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ABSTRACT

With the continued emphasis on utilizing preventive knowledge programs such as 

the Abstinence Be faithful Condoms (ABC) approach to fight HIV/AIDS in developing 

countries, more attention must be given to whether women are sufficiently empowered to 

act on that knowledge.  This study uses data from the 2003 Zambia Sexual Behavior 

Survey in order to examine whether correct knowledge of HIV/AIDS prevention 

translates into a positive perception of empowerment for women.  Empowerment is 

measured as a woman’s belief in her ability to protect herself from a sexually transmitted 

disease (STD) if her husband has the STD.  The analysis is conducted by using three 

HIV/AIDS knowledge indicators: basic prevention knowledge, knowledge of common 

HIV/AIDS misconceptions, and mother to child transmission knowledge (MTCT).  

The main hypothesis regarding the overall study is that knowledge is indeed a 

significant source of positive empowerment for women after controlling for other major

factors.   The logistic regression results on the overall sample indicate that the effect of 

correct MTCT knowledge on empowerment perception is significant and in the positive 

direction.  However, the effect of correct misconception knowledge indicates a 

significant result in the negative direction and the effect of correct basic prevention 

knowledge does not produce a statistically significant result.  The analysis is also 
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conducted on the urban and rural populations separately and reveals some important 

differences.  Among the urban group, both the effects of prevention knowledge and 

MTCT knowledge on empowerment are significant in the positive direction.  Among the 

rural group, the effect of MTCT remains significant in the positive direction; however,

misconception knowledge is again significant in the negative direction.  There are also 

some notable differences with respect to the impacts of other major important 

empowerment control variables including access to condoms, employment group, and 

education, when analyzing the rural and urban groups separately.  

From a policy perspective, the main findings suggest the importance of promoting

HIV/AIDS strategies that account for important regional factors.  Such strategies should

serve to increase not only awareness of HIV/AIDS prevention knowledge but also the 

level of depth of such knowledge in order for knowledge to impact empowerment 

perception.  Further, it appears important for prevention strategies to also simultaneously 

engage the other major determinants of empowerment such as socioeconomic status and

contraception access in order to reduce female vulnerability to HIV/AIDS contraction.  
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Chapter 1. Introduction

In a recent reauthorization of the 2003 President’s Emergency Plan for AIDS 

congressional agreement, the U.S. Congress approved a $50 billion outlay——triple the 

original amount—to be spread over five years in order to fuel the fight against the 

HIV/AIDS pandemic in Africa (Brown 2008). According to the United Nations, 

approximately two-thirds of the estimated 40 million people either dying of AIDS or 

infected with HIV reside in Africa (UN 2005).  While the unprecedented U.S. funding 

commitment assigns roughly half of the total for treatment of individuals with HIV/AIDS, 

a significant portion—20 percent—is geared towards funding prevention and education 

programs.

Currently, the fight against HIV/AIDS has focused on educating at risk 

populations about how the virus is transmitted and how individuals can protect 

themselves from contracting it.  The approach that is widely employed internationally—

known as the ABC approach (Abstain, Be Faithful, use Condoms)—has stressed 

preventive education and the resulting change in sexual behavior that comes with the 

increased knowledge.  Although the ABC approach has been credited with significant 

success—it is widely considered the catalyst for Uganda’s improved HIV/AIDS 

outcomes—it is also criticized by researchers who argue that women are not sufficiently 

empowered to insist upon its basic guidelines in many developing countries.  

According to a recent paper published by the Africa Partnership Forum—a 

partnership organization consisting of development officials from the Organization for 
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Economic Co-operation and Development, the Group of Eight Countries, and many

African countries—key indicators of female African empowerment reveal shocking 

truths (AFP 2007).  Just 51% of females over the age of 15 in Africa can read and write 

compared to 67% for males.  Of the total HIV-positive population between the ages of 15 

and 24, approximately three-quarters are women.  In terms of economic indicators, a

woman’s workday lasts 50% longer than that of a man’s and she also shoulders the 

majority of the burden of unpaid activities.  Additionally, women receive just 1% of total 

credit to agriculture as well as lower overall access to credit facilities.  Finally, in terms 

of property ownership, women own less than 1% of the African continent’s landmass.  

In a multi-part Pulitzer Prize winning series titled “Aids: The Agony of Africa,” 

Schoofs details the marriage dynamic within many poor Sub-Saharan countries and the 

broad implications it has for women’s empowerment (Schoofs 1999).  He writes that 

because men often pay for their wives in many traditional Sub-Saharan cultures, this 

gives them a license to dominate the relationship from the start.  This subservience is so 

ingrained in many of these cultures that the older women in the community—who often 

function as traditional marriage counselors—commonly preach to young African wives 

that sex with husbands cannot be refused.  As a result, in many cultures the concept of 

marital rape does not exist.  Further, because the practice of using condoms with wives is 

often not a socially sanctioned practice, women cannot easily insist on their use even in 

circumstances in which they are aware that their husbands have other partners.  This is 

especially troubling since heterosexual transmission of HIV/AIDS is the most common 

transmission mode in Africa (Lamptey 2002).  Schoofs concludes that the social norms 
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governing aspects such as the marriage dynamic are a significant risk factor for women 

and greatly increase their vulnerability to HIV/AIDS contraction.   

In this study, a particular aspect of empowerment related to sexual negotiating 

power is explored.  This aspect is measured by whether or not a woman believes that she 

can negotiate safe sex terms or refuse sex entirely with her husband in the event that he 

has contracted an STD.  Specifically, the study considers whether proper knowledge of 

HIV/AIDS prevention topics (i.e., general prevention knowledge, HIV/AIDS 

misconceptions, and mother to child transmission) translates into a stronger perception of 

empowerment for females (i.e., belief in ability to negotiate safer sex terms with 

husband).  To complete the analysis, this study uses data from the 2003 Zambia Sexual 

Behavior Survey (ZSBS 2003).  Zambia is a particularly well-suited country in which to 

conduct this type of analysis.  The HIV prevalence rate is 17% and the country has 

struggled—along with many neighboring countries—to stem the spread of the disease 

(CIA Factbook 2007).  Additionally, the problems arising from gender inequity issues 

within the country provide the backdrop necessary to analyze this research question.  

Fundamentally, this is a question about the challenge posed by gender inequity in Zambia

and how this challenge should guide the policy debate regarding gender-related 

interventions to stem HIV/AIDS contraction for a particularly vulnerable group.

