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Safe sex practices in Zimbabwe between 1988 and 1994, and the respective
relationship between these and the factors that have influenced them were assessed.
Secondary data from the Zimbabwe Demographic and Health Surveys (ZDHS) for the
years 1988 and 1994 were used as data sources. The 1988 ZDHS had 4,201 women and
the 1994 ZDHS had 6,128 women, all within the ages 15-49. Logistic regression was
used to assess the factors affecting safe sex practice.

Multivariate analysis for the 1988 sample showed that socio-economic power and
AIDS knowledge reliably predicted a woman ‘doing something to avoid AIDS’.
However, due to the fact that only 20 % of the total sample did something to avoid AIDS,
this suggests low levels of safe sex practice in 1988. For the 1994 sample, gender-
relations was the only predictor significant for ‘stopped all sex’, while for ‘only one sex
partner’ knowledge of AIDS, perceived self-risk, socio-economic power and gender
relations were significant. However, for ‘started using condom’, gender-relations was the
only non-significant predictor. ‘Reducing the number of partners’ was reliably predicted
by perceived self-risk to infection. For the 1994 sample, 90 % of women reported
practicing at least one type of safe sex practice. This would suggest increased likelihood
of safe sex practice in 1994.

The results from the bivariate analysis on the 1988 sample showed that, for women
who did something to avoid AIDS, socio-economic power had an incremental effect with
the practice of staying with one partner and was an important factor in condom use and
avoiding multiple partners. The relationship between knowledge and staying with one
partner suggested the presence of other factors that determined staying with one partner.
The relationship with condom use seemed to indicate that the more and varied the AIDS
knowledge, the more the women reported condom use. AIDS knowledge had an
incremental effect with avoiding multiple partners. The sample of women who didn’t do
anything to avoid AIDS had a high risk profile to HIV infection, with 40 % of them
saying they were not at risk, 21 % not knowing how to avoid AIDS and 0.3 % already
using condoms.

Overall, the practice of safe sex seems to have increased between 1988 and 1994,
although at a lower rate than the currently rising levels of infection. However, it was not
possible to quantify this safe sex increase because of the non-availability of base line data
for comparisons between the data sets. The study does highlight however, the
importance and complexity related to effective systems and tools for tracking health
developments, especially for a long lasting and evolving epidemic such as HIV/AIDS. |
The study also shows the complexity of interactions that can hinder or facilitate safe sex
practice; the importance of equal health opportunities for both rural and urban areas; and
the influence of societal cultures and norms. All these factors still have a bearing on how

current approaches to HIV prevention in Zimbabwe can be further strengthened.




CONTENTS

ACKNOWLEDGEMENT

ABSTRACT

LIST OF TABLES

LIST OF FIGURES

CHAPTER ONE INTRODUCTION

1.1

1.2

1.3

1.4

1.5

1.6

Preamble

Problem Statement
Rationale for the Research
Research Objectives
Research Questions

Summary of the Research Problem

CHAPTER TWO LITERATURE REVIEW

2.1

22

23

24

2.5

2.6

2.7

Introduction

The Controversies

-Self-Reported Sexual Behaviour

Measuring Safe Sex Practice

The Progression of the Epidemic and Factors influencing Behaviour
Behavioural Change Models and Theories

Conclusion

Contents (Cont.)

Page
il
iv

X

10
11

14



Contents (Cont.)
2.8 Gaps in Knowledge being addressed by the Research
2.9 CONCEPTUAL FRAMEWORK
2.9.1 Introduction
2.9.2 The Assumptions in the Framework

2.10  Hypotheses

CHAPTER THREE METHODOLOGY

3.1 Data Sources

3.2 Sampling Method and Sample Size
3.3 Operational Definitions

3.3.1 Predictor Variables

3.3.2  Outcome Variables

3.3.3  Control Variables

34 Analysis of Data

3.5 Implications and Limitations of the Research

CHAPTER FOUR RESULTS

4.1 Structure of the Results

4.2 1988 Demographic and Health Survey Sample
42.1 Background Characteristics of Sample Women
4.2.2 Safe Sex Practice

4.2.2.1 Women who took steps to avoid AIDS

4.2.2.2 Reasons for not doing anytﬁing to avoid AIDS

4223 Cdmparison of the Avoiders and Non-Avoiders

Vi

14

15

15

15

19

20

20

21

22

26

26

27

27

29

29

29

29

32

32

36

37



4224

4225

43

43.1

432

43.2.1

43.2.2

4322

4324

Contents (Cont.)

Factors influencing ‘Doing Something to avoid AIDS’

Conclusion

1994 Demographic and Health Survey Sample
Background Characteristics of Sample Women
Safe Sex Practice

Factors affecting ‘Stopped all sex’ practice
Factors affecting ‘Only one sex partner’ practice
Factors affecting *Started using condom’ practice

Factors affecting ‘Reduced partners’ practice

CHAPTER FIVE CONCLUSION AND DISCUSSION

5.1

5.15

5.1.6

52

521

522

523

524

CONCLUSION

Socio-economic Power and Safe Sex Practice
AIDS Knowledge and Safe Sex Practice
Perceived Self-risk and Safe Sex Practice

Gender Relations and Safe Sex Practice

Age at First Sexual Intercourse and Safe Sex Practice

Conclusion

DISCUSSION
Introduction

Main Findings |
Usefulness of the Findings

Contextually appropriate Safe Sex Practices

vii

39

40

41

41

44

45

47

49

51

53

53

53

54

55

56

57

58

59

59

59

60

61



viii

Contents (Cont.)

5.2.5  Tracking the Development of the Epidemic and Intervention Efforts 62

5.2.6  Summary of Recommendations 63
BIBLIOGRAPHY 64
APPENDICES 70

Map of Zimbabwe 70
1988 AIDS Questionnaire 71
1994 AIDS Questionnaire 73
Sample of variaBle re-coding 78

Biography 80



LIST OF TABLES

Table 1 1988 sample of women background characteristics
Table 2 AIDS Knowledge related information for 1988 sample

Table 3. Cross-tabulations of socio-economic power
and knowledge of AIDS with ‘doing something to avoid AIDS’.

Table 4. Reasons given by the women for not doing
anything to avoid AIDS

Table 5. Background characteristics of the 1988 sample women
classified by ‘doing something to avoid AIDS’

Table 6. Logistic regression coefficients, partial correlation
and odds ratios for the model of 'doing something to avoid AIDS'

Table 7 Background characteristics of the 1994 sample women

Table 8 AIDS Knowledge related information for 1994 sample

Table 9. Logistic regression coefficients, partial correlation
and odds ratios for the model of 'stopped all sex' to avoid AIDS

Table 10. Logistic regression coefficients, partial correlation

and odds ratios for the model of ‘'only one sex partner' to avoid AIDS

Table 11. Logistic regression coefficients, partial correlation

and odds ratios for the model of 'started using condom' to avoid AIDS

Table 12. Logistic regression coefficients, partial correlation
and odds ratios for the model of 'reducing partners' to avoid AIDS

Page
30

32

35

36

40

42

44

46

48

50

52



LIST OF FIGURES
Page

Figure 1. Conceptual Framework for 1988 data 17

r

Figure 2. Conceptual Framework for 1994 data 18



Fac. of Grad. Studies, Mahidol Univ. M. A. (Pop & Repro H Res) / 1

CHAPTER ONE

INTRODUCTION
1.1  Preamble
Zimbabwe, a land locked country in Southern Africa, shares borders with Zambia,
Botswana, South Africa and Mozambique. These countries are also severely affected
by the AIDS epidemic. According to the 1997 estimates of the United Nations
Population Fund (UNFPA), Zimbabwe had a total population of approximately 12
million of which 6 million were in the 15- 49 reproductive age group. A map of

Zimbabwe is appendixed in this document.

1.2 Problem Statement

The HIV/AIDS epidemic is a major problem in many regions of the world, but more
so in Sub-Saharan Africa, where at the end of 1999, WHO and UNAIDS estimated
23.3 million people were living with HIV. It is estimated that in Southern Africa, one
adult in five, between ages 15 and 49 is currently infected with HIV (Pisani et al,
1999). This is also true for Zimbabwe, where 20 per cent or more of the entire adult
population is estimated to be HIV positive (Ministry of Health and Child Welfare.
Zimbabwe, 1998). In Zimbabwe, it has also been reported that despite the high levels
of HIV/AIDS awareness, there has been little evidence of significant behaviour
change (National AIDS Control Programme, 1998). This view is based on the
following statistics reported by the Ministry of Health and Child Welfare, Zimbabwe
(1998), that, in December 1997, 700 people per week were reported to be dying of

AIDS, compared to 2,400 people per week in 1999. In 1998, 2000 people per week
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were estimated to be infected by HIV. In 1990, prevalence rates ranged from 7.6 per
cent to 20.3 per cent and in 1994/5, they ranged from 18.7 per cent to 32 per cent.
Therefore, lack of significant safe sex practice is seen to be the underlying problem

for the rising levels of the epidemic.

1.3  Rationale for the Research

In the face of such disheartening statistics, it is important to know what behaviour

changes have occurred, how and to what extent. This would be important feedback to

the community efforts being carried out by various groups to cope with the epidemic.

The feedback would give them indications as to which areas their efforts have been
successful and which areas they need to revisit or focus on, so as to bring about the

desired less risky sexual behaviours. In this way, the community can maintain

momentum and intensity in fighting the epidemic. Burn-out, wherein the taxing;

demands of AIDS work sometimes exceed the coping capabilities of the people

working in the AIDS field, is a serious issue and measures that would help in dealing
with the sense of futility which is sometimes expressed by the prevention programme

implementers must be taken. It is important for the community to have that sense of
control back in its life, which has been usurped by the overwhelming presence of HIV

and AIDS. Knowing what safe sex practices are taking place also has important

implications in as far as ensuring continued funding for AIDS prevention activities.

There are other issues also competing with AIDS for the limited financial Tesources.
For example, as highlighted by Environment and Development Activities-Zimbabwe

(ENDA-ZW) (undated), there are development and environment issues such as lack of



Fac. of Grad. Studies, Mahidol Univ. M. A. (Pop & Repro HRes) /3

food security, employment and housing and land degradation related issues such as
loss of bio-diversity and siltation of rivers. The cornerstone to prevent HIV/AIDS is
adoption of safe sexual behaviours (Ministry of Health and Child Welfare, Zimbabwe,
1998). Using the concept of proximate determinants that has been applied to fertility
(Davis and Blake, 1956, Bongaarts, 1978) and child mortality (Mosley and Chen,
1984), Boerma et al (2000) argue that the major pathway or intermediate factor for
~ reducing HIV levels is behaviour change. Hence, it is important to have an

understanding of what the determining factors of safe sexual practice are.

1.4  Research Objectives

The objectives of this research are to assess

- the safe sex practice in Zimbabwe in 1988 and 1994

- the respective relationship between these practices and the factors of knowledge
of AIDS; perceived self-risk to infection; gender relations and socio-economic

power.

1.5 Research Questions

- What are the changes in safe sex practice, that have taken place between 1988 and
1994 in Zimbabwe, among the female 15-49 year age groups?

- How have these practices been related to knowledge of AIDS; perceived self-risk

to infection; gender relations and socio-economic power?
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1.6 Summary of the Problem

HIV/AIDS is a seriously growing problem, globally and in Zimbabwe. In Zimbabwe,
it has now generalised to the whole population and is characterised by increasing
prevalence and incidence rates, as well as high mortality levels. As such, there is a
need to know the sexual practice developments taking place within this background

and what the determining factors are.
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CHAPTER TWO
LITERATURE REVIEW
2.1  Introduction |
The HIV/AIDS epidemic has been one of the most difficult héalth issues to harness
and control. Having been first detected approximately 20 years ago, it has rapidly
evolved to what Pisani et al (1999) aptly describes as an epidemic of two kinds: a
global epidemic which has reached almost every corner of the world; and the other is
a continuously growing regional epidemic in the developing regions, namely Sub-

Saharan Africa.

2.2  The Controversies
In this section, the aim is to highlight the issues surrounding safe sex practice and how
the inter-relationship of these issues bring about different perspectives on what can be

said about the practice of safe sex in the context of HIV/AIDS.

In relation to the growing epidemic, much discussion has been held on whether safe
sex practice is occurring in the developing regions. There is the view that expected
safe sex practice has not occurred (Awusabo-Asare et al. 1999; Abbott, 1999).
Awusabo-Asare et al. (1999) argues that this is particularly so in the vulnerable
groups such as the youth. 'However, it is difficult to generalise his aséertions because
in his investigation he had no comparison group or the baseline information on
previous behaviours of the youth he studied. Abbott (1999) also shares another view
on the issue with Konde et al, (1997), and this view attributes the non-changing

behaviour to ineffective HIV prevention campaigns. The limitation to accepting
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Abbott's (1999) conclusions is related to the fact that the clients interviewed in her
study were all health care service providers and their perspectives can be assumed to
be related to the continuous stream of HIV patients they have to assist. However, her
study brings to attention previous issues raised by Konde et al's (1997) argument that
prevention and control programmes need to be evaluated on the basis of their impact
on attitudes and behaviours.

These researchers imply that causal relationship between efficacy of programmes and
safe sex practice exists and they raisg the issue of what would be the best ways to
evaluate prevention and control programmes. This implied causal relationship is
rather a simplistic interpretation of the relationship between preventive efforts and
safe sex practice. There are complexities inherent in changing sexual behaviour, as

alluded to by Moatti et al, 2000 in their analysis of sexual behaviours as being based

on an individual and community understanding.

