

0.86 
(−0.97) 

Occupation       

Agricultural 
sector 

p.f. p.f. p.f. p.f. p.f. p.f. 

Professional 
or technical 

1.36 
(0.84) 

1.41 
(0.93) 

1.42 
(0.96) 

1.41 
(0.88) 

p.f. 0.84 
(−0.30) 

Labor or 
services 

1.03 
(0.13) 

0.97 
(−0.11) 

1.00 
(−0.01) 

1.10 
(0.32) 

1.01 
(0.02) 

p.f. 

Wealth index 1.08 
(0.60) 

1.13 
(0.85) 

1.13 
(0.87) 

1.15 
(0.95) 

0.92 
(−0.35) 

1.02 
(0.07) 

Fertility 
preference 

3.07** 
(3.31) 

3.61** 
(3.52) 

3.47** 
(3.51) 

3.91** 
(3.50) 

4.78** 
(3.35) 

12.56** 
(3.37) 

HIV knowledge 1.02 
(1.40) 

1.07 
(1.08) 

1.08 
(1.08) 

1.06 
(0.88) 

1.15 
(1.44) 

1.20 
(1.21) 

Non- 
monogamous  

 1.40 
(1.39) 

1.42 
(1.43) 

1.45 
(1.43) 

1.54 
(1.09) 

1.35 
(0.58) 
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Condom 
Used:  

No Power 
Variables 

Condom 
Used: 

Perceived 
Fidelity 

Variables 

Condom 
Used: 

Relative 
Power 

Variables 

Condom 
Used: 

Household, 
Refusal 
Indices 

Condom 
Used:  

Proportion 
of Earnings 

Condom 
Used: 

Relationship 
Indicators 

Dependent 
variable 
Independent 
variables  

Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Partner faithful  0.48 
(−1.85) 

0.48 
(−1.85) 

0.54 
(−1.56) 

0.64 
(−0.81) 

0.73 
(−0.46) 

Age difference    1.00 
(1.28) 

1.00 
(0.57) 

1.00 
(−0.13) 

1.00 
(−0.94) 

Relative 
education  

  1.00 
(0.04) 

1.00 
(−0.06) 

1.00 
(0.45) 

0.99 
(−0.66) 

Right-to-refuse 
index score 

   0.95 
(−0.51) 

1.14 
(0.92) 

0.99 
(−0.10) 

Decision-
making index 

   0.78* 
(−2.02) 

0.84 
(−0.92) 

0.93 
(−0.36) 

Resource-
control index  

   0.94 
(−0.62) 

1.16 
(0.90) 

1.23 
(0.97) 

Portion of 
earnings 

      

Some 
portion 

    0.35 
(−1.71) 

0.38 
(−1.11) 

Large 
portion 

    0.28* 
(−2.04) 

0.23 
(−1.58) 

Communication 
index score 

     1.03 
(0.23) 

Relationship 
index score 

     0.80 
(−1.95) 

N 
Pseudo2 

2324 
0.23 

2021 
0.26 

2021 
0.27 

1902 
0.26 

1112 
0.27 

830 
0.29 

Note: (1) Catholic,  Not working, and No Portion are used as baseline measures for Religion, Occupation, and Portion 
of Household Earnings variables, respectively; (2) ** signifies a p-value≤0.01, and * a p-value≤0.05; (3) p.f. indicates 
that a variable predicts failure (lack of condom use) perfectly, and therefore is not included in the model. 
 

when partner’s age and education are controlled for may be suggestive of some sort 

of male-based control of the sexual encounter. 

 The first group of interpersonal power variables introduced is that representing 

perceived fidelity (Column 2). Non-monogamous indicates that the respondent’s 

partner is not monogamous, or that his fidelity is unknown. The second indicator 
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variable expresses the respondent’s belief that she is at low risk of HIV because her 

partner is faithful. Although both variables show results that correspond to their 

hypothesized effect, neither is statistically significant, nor do they greatly affect the 

other variables in the model. The addition of variables testing for the presence of an 

inter-partner relative education or age difference effect is similarly insignificant 

(Column 3). 