While it is logical to expect a positive correlation between increased knowledge 

and safer sexual behavior when a woman has control over her sexual behavior choices, 

the issue becomes more complicated when a woman lacks sufficient empowerment to act 
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on that knowledge.   The dissemination of proper knowledge regarding HIV transmission 

plays a primary role in ABC related prevention programs and in the subsequent 

evaluations of their impacts (Caldwell 1999).  Therefore, this research has important 

implications for HIV education and prevention knowledge programs by assessing the 

extent to which “knowledge is power” under the aforementioned circumstances in which 

the sufficient empowerment of women is a serious concern. 

Chapter 2. Literature Review

The central purpose of my research is to gain a better understanding of female 

empowerment and how it is impacted by HIV/AIDS knowledge at the individual level.  

Few research studies have dealt specifically with modeling factors affecting a woman’s 

perceived or actual ability to negotiate safer sex terms with a partner.  Even fewer have 

focused on whether a woman’s knowledge of HIV prevention methods specifically 

translates into a greater ability for her to take control of her sexual behavior choices.  

This is despite the well-known fact that women are emboldened to make decisions 

regarding contraception, child-bearing, and related personal decisions only when they are 

sufficiently empowered to do so.  The following is a review of notable, related research 

that has sought to explore the link between women’s empowerment and HIV prevention.
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Empowerment at the Individual Level

Research studies which have sought to explore the relationship between women’s 

empowerment and HIV prevention have traditionally employed proxy variables such as 

education, employment status, income generation, age at first marriage, and household 

headship to measure empowerment levels (Kishor and Neitzel 1996).  Of these studies, 

only a few have sought to use empowerment as an outcome variable.  In these studies, 

empowerment was uniformly measured by negotiating power (i.e., belief in ability to 

negotiate safe sex terms with partner).  This appears to be the most commonly used direct 

measure of sexual empowerment given its relevance to HIV/AIDS research.   

Greig and Koopman (2003) analyze the relationship between empowerment and 

HIV prevalence in Gaborone, Botswana, by utilizing direct measures of empowerment 

such as economic independence, negotiating power, subscription to cultural norms, and 

perceived barriers to condom use.  They conducted a study that used a cross-sectional 

research design which allowed them to designate two important dependent variables: 

Condom Use (the primary dependent variable) and Negotiating Power (ability to 

negotiate safe sex terms, i.e., condom use).  The following six variables were used only

as independent variables: HIV status awareness, cultural norms, alcohol consumption, 

barriers to condom use, HIV knowledge, and abuse.  Though the sample size for the 

study was small at 99 participants, it allowed researchers to ask detailed questions 

regarding demographic background, economic independence, relationship status, HIV 

prevention practices, self efficacy, and attitudes toward condoms and gender roles.  The 
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multiple regression results on condom use indicated that the overall model was 

statistically significant and accounted for nearly half of the variance in condom use.  

Importantly, the results show that condom use was significantly related to negotiating 

power, which alone accounted for 47% of the variance and was followed by economic 

independence accounting for an additional 2% of the variance.  The other variables were 

not significant in their relationship to condom use once the above two variables were 

considered.  

With regard to the other major outcome, negotiating power, the overall model was 

again statistically significant.  Notably, economic independence was the independent 

variable most strongly related to negotiating power, accounting for 16% of the variance. 

Alcohol Consumption accounted for an additional 6% of the variance.  Greig and 

Koopman conclude that the value of this analysis is based on the fact that the economic 

independence and negotiating power variables, as the researchers have operationalized 

them here at the individual level, are more relevant to individual risk behaviors than the

national-level variables such as education and employment levels.  The researchers found 

that though education may be positively associated with condom use at the national level, 

other factors such as negotiating power and economic independence may have more 

bearing at the individual level.  Thus, a key finding is that economic independence may 

strengthen a woman’s ability to negotiate, thus potentially leading to increased condom 

use.  Negotiating power is then functioning as an intervening variable with regard to the 

relationship between economic independence and condom use. 
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Jackson, Mrema, and Salovey (2004) conducted a study of 85 total men and 

women in Tanzania in order to quantify empowerment and analyze its impact on 

women’s HIV risk.  They measured empowerment using a 24 item Self-Efficacy (SE) 

scale on sexual behavior and HIV and used social cognitive theory in developing the 

measure.  Their results indicated that empowerment (SE scale) was correlated with the 

following safe behaviors for men and women: partner communication on HIV (r = .42),

condom negotiation (r = .63), and condom use (r = .38).  They concluded that 

empowerment could be meaningfully measured using the SE scale and that the 

participants in their study viewed empowerment as critical to reducing the HIV 

vulnerability of women.  

In a study of a nationally representative household survey of South African men 

and women 15-24 years of age, Pettifor, Meahsham, Rees, and Padian (2004) explored 

the role of gender power inequities and their impact on condom use and HIV infection.  

They measured sexual empowerment level by using both a relationship control scale and 

responses to recent experience of forced sex.  A key finding from their study was that 

while limited sexual power was not directly associated with HIV, it was associated with 

inconsistent condom use.  The odds of women with low relationship control who reported 

inconsistent condom use were 2.1 times the odds of women with high relationship control.  

Lastly, the odds of women who had experienced forced sex reporting inconsistent 

condom use were 5.8 times the odds of women who had not experienced forced sex.  



8

Knowledge and Adoption of Behavior

There is a broad body of literature that suggests that correct HIV prevention 

knowledge translates into adoption of safer sex behaviors.  Camlin and Chimbwete 

(2003), using data on women from South Africa’s 1998 DHS, found that condom use at 

last sex was strongly associated with knowledge that condoms are effective at HIV 

prevention (odds ratio =1.9).  Similarly, Dinkelman, Levinsohn, and Majelantle (2006) 

used the 2004 Botswana AIDS Impact Survey to report that respondents with knowledge 

of risk reduction via condoms were 11 percentage points more likely to report condom 

usage at last sexual encounter.  Macintyre, Brown, and Sosler (2001) used the 1988 

Kenyan DHS, the 1995 Ugandan DHS, and 1996 Zambian DHS to compare 

characteristics of men reporting sexual behavior changes.  The results from the logistic 

regression indicate that knowledge of one or more ABC methods of HIV prevention was 

strongly associated with sexual behavior change for men in all three of the countries.  It 

must be noted however that there appears to be less research directed towards the 

determinants of the A and B preventive behaviors especially using female respondents.  