Furthermore, as a response to the.argument that controlled evaluations of the
intervention can be done in a limited time so as not to withhold intervention to some
groups in the population (Bertrand et al, 1996), this may be difficult to achieve with
HIV. The very nature of the evolving epidemic, compounded by the fact that sexual
behaviour is more than a biological activifcy, makes it difficult to implemem a
programme for a short period of time, at the end of Which one can safely conclude
that the intervention was effective or not. Aral and Peterman (1998) contend that
evaluation of the effectiveness of behavioural interventions should consider

"compliance of the population with the intervention,....risk incurred before the
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implementation of the intervention....and one individual's health outcome on the

health outcome of other individuals." (p. 34)

The other major contending view vis a vis safe sex practice in the light of the growing
epidemic is that safe sex practice has and is occurring (Gregson et al, 1998;
Kwesigabo et al, 1999; and Pool et al, 1996). Gregson et al. (1998) effectively shows
through the validation method they use that safe sex practice has occurred. They go a -
step further to explain why the discrepancy between increasing prevalence rates and
noted safe sex practice. They advance the argument that the sample size obtained
from sentinel sites is often too small to detect changes in HIV incidence. They
postulate that the long incubation period for AIDS means that the decline of
prevalence will be slow and may even be markedly high at a time when incidence is
low. Their argument is strengthened by their research that shows safe sex practice in a
sample of 1,294 women, in areas of high prevalence (14-24 per cent at the time of the

study), in Zimbabwe.

2.3  Self-Reported Sexual Behaviour

The researches, which have already been indicated as advocating the occurrence of
safe sex practice, have also been mindful of the issues surrounding self-reported safe
sex practice. Although, as Pool et al. (1996) and Gidson et al. (1999) point out, there
may never be a standard way of validating reported sexual behaviour; each of the
researches convincingly tried to corroborate the reported safe sex practice. This
implies that the validation methods chosen would depend on the methodology and

context of the study.
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For instance, Gregson et al. (1998) used fertility related information, while Asiimwe-
Okiror et al, 1997, used serological survey data and Pool et al, 1996, used in-depth
interviews, spouse interviews and the respondents clinic records. Pool et al's (1996)
validation methods led them to contest Cleland's (1995) notion that, reported safe sex
practice should be seen as an indication of the desire to change rather than as an
actuality. They advanced the idea that people automatically respond 'yes' when they
are asked if they have changed their behaviour because they have internalised this as
the most desirable way of reducing risk. Pool et al's (1996) conclusion highlights two
important points, the first one being the need to specify to the respondents what is
meant by safe sex practice. The other point is the possibility of a third explanation for
why respondents would report safe sex practice. This is related to the differences in
perceptions of safe sex practice, held by the researcher and the respondent. For
example, ‘only one partner' may have different connotations for the respondent, which

would make him disregard other casual partners.

Despite the reservations about the reliability of self-reported sexual behavior, it still i
one of the major ways of assessing sexual behaviour in addition to triangulating what
people report. In this study however, validation of the self-reported sexual behaviour

has not been possible and this is a limitation of the study.

2.4  Measuring Safe Sex Practice
The issue of possibility of different perspectives on what terms mean, calls for further
discussion on how studies supporting the view that safe sex practice has occurred,

have validly measured safe sex practices. Most of the studies (Basset at al, 1992;
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Asiimwe-Okiror et al, 1997; Rygnestad et al, 1994; Liskin et al, 1990; Pool et al,
1996, and Kwesigabo et al, 1999) seem to have identified three major elements as
constituting safe sex practice. These are condom use, reduced sexually transmitted
diseases (STDs) and reduction in the number of sexual partners. Thesé have been
selected based on their role in curbing or facilitating further spread of HIV.

For example, in Basset et al's study, (1992), it was found that HIV positive men were
more likely to report history of STDs, extramarital partners and more lifetime
partners. Liskin et al, (1990) found that in discordant sexual partners, sero-conversion
rate was zero in couples who used condoms consistently, and about 5 per cent per
year in those who did not.

While the medical-biological linkage between these three elements and AIDS is clear,
as reported by Cohen (1998), it may not be straightforward on the socio-cultural level.
For instance, Kwesigabo et al, (1999) study on trends contrasts with Pool et al's
(1996) longitudinal study in that, respondents showed a preference for condom use
rathér than reduce the number of sexual partners, while in the latter study this was
vice versa. This therefore calls for sensitivity to different levels at which safe sex
practice is interpreted.

On the aspect of instruments for assessing sexual behaviour, Konings et al. (1995)
compared the responses to structured survey questionnaire of the World Health
Organisation/Global Programme on AIDS (WHO/GPA), with the in-depth interviews,
to assess knowledge and sexual practices in the general population of Uganda. A high
number of casual sex partners for prostitutes was confirmed by the in-depth interview

but not by the structured questionnaire. Such results show that on their own,
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structured questionnaires may not fully measure the different facets of sexual

practices.

There is also the view which suggests that safe sex practice assessment should go
| beyond being gender sensitive to being gender specific, on the basis of different
prevention technologies that are under the personal control of women (Gupta, 1996).
The argument is that the condom use is not always feasible for all women, and there is
need for the availability of female specific methods such as female condom, vaginal
microbicides and the diaphragm with nononynol-9. This debate of gender and safe
sex practice has validity implications when it comes to measurement of sexual

behaviour.

2.5  The Progression of the Epidemic and Factors influencing Behaviour

The stages of the epidemic have been defined as: low level epidemic- prevalence not
exceeding five per cent in any defined group; concentrated level- prevalence at over
five per cent in target groups; and generalised level - prevalence higher than one per

cent in pregnant women (Pisani et al, 1998).

Various studies (Mills et al, 1997; Olanyika et ai, 1997, Rygenstad et al, 1994;
Campbell et al, 1994; Ntozi et al, 1997) have shown some of the factors which have
had an influence on behaviour change throughout the stages of the epidemic. These
factors are disseminated HIV/STD knowledge, self- perception of HIV risk, marital
status, education, income, attitudes and cultural beliefs, age of sexual inception and

knowledge of someone who has died of AIDS.
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For example, the qualitative study by Gregson ét al (1998) in one province of
Zimbabwe found that low female autonomy prevented effective safe sex practice.
Such a finding is in line with the observation made by David (1997) that, the
inequalities between the sexes, which are socially determined, have an impact on
many areas of women's health, including her vulnerability to HIV and STDs. There
are also reports that a number of women find it difficult to negotiate for sex strategies
that minimise their risk to infection, f Maposhere et al, 1996 and Pitts et al, 1995, cited
in Mbizvo et al, 1997). This then suggests that risky sexual practice is gender related

and therefore, ways of assessing safe sex practice should be gender sensitive.

For this particular study, although there are many factors, as already mentioned,
which influence safe sex practice, only those factors that were available in the data

sets were investigated.

2.6  Behavioural Change Models and Theories

This section gives a broad outline on some of the models and theories, since the aim: is
not‘to use any particular model as the basis of this study, but rather to highlight why
these models have influenced and given focus to aspects necessary for engaging in

safe sex practice.

The behaviour change models and theories are drawn from the fields of psychology,
sociology and anthropology. Their principles have been the basis of HIV prevention

initiatives and they have given focus on the aspects believed to be necessary for
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individuals to engage in and maintain safe sex practice, (Family Health International

(FHI), 1996; Rural Center for AIDS/STD Prevention (RCAP), 1995.

The behaviour change models are an attempt to systematically explain the processes
of behaviour. The three basic components of these processes are antecedent elements
or factors that trigger-off a behaviour, the actual behaviour and the consequent
elements or outcome factors of the behaviour.

In the area of HIV, some of these models have been critiqued for not considering the
individual's contextual factors such as, environmental and economic factors and the
influence of socio-cultural norms and peers on decisions made about health (FHI,
1996). The models have also been described as overlooking the importance of gender
differences in behaviour change (Amaro, 1995 and Hunter, 1998) and for assuming
that sexual behaviours are entirely under an individual's control all the time (Amaro,
1996). Hunter has validated the criticisms that the models have limitations, by

showing how gender differences have impact on changes in risky sexual behaviours.

- The Health Belief Model — (Rosenstock et al, 1994, cited in AIDSCAP, 1996) —

This is a model that aims at explaining and predicting health behaviours by
examining the attitudes and beliefs of an individual . The key components of this
model are perceived susceptibility or risk of contracting a disease; perceived
severity of the disease, interms of costs or consequences of treating or not treating
the disease; belief in the effectiveness of the strategies proposed to combat the
disease; existence of motivational events such as symptoms of the illness or

education campaigns; and belief in oneself to successfully accomplish the steps
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required to treat the illness. Other aspects such as demographic and psychosocial
factors are also included in the model, as they modify an individual's attitude,

knowledge, perceived benefits and costs to health action (Pollak, 1992).

- The Theory of Personal Investment (Maehr and Braskamp, 1986, cited in RCAP,

1996) - its proposition is that 'subjective meaning of a behaviour is the critical
determinant of one's investment or engagement in the behaviour. The theory
postulates that three inter-related factors give rise to meaning ascribed to
behaviour. These factors are thoughts about the self, personal incentives
associated with adopting certain behaviours and options perceived to be available

in a situation.

- The Lifestyle Concept based on the socialization concept — (Wenzel, 1983,

cited in Franzkowiak and Wenzel, 1994), defines this concept at two levels. The

social-group-lifestyle level consists of patterns of meanings, forms of expression,
common social values and norms produced at group level and which the individual
can refer to so as to interpret certain situations. The individual-lifestyle level consists
of modifications to the group lifestyle by the individual, but it remains strongly linked
to the group lifestyle. The individual behaviour therefore is largely socially

determined.

- The AIDS Risk Reduction Model (ARRM)- (Catania et al, 1990, cited in

AIDSCAP.1996) describes people's efforts to change sexual transmission of

HIV/AIDS as going through three stages. The first stage is recognition and
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labeling of behaviours as high risk for  HIV; the second stage involves making a
decision to reduce risky behaviours; and the third stage is information-seeking and

changing the risky sexual behaviours.

2.7 Conclusion

In Zimbabwe, it has been reported that there has been little evidence of safe sex
practice (National AIDS Co-ordination Programme, 1998), despite the fact that
HIV/AIDS prevention campaigns began 14 years ago. Observations such as these
have led to extensive discussions as to- what conclusions can be drawn about ihe
situation. There is the view that asserts that safe sex practice has not occurred due to
ineffective prevention campaigns (Abbott, 1999; Konde et al,1997). This view raises
questions on how the effectiveness of prevention interventions can be reliably and
validly measured. The contending view is that safe sex practice has and is occurring
despite the growing epidemic. It is argued that the key to assessing and establishing
this safe sex practice lies in the methodologies used. - The follow up question to this
view is that, how much safe sex practice can be deﬁned as significant especially in
view of the nature of the disease and the choices that an individual chooses to make or

is made to make by circumstances.

2.8  Gaps in Knowledge being addressed by the Research

This study will focus on the Zimbabwean worﬁcn in the general population within
reproductive age, with the aim to making ;1 contribution towards the current
discussion and understanding on safe sex practice within the context of HIV/AIDS,

particularly as pertains to women. Preston-Whyte (1999) says that, there are still a
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number of inconsistencies on the data regarding risky sexual behaviour change. She
states that 'conflicting evidence is reported from the same regions and single studies
show little consistency'. A study therefore, focusing on one community but based on
reported sexual practices in a series of cross-sectional studies may contribute towards

understanding how the situation has been developing in Zimbabwe.

2.9 CONCEPTUAL FRAMEWORK

2.9.1 Introduction

Knowledge of AIDS and perceived self-risk to AIDS have been included in the
conceptual framework of this study. These two variables are mutually reinforcing in
the sense that, for one to correctly recognise and label a behaviour as risky, there must
be appropriate knowledge. Knowledge will also influence perceived self-efficacy,

inherent in socio-economic power, about re-dressing the risky sexual practice.

The meaning attached to a risky sexual practice and the subsequent preventive
measures to be taken, are not only knowledge and perceived self-risk deterfnii;ed, but
are also societally influenced. Therefore the safe sex practice that will be adopted
will be within the norms and customs of the particular society. Hence the inclusion of

societal influences in the framework through the variables of socio-economic power

and gender relations.

2.9.2 The Assumptions in the Framework
The assumptions inherent in the framework are that, the societal and the individual

factors together bring about certain sexual practices. This approach is related to the
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fact that there are complexities inherent in changing sexual behaviour. Moatti et al.
(2000) alluded to this in their analysis of sexual behaviours as being based on an

individual and commuﬁity understanding.

In Zimbabwe, Mbizvo et al (1997) report that the government's and health personnel's
initial response to the epidemic was to warn people against prostitutes, encourage use
of condoms and single sexual partnerships. They however overlooked frequency of
non-prostitute sexual encounters, did not address the negative image of condoms nor
the gender differences in being monogamous and they did not highlight the possibility
of past exposures to infection in past monogamous relationships. It is assumed
therefore that whatever the official approach to AIDS, which has been changing over
time, it sets the context of the knowledge being disseminated to the community.
However, since previous research, for example Ross, 1991, has shown that
disseminated knowledge of HIV/AIDS or high awareness levels of HIV/AIDS on
their own do not bring about behaviour change (RCAP, 1995), knowledge invariably
therefore interacts with pérceived self-risk, socio-economic power and gender
relations to bring about certain sex practices.
Perceived self-risk is also influenced by the prevailing official approach as well as thé
context of the disease progression over time, ultimately leading to the adoption of
some safe sex practices. Gender relations, especially for women, may infringe on the
perceived self-risk and safe ‘sex practice relationship leading to non-adherence to an
ideal safe sex practice. Socio-economic power can have a positive or negative effect
on safe sex practice chosen, depending on the level of the socio-economic power and

how it interacts with gender relations and perceived self-risk. The background
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variables of number of living children, marital status and age, which are behaviour
determining milestones in the life cycle, are also expected to influence the decisions
made regarding safe sex practice, as shown in the two conceptual frameworks that
follow.