 The third power variables model introduces two indices of household 

negotiation and another measuring the respondent’s beliefs concerning a woman’s 

right to refuse sex to her husband (Column 4). Of these, only household decision-

making is statistically significant. A one-point increase in a woman’s participation in 

household decision-making is correlated with a 22% decrease in the likelihood that a 

condom will be used, holding other factors constant (p<0.05). The effect is opposite 

that which is hypothesized: more “powerful” women are using condoms less. With 

non-monogamy controlled for, there is reason to doubt the explanation that these 

more powerful, decision-making women are able to choose relationships in which 

fidelity is assured and need of condoms is reduced. A second explanation that could 

be plausible given the distribution of decision-making index scores: women who are 

accustomed to making decisions entirely on their own may be less adept at 

negotiating with their husband for a desired outcome (like condom use) than other 

women who are obligated daily to “barter” over decisions linked to food preparation or 

household purchases. 

 The addition of variables measuring the respondent’s financial contribution to 

household expenditures is statistically significant when the women’s earnings 
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represent a large share of expenditures (Column 5). In that case, the associated effect 

is substantive. Women who contribute a large share of earnings to expenditures are 

just 28% as likely as women who contribute no share of expenditures to have used a 

condom at last sexual contact (p<0.05). Again, this result rejects the theory that more 

powerful women with greater economic power will steer partners to condom use. One 

possibility: societal norms suggest that men, rather than women, often are seen as the 

partner expected to provide the condom during the sexual encounter. Where men 

contribute a small proportion of household earnings (and women, therefore, a large 

proportion), it may be that the male partner has less control over cash available for 

even small purchases, like condoms. 

 The final model adds the indices which measure relationship dynamics: 

relationship quality and communication (Column 6). Neither is statistically significant.  

 Collectively, the interpersonal power variables show little meaningful 

association with condom use. Where some relationship is found, the direction is 

opposite that predicted, i.e., factors demonstrating a power balance favorable to 

women reduce the likelihood of condom use. Across the board, the set of variables 

eliminates the statistical significance of HIV knowledge (although its positive 

association with condom use remains). It cannot be concluded that interpersonal 

power displays a more powerful positive association to HIV safe behaviors than does 

HIV knowledge. 

 Alternative HIV Safe Behavior  Comparisons are made between two different 

HIV-safe outcomes: condom use and abstinence (of at least 4 weeks). Results are 

listed in Table 13, Columns 1 and 2.  
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Table 13: Odds ratios and z-statistics for factors, including those representing 
interpersonal power, which predict HIV safe behaviors among Haitian women 

Condom Used: 
All Power Variables 

Abstinent: 
All Power 
Variables 

Condom Used: 
All Power Variables 

+ Autonomy 

Dependent 
variable 
Independent 
variables  Odds Ratio 

(z-statistic) 
Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Age (yrs) 1.12 
(1.01) 

0.94 
(−1.57) 

1.01 
(0.04) 

Partner’s age 
(yrs) 

1.09 
(0.84) 

0.92* 
(−2.37) 

1.03 
(0.16) 

Religion    

Protestant 0.69 
(−0.74) 

0.90 
(−0.66) 

0.65 
(−0.61) 

Voudoun 3.05 
(1.59) 

1.07 
(0.15) 

p.f. 

No religion p.f. 1.23 
(0.54) 

p.f. 

Education (yrs) 1.16 
(0.89) 

1.04 
(0.89) 

1.02 
(0.11) 

Partner’s 
education (yrs) 

1.30** 
(2.61) 

1.09* 
(2.46) 

1.11 
(0.70) 

Urban 0.58 
(−1.20) 

0.87 
(−0.65) 

1.39 
(0.47) 

Number of 
children 

0.86 
(−0.97) 

0.94 
(−1.25) 

0.61 
(−1.94) 

Occupation    

Agricultural 
sector 

p.f. 1.33 
(0.55) 

p.f. 

Professional or 
technical 

0.84 
(−0.30) 

p.f. 0.54 
(−0.66) 

Labor or 
services 

p.f. 1.16 
(0.32) 

col. 

Wealth index 1.02 
(0.07) 

1.07 
(0.54) 

0.78 
(−0.93) 

Fertility 
preference 

12.56** 
(3.37) 

0.88 
(−0.66) 

p.f. 