This is certainly surprising since there is global consensus that one major determinant of 

adoption of A and B preventive behavior is the level of female empowerment within a 

society.  Thus, it becomes all the more important to first understand what the 

determinants of female empowerment are.  
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Other Related Studies

Other studies have sought to explore how cultural factors and possible 

repercussions affect perceptions and direct expressions of empowerment.  Orubuloye et al. 

(1993) studied the sexual empowerment of Nigerian women, specifically the Yoruba.  

The key findings were that economic independence and strong lineage ties were most 

pertinent to a woman’s ability to refuse unwanted sexual intercourse from partners.  

McGrath et al. (1993) found that Ugandan women (Baganda) were willing to change their 

sexual behavior practices but believed that they were ultimately defenseless against HIV 

due to the “culturally sanctioned” risky behavior of their partners and their belief that safe 

sex messages were not being heeded.  Schoef, in analyzing the sexual decision behavior 

of women in Zaire, concluded that “HIV is spreading not because of exotic cultural 

practices but because of many people’s normal responses to situations of everyday life” 

(Maharaj and Cleland 2004).  One common staple in most studies regarding sexual 

empowerment or decision behavior is the great degree of variability in negotiation of 

sexual behavior measures.  Varga (1997), studying a small sample of youth and young 

adults in KwaZulu-Natal, South Africa, found that over half of women studied (55%) 

reported having refused sexual intercourse from their most recent partner.  Of these 

women, 71% admitted that their attempts to refuse sex were unsuccessful and that 

attempts at refusal usually resulted in physical coercion and abuse.   

Though there are some important studies exploring the relationship between 

female empowerment and HIV prevention, there is a lack of attention given to whether 
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correct knowledge of HIV prevention is a source of empowerment for women.  Much of 

the existing literature focuses on the relationship between socioeconomic variables and 

empowerment.  When considering the context of the current global fight against 

HIV/AIDS and the heavy emphasis placed on the ABC prevention approach, it appears 

necessary to devote equal amounts of attention to determining whether or not proper 

knowledge of prevention is also a significant source of empowerment for women. 

Chapter 3. Conceptual Model

The conceptual model for this analysis assumes that there are several major 

factors that potentially affect empowerment and that HIV/AIDS related knowledge is just 

one factor among them.  Much of the empowerment literature—in any context, not just 

HIV/AIDS—explores the link between economic independence and female 

empowerment.  The theoretical notion behind this link is that women who are better able 

Regional/Cultural 
Factors

Contraception 
Access

Lifecycle/Personal 
Risk FactorsSocioeconomic

HIV/AIDS 
Knowledge

EducationEmpowerment
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to support themselves and their children are emboldened to make decisions regarding 

sexual activity, child-bearing, and other related personal decisions.  While this is indeed 

an important component, level of education and specific knowledge of HIV/AIDS 

prevention should also positively impact perceptions of empowerment.  Though one 

would expect women with more economic independence to have higher levels of 

education, one would still expect education and HIV/AIDS prevention knowledge to 

positively impact empowerment perceptions after controlling for socioeconomic status.  

The model also incorporates personal risk factors which could have significant 

impacts on empowerment perception.  First, a woman’s self-perceived risk level for 

HIV/AIDS contraction might impact whether or not she believes she must take control of 

important decisions which could potentially reduce her vulnerability to the disease.  Also, 

factors such as past sexual abuse, previous child-birth and whether or not a woman is 

aware of her HIV status could also significantly impact perceptions of empowerment.  

In addition, one would expect access to contraception to be an important factor in 

modeling empowerment.  Since access to contraception presents the availability of a 

behavioral choice, which could reflect positive empowerment (i.e., engaging in safe 

sexual practices), one expects positive impacts on empowerment perception when such 

access exists. 

 Further, one might also expect that a woman’s current stage in her lifecycle 

would impact her perceptions of empowerment.  For example, older women should feel 
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more empowered since they have been with their mates for a longer period thus 

engendering a higher level of respect than newly married, younger women.  

Finally, there could be differences in empowerment perception that reflect 

regional differences resulting from local social or cultural norms.  In rural areas, these 

differences often stem from tribal affiliations and local beliefs or practices.       

Hypothesis

The central hypothesis of the study is that a woman’s knowledge of HIV/AIDS 

prevention topics has a positive impact on her belief in her ability to successfully 

negotiate safer sex terms or to refuse sex with her husband if he has contracted an STD.  

That is, despite the gender related power inequities at work in this society, proper 

knowledge creates a significant source of empowerment for women who are otherwise 

sexually subordinated.  In addition, access to condoms along with socioeconomic 

controls will remain strong predictors of empowerment perception, consistent with results

of other empowerment studies.  

Chapter 4. Data

This study employs data from the 2003 Zambia Sexual Behavior Survey.  The 

survey was commissioned by the government of Zambia through the Central Statistical 

Office, the National AIDS Council, and the Central Board of Health.  The Zambian 
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government also received financial and technical assistance from the United States 

Agency for International Development (USAID) and MEASURE Evaluation (ZSBS 

2003).  The purpose of the survey was to collect information regarding national estimates 

of key indicators including knowledge, attitude, and sexual behavior in order to 

determine how this information related to HIV/AIDS and STD transmission.  

The 2003 Zambia Sexual Behavior Survey is ideal for empowerment research 

because it measures an important empowerment indicator, ability to negotiate safer sex 

terms, and focuses in particular on HIV/AIDS prevention knowledge.  Data are reported 

on knowledge of specific HIV prevention strategies, awareness of HIV/AIDS 

misconceptions, contraception use, employment, and personal characteristics of 

respondents.  Thus, it provides the appropriate source to answer the question of whether 

knowledge is truly empowering after controlling for other key factors.  

The survey was designed to be nationally representative of the population and 

thus does not call for any weighting of the data.  The survey sample covered all women 

ages 15-49 and all men ages 15-59 in a nationally representative sample of 2,497 

households, 2,680 females, and 2,534 males. For the 2003, ZSBS, a total of 2,330 

households, 2,324 females, and 2,147 males were interviewed.  The target sample in the 

2003 survey was set at 2,500 households, 2,500 females, and 2,500 males.  The response 

rate for the 2003 survey was 93% for households, 87% for females, and 85% for males. 



14

In conducting this analysis, only a sub sample from the data consisting of all 

female respondents who had heard of STD’s and reported having sexual intercourse was 

used.  It was this sub-sample of women that was asked the question which is used for the

outcome variable measuring perception of female empowerment.  Thus, the total sample 

consists of 1,923 out of the entire sample of 2,324 women.