Due to the differences in the nature of data for 1988 and 1994, it was not possible to
examine identical variables from the two data sets, except for the background/control
variables and the socio-economic power variable. Therefore two conceptual

frameworks were created and tested using logistic regression.
The conceptual framework for 1988 (Figurel.), consists of knowledge of AIDS and
socio-economic power as the independent variables and the outcome variable ‘done

anything to avoid AIDS’ as a proxy for safe sex practice.

Background Variables Independent Variables Dependent Variable

Knowledge
of AIDS
eAge of /
respondent
eMarital status | Done anything
to avoid AIDS
eNumber of Socio-
living children Economic
Power

Figure 1. Conceptual Framework for 1988 data
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The conceptual framework for 1994 (Figure 2.) consists of the independent variables
knowledge of AIDS, socio-economic power, gender relations and perceived self-risk
to AIDS. The dependent variable js safe sex practice measured separately through
four dichotomous variables of ‘stopped all sex’, ‘only one partner’, ‘reduced partners’

and ‘started using condom’

Background Variables Independent Variables Dependent Variable

Knowledge
: of AIDS
eAge of /
respondent
Perceived
eMarital status | selfrisk to
AIDS Safe Sex
eNumber of
living children \ 5
Gender
relations

Socio-economic
power

Figure 2. Conceptual Framework for 1994 data
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The conceptual framework for 1994 (Figure 2.) consists of the independent variables
knowledge of AIDS, socio-economic power, gender relations and perceived self-risk
to AIDS. The dependent variable is safe sex practice measured separately through
four dichotomous variables of ‘stopped all sex’, ‘only one partner’, ‘reduced partners’

and ‘started using condom’

Background Variables Independent Variables Dependent Variable

Knowledge
v of AIDS
eAge of /
respondent
Perceived
eMarital status | —p self-risk to
AIDS Safe Sex
eNumber of —»
living children 4
Gender
relations
Socio-economic

power

Figure 2. Conceptual Framework for 1994 data
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2.10 Hypotheses
- H; With increased knowledgé of HIV/AIDS, safe sex practice has increased in

Zimbabwe
- H, The reported safe sex practice is related to gender relations. The more a
woman plays an active role rather than a passive role in gender relations, the more

likely she would be able to engage in safe sex practice.

- Hj; Perceived self risk to HIV infection motivates safe sex practice.

- H4 As socio-economic power increases, so does the safe sex practice increase.
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CHAPTER THREE
METHODOLOGY

3.1  Data Sources

The Zimbabwe Demographic and Health Surveys (ZDHS) for the years 1988 and
1994 were used as data sources for the study. Both ZDHSs have sections on fertility,
nuptiality, fertility preferences, family planning, infant and child mortality, maternal
and child health and HIV/AIDS. The 1994 ZDHS has additional information on
contraceptive pill use compliance, knowledge and behaviours related to HIV/AIDS
and maternal mortality.

The Central Statistical Office of the Government of Zimbabwe, with technical
assistance from MACRO International, a USAID funded agency, conducts the survey
every five years. The aim of the survey is to collect information on several health
related issues such as fertility, nutrition, mortality and HIV/AIDS. The AIDS module
in the survey is modeled on the protocol developed by WHO/GPA (Mbizvo et al,
1997).

3.2  Sampling Method and Sample Size

This study was based on two cross-sectional studies, carried out at two different
points in time (1988 and 1994). The ZDHS for 1994 was based on a nationally
representative sample of men and women between the ages 15 and 49. It consisted qt‘
three components: women only (6,128); couples (703); and men (2,141). However,

for the 1988 data, only women (4,201) were interviewed.



Fac. of Grad. Studies, Mahidol Univ. M. A. (Pop & Repro H Res) /21

This study focused on the female respondents only, for 1988, 4201 women and for
1994, 6128 respondents.

According to the 1994 ZDHS, the sampling frame used was based on the 1992
Zimbabwe Master Sample (ZMS92) developed by the Zimbabwe Central Statistical
Office, after the 1992 Population Census. The ZM92 had 395 enumération areas
(Eas) stratified by province and land use sector. For the ZDHS 1994 only 18
sampling strata were used, that is, urban and rural strata for each of the eight
provinces, as well as Harare and Bulawayo which were treated exclusively as urban
strata. The 1994 sample was then selected in two phases. The first phase involved
the selection of 230 EAs, with equal probability. The second stage consisted of
complete household listing and mapping within each of the 230 Eas. From these
household lists, households for the survey were selected, with the sample size from
each EA being proportional to the EA size.

Information on the sampling method for the 1988 ZDHS was not readily available.

3.3  Operational Definitions

The aim of this section is to define the concepts or variables that were investigated irt
the study and to describe how these were measured.

It is important to note that the aim of this study was to assess the practice of safe sex
as a whole at two different points in time, rather than to establish exactly the
corresponding sex practice at different levels of knowledge of AIDS, decision-making
participation and socio-economic power.

Therefore, after the composite indexes for these variables had been created (as will be

explained how, later), the indexes were respectively further re-coded into
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dichotomous variables in which the category 0 was the reference group and ‘he
category 1 was the comparison group. The dichotomous versions of these composite
indexes were used in the logistic regression equations.

The other non-composite index variables- such as perceived self-risk, marital status,
age and number of living children, ‘were also re-coded into dichotomous level
variables such that O represented the reference group and 1 represented the
comparison group. The dichotomous versions of these variables were then used in the

logistic regression equations.

3.3.1 PREDICTOR VARIABLES
Knowledge of HIV/AIDS - This refers to correct information on HIV/AIDS; modes

of transmission; presentation of HIV infection; and modes of prevention which the
individual obtains from various sources of dissemination.

For the 1988 data set, knowledge of AIDS consisted of modes of transmission (11
dichotomous questions), presentation of AIDS (4 dichotomous questions) and generé]
knowledge such as ‘heard of AIDS’, ‘where can you go for treatment’, ‘is there a cure
for AIDS’ (6 dichotomous questions).

For the 1994 data set, after factor analysis of all AIDS knowledge questions,
knowledge of AIDS consisted of prevention of AIDS (12 dichotomous questions) and
general knowledge such as ‘ever heard of AIDS’, ‘know of AIDS as an STD’, ‘can
AIDS be cured’, ‘can AIDS be transmitted from mother to‘ child’ (6 dichotomous
questions). | h
Responses to these questions were first re-coded so that a correct response got a score

of one and an incorrect response was scored as zero. Then these responses were
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added together to create a composite index of knowledge. The higher the score on
this index, the greater and the correct the knowledge of AIDS. Therefore for 1988, ¢
score of three, which was the starting level at the lower end of the index, meant little
correct AIDS knowledge, while a maximum score of 17, which was the top level on
the upper end of the index, meant greater and correct AIDS knowledge. For 1994, a
score of seven, the lower point of the index, meant relatively low correct AIDS
knowledge, compared with a maximum score of 21, the uppermost level of the index,
which meant greater and correct AIDS knowledge.

The composite indexes were then re-coded into dichotomous variables: 1988 —
category 0 = reference group of no AIDS knowledge; category 1 = comparison group
consisting of all the levels of AIDS knowledge, levels 3-17.

1994 - category 0 = reference group of no AIDS knowledge; category 1 = comparison

group consisting of all the levels of AIDS knowledge, levels 7-21.

Perceived Self-Risk to HIV - This refers to the respondent's self-assessment of the
possibilities that he or she may get infected with HIV.

For 1988 data set, this variable was not available for the whole sample, but only for
the portion (2,394) of women who reported not doing anything to avoid AIDS. This
variable was therefore not included in the logistic regression model for 1988 total
sample.

For 1994, the whole sample was asked about its perceived self-risk to AIDS. The
four categories used to measure responses on the single question of risk, were ‘not at
risk’, ‘small risk’, ‘moderate risk’ and great risk’. A score of zero therefore meant

‘no risk’ while a score of three meant ‘great risk’.
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The dichotomous version of this variable was, category 0 = reference group of ‘no
risk’; category 1 = comparison group consisting of ‘small risk’, ‘moderate risk’ and

‘great risk’.

Gender Relations- this refers to the interactions between male and female partners
that are informed by societal norms of what female and male roles and sexuality
should be and how the male spouse should be the dominant partner in the relationship.
This variable was non-existent in both data sets. Therefore for 1988 data it was not
examined. However for 1994, it was possible to assess it through a proxy variable
‘decision-making participation’.

This proxy variable was constructed from four decision-making related variables: ‘thc
number of children in the family’ (four categories), ‘the purchase of major household
item’ (four categories) , ‘whether the woman should work’ (four categories) or ‘how
her income is to be spent’ (six categories).

The four variables were first re-coded, such-that for instances where the woman was
involved in decision-making, maximum scores of three and five (depending on the
number of categories) were respectively given and where she was not involved at all,
a minimum score (O) was given. The variables were then added together to create a
composite index of decision-making participation. The higher the score on this index,
the greater the woman’s participation in decision-making. A minimum score of two,
the lowest level on the index, meant low decision-fnaking power, while a score of 14.‘
the highest level on the index, meant the respondent made the decisions on her own or

jointly with her husband or partner or someone else.
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This composite index was then re-coded into a dichotomous variable, such that,
category 0 = reference group of ‘no decision-making participation’;
category 1 = comparison group consisting of all the levels of decision-making

participation, levels 2-14.

Socio-economical power — this refers to the woman’s ability to assert herself and be
acknowledged, on the basis of the combined effects of her being formally educated
and/or able to bring an income into the household or sustain herself.

In both data sets, this variable was available by computing the dichotomous
employment status variable and the four-category education variable, to produce a
composite index of socio-economic power. The higher the score on this index, the
greater the socio-economic power.

A score of zero meant no formal education and no employment; a score of one meant
employment but no education or primary level education but no employment; a score
of two meant employment and primary level education or secondary level education
but no employment. A score of three meant secondary level education and
employment or higher than secondary level education but no employment. A score of
four meant higher than secondary level schooling and employment.

This composite index was then re-coded into a dichotomous variable, such that,
category 0 = reference group of ‘no formal education and no employment’;

category 1 = comparison group consisting of all the levels of socio-economic power,

levels 1-4.
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3.3.2 OUTCOME VARIABLES

Safe Sexual Practice- refers to the behaviours or actions taken by the respondent to
avoid or minimise the risk of HIV transmission or infection.

For the 1988 data, safe sexual practice for the whole sample was measured through
the dichotomous proxy variable of ‘done anything to avoid AIDS’. Therefore there
was one logistic regression model for 1988.

For 1994 safe sexual practice was measured respectively, through the four
dichotomous variables of ‘stopped all sex’, ‘only one sex partner’, ‘reduced partners’
and ‘started using condom’. Therefore there were four logistic regression models for
1994.

3.3.3 CONTROL VARIABLES

Number of Living Children — refers to the number of alive children per woman
The reference group for this variable was women without any children (category 0)

compared to women with one or more children (category 1).

Age — refers to the current age of the respondent at the time of the interview. This
variable was re-coded into a dichotomous variable, such that, category 0 = reference
group of 15-19 years; category 1 = comparison group consisting of all the other ages,

ages 20-49.

Marital Status — refers to the respondent being single, married or formerly married.
This variable was re-coded into a dichotomous variable, such that, category 0 =
reference group of ‘never married’; category 1 = comparison group consisting

‘currently married’ and ‘formerly married’.
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3.4  Analysis of Data

The data was analysed using the statistical computer software SPSS/PC+.
Frequencies, percentages, mean and standard deviation, were used to describe the
background characteristics of both samples. Bivariate analysis in the form of
percentages in cross-tabulation was applied to the 1988 sub-sample of women (49)
who reported taking measures to avoid AIDS. Logistic regression models were used
to identify factors effecting safe sex practice in both data sets: 1988- for the whole
sample of women with the variable of doing something to avoid AIDS as the
outcome; 1994 — for the whole sample of women on the four safe sex practice

outcomes.

3.5 Implications and Limitations of the Research

To fully address the gaps in understanding the dynamics at play in people's
progression in safe sex practice, actual data collection from the community, in
addition to the current approach of secondary data analysis, will have to be carried
out. The issue that not all aspects are sufficiently addressed by the structured
questionnaire, as also shown by Konings et al (1995) study, has implications as to the
validity of the responses given and necessitates the use of other complimentary data
collection methods such a in-depth interviews. It is also recognised that age groups
outside the age range being studied are sexually active, and not focusing on them is a
limitation of this study. The point in time at which Zimbabwe began to carry out DHS

with HIV/AIDS related questions as well as the fact that a national AIDS prevention
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campaign was launched in 1987, have dictated that the data analysis begin in 1938.
Before this year, no AIDS related questions were included in the DHS. This therefore
means that the analysis has had to start three years after the time that AIDS was first
detected in Zimbabwe. The ZDHS for 1999 was not yet available for public use at the
time of this study. Therefore, the_very first years (1985-87) of the epidemic in the

country as well as the latest comparable data, has not been part of this analysis.



Fac. of Grad. Studies, Mahidol Univ. M. A. (Pop & Repro H Res) / 29

CHAPTER FOUR
RESULTS
4.1 Structure of the Results
The results of the analysis done on both data sets are presented in this chapter. The
results of the 1988 sample are discussed first, starting with the background
characteristics of sample women then followed by the safe sex practice results. The
results of the 1994 sample are presented later, following the order of background

characteristics of sample women then logistic regression analyses on safe sex practice.

4.2 1988 Demographic and Health Survey Sample

4.2.1 Background Characteristics of Sample Women

Table 1 presents the background characteristics of 1988 sample women who
constituted the sample during the 1988 DHS. The mean age of the sample was 27.8
years old and the standard deviation was 9.5 years. A majority of the sample was
currently married (63 %). Twenty per cent of the women still had not had sexual
intercourse while more than a half (53 %) had had their first sexual encounter while
they were less than 20 years. Of those who had had sex and correctly remembered
their age at first sex, the average age at first sexual intercourse was 16.8 years,
standard deviation 2.8. The average age at first marriage was 18 years and almost
three quarters of the sample (72 %) was married while they were below the age of 20.
This indicates that most of the women became sexually active before marriage.