HIV knowledge 1.20 
(1.21) 

1.03 
(0.85) 

1.16 
(0.77) 

Non-
monogamous  

1.35 
(0.58) 

1.52* 
(2.09) 

2.01 
(1.05) 
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Condom Used: 
All Power Variables 

Abstinent: 
All Power 
Variables 

Condom Used: 
All Power Variables 

+ Autonomy 

Dependent 
variable 
Independent 
variables  Odds Ratio 

(z-statistic) 
Odds Ratio 
(z-statistic) 

Odds Ratio 
(z-statistic) 

Partner faithful 0.73 
(−0.46) 

 

0.52** 
(−2.58) 

0.45 
(−0.86) 

Age difference  1.00 
(−0.94) 

1.00** 
(2.59) 

1.00 
(−0.26) 

Relative 
education  

0.99 
(−0.66) 

0.99 
(−1.93) 

1.01 
(0.62) 

Right-to-refuse 
index score 

0.99 
(−0.10) 

1.03 
(0.36) 

1.01 
(0.07) 

Household 
decision-making 
index score 

0.93 
(−0.36) 

1.24 
(1.80) 

0.69 
(−0.99) 

Household 
resource-control 
index score 

1.23 
(0.97) 

1.15 
(1.15) 

1.79* 
(2.20) 

Portion of 
earnings 

   

Some portion 0.38 
(−1.11) 

0.54* 
(−2.09) 

0.28 
(−1.03) 

Large portion 0.23 
(−1.58) 

0.61 
(−1.55) 

0.08 
(−1.95) 

Communication 
index score 

1.03 
(0.23) 

1.00 
(0.05) 

1.49 
(1.61) 

Relationship 
index score 

0.80 
(−1.95) 

0.98 
(−0.33) 

0.65* 
(−2.47) 

Autonomy   0.36 
(−1.22) 

N 
Pseudo R2 

830 
0.29 

1030 
0.07 

224 
0.35 

Note: (1) Catholic,  Not working, and No Portion are used as baseline measures for Religion, Occupation, 
and Portion of Household Earnings variables, respectively; (2) ** signifies a p-value≤0.01, and * a p-
value≤0.05; (3) p.f. indicates that a variable predicts failure (lack of condom use) perfectly, and therefore 
is not included in the model; (4) The variable for Labor or Service Sector is dropped in the final model due 
to collinearity associated with the reduced sample (col.). 
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 The regression modeling abstinence behavior differs in some ways from the 

results of the full model predicting condom use. 

  Partner’s age becomes significant in the abstinence-based models. Increased 

age of the respondent’s partner is associated with a 40% decreased likelihood of 

abstinence for every 5 years older the partner is above the sample mean of 38 

years (p<0.05). Older respondents may be involved in more long-term 

relationships in which sex is more consistent. 

  Fertility preferences are not significant in the abstinence-based models, 

although they are highly so in the condom use model. This may suggest that 

condoms are much more closely linked by women to their contraceptive capacity 

than is abstinence. 

  When measured in relation to the abstinence outcome, perceptions of both 

non-monogamy and fidelity by the respondent’s partner are significant predictors 

of behavioral outcomes. Where the female’s partner is characterized as being 

not monogamous or of unknown fidelity, respondents are 52% more likely to 

partake in one of the abstinence-based behaviors (p<0.05). Temporary 

abstinence is perhaps being used as a way to punish straying partners or to 

avoid STI transmission. On the other hand, causation could be reversed, in that 

abstaining females could push their partners to seek sex with others. 

  Similarly, respondents who stated that they believed themselves to be at low 

risk of contracting HIV because their partners are faithful are nearly 50% less 

likely to be abstinent (p<0.01). Faithful, committed partnerships may be 

associated with regular sex, and vice versa. 
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4) Is a woman’s intra-household bargaining power channeled only through her 

autonomy—through implementation of her behavior preference? 

 Condom Use   The final principal regression model builds upon the previous 

one predicting condom use through bargaining power by adding the variable for 

woman’s autonomy to the same logistic regression model applied to the same 

restricted population. If bargaining power is channeled entirely through autonomy, the 

effects of the bargaining power variables should be diminished by inclusion of the 

autonomy variable.  

 Statistically, the results indicate that autonomy is not significantly associated 

with condom use in the models estimated. See Table 13, Column 3, for details. 