Chapter 5. Empirical Model

This study seeks to answer the question of whether or not specific knowledge 

about HIV/AIDS translates into positive perceptions of empowerment for all women in 

the study.  In order to conduct this analysis, the approach taken employs three logistic

regression models.  Since the response variable is a binary variable, a logistic model will 

allow the modeling of the odds of a woman either believing or not believing that she can 

negotiate safer sex terms with her husband occurring as a function of other factors.  The 

first regression model considers the entire sample while the second and third models 

consider the rural and urban populations separately in order to see if any important 

relationship differences emerge.   

The logarithms of the odds are modelled as a linear function of the Xi as follows:

To analyze the proposed relationship, a logit regression model based on the 

following form is employed: 
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Empowerment =  β0 + β1knowledgeI + β2knowledgeII + β3knowledgeIII + 
β4maritalstatus + β5education + β6agegroup + β7region + β8religion + β9employment 
+ β10condomaccess + β11knowHIVStatus + β12HIVrisklevel + β13pastsexualabuse + 
β14givenbirth +  β15tribalaffiliation

    
Outcome Variable

The response variable in the model measures whether or not the female 

respondent believes that she can negotiate safer sex terms or refuse sex if her husband has 

an STD.  The response variable, which was asked of all women who had heard of an STD 

and had reported past sexual intercourse, was phrased as follows: “Can a woman protect 

herself from getting a sexually transmitted disease (or STD) if her husband has the 

STD?”  Note that this reflects a woman’s perception of her own sexual empowerment 

rather than how empowered she actually is or what she believes her empowerment should 

be.  

Independent Variables of Interest (Knowledge Indicators)

The key independent variables are measures of whether or not female respondents 

reported correct knowledge of HIV/AIDS related prevention behavior.  The three

knowledge measures used are standardized measurements used extensively by the United 

Nations for HIV/AIDS reporting and research and are used in the final official survey 

results report prepared by the Zambian Central Statistical Office.  The basic prevention 

knowledge measure, known as UNAIDS knowledge indicator I, is an indicator variable 

based on prompted questions regarding whether or not respondents say that a person can 

reduce their risk of becoming infected with HIV by using condoms and by having one 
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faithful partner.  A respondent who answers correctly to both questions produces a 

positive score on the indicator.  

Similarly, a second indicator variable, known as UNAIDS knowledge indicator II, 

is based on responses to prompted questions regarding the two most common local 

misconceptions about HIV transmission.  In Zambia, the two most common 

misconceptions that were asked were regarding the belief that HIV could be transmitted 

by mosquitoes and also through witchcraft.  

The final knowledge variable used is an indicator variable known as UNAIDS 

knowledge indicator V.  This measure, which reflects knowledge of mother to child 

transmission issues, registers a positive score when respondents know that HIV/AIDS can 

be passed from mother to child and that this transmission from the infected mother is 

avoidable if proper measures are adopted.   

Socio-Economic Empowerment Variables

As established in the literature review, socioeconomic variables are a key 

determinant of female empowerment.  Therefore, employment group variables are used 

in order to control for economic independence.  The major groups include housewives, 

professionals, students, agricultural/fishery workers, sales workers, armed forces

members, and those in low wage or elementary positions.  Respondents who did not fall 

under those categories were included in the “other occupation” group.  In concordance 
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with other studies, the expectation is that women who are employed are more self-

sufficient, autonomous and thus more likely to exhibit positive perceptions of their 

empowerment.  Also, one might expect that women in higher level positions—those 

characterized as professionals and other higher occupations—are more likely to exhibit 

positive perceptions of empowerment than those working low wage jobs.    

Socio-Demographic Variables

Marital status is a key control because one major point of interest is determining 

how perceptions of empowerment are impacted by a woman’s marital status.  This could 

provide insight as to whether empowerment perception is either stronger or weaker as a 

result of marriage and a rationale could be provided for either scenario.  For example, 

marital status could negatively impact perceptions of empowerment because social norms 

governing the marriage dynamic may only serve to reinforce the larger societal gender 

and power inequities at work.  Conversely, marriage could in fact give women a stronger 

sense of authority and social legitimacy which could translate into positive empowerment 

perception.  

In addition, age is considered because older women are typically thought to have 

more independence and empowerment than younger women due to general life 

experience or because they have fulfilled certain social obligations to the husband (i.e.,

bearing children).  
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Next, the education variable was measured based on the highest level of schooling 

the respondent attended—primary, secondary or higher.  Naturally, the expectation is that

higher levels of education will positively impact perceptions of empowerment as other 

empowerment studies have suggested.  

Finally, empowerment may also be impacted by ideological or normative systems 

and differences among those systems, which can be captured by geographic, cultural and 

religious controls.  Therefore, variables for urban resident, rural resident, tribal affiliation 

and religion are included in order to capture the roles played by these elements.    

Personal Risk and Empowerment Factors

Though the key determinants of empowerment are socio-economic and 

demographic variables, there are a number of important risk factors to consider that could 

impact empowerment perception.  First, one would predict that female access to condoms 

will correspond to positive empowerment perception since this indicates the availability 

of an option to exercise behavior that would be considered a sign of positive 

empowerment (i.e., safe sexual practice).  

Another important measure which is included in the study and is particularly

important to consider within the context of empowerment is whether a woman has given 

birth previously.  Some studies suggest that husbands may give their wives more personal 

freedom after they have fulfilled certain social obligations to the husband which include 
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childbirth.  Also, women who have given birth may have received antenatal care and 

gained pregnancy related knowledge which could positively impact empowerment 

perception.  However, women with children could also be more dependent on their 

husbands now that the needs of a child are involved thus negatively impacting their 

ability to negotiate a topic such as personal sexual behavior choice.   

Finally, measures are included for past sexual abuse, own risk perception for 

HIV/AIDS contraction, and knowledge of own HIV status in order to control for other 

critical personal risk factors, which could directly impact perceptions of empowerment. 

Chapter 6. Results

Descriptive Statistics

The basic descriptive statistics of the sample consisting of 1,923 total women are

presented in Table 1.  Women ranged in age from 15 to 49 and 69% indicated that they 

were married or cohabiting with a partner.  Fifty-three percent of the population had 

attended primary level education while just 6% had completed any higher education.  In 

terms of child birth, 86% of women reported that they had given birth.

  

In terms of the employment breakdown, 38% of women in the study population 

indicated that they were agricultural or fishery workers.  Twenty-two percent of sample 

members identified themselves as housewives while 4% indicated that they were students. 
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In terms of residence, 62% lived in rural locations with the remaining sample 

members coming from urban areas.  With respect to tribal affiliation, there were five 

major tribes to which 55% of the sample identified with the Bemba and Tonga tribes 

having 19% and 12% of sample members.  The remaining respondents identified 

themselves with numerous smaller tribes.  The majority of sample members—64%—

identified themselves as Protestant while 23% indicated that they were Catholic.  