Twenty-nine percent of the sample had no children while 37 % of the women had one

to three children each and one-third had 4-12 children.
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TABLE 1. 1988 Sample of women background characteristics
Variable Number Percentage
Type of Place of Residence
Urban 1407 335
Rural 2794 66.5
Total 4201
Age
15-19 1021 243
20-24 840 20.0
25-29 679 16.2
30-34 589 14.0
35-39 464 11.0
40-44 318 7.6
45-49 290 6.9
Mean :27.82 SD:945
Total 4201
Marital Status
Never married 1133 27.0
Currently married 2643 62.9
Formerly married 425 10.1
Total 4201
Ever had sex
No 836 20.0
Yes 3353 79.8
Total 4189
Age at First Sexual Intercourse
> 15 years old 564 13.5
15-19 2223 53.1
20-24 468 11.2
25-29 26 0.6
230 4 0.1
Mean :16.84 SD:2.75
Total 3285
Age at First Marriage
> 15 years old 381 12.4
15-19 1813 59.1
20-24 735 24.0
25-29 103 34
30< 36 12
Mean: 18.1 SD: 3.61 Total 3068
Number of living Children
None 1233 294
1-3 1552 36.9
4-6 996 23.7
7-9 360 8.6
10-12 60 1.4

Total 4201
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TABLE 1. 1988 Sample of women background characteristics (Continued)

Levels of Socio-economic power

0 407 9.7
1 1685 40.1
2 1658 39.5
3 428 10.2
4 20 0.5
Total 4198
Women’s areas of occupation
Life Science Professional 53 3.8
Education 96 6.9
Business & Finance 205 14.7
Clerk & Secretarial 42 3.0
Services 186 . 13.3
Manufacturing 337 24.1
Agriculture 465 333
Other 14 1.0
Total 1398

Half of the women (50 %) had lower levels of socio-economic power (0-1).
A third of the women worked in the agriculture occupational sector, which is located
in the rural and commercial farming areas and this would have an implication on the

kind and sources of AIDS information they would be exposed to.

AIDS Knowledge-related Ihformation for 1988 Sample

Table 2 shows AIDS knowledge related information. A majority women (86 %)
reported that they had heard of AIDS. Almost all of the women (98 %) who reported
hearing of AIDS (3,610) were able to select at least one source of AIDS. information
from the options made available to them in the questionnaire. Sixty-seven per cent of

the women had lower levels of AIDS knowledge (3-8).



Glenrose Poyah Results / 32

Table 2. AIDS Knowledge-related information for 1988 sample

Variable Number Percentagee
Number of Sources for AIDS Information
0 56 1.6
1 ' 845 23.6
2 877 24.5
3 881 24.6
4 769 21.5
5 156 44
Heard of AIDS
No 591 14.1
Yes ’ 3610 85.9
Total 4201
Levels of AIDS Knowledge
3-5 258 7.2
6 504 14.0
7 748 20.8
8 910 253
9 593 16.5
10 290 8.1
11 152 42
12-17 140 39
Total 3595

4.2.2 SAFE SEX PRACTICE

This section focuses on bivariate analyses done on the two types of women in the
1988 sample: women who took steps to avoid AIDS and women who did nothing to
‘a\./oid AIDS. Table 3. Shows the cross-tabulations obtained for the women who did
something; table 4 shows the reasons given for not doing anything to avoid AIDS; and
table 5 shows a comparison by background characteristics, between the avoiders and
non-avoiders.

4.2.2.1 Women who took steps to avoid AIDS

Bivariate analysis in the form of cross-tabulations, was applied to 469 women

(out of 2863) who stated that they had engaged in one or more safe sex practices in
order to avoid AIDS. The reasoﬁ for doing this was to assess the prevailing

circumstances within which women engaged in safe sex practice.



Fac. of Grad. Studies, Mahidol Univ. M. A. (Pop & Repro H Res) / 33

) N
o 0 gt
Staying with one partner AHipgy oS

As shown in Table 3, it was found that socio-economic power had an incremental
effect with the practice of ‘staying with one partner’. The more socio-economic
power, the more the number of women who reported staying with one partner. For
example, at low socio-economic power 41.7 % of women reported staying with one
partner and this number of women gradually increased fo 70 % for high levels of
socio-economic power (level 4). This effect of socio-economic power seems to
indicate lack of socio-economic resources as a factor in unsafe sexual practice, as
already illustrated by the relationship between socio-economic power and the odds of
doing something to avoid AIDS.

Seven per cent of women who had lower levels of knowledge (3-6) reported staying
with one partner as a measure to avoid AIDS, while 10 % of women with the same
level of knowledge did not report staying with one partner. The trend of non-users of
the method exceeding the users, prevailed beyond the average knowledge levels (8).
This seems to suggest that other factors, besides knowledge, determined if a woman
chose to stay with one partner as one of her ways of avoiding AIDS. Alternatively,
this may suggest that this pattern is a reflection of the information being disseminated
at the time, wherein AIDS was seen as prostitutes’ disease and monogamy among

non-commercialised sexual networks was not being emphasized.

; C 1A qu et
45748 e
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Condom Use

Looking at ‘use of condom’ with her partner and socio-economic power, the women
without socio-economic power reported not using the condom with their partners, as a
means of avoiding AIDS. However, at the minimal level of socio-economic power
(0-1), 22 % (n = 468) of the women were able to report this method. This seems to
indicate the importance of having means of income and education as leverage when it
comes to negotiating the use of condom with a partner.

As the level of knowledge increased, the number of women who reported using a
condom was initially comparatively smaller than the women who did not use the
condom. At higher levels of knowledge however, the number of women who used a
condom was greater than those who did not. This may suggest that the more varied
and comprehensive the AIDS knowledge, the more the numbers of women who
would use the condom. Actually in Table 5, when looking at level of knowledge of
AIDS for women who did something to avoid AIDS s, two thirds of the sample

(n = 469) had lower levels of knowledge (3-8 levels), while for the non-avoiders,

three thirds of the sample (n = 2394) had lower levels of knowledge.

Avoiding Multiple Partners

On the practice of avoiding multiple partners (Table 3), it is interesting to note that

2 % of the women (n = 468) without any education or source of income, reported
avoiding multiple partners, while 44 % of women with twice as much socio-economic
power were able to report avoiding bmultiple partners. It appears that as socio-
economic power increases, the more the number of women who are able to avoid

multiple partners. However, at the higher socio-economic power levels (3-4), the
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number of women avoiding multiple partners began to decrease. This could be an
indication that women at higher socio-economic power levels can afford to costs

associated with having multiple partners.

With the variable of knowledge of AIDS, the number of women reporting the practice
of avoiding multiple parmérs peaked at the average levels of knowledge, then
declined thereafter. This may suggest that, with higher levels of knowledge (9-17),
the women are able to assess the risk they expose themselves to and therefore do not

automatically cut all relationships, but use other means to minimise their risks.

Table 3. Cross-tabulations of socio-economic power and knowledge of AIDS with

‘doing something to avoid AIDS’.

Levels of Socio- | One partner Used Condom Avoid Multiple
economic Power % % Partners
%
NO YES |NO YES NO YES
0 583 417 2.8 0 2.6 2.3
1 46.6 534 22.0 21.7 20.6 25.8
2 403 597 46.2 34.8 45.6 43.8
3 326 674 273 37.0 28.5 273
4 300 70.0 1.7 6.5 2.6 0.8
Levels of AIDS[NO YES [NO YES NO YES
knowledge
3-5 3.8 0.4 1.9 0 1.2 32
6 6.5 6.8 6.9 43 7.1 5.6
7 162 12.8 14.5 10.9 13.8 15.1
8 29.7 285 29.5 23.9 28.5 30.2
9 232 203 214 21.7 22.9 17.5
10 7.6 11.7 10.0 10.9 10.0 10.3
11 5.4 9.3 7.1 13.0 7.9 7.1
. 12-17 7.6 10.3 8.6 15.2 8.5 11.1
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4.2.2.2 Reasons for not doing anything to avoid AIDS

Table 4. shows the reasons given by those women who reported not doing anything to
avoid AIDS. These women were askéd to select all the reasons they felt applied to
themselves. The most commonly cited reason was that of not being at risk (40 %).
Not knowing how to avoid AIDS was the second common reason (21 %), followed by
the perception that ‘cannot avoid AIDS’ (19 %) and ‘do not know why’ (18.5 %).
Only 3 % of women cited reasons indicative of knowledge of transmission. Relating
these reasons to the significance of knowledge in the odds of doing something to
avoid AIDS, it would seem that these women had low knowledge of AIDS. In
addition, looking at the different levels of knowledge in this sub-sample (Table 5),

70 % had lower levels of knowledge.

Table 4. Reasons given by the women for not doing anything to avoid AIDS

(n=2394)

Variables Number Percentage
Not having sex 75 3.1
Already using condoms 13 0.3
Cannot avoid AIDS 465 19.4
Do not know why have

not done anything to avoid 444 18.5
Not at risk 946 39.5
Other reason 60 2.5

Do not know how to avoid AIDS 498 20.8
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Other factors in the risk profile of this group of women, as shown in Table 5, are that
12 per cent of the women still had to have children; the largest age groups consisted
of the rr;ost sexually active age groups, 20-24 (22 %) and 25-29 (20 %). Seventy-nine
per cent of the sample was currently married therefore implying increased risk to
exposure, especially in view of the fact that 54 % of the sample had none to minimal
socio-economic power (0 —1). Although all the women in this sample had heard of
AIDS, 54 % of them had access to only two sources of information. This could be
related to the fact that 69 % of the women were from the rural areas, which are

usually not well served with up to date information on health.

4.2.2.3 Comparison of the Avoiders and Non-Avoiders

Table 5 also shows that generally, the women who did something té avoid AIDS were
better positioned than those women who did nothing, in the terms of having at least
three sources of AIDS information (avoiders 71 % and non-avoiders 44 %); a
majority of them had higher levels (2-3) of socio-economic power (avoiders 75 % and
non-avoiders 46 %); and 49 % of avoiders had higher levels (9-17) of AIDS
knowledge compared to 30 % of non-avoiders who had higher 1evels of . AIDS

knowledge.
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Table 5. Background characteristics of the 1988 sample women, classified by ‘doing
something to avoid AIDS’

Variables Avoiders (n = 469) Non-Avoiders (n=2394)
Number % Number %

Age

15-19 48 10.2 243 10.2

20-24 121 25.8 514 21.5

25-29 94 20.0 479 20.0

30-34 71 15.1 427 17.8

35-39 55 11.7 342 14.3

40-44 49 104 203 8.5

45-49 31 6.6 186 7.8

Total 469 Total 2394

Mean age 29.55 30.07

Marital Status

Never married 85 18.1 197 8.2

Currently married 313 66.7 1892 79.0

Formerly married 71 15.1 305 12.7

Total 469 2394

Number of living Children

None 65 13.9 283 11.8

1-3 267 56.9 1101 46.0

4-6 102 21.7 727 304

7-9 30 6.4 248 104

10-12 5 1.1 35 1.5

Total 469 2394

Number of Sources for AIDS Information ‘

0 2 04 43 1.8

1 47 10.1 652 27.4

2 86 18.5 598 25.1

3 141 30.3 558 23.4

4 142 30.5 463 19.4

5 48 10.3 67 2.8

Total 466* 2381*

Heard of AIDS

No 0 0 0 0

Yes 469 100 2394 100

Total 469 2394

Type of Place of Residence

Urban 316 67.4 736 30.7

Rural 153 32.6 1658 69.3

Total 469 2394

Levels of Socio-economic power

0 12 2.6 240 10.0

1 103 22.0 1063 44 .4

2 211 45.1 874 36.5

3 132 28.2 209 8.7

4 (highest level) 10 2.1 6 0.3

Total 468* 2392*

* There are some missing cases
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Table 5. Background characteristics of the 1988 sample women, classified by ‘doing
something to avoid AIDS’ (Continued)

Levels of Knowledge of AIDS

35 8 1.7 206 8.6
6 31 6.7 364 15.3
7 66 14.2 511 21.4
8 135 29.0 579 243
9 100 21.5 389 16.3
10 47 10.1 182 7.6
11 36 7.7 84 35
12-17(highest 43 92 71 3.0
Total 466* 2386*

* There are some missing cases

4.2.2.4 Factors influencing ‘Doing something to avoid AIDS’

Logistic logit model showed that both knowledge of AIDS and socio-economic power
reliably predicted ‘doing something to avoid AIDS’ (Table 6). As knowledge and
socio-economic power increased, a woman was more likely to do something to avoid
AIDS. A woman with socio-economic power was 3.2 times more likely to do
something to avoid AIDS than a woman without any socio-economic power.
Similarly, a woman who had some AIDS knowledge was 1.3 times more likely to do
something to avoid AIDS than a woman without any AIDS knowledge.

Adding the background variables to the model, none of the background variables had
a statistically significant relationship with doing something to avoid AIDS. AIDS
knowledge and socio-economic power still reliably predicted doing something to
avoid AIDS, however the odds decreased slightly, controlling for either of the two

predictor variables and the background variables. .

The logistic regression analysis model applied to the sample as whole consisted of the
dichotomous outcome, ‘done anything to avoid AIDS’, the two independent variables,

AIDS knowledge and socio-economic power (predictor variables) and the three
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background variables. Of the total sample of women who responded to the question,
‘done anything to avoid AIDS’ (n = 2,863), data from 2,849 women was available for
analysis. A test of the model with the predictor variables against a constant only
model, was statistically significant x* (2, N = 2,849) = 131.516, p < 0.001. The
percentage accuracy in classification (PAC) was 83.68 %. The characteristics of the
model with the background variables included are shown in table 6.