Whether or not the female respondent, her partner, or the two together made the 

decision to use contraception of any type is not significantly associated with any lesser 

or greater likelihood of condom use. These results are weak: the drastic reductions in 

usable observations caused by the inclusion of the autonomy variable make clear 

conclusions regarding the relevance or irrelevance of autonomy difficult. However, by 

holding the sample constant with and without autonomy, the results are suggestive 

that the inclusion of autonomy in the model does not substantively alter the influence 

of other variables upon condom use, except when this occurs as a function of 

sampling variability resulting from the decreased sample pool for whom the autonomy 

variable is available.  

 Alternative HIV Safe Behavior Models  Abstinence-linked behavior models are 

not considered here, as the hypothesized role of autonomy is directly tied to condom-

use and not to other possible HIV-safe behaviors like abstinence. 
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Section 8: Implications and Policy Recommendations 

 Results of the logistic regressions show limited support for the general 

hypothesis that women are an especially effective target for HIV prevention 

interventions.  

 Men, Women, and Condom Use   In the most basic model (without HIV 

knowledge), men are more likely than women to report condom use at last sexual 

encounter, holding other factors constant. It would be easy to attribute that difference 

to the increased proportion of men who engage in one-off sexual encounters (during 

which condom use might be more likely), but the differential condom use applies 

among the sample who reported encounters with regular partners. It is difficult, then, 

to draw conclusions from this set of results. Within a paired, predominantly 

heterosexual population reporting upon sexual encounters that took place with regular 

partners, condom use levels between males and females should be equal. Assuming 

that the reporting is generally authentic, though, and ignoring the difficulties in 

accounting for the structural differences occurring, it may be possible to conclude that 

a greater proportion of women than of men view their regular partnerships as “safer” 

pairings in which condom use is less necessary.   

 For policy makers, the implications are challenging ones. In a population like 

that of Haiti where (1) very few females report non-regular partnerships and (2) the 

great majority of females reject (explicitly or de facto) the use of condoms within 

regular partnerships, those wishing to influence safe sex behavior outcomes from the 

female side are faced with the difficult task of influencing women to believe that 
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condoms are an important safeguard even within the confines of a regular 

relationship, such as marriage or cohabitation.  

 Men, Women, and HIV knowledge  The results of the logistic regressions 

measuring the effect of HIV knowledge are more encouraging to prevention efforts. 

The effect of increased HIV knowledge was significant for both men and women, and 

programmatic interventions certainly could be targeted to improve HIV awareness and 

knowledge among the general adult population. The mean score among the sample 

was 6 out of 9 questions correct (with a standard deviation of nearly 3 questions), so it 

would appear that educational programs may be one of the most effective and direct 

ways of encouraging condom use. This is especially likely given that one of the 

questions on the HIV knowledge measure most frequently answered incorrectly by 

both women and men was whether the risk of infection can be reduced through 

condom use. Messages that stress preventative measures (over and above pathways 

of transmission) may be more appropriate as the population at large increases its 

general awareness of the disease.  

 There is no evidence to suggest that women would be likely to use increased 

HIV education any differently than would men. Again, this reduces some of the 

rationale for female-targeted interventions, especially given that mean HIV knowledge 

for the female sample versus the entire sample are relatively similar. 

 Women and Interpersonal Power  There is little to no evidence that 

interpersonal power is a major factor in safe sex behavior outcomes. Where measures 

are significant, the correlation between greater power and behavior outcome runs in 

the direction opposite that which is hypothesized, even controlling for the female 
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respondent’s perceptions of fidelity within the relationship. These results offer little 

evidence to support policy interventions designed to increase female empowerment 

within relationships as a means of affecting condom usage. 

 Women and Autonomy   Within the survey and data limitations of this study, 

there is no evidence that a woman’s autonomy, as expressed through her part in 

decisions related to contraceptive use, plays any role in increasing or decreasing the 

likelihood of condom use. The method used here cannot detect the theorized effects 

of interpersonal power as channeled through the decision-making mechanism. This is 

to say that there is no evidence that a woman’s position within the negotiated context 

of condom use in any way hinges upon her direct role in the specific decision to use or 

not use contraceptives. 