The breakdown of the empowerment perception outcome variable indicates that 

53% of the women believed that a woman could protect herself from contracting a 

sexually transmitted disease if her husband had one.  Similarly, there was high variation 

among the UN knowledge indicator variables.  According to the UNAIDS knowledge 

indicators, 56% of surveyed women had correct HIV/AIDS prevention knowledge, 48% 

had no misconceptions regarding HIV/AIDS, and 36% of the sample had sufficient 

mother to child transmission knowledge.  In terms of personal risk characteristics, 16% of 

women indicated that they had faced past sexual abuse incidents.  Self-perceived AIDS 

risk measures found that 48% of women believed that they faced no risk of HIV/AIDS 

contraction and that 26% considered themselves to be at medium or high risk of 

HIV/AIDS contraction.  Finally, 43% of women reported having access to condoms.  

It is important to note that although the knowledge indicators are not completely 

independent of one another, they are only weakly correlated.  Since the indicators did not 

impact or alter parameter estimates in any significant way when separately testing each in 
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the models, the indicators appear in the model together.  Table 2 presents the joint 

frequencies of the knowledge variables along with the correlation data.   

Logistic Regression Results

Three separate logistic regressions were run for the analysis.  The first model 

considers all women in the study population in order to determine which factors are 

impacting empowerment perception for the entire group.  The second and third models 

explore whether these relationships hold when looking at the urban and rural samples 

separately.  

Overall, the findings indicate that correct mother to child transmission knowledge

(UN Indicator V) significantly increases the probability that a woman expresses positive 

empowerment perception.  However, correct misconception knowledge (UN Indicator II) 

indicates a result in the negative direction with respect to empowerment which is also 

significant.  Basic prevention knowledge (UN Indicator I) does not produce a result with 

statistical significance.  In addition, there are some notable differences when the models 

were run separately for the urban and rural groups.  While mother to child transmission 

knowledge remains a significant predictor of positive empowerment perception for both 

groups, misconception knowledge produces a significant, negative impact only for the 

rural group.  Also, the prevention knowledge indicator produces a significant, positive 

result among the urban group but produces a significant, negative result among the rural 

group.   Further, while contraception access and tribal differences produce statistically
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Source: Author's Analysis of Data from 2003 Zambia Sexual Behavior Survey
Notes on Indicator Correlations:

1) UN I (Prevention) and UN II (Misconceptions): Pearson chi2(1) = 6.6033   Pr = 0.010   r = 0.0586

2) UN I (Prevention) and UN V (MTCT): Pearson chi2(1) = 10.9209   Pr = 0.001    r = 0.0754

3) UN II (Misconceptions) and UN V (MTCT): Pearson chi2(1) = 69.01  Pr = 0.000    r = 0.1894
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significant results among the rural group, they do not among the urban group.  Finally, 

the effect of education is only statistically significant among the urban group.  

The results from the logistic regression for the overall sample are provided in 

Table 3.  The odds ratio indicates the ratio of the odds of expressing positive perception

of empowerment for people with a specified characteristic to the odds of positive 

empowerment perception for people in the reference group (controlling for other factors).  

Thus, an odds ratio greater than 1.0 indicates that someone with a given characteristic has 

greater odds of expressing positive empowerment perception than someone in the 

reference group while an odds ratio below 1.0 indicates lower odds of expressing positive 

empowerment perception for someone with that characteristic in comparison with the 

reference group.  

In Model 1, the logistic regression for the overall sample, results indicate that the 

odds of women who have proper knowledge of mother to child transmission issues 

(UNAIDS indicator V) reporting positive empowerment perception are 2.3 times the odds 

of women lacking this knowledge (Table 3).  However, UNAIDS indicator I (prevention 

knowledge), is not statistically significant in Model 1 for the overall sample.  The third 

major variable of interest, UNAIDS indicator II, presents a surprising result as the odds 

of women with no HIV/AIDS related misconceptions reporting positive empowerment 

perception are lower than the odds of women who did have misconceptions regarding 

HIV/AIDS (odds ratio = 0.7).
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Coeff. SE Odds Ratio P-Value
Intercept 0.090 0.347 0.794

Key Variables of Interest

UNAIDS Indicator I (Prevention Knowledge ) 0.110 0.107 1.012 0.911

UNAIDS Indicator II (Misconceptions ) -0.316 *** 0.110 0.729 0.004

UNAIDS Indicator V (MTCT Knowledge ) 0.836 *** 0.119 2.306 0.000

Missing UNAIDS Indicator I -0.831 0.782 0.436 0.288

Missing UNAIDS Indicator II 0.365 0.796 1.440 0.647

Missing UNAIDS Indicator V -0.360 ** 0.172 0.697 0.036

Control Variables

Housewife  -  -  -  -

Student 0.401 0.340 1.494 0.238

Professionals 0.483 0.444 1.620 0.277

Sales/Service -0.019 0.195 0.981 0.921

Agricultural/Fishery -0.014 0.155 0.986 0.927

Elementary Occupations 0.594 *** 0.231 1.811 0.010

Armed Forces 0.226 0.223 1.254 0.310

Other Occupations 0.273 0.325 1.314 0.400

Own Risk No Chance  -  -  -  -

Own HIV Risk Perception Low 0.064 0.146 1.066 0.662

Own HIV Risk Perception Medium 0.446 *** 0.168 1.561 0.008

Own HIV Risk Perception High 0.393 ** 0.155 1.481 0.011

Own HIV Risk Perception Other 0.372 * 0.210 1.450 0.076

Forced Sex -0.125 0.139 0.883 0.371

Know HIV Status 0.117 0.190 1.124 0.537

Given Birth Previously -0.271 0.179 0.763 0.130

Availability and Access to Condoms 0.440 *** 0.108 1.552 0.000

Table 3. Logistic Regression Results: The impact of knowledge on female empowerment with controls for personal risk factors, 
contraception access, socioeconomic status and demographic factors.