Table 6. Logistic regression coefficients, partial correlation and odds ratios for the
model of 'doing something to avoid AIDS'

Variables Coefficients R Odds Ratio
Socio-economic Power (1.1675)*** (0.0713) (3.2141)
(Ref: no socio-economic power) 1.1171 ** 0.0674 3.0560
Knowledge of AIDS (0.2906) *** (0.1907) (1.3372)
(Ref: no knowledge of AIDS) 0.2848 *** 0.1841 1.3296
Number of Living Children  0.3145 0.0181 1.3696

(Ref: no children)

Age in 5- year groups 0.2869 0.0076 1.3322
(Ref: 15-19 age group)

Marital Status -1.0753 - -0.1173 0.3412

(Ref: never married)

( ) without background variables
Chi-square model: 131.516 df =2
PAC: 83.68 %

* * * Significant p < 0.001

4.2.2.5 Conclusion

with background variables included
Chi-square model: 167.559 df =5
PAC: 83.47 %
* * * Significant p < 0.001
** Significant p <0.01

Logistic regression analysis has shown the importance of knowledge and socio-
economic power of women in doing something to avoid AIDS. A larger portion (84
%) of the 1988 sample did not do anything to avoid AIDS and had a comparatively

high-risk profile and this seems to indicate low levels of the practice of safe sex.
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43 1994 Demographic and Health Survey Sample

4.3.1 Background Characteristics of Sample Women

Table 7 shows the background characteristics of the 1994 sample women who were
interviewed during the 1994 DHS. The average age was 28 years with a standard
deviation of 9.53. Many of the women were married (62 %), while 27 % were never
married and 11 % were formerly married. Of those who had had sex and correctly
remembered their age at first sex, the average age at first sexual intercourse was 17.3.
This was a one year increase from the age reported in 1988. Many women (62 %)
reported their first intercourse to have occurred while they were under 20 years of
age. Nineteen per cent of the women still had not had sex. Most of the women

(57 %) got married while they were still within the 15-19 age group and the mean age
at first marriage was 18.45 years.

Forty per cent of the women had between one and three children and 30 % of the
women had none. Thirty-six per cent of the sample had lower levels (0-1) of socio-
economic power. Almost half of the sample (47 %) saw themselves at no risk to HIV
infection. Ninety-one per cent of the women were more involved (levels 9-14) in the
decision-making process of the household. Related to implications of exposure to
information at the work place, 22 % of the women worked in the agricultural sector

and 15 % were in the services sector.
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TABLE 7 Background characteristics of the 1994 sample women

Variable Number Percentage

Type of Place of Residence

Urban 1745 28.5

Rural 4383 71.5
Total 6128

Age

15-19 1486 242

20-24 1231 20.1

25-29 911 14.9

30-34 876 14.3

35-39 666 10.9

40-44 542 8.8

45-49 416 6.8

Mean:27.90 SD:9.53 Total 6128

Marital Status

Never married 1663 27.1

Currently married 3777 61.6

Formerly married 688 11.2
Total 6128

Ever had sex

No 1208 19.7

Yes 4919 80.2
Total 6127*

Age at First Sexual Intercourse

> 15 years old 596 9.7

15-19 3175 51.8

20-24 770 12.6

25-29 56 0.9

230 10 0.2

Mean :17.29 SD:2.79 Total 4607*

Age at First Marriage

> 15 years old 462 10.3

15-19 2545 57.0

20-24 1199 26.9

25-29 205 4.6

30< 54 1.2

Mean: 18.45 SD: 3.65 Total 4465*

Number of living Children

None 1813 29.6

1-3 2460 40.1

4-6 1321 21.6

7-9 480 7.8

10-12 54 0.9

Total . 6128

Levels of Socio-economic power

0 347 5.7

1 1832 299

2 2827 46.2

3 1050 17.2

4 (highest level) 66 1.1
Total 6122*

* There are some missing cases
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TABLE 7 Background characteristics of the 1994 sample women (Continued)

Perceived self-risk to HIV infection

No risk at all 2823 46.9
Small risk 1820 30.2
Moderate risk 988 16.4
Great risk 391 6.5
Total 6022*
Decision-making participation
2 2 0.1
3 4 0.2
4 12 0.5
5 19 0.7
6 79 3.0
7 55 2.1
8 60 2.3
9 178 6.7
10 689 26.1
11 523 19.8
12 459 17.4
13 197 15
14 (highest level) 363 13.8
Total 2640*
Women’s areas of occupation
Life Science Professional 42 0.7
Education 123 2.0
Business & Finance ' 82 1.3
Clerk & Secretarial 100 1.6
Services 904 14.8
Manufacturing 530 8.7
Agriculture 1330 21.7
Construction 60 1.0
Other 55 1.6
Total 3226 53.4
Not working 2899 473

* There are some missing cases

AIDS Knowledge-related Information for 1994 Sample

Table 8 shows that all sample women had at least one source of AIDS information
and 36 % of women reported having access to two sources of AIDS information. It
can therefor be seen that in 1994, the womeh had more sources of AIDS information
(10), compared to 1988 women, who only had five sources of infoﬁnation. Thus

98 % of the total sample heard of AIDS ahd 84 % had higher levels (14-21) of AIDS

knowledge.
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Table 8 AIDS Knowledge related information for 1994 sample

Variable ' Number Percentagee
Number of Sources for AIDS Information
1 1259 20.9
2 2166 35.9
3 1650 27.4
4 669 11.1
5 196 3.3
6 58 1.0
7 15 02
8 8 0.1
9 4 0.1
10 2 0.0
Total 6027
Heard of AIDS
No 100 1.6
Yes 6027 98.4
Total 6127 *
Levels of AIDS Knowledge
7 1 0.0
8 9 0.2
9 20 0.4
10 60 1.1
11 153 2.8
12 260 4.7
13 383 ’ 6.9
14 » 805 14.6
15 S 1624 294
16 1102 19.9
17 788 14.3
18 222 4.0
19 78 14
20 18 0.3
21 (highest level) 4 0.1
Total 5527 *

4.3.2 SAFE SEX PRACTICE

Logistic regression analysis was performed to identify factors affecting each of the
reported sexual practices to avoid HIV/AIDS infection. The four practices, ‘stopped
all sex’, “only one sex partner’, ‘reduced partners’ and ‘started using condoms’ were
respectively treated as outcomes in the resulting four models. After rejection of 618
cases with missing values, data from 5,510 ‘women was available for analysis. The

predictors (independent variables) used in each model were knowledge of HIV/AIDS,
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participation in the decision making process (proxy variable for gender relations),
socio-economic power and perceived self-risk to HIV infection. The background
variables of number of living children, current age of respondent and marital status,
were later included in each model and a comparison of the model with and without

the background variables was made.

4.3.2.1 Factors affecting ‘Stopped all sex’ practice

As shown in Table 9. only decision-making participation, socio-economic power and
perceived self-risk reliably predicted stopping all sex so as to avoid AIDS

(p <0.05). The coefficient and partial correlation for each of these predictors showed
that, as a woman;s participation in decision-making decreases, so does the likelihood
that she will stop. all sex decrease; as her socio-economic power increases, the
likelihood of stopping all sex also increases; and as her perceived self-risk decreases,
the likelihood she will stop all sex decreases.

Controlling for the other predictors, the estimated odds of stopping all sex for a
woman who participates in decision-making is not significantly different from the
odds of a woman who does not participate in decision-making. However, as shown in
Table 9 the, the odds of stopping all sex are 1.22 times greater for a woman who has
some socio-economic power compared to a woman who does not. While controlling
for the other variables, the odds of stopping all sex decrease by a factor of 0.80 for
each unit of increase in perceived self-risk.

However with the background variables added, of the four indepeﬁdent variables,
only participation. in the decision-making process reliably predicted stoppihg all sex

(p < 0.05). The coefficient and partial correlation still showed that as the woman’s
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participation in decision-making decreases, so does the likelihood of stopping all sex
decrease.

A test of the model with the predictor variables against a constant-only model was
statistically significant, x> (4, N =5,510) = 60.28, p < 0.001. Prediction success was
good, with a PAC of 97 %. The characteristics of the model with the background
variables included, are shown in table 9.

Table 9. Logistic regression coefficients, partial correlation and odds ratios for the
model of 'stopped all sex' to avoid AIDS

Variables Coefficients R Odds Ratios
Decision-making participation ~ (-0.4639)*** (-0.1451) (0.6288)
(Ref: no decision-making -0.2810* -0.0646 0.7551
participation) :

Socio-economic Power (0.2022)* (0.0493) (1.2241)
(Ref: no socio-economic 0.0960 0.0000 1.1008
power)

Perceived self-risk to AIDS (-0.2182)* (-0.0477) (0.8040)
(Ref: no perceived self-risk to -0.1566 -0.0227 0.8551
AIDS)

Knowledge of AIDS (0.1514) (0.0282) (1.1634)
(Ref: no knowledge of AIDS) 0.1399 0.0214 1.1501
Number of Living Children -0.6548*** -0.0975 0.5196
(Ref: no children)

Age in 5- year groups 0.0131 0.0000 , 1.0131
(Ref: 15-19 age group) _ -

Marital Status 0.1833 0.0000 1.2012
(Ref: never married)

( ) without background variables - with background variables included
Chi-square model: 60.276 df = 4 Chi-square model: 86.919 df =7
PAC : 96.66 % PAC : 96.66 % :
* * * Significant p <0.001 * * * Significant p <0.001

* Significant p < 0.05 . * Significant p < 0.05
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4.3.2.2 Factors affecting ‘Only one sex partner’ practice -

As shown in Table 10, all the predictor variables reliably predicted having only one
sex partner to avoid AIDS (p < 0.001). The coefficient and partial correlation for
each of these predictors showed that as a woman’s knowledge of AIDS increases, so
does the likelihood that she will have only one sex partner increase; as participation in
decision-making increases, the likelihood of only one sex partner increases; as socio-
economic power increases the likelihood of only one sex partner increases; and as
perceived self-risk to HIV increases, the likelihood of one sex partner increases.
Taking into consideration the other predictor variables, the estimated odds of having
only one sex partner is 1.43 times greater for a woman with AIDS knowledge, than
for a woman without AIDS knowledge. The estimated odds of having only one sex
partner is 1.26 times greater for a woman who participates in decision-making, than
for a woman who does not, while keeping all the other predictor variables constant.
For a woman who has socio-economic power, her odds of having only one sex partner
are 1.30 times greater than that of the woman who does not. Considering the other
predictor variables, the odds of a woman who perceives herself being at risk and
having only one sex partner, are 1.48 times greater than that of a woman who does not
perceive herself being at risk.

On including the background variables in the model, all the predictor variables still
reliably predicted having only one sex partner as a means to avoid AIDS. The general
trends in the association between the respective predictors and the outcome were
maintained. Table 10 shows that compared to a woman who does not have any of the
qualities of the predictors variables, for AIDS knowledge, the estimated odds of

having only one sex partner is 1.43 times greater; for decision-making participation
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the estimated odds of having only one sex partner is 1.11 times greater; for socio-
economic power, the estimated odds of having only one sex partner is 1.33 times
greater; and for perceived self-risk, the estimated odds of having only one sex partner
is 1.38 times greater.

A test of the model with the predictor variables against a constant-only model was
statistically significant, x* (4, N = 5,510) = 171.839, p < 0.001. Prediction success
was good, with a PAC of 88.84 %. The characteristics of the model with the
background variables included, are shown in Table 10.

Table 10. Logistic regression coefficients, partial correlation and odds ratios for the
model of 'only one sex partner' to avoid AIDS

Variables Coefficients R Odds Ratios
Decision-making participation  (0.2370)*** (0.0794) (1.2674)
(Ref: no decision-making 0.1098* 0.0222 1.1160
participation)

Socio-economic Power (0.2690)*** (0.0936) (1.3086)
(Ref: no socio-economic 0.2878*** 0.0992 - 1.3335
power)

Perceived self-risk to AIDS (0.3964)*** (0.0659) (1.4865)
(Ref: no perceived self-risk to 0.3240* 0.0512 1.3826
AIDS)

Knowledge of AIDS (0.3586)*** (0.1085) (1.4314)
(Ref: no knowledge of AIDS) 0.3613%** 0.1089 1.4351¢
Number of Living Children -0.0940 6.0000 0.9103
(Ref: no children) "

Age in 5- year groups 0.3115 0.0197 1.3655
(Ref: 15-19 age group)

Marital Status 0.4327* 0.0345 1.5414
(Ref: never married)

( ) without background variables with background variables included
Chi-square model: 171.839 df =4 Chi-square model: 190.593 df =7
PAC : 88.84 % - PAC:88.84%

* Significant p <0.05 * * * Significant p < 0.001
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4.3.2.3 Factors affecting ‘Started using condom’ practice

As shown in Table 11 all the predictor variables were significant in predicting use of
condom as a means to avoid AIDS. Partial correlations and the coefficients shows
that as each of the predictor variables increases, so does the likelihood of using a
condom increase.

The odds of starting to use a condom for women with knowledge of AIDS are 1.44
times greater than that of women without the knowledge. For women who are
involved in the decision-making process, their odds are 1.16 times greater than those
of women who do not take any part in decision-making. The odds of starting to use a
condom for women with socio-economic power are 1.25 times greater than that of
women without the socio-economic power. For women who perceive themselves
being at risk, their odds are 1.80 times greater than those of women who do not see
themselves at risk to infection.

When the background variables were included in the model, all the predictors had a
significant relationship with the outcome, with the exception of participation in
decision-making. As shown in Table 11, while holding constant all the other
variables, the odds of starting to use a con(iom for a woman with AIDS knowledge is
1.43 times greater than that of a woman without AIDS knowledge. The odds of
starting to use a condom, for a woman with socio-economic power are 1.24 times
greater than that of a woman without socio-economic power. The odds of starting to
use a condom, for a woman who sees herself at risk are 1.65 times greater than that of
a woman who does not see herself at risk.