 Policy recommendations   Dimensions of interpersonal power are difficult to 

measure, and the limitations within the data available make complete analysis of the 

relationships between power, HIV knowledge, and safe sex difficult to gauge in a 

completely conclusive manner. Better data would go some way to resolving this 

problem, but to some extent the nature of sexual power may remain difficult to grasp 

completely even with better designed survey instruments.  

 There are conclusions that can be drawn from these results, though, and their 

application could improve the effectiveness of current HIV prevention policy within 

Haiti. 

  HIV education targeted to women is important, but no more so than education 

targeted to men. Both genders improve their sexual outcomes with increased 

information; targeting to women may be appropriate as a response to their 
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increased vulnerability to transmission or as a function of improved effectiveness 

of single-sex education, but not as a signal of their increased tendency to act 

upon that information. This throws into question the current trend within a 

number of international organizations involved in public health to offer gender-

based programming as a necessary approach to HIV/AIDS interventions 

(Synergy Project, 2001; UNAID/UNFPA/UNIFEM, 2004). 

  Although many people do have some awareness of HIV/AIDS, the 

demonstrated gains of improved knowledge justify continued efforts to increase 

overall education. It may be appropriate to target education to those areas where 

knowledge is lowest, particularly to the effectiveness of consistently applied 

preventative measures. This finding complements similar findings that support 

broadly the benefits of informational and awareness campaigns in other areas of 

the world (De Walque, 2004; Stoneburner and Low-Beer, 2004). 

  Without better understanding of the nature of negotiated condom use within 

pairs, interventions designed at increasing women’s interpersonal power so as to 

increase condom use are not likely to easily or immediately alter outcomes. 

Given that improving an individual’s HIV knowledge through educational or 

informational campaigns is likely to be a much easier, quicker, and cheaper 

mechanism of intervention that of empowering women and altering societal 

norms, it seems clear that in the absence of strong empirical evidence for the 

greater efficacy of a power-approach, limited resources aimed to reduce HIV 

transmission would be more effectively spent upon informational interventions. 
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  Besides HIV knowledge, two actionable areas assume some importance in 

determining condom use. (1) Fertility preferences among females play a large 

part in predicting condom use. Public health messages that bring increased 

attention to the importance of family planning—alongside disease prevention—

may contribute to improving the acceptability of condom use. (2) Across the 

regressions, increased education improved the likelihood of condom use. The 

exact mechanism is not clear from this study, but continued gains in education 

across all sectors of Haitian society would suggest broader improvements in 

overall condom usage. 

 

Section 9: Conclusions 

 In practice and in research, too little attention has been paid to the role of 

interpersonal power in determining safe sex outcomes among women. Existing 

studies are few, and they often suffer from limited samples or sample selection bias 

(Bollinger, 2004; Blanc, 2001). Growing awareness of the issue and better survey 

questions, however, have led several researchers to use DHS data to fill the 

interpersonal power gap in AIDS literature. 

 This study adds to that literature by using the Haiti 2000 DHS data to consider 

the comparative influences of HIV knowledge and interpersonal power on condom use 

among sexually active Haitian women. The large survey sample and gender-sensitive 

questions make it possible to test a series of policy-driven hypotheses that attempt to 

pull programmatic lessons from the data. The policy focus of the research makes it 

especially valuable to governments, policy specialists, and development practitioners; 



 67

each hypothesis is designed to draw some conclusion about effective interventions 

aimed at reducing the incidence of HIV among women.  

 The results of this study do not point to any clear benefit in the preferential 

targeting of interventions to women. They do add support, however, to the premise 

that HIV knowledge is an effective tool for increasing condom use, and they outline 

several other areas that might be effective avenues for future programmatic action, 

particularly on the part of international NGOs and health ministries operating in 

developing countries. As an increasing number of organizations develop gender-

based approaches to limiting the spread of HIV/AIDS (UNAID/UNFPA/UNIFEM, 2004; 

Synergy Project, 2001; World Bank, 2004), it is important to consider the limits of 

those campaigns and the means through which they might positively impact the 

intended beneficiaries. The role of gender in the spread of AIDS is undoubtedly 

important, but policymakers in HIV programming should weigh carefully the urgent 

need for immediately effective interventions like informational campaigns against the 

uncertain gains from long-term, difficult campaigns that seek to influence behavior 

only indirectly. 
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