Knowledge Indicators

Employment

Personal Risk Factors

Contraception Access
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Table 3 (Continued) Coeff. SE Odds Ratio P-Value
Demographic Variables

Rural  -  -  -  -

Urban 0.557 *** 0.139 1.745 0.000

(15 - 19 yrs)  -  -  -  -

(20 - 25 yrs) 0.327 * 0.196 1.386 0.095

(26 - 30 yrs) 0.291 0.212 1.338 0.171

(31 - 35 yrs) 0.251 0.224 1.285 0.264

36 - 40 yrs) 0.439 * 0.241 1.550 0.069

(41 - 49 yrs) 0.252 0.233 1.287 0.279

Primary Education  -  -  -  -

Secondary Education 0.287 ** 0.136 1.333 0.035

Higher Education 1.091 *** 0.376 2.977 0.004

Education Missing -0.307 * 0.157 0.736 0.051

Unmarried  -  -  -  -

Married 0.089 0.155 1.094 0.563

Marital Status Missing -0.048 0.217 0.953 0.826

Protestant  -  -  -  -

Catholic -0.079 0.129 0.924 0.542

Adventist 0.376 ** 0.182 1.457 0.039

Muslim -0.983 1.371 0.374 0.474

No Religion -0.658 0.441 0.518 0.135

Tonga  -  -  -  -

Bemba -0.997 *** 0.211 0.369 0.000

Lunda 0.169 0.274 1.184 0.538

Lozi -0.687 *** 0.240 0.503 0.004

Chewa -1.366 *** 0.251 0.255 0.000

Other Tribe -1.048 *** 0.187 0.351 0.000

N = 1923

χ2 (df=41) = 376.47
Pseudo R2 = .1417

Source: Author's Analysis of Data from 2003 Zambia Sexual Behavior Survey

3) * indicates significance at 10% level, ** indicates significance at 5% level and *** indicates significance at 1% level

4) Groups in bold indicate a reference group

Location of Residence

Age Group

Education Level

1) Dependent variable = 1 if respondent believed that a woman could protect herself from getting an STD if her husband had one

2) Sample consists of women age 15-49 who have heard of STDs and have reported previous sexual activity

Tribal Affiliation

Marital Status

Religious Affiliation
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Other factors in the model that significantly increase the odds of expressing 

positive empowerment perceptions are:  education level, primary residence location, 

contraception access and self-perceived risk level.  As expected, the odds of women who 

attended secondary or higher education levels who report positive empowerment 

perception are 1.3 times and 2.9 times the odds of women who have attended only 

primary level education levels respectively.  Location of primary residence is a 

significant factor as the odds of women living in urban areas reporting positive 

empowerment perception are 1.7 times the odds of rural women.  Access to contraception 

had a substantial effect as originally predicted with women having access to condoms 

having 1.5 times the odds of women who lacked condom access of reporting positive 

empowerment perception.  Finally, the odds of women with medium and high self-

perceived risk of contracting HIV/AIDS reporting positive empowerment perception are 

1.6 and 1.5 times the odds of women who believe they have zero risk of contracting 

HIV/AIDS respectively.  

Tribal affiliation also had a significant influence on empowerment perception.  

The odds of women identifying themselves as members of the Tonga tribe reporting 

positive empowerment perception are higher than the odds of women from the Bemba, 

Lozi, Chewa, and other tribes. 

While employment categories did not have overly substantial impacts—there 

were no statistically significant results with professionals or similar higher level 

professions—those employed in elementary occupations have greater odds of exhibiting 
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positive empowerment perceptions compared to housewives thus indicating that 

employment remains an important socioeconomic control (odds ratio = 1.8).  Impact from 

religious differences was likewise minimal with those identified as Adventists having 

greater odds of exhibiting positive empowerment perceptions than those identifying 

themselves as Protestants.  

Comparison of Urban and Rural Regression Models

An overall comparison of the two separate models for urban and rural women 

indicates a number of important differences (Table 4).  Among the urban group, both the 

effects of prevention knowledge (UN Indicator I) and MTCT knowledge (UN Indicator V) 

on empowerment are significant in the positive direction while the effect of 

misconception knowledge (UN Indicator II) does not produce a statistically significant 

result.  Among the rural group, MTCT knowledge (UN Indictor V) produces a positive 

effect on empowerment perception which is significant.  Misconception knowledge (UN 

Indicator II) is also significant but produces a negative effect on empowerment 

perception.  Similarly, prevention knowledge (UN Indicator I) produces a statistically 

significant result which also negatively impacts empowerment perception.  There are 

some other major relationship changes which occur when looking at the groups 

separately.  While education positively impacts empowerment perception among the 

urban group, it does not produce a significant result among the rural group.  In contrast, 

access to contraception produces a significant, positive impact on empowerment

perception among the rural group while it does not produce a significant result among the 
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Odds Ratio P-Value Odds Ratio P-Value
Key Variables of Interest

UNAIDS Indicator I (Prevention Knowledge ) 1.927 *** 0.000 0.673 *** 0.004

UNAIDS Indicator II (Misconceptions ) 0.766 0.151 0.677 *** 0.006

UNAIDS Indicator V (MTCT Knowledge ) 2.186 *** 0.000 2.668 *** 0.000

Missing UNAIDS Indicator I 0.621 0.651 0.402 0.438

Missing UNAIDS Indicator II 1.022 0.987 1.521 0.704

Missing UNAIDS Indicator V 0.660 0.178 0.692 * 0.098

Control Variables

Housewife - - - -

Student 1.318 0.605 2.165 0.108

Professionals 1.330 0.605 2.223 0.348

Sales/Service 0.858 0.546 1.604 0.208

Agricultural/Fishery 1.749 0.295 0.962 0.832

Elementary Occupations 1.425 0.286 2.836 *** 0.002

Armed Forces 1.786 0.112 0.966 0.911

Other Occupations 1.605 0.283 1.148 0.799

Own HIV Risk No Chance - - - -

Own HIV Risk Perception Low 0.803 0.355 1.313 0.159

Own HIV Risk Perception Medium 1.486 0.161 1.656 ** 0.021

Own HIV Risk Perception High 1.675 * 0.094 1.343 0.124

Own HIV Risk Perception Other 1.486 0.250 1.397 0.231

Forced Sex 1.019 0.941 0.776 0.152

Know HIV Status 1.085 0.740 0.985 0.962

Given Birth Previously 0.696 0.230 0.852 0.499

Availability and Access to Condoms 1.316 0.143 1.708 *** 0.000

Contraception Access

Table 4. Logistic Regression Results: The impact of knowledge on female empowerment with controls for personal risk factors, contraception 
access, socioeconomic status and demographic factors for urban v.s. rural women. 