A test of the model with the predictor variables against a constant-only model was-

statistically s'igniﬁcant, X (4, N =5,510) = 75.44, p < 0.001. Prediction success was
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high, with a PAC of 95.37 %. The characteristics of the model with the background

variables included, are shown in Table 11.

Table 11. Logistic regression coefficients, partial correlation and odds ratios for the

model of 'started using condom' to avoid AIDS

Variables Coefficients R Odds Ratios

Decision-making participation (0.1567)* (0.0394) (1.1696)

(Ref: no decision-making 0.0773 0.0000 1.0804

participation)

Socio-economic Power (0.2287)** (0.0692) (1.2570)

(Ref: no socio-economic 0.2207** 0.0650 1.2469

power)

Perceived self-risk to AIDS (0.5917)%*x (0.0868) (1.8071)

(Ref: no perceived self-risk to 0.5043%** 0.0709 1.6558

AIDS)

Knowledge of AIDS (0.3649)*** (0.0980) (1.4403)

(Ref: no knowledge of AIDS) 0.3632*** 0.0979 1.4379
I

Number of Living Children 0.7015* 0.0551 2.0168

(Ref: no children)

Age in 5- year groups 0.8218* 0.0602 2.2746

(Ref: 15-19 age group)

Marital Status -0.8174* -0.0766 0.4416

Ref: never married)

( ) without background variables
Chi-square model: 75.435 df=4
PAC:9537%
* * * Significant p < 0.001
* *  Significant p < 0.01

*  Significant p <0.05

with background variables included

Chi-square model: 104.805 df =7
PAC:9537%
* * * Significant p < 0.001
* * Significant p <0.01
*  Significant p < 0.05
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4.3.2.4  Factors affecting ‘Reduced partners’ practice

As shown in table 12, with the exception of knowledge of AIDS all the predictor
variables had a relationship with the odds of reducing the number of partners

(» < 0.05). Partial correlation and the coefficient showed that as a woman’s
participation in decision-making increases, the likelihood of reducing the number of
sexual partners decreases.

As socio-economic power and perceived self-risk increase, the likelihood of reducing
the number of partners decreases. |

The odds of reducing the number of partners for a woman who participates in the
decision-making process decrease by 0.82 times for each one unit of increase in
decision-making involvement. The odds of reducing partners for a woman with
socio-economic power are 1.23 times greater than those of a woman without socio-
economic power. The odds of reducing partners for a woman who sees herself at risk
are 1.57 times greater than those of a woman who does not think she is at risk.

When taking into considerationb the background variables, only perceived self-risk to
HIV, reliably predicted reducing the number of partners. With increased perceived
self-risk, the likelihood of reducing partners also increased. Holding éll the other
variables constant, the odds of reducing partners is 1.61 times greater for a woman

who sees herself at risk than for a woman who does not.

A test of the model with the predictor variables against a constant-only model was
statistically significant, x> (4, N =5,510) = 12.969, p < 0.05. Prediction success was
high, with 98.20 % of the sample correctly predicted. The characteristics of the

model with the background variables included, are shown in table 12.
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Table 12. Logistic regression coefficients, partial correlation and odds ratios for the
model of 'reducing partners' to avoid AIDS

Variables Coefficients R Odds Ratios
Decision-making participation (-0.1958)* (-0.0398) (0.8222)
(Ref: no decision-making -0.1194 0.0000 0.8875
participation)

Socio-economic Power (0.2086)* (0.0426) (1.2320)
(Ref: no socio-economic 0.1759 0.0238 1.1923
power)

Perceived self-risk to AIDS (0.4559)* (0.0500) (1.5776)
(Ref: no perceived self-risk to 0.4817* 0.0524 1.6189
AIDS) :

Knowledge of AIDS (0.1285) (0.0000) (1.1372)
(Ref: no knowledge of AIDS) 0.1265 0.000 1.1348
Number of Living Children -0.0222 0.0000 0.9780
(Ref: no children)

Age in 5- year groups 0.2769 0.0000 1.3190
(Ref: 15-19 age group)

Marital Status _ -0.4760 0.0000 0.6213
(Ref: never married)

( ) without background variables
Chi-square model: 12.969 df = 4
PAC:98.20 %

*  Significant p <0.05

with background variables included
Chi-square model: 15.441 df =7
PAC :98.20 %
*  Significant p < 0.05
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CHAPTER FIVE
CONCLUSION AND DISCUSSION
In this chapter, the conclusion section primarily focuses on each of the independent
variables and safe sex practice, combining the pertinent aspects from 1988 and 1994,
for each pair of variables. The discussion section then examines the actual

implications of the findings as reported in this study.

5.1 CONCLUSION

S.1.1 Socio-economic Power and Safe Sex Practice

Socio-economic power in 1988 and 1994 was found to be a good predictor of the odds
of doing something to avoid AIDS and the odds of all the safe sex practices being
adopted, respectively. Thus the hypothesis that safe sex practice is related to socio-
economic power is supported. This finding on the relevance of socio-economic power
is similar to what has been reported elsewhere. Orubuyole et al, 1993 (cited in David,
1997) found that the Yoruba women of Nigeria could refuse sex in several instances
and even divorce the husband if they wished, because these womeﬁ monopolised
trade, were entitled to the farm prqduce they hglped grow and they managed their own
separate budgets.

When looking at the fact that in 1994, 5 % of the total sample had no socio-economic
power, while 76.1 % had received some formal education and were currently

working, it is plausible to conclude that the practice of safe sex had somewhat
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increased from what had been reported in 1988 (54.4 % of the women who did

nothing to avoid AIDS had none to minimal levels of socioeconomic power).

In addition to this, in view of the fact that about 84 % of the 1988 sample reported not
doing anything to avoid AIDS and this portion of the sample had a high risk profile, it
would seem therefore that safe sexual practices as reported around 1988, were not

widely practiced.

5.1.2 AIDS Knowledge and Safe Sex Practice

It seems that by 1994 there was a wider coverage of the country in terms of AIDS
information dissemination, despite the fact that for both samples (1988 and 1995)
almost two thirds of the women came from the rural areas. Rural areas typically
would not be well reached by infbrmation and this could be a factor applicable to the
1988 sample, interviewed three years after the first diagnosed AIDS case in
Zimbabwe.

However, in the 1994 sample almost all the women had heard of AIDS and had at
least one source of AIDS information. Relating this aspect to the fact that AIDS
knowledge in 1994 had a relationship with the odds of using a condom and having
only one sex partner, it is also interesting to note that in 1988 despite having the same
levels of knowledge women who did not stay with one partner tended to be more than
those who did. This could be due to the AIDS messages in 1988 that did not stress
monogamy in non-commercial sex, as Vos (1994) cited in Mbizvo et al, 1997, reports.
Another aspect of interest is that in 1988, at higher levels of knowledge there was a

reversal of positions, wherein the number of women who used the condom became
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comparatively higher than the women who did not use the condom. All these
observations seem to lend support to the hypothesis that with increased knowledge of
HIV/AIDS, safe sex practice increased in Zimbabwe, particularly in the use of
condom and staying with one partner. This conclusion is also in keeping with
Caldwell’s (1995) contention that (cited in Pool et al,1996) the behaviour change seen
in most African countries had been in the increase of use of condoms. Ford et al
(1993) findings in their study of male sex workers in Bali, Indonesia, also support the
hypothesis in that, the male sex workers had limited knowledge of AIDS and engaged
in highly risky sexual behaviours. Ntozi et al (1997) also document similar findings
on the relationship between knowledge and safe sex and they make a valid comment
that, from the already reported studies in Uganda, the knowledge levels did not

initially induce proportional increase in behaviour change.

5.1.3 Perceived Self-risk and Safe Sex Practice

In the 1994 sample perceived self-risk was positively associated with the odds of
reducing partners, starting to use condoms and having one sexual partner. The
hypothesis that perceived self-risk to HIV infection motivates safe sex practice, is
therefore supported, however with the exception to stopping all sex. By 1994, AIDS
in Zimbabwe had generalised to the population as a whole (Mbizvo et él, 1997), and
this may have helped people to realistically estimate their risk and take steps to
address this risk. This hypothesis is also supported in the 1988 resuits, wherein

39.5 % of the women did not do anything to avoid AIDS because they felt they were

not at risk.
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5.1.4 Gender Relations and Safe Sex Practice

Decision-making participation, which was used as proxy for measuring gender
relations, was only significantly related with the odds of having one sex partner even
after controlling for the effects of all the other variables. However, compared to the
practice of using a condom, decision-making participation became insignificant when
controlling for all other variables. This shows the difficulty faced by women in
negotiating for preventive practices that require the co-operation of the partner. At
the time of the survey in 1994, there was still stigma associated with condom use and
as such bringing up the issue of condom use in private while it had not been societally
sanctioned would have been difficult for the woman, regardless of the level of her
participation in the decision making process. This finding seems to also support the
- contention that prevention methods that are under the full control of women, without
jeopardisizing her health or her social relationships, are urgently needed. These

methods would also enable a realistic assessment of safe sex practice in women.

As with all the other predictor_s, it found that for stopping all sex, the odds for a
woman who participates in the decision-making process of the household, are not
significantly different from a woman who does not participate in the decision process
This could be related to the fear of loosing one’s husband or partner to other women,
on the basis of the cultural view that men are natural sex predators. Therefore
stopping all sex would not be a viable thion, no matter how much the woman is part
‘ of the decision-making process of the household. Several other studies in Africa have

found this to be the case. For example, ina study done in Ghana (Awusabo-Asare,
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1993, cited in David, 1997), women without formal education reported that they had
no right to refuse sex to an unfaithful husband and the men also felt the same way.
After the effects of number of children, age and marital status were taken into
account, the odds of stopping all sex for a woman who is involved in the decision-
making process improved from 0.62 to 0.75 times. This again suggests that stopping
all sex in a relationship is not easily feasible, but it may be possible when the desired
number of children or older age is reached. For example a study by McMaster et al
(1997) on menopausal women in Zimbabwe suggested that sexual activity decreased
with onset of menopause due to some cultural beliefs about the function of
menstruation being to remove the semen from a woman’s body. Gregson et al (1998)
mention that traditional religion in Zimbabwe states that dying without having
children prevents one from becoming an ancestral spirit. Botﬁ these types of beliefs
have implication for HIV infection.

For the preventive measure of partner reduction, involvement is decision-making was
insi‘gniﬁcan.t.‘ This could be related to the fact that multiple partners fulfil different
needs of the woman, as found by Lagarde et al (1996) in their study of rural women in
Southern Senegal, wherein material needs motivated their involvement in casual sex.
It seems therefore that the hypothesis, safe sex practice is related to gender relations,

is supported in as far as having only one sex partner.

5.1.5 Age at First Sexual Intercourse aﬁd Safe Sex Practice
The average age at first sexual intercourse for those women who had had sex and
correctly remembered their age at first sex, rose from 16 years in 1988 to 17 years in

1994, while the average age at first marriage remained at 18 years for both 1988 and
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1994. The rising age at first sexual inception is indicative of changing sexual
practices. Asiimwe-Okiror et al (1997) in their study of young pregnant women in
urban Uganda, conclude that the two year delay in onset of sexual intercourse could
be one of the reasons for the declining trends in HIV among pregnant women

attending antenatal clinics.

5.1.6 Conclusion

Overall, relating all the findings of this study to criticisms of the behaviour change
models, it appears that sexual practice is based on individual and community
understanding, as already pointed out by Moatti et al (2000). An individual’s socio-
economic circumstances and socio-cultural norms on how sexual relations should be
and for what purpose, all play a role on what sexual practices are adopted.

Being female, with all its accompanying roles and responsibilities also determines
how effectively certain safe sex patterns can be practiced, despite the AIDS
knowledge and perceived self risk to infection. For example, gender relations was
only significantly related with the practice of having only one sex partner, something
which is societaly expected of women in the first place. With the other sexual
practices such as condom use, that can better guarantee the woman’s safety, gender
relations was insignificant. This also shows that female involvement in other areas of
the household decision-making can be accepted, but when it comes to sexual issues,
that is the domain of the male spouse or partne:;, especially if the woman doe.s not

have socio-economic power.
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5.2 DISCUSSION

5.2.1 Introduction

One of the controversies concerning the AIDS epidemic relates to the issue of
whether safe sex practice has been taking place in the developing world regions such
the Sub-Saharan region, especially in view of the rising epidemic levels. Preston-
Whyte (1999) asserts that single studies show little consistency in terms of sexual
behaviours taking place in an area. Ntozi et al (1997) highlight a number of studies in
other African countries, in which.the under-reaction of the public in avoiding the
dangers of AIDS have been reported. It is from within this background that this study
focused on Zimbabwe, one of the leading HIV/AIDS countries in Southern Africa, by
looking at the safe sex practices reported from two nationwide surveys carried out at

different points in time.

5.2.2 Main Findings

One of the main findings of this study is that, generally, the practice of safe sex

increased between 1988 and 1994 in Zimbabwe, although at an obviously lower rate

than that of infection, as shown by the documented rising incidence levels (Ministry

of Health and Child Welfare, Zimbabwe (1998) report). In particular, changes can be

said to have occurred in the safe sex practices of use of condom and staying with one

partner. However, it is not possible to quantify this increase in safe sex practice due to

a number of reasons related to the gvolution of the data source of this ‘st‘udy, the
ZDHS. For instance, the non-similarity‘of questions in the two data sets in terms of

scope, wording, content and whether the question was asked, made it impossible to
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observe quantifiable sexual practice trends from the early years of the epidemic to the
later years.

Socio-economic power was found to be a good predictor of safe sex practice. Gender
relations was found to be significantly related with practices that fit into the woman’s
socially defined role (one sex partner) and was insignificant with practices that require

her partner’s co-operation (condom use).

3.2.3  Usefulness of the Findings

The study has served the valuable purpose of highlighting some of the important
factors and their complex interactions in facilitating or hindering safe sex_practice.
For example, despite the fact that the hypothesis on knowledge and increased safe sex
practice was supported it is important to be cognisant of the fact that other studies on
self -reported sex behaviour have shown men to over-report and women to under-
report on their sexual partners. In addition, women may have a smaller number of
partners, but their partners may have several others, thereby perpetuating the infection
rate. For example, in the 1994 sample, of the 1,377 women who saw themselves at
moderate to great risk of infection, 87.3 % had only one sex partner; 88.4 % had
started to use the condom with their partner; 96.4 % stopped all sex and 81.8 %
reduced partners. These women could have seen themselves being at risk and then
started practicing safe sex or while they were practicing safe sex they still felt at risk.
Therefore such an identification of factors and how they possibly interact in the
Zimbabwean context should serve to reinforce prevention efforts that are already
being implemented. For example, efforts such as those strengthening gendered

information dissemination campaigns, addressing the risk concerns of women and
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men, advocating for women micro-enterprises and normalising the use of condoms for
all kinds of sexual encounters, for both men and women.

Another important lesson that can be learnt from this study is of the dangers of
unequal treatment of the rural areas compared to the urban areas. In this instance, it
can be seen that at the beginning of the epidemic the rural areas were lagging behind
in terms of information. With the epidemic having generalised to the wider
population, the rural areas are now very much in the forefront of dealing with the
disease. Many terminally ill people in Zimbabwe prefer to await their deaths in the
rural homes, while a number of those who die in the urban areas also prefer to be
buried in their rural homes. | The growing number of orphans means that people in the
rural areas also haVe to be involved in their care. As such, any innovative prevention
initiatives, such as the recently launched (in 1999) voluntary counselling and testing
centres, should encompass the rural areas as well.

The importance of the occupation environment as another venue for information
dissemination, is an aspect recognised by current prevention efforts in Zimbabwe
through the AIDS in the workplace campaigns. Future research can be done to
compare safe sex practices among different occupations, as a way of assessing AIDS

prevention coverage.

5.2.4 Contextually appropriate Safe Sex Practices

On the issue of types of safe sex practices, for a number reasons amongst which are
traditional and cultural beliefs, stopping all sex does not seem to be a commonly
accepted practice. For example, inspite of the possibility of infection, cultural norm

still demands that a couple have at least one child or some menopausal women may
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refuse sex with their husbands, with the risk that the partner then looks elsewhere for
sex. Therefore, for the younger women of child bearing age the option of AZT, which
is currently being piloted in Zimbabwe, and neverapine, should become a reality
sooner than later. For the menopausal women, in a study on Zimbabwean women by
McMaster et al (1997), some women reported already using a condom so as to
maintain sexual relationships while simultaneously preventing the semen entering the
uterus. This is an aspect that should be capitalised upon by prevention efforts, which
really have not specifically focused on the sexual needs of people beyond
reproductive age. Besides this age group, momentum on making the condom
acceptable to all age groups and sexes in the community and for all kinds for sexual
encounters, must be maintained. Having only one sex partner and reducing number of

sexual partners should also be encouraged for both men and women.

5.2.5 Tracking the Development of the Epidemic and Interventioh Efforts

Finally, as also observed in the Draft National AIDS Programmes Guide, 1999, this
study highlights the importance of good and effective systems for tracking health
developments, especially for a long lasting epidemic such as HIV/AIDS. Without
well thought out data collection tools and mechanisms, which take into account the
current circumstances and also enable a comparison with the past situations, it would
always be difficult to a;sess and validate trends of direction and impact of the
epidemic and intervention efforts, on a nationwide scale. For example this study has
shown the importance of similarity of questions, the availability of context sensitive
questions for ‘instance on gender dynamics and cultural influences. It is also

important to track the impact of significant behaviour influential events such as, the
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first diagnosis of AIDS in the country, the first public disclosures of being HIV

positive, government declared and undeclared policies on HIV/AIDS and open

promotions of VCT. These influential events and how they shape the people’s
reactions to the epidemic are an integral part to understanding the ultimate sexual
practices that are adopted.

5.2.6 Summary of Recommendations

There should be continued consideration and action on the policy implications

highlighted by the study:

- In view of the complex interactions with the woman’s environment, of the
factors which hinder or facilitate safe sex practice, the Government and the
Non-Governmental Organisations (NGOs) should strengthen gendered
information dissemination, create conducive environment for women’s micro-
enterprises, and make available and promote both male and female condoms.

- There should be equal development of prevention initiatives in both rural and
urban areas.

- Since not all safe sex practices are feasible due to a variety of reasons, condom
use and staying with one partner should be encouraged, as well as ensuring
availability of other HIV preventive measures such as I) drugs to reduce
mother-to-child-transmission ii) and accessibility of VCT services.

- Tracking of significant behaviour influential events should be carried out, as
these are integral to understanding sex practices going on in the community.

- Future researches should also share same questions and areas of focus as past
researches, so as to enable comparison and validation of trends of the

epidemic and intervention efforts.
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1988 AIDS Questionnaire

NO. QUESTIONS AND FILTERS COOING CATEGORIES s‘{;}.
7
519 Now | have a few questions about a very important topic. | YES...iiiiiiieniiiiiiiaan, 1
Have you ever heard of an illness called A10S?
. . . . NO..... Ceesnten et ettt etatee e 2—5>601
S Lye zvino ndinemibvunzo mishoma shome yakakoshs chaizvo.
Matimabonzwa nexvechirwere chinonzi A10S?
N Khathesi ngilombuzo emilutshwana mayeiana tendaba eqska-
thekileyo kakhutukazi. Sewake wezwa yini ngomkhuhlane
okuthiwa yi "AIDS“?
) SEX WITH A PERSON WITH AlDS..... 1
vs20 Please tell me all the ways that a person can get AIDS/ SEX WITH A PROSTITUTE........... 1
HIV infection. Any other ways? MANY SEX PARTNERS............... 1
HOMESEXUAL SEX.................. 1
S Munganditaurirewo here nzira dzose idzo munhu angabate TOUCHING A PERSON WITH AIDS..... 1
nadzo chiwere cheAlDS/HIV? Pane dzimwe here? SHARING UTENSILS WITK A PWA..... 1
i 8LOCO TRANSFUSION...............1
N Ngicela ungitshele indlela zonke ezingenza umuntu sbanj-] BEING BORN TO A WOMAN WITH AIDS. 1
we ngumkhuhlane we “A1DS" kumbe i“HIV". Ezinye ke? DONATING BLOOO. . covuennnnna.a...
HOSQUITO BITES........cuvuunn... 1
CIRCLE ALL WAYS MENTIONED. INJECTION WITH A DIRTY NEEDLE...1
OTHER . A
f OTHER 1
(SPECIFY)
U AR 1
. S N YES KO
v 521 Have you heard HMatimambonzwa he- Sewake wezwa yini
about AIDS on the re nezve AIDS pa  ngomkhuhlane oku-
thiwa yi A10S?
Radio? Radio? KuRadio? RADIO. . iviiiiininnnnnnnana.d 2
from a8 health Kubva kunevasha- Kuabezempilo aba-
worker? ndi vezve utano? hambela izigaba? HEALTH WORKER......0v00i0eun..t 2
In the newspaper? Mupepanhau? Kuphephandaba? NEWSPAPER. ....cvvveviiaann., 12
On a pamphlet or Patumapepa kana Emabhukwaneni kunm-
poster? mapepa akana- be emagwalibeni
mirua pamsdhuri? snanyathiselwa em-
: idhulini (posters) PAMPHLET/POSTER............. 1 2
Any other ways? Pane kumwe here Enye ke? OTHER 1 2
kwamakazvinzwa? (SPECIFY)
. GO TO NANGA...cocninnnanaannnan. 1
V522 | What should a person with AIDS do for treatment? Any- GO TO HOSPITAL..uvuiuveraacannanat
thing else? GO TO CLINIC...cvniiriniana...d
S Munhu ane AIDS angaita seyi kuti arapwe? Pane zvimwe D0 NOTHENG. .coeeieennnacannoansal
here? TAKE HERBS...cicivnvrncncnnnnans 1
N Umuntu ole"A10S* angenzani ukuze elatshue? Okunye ke? . OTHER A
(SPECIFY)
CIRCLE ALL THINGS MENTIONED. DKicecacncesvsasnnsecsccaacans .l
. YES.eeoeeeseaasvansasasanscacanal
Js23 Is there a cure for AIDS? uo....g
OKiveesnueoanasancann tesesenaenn
H AIDS inorapika here?
N I"AI0S" iyelapheka yini?
; YES KO 0K
v 524 If a person has AlDS, is it slright for them to:
Continue to go to school? GO TO SCHOOL. cuesvaveaaal 2 8
8e permitted in public places? 8E IN PUBLIC...c0ccu0eed 2 8
Donate blood? OONATE BLOO0...cvueuannn 1 2 8
8e quarantined (isolated)? BE QUARANTINED ... c00...1 2 8
S Kana munhu aine AIDS anga rembe achienda kuchikoro here?
Angabvumirua panzvimbo dzinosangans vanhu vakawands
here?
Anocbvumirwa kupa ropa here?
Anga iswa mumba make ega here?
N Nxa umuntu elomkhuhlane we ¥AIDS*:
. Angaqubeka esiya esikolo na?
Angavunyelua ukuhlangana labanye abantu na?
Angspha igazi na?
Kumbe angahlaliswa yeduwa na?
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1988 AIDS Questionnaire (Cont.)
SKiP
NO. QUESTIONS AND FILTERS COOING CATEGORIES 10
525 | CHECK 510: EVER HAD INTERCOURSE?
YES OR 510 NEVER WAD L1 »609
NOT ASKED SEX l
v
526 Have you done anything to avoid getting A1DS? YES.voeeooarasoancacacans R 1
L 2 >528
S Pane zvamakamboita here kudzivirira chirwere che A10S?
L Usuke wenza umzanc wokwenqabela ukubsnjwa ngumkhuhlane
othiwa yi A10S?
. USED COMOOMS . ocoeevecvccanccncns 1
527 what have you done? Anything else? STAY WITH ONE PARTNER........... 1
AVOID MULTIPLE PARTNERS......... 1 >601
CIRCLE EVERYTHING MENTIONED. AVOID BARS....ccicevcnccnsaasas.t
TAKE HERBS...cvvveccncnnnananasal
S Chif chamakaita? Pane zvimwe here? OTHER .1
OTHER ]
N Wenzani? Okunye ke? (SPECIFY) t
528 why not? Af;Y other reasons? HOT AT RISK.cuveeienannneennnasd
NOT MAVING SEX...veececvcccans ..
CIRCLE EVERYTHING MENTIONED. ALREADY USING CONOOMS...........1
CANNOT AVOID AIDS......cuvvaaasd
S Makaregererei? OTHER A
OTHER A
] Wekelelani? (SPECIFY)
DKeceoeoscnsesssnasnacsccanaceccs 1
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1994 AIDS Questionnaire
SECTION S. AIDS AND SEXUALLY TRANSMITTED DISEASES

QUESTIONS AND FILTERS CODING CATEGORIES sSKip
501 Have you heard about diseases that can be transmitted YES.cccaacosascasasnaanacnccnaanas 1 ]
through sex? e 2 ——514
: SYPHILIS ceeavecceacensacoasacanee A
502 thich diseases have you heard sbout? GONORRHEA . v oeecnccscacnncasananss 8

CHECK 210:

AIDS/HIV INFECTION.....ccvuvuvaessC
GENITAL WARTS / CONDYLOMATA..... ..D

CHANCROID.cocevecconnccccncncacann €

OTHER U]

RECORD ALL RESPONSES i OTHER X
(SPECIFY)

DKeoooooscosacuoccaasancsaccn vesesl

v

504 | Ouring the last 12 months, did you have any of these YES.neenneansencsensnnnsansancanss 1
diseases? NO..ceeaceancosnccavascsssssscansal
DKeeecososnscscacsssasccsnsance cses 513
SYPHILIS......ccee tecssecenens PR ¥
505 which? GONORRHEA .. cccavacossssconncasccas 8
. AIDS/HIV INFECTION...ccavceecnnn. .C
GENITAL WARTS / CONDYLOMATA....... D
CHANCROID..cccvscoscnncnccscscnceas 3
OTHER W
RECORD ALL RESPONSES OTHER X
(SPECIFY)
DON'T KNOW.cevcoesceacosccescanse .ol
506 during the last 12 months, did you have : YES.eececaccssasecsascnscocsanns ..1
a discharge from your penis? NO..coeuenae ceeececacecesnceas ]
DOK.cceoscosoassnsacesen vesaanseces 8
507 | Ouring the last 12 months, did you have YES.esaaneaeanncssessnsasassnsancal
a sore or ulcer on your penis? NO.eeuveccscaceasasasscsnssassansnssld
DK.cecosnsonsoascossscace PR -
508 when you had the most recent episode of (DISEASE FROM 50S, ADVICE /TREATMENT...0cveoeaceacassld
506, S507) did you seek advice or treatment?
SELF TREATMENT..ccccvvveccne ceaees Zl
. DID NOT DO ANYTHING.....evvueoaass3 510
509 vhere did you seek advice or treatment? PUBLIC SECTOR
. CENTRAL HOSPITAL....ccvceccens PR Y
PROVINCIAL HOSPITAL...ccovecess .B
DISTRICT/RURAL HOSPITAL....cc.sC
RURAL MEALTH CENTRE......ccccn- .0
. RURAL/MUNICIPAL CLINIC.........- E
VILLAGE COMMUNITY WORKER........f
OTHER PUBLIC SECTOR.............G
(specify)
MISSION MOSPITAL/CLINIC............H
Any other place or person? PRIVATE MEDICAL SECTOR
) PRIVATE HOSPITAL/CLINIC...c.....1
RECORD ALL MENTIONED PHARMACY cccvencccococcvanaacans .J
PRIVATE DOCTOR..eecevcacncanasssK
VILLAGE COMMUNITY WORKER........ L
OTHER MED. PRIVATE SECTOR...... M
' (specify)
OTHER PRIVATE SECTOR
GHOP . eeeaccoscscaanncnacaccnans N
RELATIVES/FRIENDS....ccaceneen .e0
TRADITIONAL HEALER.....cccece--- P
OTHER X
(specify)
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510 When you hed (DISEASE of 505, 506, 507) did you advise your £ - PR |
partner to seek treatment? NOocoeooorenonenveoccnsannenaeenaad
51 When you had (DISEASE of 505, 506, 507) did you do YES.eaeeiecennnnnncacennnnnnannnnn 1]
something not to infect your partner? NO.cecoacaasenoneecacasaacacannaaal
PARTNER ALREADY INFECTED..... ceene $13
512 | What did you do?