Knowledge Indicators

Employment

Personal Risk Factors

Urban Women Rural Women
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Table 4 (Continued) Odds Ratio P-Value Odds Ratio P-Value
Demographic Variables

(15 - 19 yrs) - - - -

(20 - 25 yrs) 1.606 0.191 1.321 0.260

(26 - 30 yrs) 1.121 0.776 1.434 0.172

(31 - 35 yrs) 1.219 0.639 1.338 0.296

36 - 40 yrs) 1.954 0.144 1.298 0.387

(41 - 49 yrs) 1.011 0.980 1.519 0.147

Primary Education - - - -

Secondary Education 1.480 * 0.051 1.146 0.493

Higher Education 4.045 *** 0.002 1.725 0.545

Education Missing 1.352 0.437 0.572 *** 0.002

Unmarried - - - -

Married 1.196 0.486 1.020 0.923

Marital Status Missing 0.782 0.474 0.942 0.844

Protestant - - - -

Catholic 0.685 * 0.085 1.090 0.607

Adventist 1.172 0.670 1.470 * 0.075

Muslim 0.156 0.223 N/A N/A

No Religion 0.720 0.580 0.281 0.106

Tonga - - - -

Bemba 0.790 0.520 0.249 *** 0.000

Lunda 1.321 0.759 1.012 0.969

Lozi 1.605 0.311 0.350 *** 0.000

Chewa 0.770 0.566 0.160 *** 0.000

Other Tribe 0.497 ** 0.041 0.327 *** 0.000

Source: Author's Analysis of 2003 Zambia Sexual Behavior Survey

3) * indicates significance at 10% level, ** indicates significance at 5% level and *** indicates significance at 1% level
4) Groups in bold indicate a reference group

5) Urban: N = 740, 'χ2 (df=40) = 135.10, Psuedo R2 = .1427

6) Rural: N = 1183, 'χ2 (df=39) = 240.13, Pseudo R2 = .1473

Age Group

Education Level

Marital Status

1) Dependent variable = 1 if respondent believed that a woman could protect herself from getting an STD if her husband had one
2) Sample consists of women age 15-49 who have heard of STDs and have reported previous sexual activity

Urban Women Rural Women

Religious Affiliation

Tribal Affiliation
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urban group.  Finally, tribal differences are statistically significant among the rural group 

but do not produce significant results among the urban group.

Beginning with the UN knowledge indicators, indicator I—prevention 

knowledge—is significant in both models.  Among the urban group, the odds of women 

who had correct prevention knowledge of expressing positive empowerment perception 

are 1.9 times the odds of women who did not have correct prevention knowledge.  

However, among the rural group, this direction reversed itself as the odds of women who 

had correct prevention knowledge expressing positive empowerment perception are 0.7

times the odds of women who did not have correct knowledge.  UN indicator II—

misconceptions related to HIV/AIDS—also produced a similarly surprising result among 

the rural group but was not significant among the urban group.  The odds of women who 

had no misconceptions regarding HIV/AIDS of expressing positive empowerment 

perception are 0.7 times the odds of women who did have misconceptions.  Finally, UN 

indicator V—MTCT knowledge—produced heavily significant results in both models.  

Among the urban group, the odds of women who had correct MTCT knowledge of 

expressing positive empowerment perception are 2.2 times the odds of women who did 

not have correct MTCT knowledge.  This relationship held steady in the rural model as 

well as the odds of women who had correct MTCT knowledge of expressing positive 

empowerment perception are 2.7 times the odds of women without this knowledge. 

Another major difference between the models concerns the role of education.  In 

the urban group, the odds of women who have attended higher education levels of 
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expressing positive empowerment perception are 4 times the odds of women who have 

attended only primary school.  Also, the odds of urban women who have attended 

secondary school of expressing positive empowerment perception are 1.5 times the odds 

of women who have attended only primary school.  Among the rural group, there are no 

significant results with these two education variables though women with education 

missing have lower odds of expressing positive empowerment perception.  

The results from condom access also highlight another major difference between 

the two models.  In the rural group, the odds of women who report access to condoms

expressing positive empowerment are 1.7 times the odds of women who do not report 

access to condoms.  However, among urban women, there is no statistically significant 

result with respect to condom access. 

Finally, the role of tribal affiliation is significant among rural women but has little 

impact on urban women.  Among rural women, the odds of women identifying 

themselves as members of the Tonga tribe expressing positive empowerment are higher 

than the odds of women belonging to the Bemba, Lozi, Chewa, and Other Tribes.  

Chapter 7. Discussion and Policy Implications

There does appear to be some evidence linking knowledge and empowerment 

perception though it is not consistent across all measures.  There are also important

differences regarding the effect of knowledge when looking at the urban and rural 



34

segments separately.  The analysis of the overall sample indicates that the effect of 

correct MTCT knowledge on empowerment perception is significant and in the positive 

direction.  However, the effect of correct misconception knowledge indicates a 

significant result in the negative direction.  The final indicator, basic prevention 

knowledge, does not produce a statistically significant result for the overall sample. 

Among the urban segment, prevention knowledge and mother to child transmission 

knowledge are clear predictors of positive empowerment perception while misconception 

knowledge did not produce a statistically significant result.  However, among the rural 

group, there were some surprising results as two of the knowledge indicators—basic 

prevention and misconception knowledge— provided statistically significant results in 

the negative direction.  MTCT knowledge is the only variable that is statistically 

significant in the expected direction in both models and has the strongest relationship 

with positive empowerment perception.  

There are some plausible reasons why this is the case.  First, the MTCT indicator 

captures whether or not a woman has an overall deeper level of understanding regarding 

HIV/AIDS issues as compared to the other two indicators.  Second, and perhaps more 

important, it serves to link motherhood to empowerment in a more fundamental way than 

the other two indicators.  Women who have proper knowledge regarding mother to child 

transmission issues are aware of at least two critical facts: HIV/AIDS can spread to the 

child; there are methods to protect against this occurrence.  Since a fundamental instinct 

of motherhood is to take measures to protect offspring from harm, a woman who has 

proper MTCT knowledge is made aware of another important way in which she can 
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protect her child and may lead to an overall positive perception of her empowerment

level.  

Other findings from the analysis largely confirm the findings of other major 

empowerment studies.  First, the analysis indicates that education level is a significant 

predictor of empowerment perception as women with secondary and higher levels of 

education have higher odds of reporting positive empowerment perception than women 

with only primary education.  Recent studies of HIV in Africa and Latin America have 

found that education—specifically higher levels such as six years or more—lowers 

women’s risk of HIV infection and propensity to engage in risky behavior associated 

with sexually transmitted disease contraction (Jewkes et al 2003).  However, when the 

groups were split into urban and rural women, the effect of education is only a significant 

predictor among the urban group.  The International Center for Research on Women 

(ICRW) reports that such results are not surprising since educational impacts are heavily 

contingent on social contexts and thus can differ depending on norms that govern a 

woman’s life as well as her economic situation (ICRW 2005).