514

RECORD ALL MENTIONED
SEE QUESTION 502
DID NOT MENTION

SAIDS!

v
Hiave you ever heard of an illness called AIDS?

MENTIONED *AIDS'
C

NO SEXUAL INTERCOURSE............. A
USED CONDOMS..cceecrracenasaaasesaB
RECEIVED MEDICAL TREAMENT.........C
OTHER X
(SPECIFY)

VES.oieeeecanvosancacasacancancan .1
, NO.ceoeveoccncscuaccaacansss ceeeas 2—531
515 from which sources of information have you learned most 7T { o A
about AIDS? TVeeeeaeeneeeeacacaconcacaanccnaen B
NEWSPAPERS/MAGAZINES...ceevvnnnn.. c
PAMPLETS/POSTERS e cevvvvccccannannn [}
Any other sources? HEALTH WORKERS..ccconinnnnnnnnn.. E
HOSQUES/CHURCHES . oo v eececannnnn. F
SCHOOLS/TEACHERS 0 veccenavacancsen G
RECORD ALL MENTIONED COMMUNITY MEETINGS................ H
FRIENDS/RELATIVES....ccvnvnnanen. 1
WORK PLACE...ccoveecceaccancnenans J
OTHER..... "X
(SPECIFY)
516 How can a person get the AIDS virus? SEXUAL INTERCOURSE....cccvvanaaann A
SEX WITH PROSTITUTES...cvccvneennn 8
HOMOSEXUAL CONTACT......ccvvnennn. C
SEXUAL INTERCOURSE WITH
MULTIPLE PARTNERS .. veccnnnennnnn D
Any other ways? BLOOD TRANSFUSION.........c..u.... €
INJECTIONS. . ceveceocancccnncacanas F
RECORD ALL MENTIONED KISSING.cecvetescncnncanas [ G
MOSQUITO BITES...icvnennnannecnnns H
OTHER * W
(SPECIFY)
OTHER X
(SPECIFY)
DKeveooresasosoaaneascancacaccanns z
517 Is there anything a person can do to avoid getting the AIDS VES . ueeceeerancesscacaannccaaanana 1 ]
virus? NO.coceencnnncannn ceveccncsaces -2
DKeeoauncanoancnessscancaasancoans 8:—0521
518 What can a person do to avoid getting the AIDS virus? SAFE SEX.ceenceccnsncecacacancannn A
ABSTAIN FROM SEX...cvcecnvncanacas 8
USE CONDOMS DURING SEX......ccccun [
AVOID MULTIPLE SEX PARTNERS....... 0
. AVOID SEX WITH PROSTITUTES........ E
Any other ways? AVOID SEX WITH HOMOSEXUALS........ F
AVOID BLOOD TRANSFUSIONS.......... G
. AVOID INJECTIONS.....ccveuiiananes H
RECORD ALL MENTIONED AVOID KISSING.eoecrceeeaacnaasaass 1
AVOID MOSQUITO BITES....cveveanann J
SEEK PROTECTION FROM
FROM TRADITIONAL HEALER.......... K
OTHER . Y]
' (SPECIFY)
OTHER X
(SPECIFY)
DKiveoaeaacensonaseeacacacaacnnnnn z
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CODING CATEGORIES

DID NOT MENTION

MENTIONED SAFE SEX

SAFE SEX

v
520 | what does “safe sex™ mean to you? ABSTAIN FROM SEX..ccareeuceaaaasseA
USE CONDOMS DURING SEXeeeeeceaassaB
AVOID MULTIPLE SEX PARTNERS.......C
AVOID SEX WITH PROSTITUTES........D
RECORD ALL MENTIONED AVO1D SEX WITH HOMOSEXUALS........E
OTHER X
(SPECIFY)-
DKeceseeocosnacccaccacnaacacoane &
521 is it possible for a healthy-looking person to have ) £ = P |
the AIDS virus? NO.cecocesocoscsoncasacsscacaans el
1< Y -
522 Can AIDS be cured, or do: all persons with AIDS die from the YES, THERE IS A CURE....cccavvue..l
disease? NO, EVERYONE WITH AIDS DIES..... ..2
DKeceooccnsosncsenccoccnancecanana 8
523 Can the AIDS virus be transmitted from mother to child YES.veeoonoscnas e Beacacccsaanaes 1
during pregnancy or childbirth? HONP Y e olele e o sasaaabafonanna vecanseald
DKecevonoooocnccvosonssnsosnannnnne 8
524 Do you personally know someone who has AIDS or YES.eecaoracsenncassancccscannaa el
has died of AlDS? P 2
o 00000ack RS JUNS 1 - Y 8
525 Do you think a person who has AIDS shoutd be cared for at HOME CARE.covvecaceccnacacanna S |
home, cared for in a medical facility, or left alone to take MEDICAL FACILITY...cocveenncce veeal
care of himself/herself? LEFT ALONE....ccoecccancnconcceeasd
DKeceveavooaonsnoacasssssacsnaonna 8
526 Do you think your chances of getting the AIDS virus are NO RISK AT ALL....... eescccancnnan 1
small, moderate, great, or no risk at all? SMALL........ Y/, 2
MODERATE..eccecnascnccccccacananasd
GREAT.cccencecrccccacccscrsasaanns 41,523
527 vhy do you think that you have (NO RISK/A SMALL CHANCE) ABSTAIN FROM SEX....ccccececccceea A —
of getting the AIDS virus? USE CONDOMS DURING SEX....ccoceeee 8 —
HAVE ONLY ONE SEX PARTNER......... C —
LIMITED NUMBER OF SEX PARTNERS....D —
Any other reasons? NO HOMOSEXUAL CONTACT...cceocevaas E —
NO BLOOD TRANSFUSIONS.....ccvvessof —
NO INJECTIONS......... eeescesvaane G -
RECORD ALL MENTIONED ‘ )
OTHER X -
(SPECIFY)
DKecoooosaoncocnacaassncsancaans 2—1—+529
528 Why do you think that you have a (MODERATE/GREAT) chance DO NOY USE CONOOMS.....ccoceeeees A
of getting the AIDS virus? MULTIPLE SEX PARTNERS....ccccccaen 8
SPOUSE HAS MULTIPLE PARTNERS......C
HOMOSEXUAL CONTACT.ccceeoccccacassd
Any other reasons? HAD BLOOD TRANSFUSION.....ccccees.E
HAD INJECTIONS..ccccueeccanccaans .F
RECORD ALL MENTIONED
' OTHER X
(SPECIFY)
Dececceccssccccssccacscacacccnnasel
529 Since you heard of AIDS, have you changed your YES.cececsaascasacssssscccancnacan 1

behavior to prevent getting the AIDS virus?

[« T N tececcacrcsncccee 2 — 531
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CODING CATEGORIES

SKIP

530 What did you do? STOPPED ALL SEX.c.cuevceneceananan A

STARTED USING CONDOMS.....ccn... ..B

RESTRICTED SEX TO ONE PARTNER..... C

REDUCED NUMBER OF PARTNERS........ o]

Anything else? NO MORE HOMOSEXUAL CONTACTS.......E

Anything else? STOPPED INJECTIONS......... veeaesof

RECORD ALL MENTIONED OTHER X

(SPECIFY)

DKeencrareencnncanaceanenncas R 4

531 Some people use a condom during sexual intercourse YES.eeeeeeeoonnscanaoncanns B |
to avoid getting the AIDS virus or other sexually

transmitted diseases. Have you ever heard of this? NOuiceaanenonconancancoscacaanacans 2

533

CHECK 210:

v
Have you ever used a condom during sex to avoid
getting or transmitting diseases, such as the AIDS virus?

YES.aeetaeecaeccccasocasananan eeanl

L 2

534

Have you given or received money, gifts or favours
in return for sex at any time in the last & weeks?

YESeeeeueocncaannan teesccacnacanan 1

NOueouoaooosounosonenscocacanssaeeld
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NO. QUESTIONS AND FILTERS CODING CATEGORIES SKIp
726 | who in your household decides whether to purchase & major RESPONDENT . cvvcnenenncnnnnn. PP 3
household item, such as a radio or television? HUSBAND/PARTNER. e vocerenann... veadB
OTHER SENIOR MALE........cccc......C
RECORD ALL MENTIONED OTHER SENIOR FEMALE................D
OTHER secerccenoccceanenecnncannnn. €
NO ONE.ccencnecnnnnnvenennncnnanses F
THEN ASK:
Who has the greatest say in the final decision to make CODE OF PERSON WITH D
such a purchase? GREATEST SAY IN DECISION
727 § who in your household decides whether you should work RESPOMDENT . v eenncnnnnniiennnnna A
outside the home? HUSBAND/PARTNER . veeeernnnnnnan....B
OTHER SENIOR MALE..................C
RECORD ALL MENTIONED . OTHER SENIOR FEMALE................D
OTHER eeevcevccacocaannaans seceveask
NO ONE.ceeeeoncnncancacnnnnncanans F
THEN ASK: a
Who has the greatest say in the final decision for you to CODE OF PERSON WITH l:'
work outside the home? GREATEST SAY IN DECISION
728 | who decides how many’ children you will have? RESPONDENT ¢ ocvvncennnncnnnnnnn.. ee.A
HUSBAND/PARTNER. e ccceeveannnncaa...B
RECORD ALL MENTIONED OTHER SENIOR MALE........... seeesasl
OTHER SENIOR FEMALE................ D
OTHER ceceienenececcnnnnneanannas..E
NO ONE..ovinvenncannnnannnn.. seseesf
THEN ASK:
Who has the greatest say in deciding how many children to CODE OF PERSON WITH D
have? GREATEST SAY IN DECISION
729 | Have you tived in only one comunity or in more than one ONE COMMUNITY..ccvcnocncannneennenad |
comunity since January 19897 MORE THAN ONE COMMUNITY...... ceeeesld —T31

731

ENTER (IN COL. 4 OF CALENDAR) THE APPROPRIATE CODE FOR CURRENT COMMUNITY.

(1% MAIN TOWN, '2' OTHER URBAN, 3¢ RURAL AREA).

BEGIN IN THE MONTH OF INTERVIEW AND CONTINUE WITH ALL PRECEDING MONTHS BACK TO JAN. 1989

THEN SKIP TO

In what month and year did you move to (NAME OF COMMUNITY OF INTERVIEW)?

ENTER (IN COL. 4 OF CALENDAR) 'X* IN THE MONTH AND YEAR OF THE MOVE, AND IN SUBSEQUENT MONTHS ENTER

THE APPROPRIATE CODE FOR TYPE OF COMMUNITY (*1' MAIN TOWN,
CONTINUE PROBING FOR PREVIOUS COMMUNITIES AND RECORD MOVES

ILLUSTRATIVE QUESTIONS '
- Where did you live before.....?
+ In what month and year did you arrive there?

2t OTHER URBAN, *3' RURAL AREA).
AND TYPES OF COMMUNITIES ACCORDINGLY.

+ Is that plece in a main town, another urban area, or a rural area?

“
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Original form of

First phase of

Composite index

Second phase of re-

variable )] re-coding  (2) obtained from adding  coding for logistic
together re-coded regression eqn, based
variables in column2 o003 4)
3

Education Socio-economic Powr

No education
Primary education
Secondary educ.
Higher educ.
Employment

Yes

No

1988 AIDS Knowl

Modes of transmission
Sex with prostitute
Many sex partners
Homosexual sex
Blood transfusion
Bom to woman PWA
Sex with a PWA W
Touch a PWA

Share utensil PWA
Mosquito bites

Dirty needles
Donating blood )
Presentation of AIDS
0=DK 1=No 2=Yes
OK to go to school

OK to be in public

OK to donate blood

~

OK to be quarantined
General AIDS question
1=Yes 0=No

Heard of AIDS
Treat: hospital

Is there cure for AIDS
Treat: trad. healer
Treat: do nothing
Treat: take herbs

0

1

2

3

1

0

Maintained codes:

Yes=1

No=0

Changed codes:

1to0 0=Yes

0tol 1=No
Re-coded
2t01=Y

2t01=Y 0,lto0=
N

l1to2=N

1=Y

0=N

1to0=Y

Otol=N

E- VA S

AIDS Knowledge:

Made of 3-17 levels

0=0,noeduc &
no employment

1 =levels 1,2,3,4

0 =No Knowledge

1 = Some Knowledge

(3-17 levels)
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Sample of re-coding variables continued

Perceived self-risk

1994

No risk 0 Composite index: 0 = No risk

Small risk 1 N/A

Moderate risk 2 1 = Some risk
Great risk 3 (1-3 levels)
Marital Status

Never married 0 Composite index: 0 = never married
Currently married 1 N/A

Formerly married 2 1 = category 1, 2
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