The analysis also confirmed results from other major empowerment studies 

regarding the role of condom access and its relation to empowerment perception.   

Overall, women who reported access to condoms were more likely to report positive 

perceptions compared to women who lacked access.  However, when the analysis was 

again conducted separately on the rural and urban groups, the result was statistically 

significant only among the rural group.  Again, it is likely that prevailing gender inequity 
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levels and gender related social norms are quite different within each environmental 

setting and thus impact the influence of a factor such as access to condoms on 

empowerment perception.  

There are some results which did not produce significant results as hypothesized.  

The analysis only confirms to a limited degree the conclusions of major empowerment 

studies regarding the important relationship between economic independence and

positive empowerment perception (Grieg and Koopman 2003).  While elementary 

occupations did produce a significant, positive result, there were no other statistically 

significant results with respect to employment groups.  Also, the hypothesis regarding 

lifecycle differences impacting empowerment perception was not supported as there were 

no significant results with respect to age groups.  Finally, there was no significant result 

with respect to marital status in either direction which differed from what was originally 

hypothesized.  

The impact of tribal affiliation on empowerment perception among rural residents 

is also an important consideration.  These results indicate that there are likely local 

cultural factors impacting social norms at regional levels and thus have a significant 

impact on empowerment perception.  Truly understanding these local cultural factors 

might imply adopting sociological frameworks and perspectives in attempting to 

ascertain how exactly such factors impact critical social gender norms and ultimately the 

ability of women to make important decisions regarding their own lives.
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Limitations 

There some limitations to the analysis which require mentioning.  This study 

treats knowledge variables as exogenous independent variables.  However, it is possible 

that the knowledge indicators are not entirely exogenous from the other variables.  It is 

also certainly plausible that other unobserved personal risk factors affect both 

empowerment perception and other dependent variables.  For example, alcohol 

consumption—a factor which can be difficult to measure accurately—could be a 

determinant of empowerment and be correlated with an independent variable such as 

education or risk perception.  Any such errors in the assumed specification could 

introduce some bias into the parameter estimates.  

Policy Implications

The discussion points above lead to some important policy implications for the 

global fight against HIV/AIDS.  First, in order to stop the spread of HIV/AIDS, it is 

critical for women to be sufficiently empowered in order to be able to protect themselves 

and their children.  The results of the analysis suggest that policy options that consider 

multiple methods simultaneously to further empower women appear to be more 

promising than options that engage only one determinant of female empowerment.  

In this regard, campaigns and initiatives affiliated with the Microcredit Summit 

Campaign (MSC) have had some success with their efforts.  They employ innovative, 
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multi-pronged approaches in dealing with the multiple determinants of empowerment.  

For example, the African Microenterprise AIDS Initiative uses an intervention model 

combining economic support with peer education programs to empower women and 

reduce their susceptibility to contracting HIV/AIDS (MSC 2000).  The economic support 

comes in the form of “Trust Banks” which use small business networks to cross-

guarantee small loans made to bank members.  These microfinance efforts are combined 

with essential HIV/AIDS knowledge taught to specified peer groups.  By engaging 

multiple determinants of empowerment under one strategic umbrella, such initiatives are 

attempting to improve upon the sustainability of their intervention programs. 

There are also some specific implications for HIV/AIDS knowledge education 

programs as well.  Overall, a special focus on promoting knowledge programs that go 

beyond just general information regarding HIV/AIDS and deal with more advanced 

topics such as the mother to child transmission topic and the basic science of transmission 

appear necessary.  Such information depth would help ensure that women are educated

more completely regarding the many ways this disease could potentially affect their lives.  

The results suggest that it is only when information reaches a sufficient level of depth 

that knowledge appears to empower women.    

The final major implication from the analysis is that all prevention strategies must 

take into account specific environmental conditions in which they might operate.  This 

study indicates that the important differences that exist between urban and rural segments 

necessitate prevention strategies specifically tailored to each group.  For example, while 
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promoting educational advancement in urban settings may be an important part of 

preventing the spread of HIV/AIDS, the results suggest that the same may not be true in 

rural settings.  In rural communities, it may make sense to engage the help of tribal 

leaders when promoting certain prevention strategies in order to overcome cultural 

impediments that may exist.  In a study of empowerment challenges in Botswana carried 

out among five ethnic groups, Ntseane (2004) concludes that understanding cultural 

sexual realities first is critical to considering and implementing specific prevention 

strategies.  She further argues that empowerment processes which take into consideration 

local delivery modes and methods of knowing are most effective.  Since drivers of 

empowerment differ based on the specific environmental conditions in which they 

operate, serious attention must be given to determining which factors are most important 

given the conditions before tailoring prevention strategies.

While this empowerment study does provide some meaningful insight into the 

relationship between HIV/AIDS knowledge and empowerment perception, there is more 

work to be done.  First, the concept of empowerment is a difficult one to measure in 

direct terms.  As a result, most studies use proxy measures such as negotiating power and 

decision making ability in order to quantify the concept.  However, when analyzing the 

issue of sexual empowerment within the HIV/AIDS context, it would be helpful to gain 

more direct measures of empowerment and to perhaps focus on the experiences of 

married women.  Though the nature of such suggested research may require smaller 

sample sizes and manifest itself in more of a focus group form due to the personal nature 

of the inquiry, it would nonetheless serve to shed more light on the actual experiences of 
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women and help quantify more accurately their actual level of sexual empowerment.  

The Tanzanian empowerment study (Jackson et al 2004) is an example of one such 

nuanced research method as it attempts to measure empowerment using a detailed Self-

Efficacy scale linking empowerment to sexual behavior practices.  Another area of focus 

which requires further attention is the aforementioned topic of determining the relative 

importance of factors driving empowerment perception when looking at populations 

separately.  More research needs to consider regional factors which might be impacting 

social norms and gender inequities.  It would be beneficial to learn whether fundamental 

environmental differences are widely found when studying other vulnerable populations. 

This would help guide prevention strategies in using more effective delivery methods by 

accounting for important cultural realities which went previously unconsidered.  Such 

additional efforts will be instrumental in developing a more holistic understanding of the 

key drivers of empowerment and its role in reducing the vulnerability of HIV/AIDS 

contraction for women. 
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