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ABSTRACT

SOCIAL CAPITAL: THE MISSING LINK BETWEEN
HIV/AIDS KNOWLEDGE, ATTITUDES,
AND RELATED BEHAVIORS AMONG

YOUNG WOMEN IN TANZANIA

Mioara Diaconu, Ph.D.

The University of Texas at Arlington, 2008

Supervising Professor: Dr. Maria Scannapieco

The primary purpose of this study is to investigtte influence of various
social capital predictor variables (e.g., humamilg emotional, physical, economic,
community and educational social capital) on sdyuamhnsmitted infections (STI),
HIV/AIDS, sexual and risky behavior knowledge, aattitudes towards people living
with AIDS (PLA) among young people (ages 16-24)Temzania. This research also
looks at the relationship between participants’ &id HIV/AIDS knowledge and their
individual characteristics (age, sex, and educatidihe study also explores any
statistically significant differences between youwgmen’s and young men’s STI,

HIV/AIDS, sexual and risky behavior knowledge arttitades toward people living



with AIDS. The study uses a secondary data analbysis data set collected by the
Adventist Development and Relief Agency (ADRA), i@vpte volunteer organization,
through a baseline survey that was administerébdeabeginning of 2006 in Tanzania.
The data analysis consists of descriptive stasistisimple linear and multiple
regressions, and univariate analysis of variandd@XA). These statistical analyses
were performed by using the Statistical PackageSocial Sciences (SPSS). Social
capital was found to be a statistically significgaedictor for participants’ STI,
HIV/AIDS, sexual and risky behavior knowledge, aattitudes towards people living
with AIDS (PLA). Subjects enrolled in or with a seclary level of education were
found to have more knowledge regarding STI, andehavhigher level of positive
attitudes towards PLA. However, age and gender wetefound to be statistically

significant predictors.
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CHAPTER 1

INTRODUCTION

1.1 Tanzania: Demographics and Brief History

The United Republic of Tanzania was formed Apri] 2864 through the union
of two states, Tanganyika and Zanzibar. The coustlgcated in East Africa and has a
tropical climate. It is a multiparty democracy. Taeecutive branch of the Republic
consists of the president, vice-president, presidgénZanzibar, prime minister and
cabinet ministers. The Judiciary branch consisthiae divisions: the Court of Appeals
of the United Republic of Tanzania, the High Couids Mainland Tanzania and
Tanzania Zanzibar, and the Judicial Service Comamsfr Tanzania Mainland. The
educational system consists of the following: Bdsswel—pre-primary, primary, and
non-formal education; Secondary Level—ordinary aatvanced level of secondary
schooling; and Tertiary Level—programs and coutdé=red by non-higher and higher
education institutions (2 years of pre-primary eation, 7 years of primary education, 4
years of Junior Secondary (ordinary level); 2 yeairsSenior Secondary (advanced
level), and up to 3 or more years of Tertiary Ediocg. The Health Services System
has the following structure: (1) Village Health @ee, (2) Dispensary Services, (3)
Health Center Services, (4) District Hospitals, (Regional Hospitals, (6)

Referral/Consult Hospitals, and (7) Treatment Adrdaue to the fact that more than



70% of the population lives in rural areas, he#dttlities have a heavy rural emphasis.
The latest census report in 2002 estimated thatdraa has approximately 33 million,
36% of whom are living below the poverty line. (Zania, 2008a; Tanzania, 2008b;

(CIA World Factbook, 2008)

1.2 Statement of the Problem: HIV/AIDS in Sub-Sahaf\frica and Tanzania

The leading infectious disease causing deathemitrld today is considered to
be HIV/AIDS (Gaberman & Wolfe, 1999). The numberpafople newly infected with
the Human Immunodeficiency Virus (HIV) in 2007 wa$ million (1.8-4.1 million),
bringing the total number of individuals world-widiging with HIV in 2007 to 33.2
million (30.6-36.1 million), of which 15.4 milliot13.9-16.6 million) were women, and
2.5 million (2.2-2.6 million) were children undeb years of age. By the end of 2007,
50% of all adults living with HIV worldwide and 6% of all adults living with HIV in
sub-Saharan Africa were women, and youth undere2bsyof age accounted for 50% of
the new HIV infections at the global level (UNAID3007; Worldwide HIV & AIDS
Statistics, 2007). Since it was first reported @81, more than 25 million people died of
AIDS (Worldwide HIV & AIDS Statistics, 2007). As ése numbers indicate, AIDS has
become a global pandemic.

Although HIV/AIDS became a problem in Sub-Sahardrica in the late 1970s,
the first cases of HIV/AIDS were not reported innZania until 1983. In time
HIV/AIDS impacted almost all sectors of developmeks a result, in December 1999
the Tanzanian president declared HIV/AIDS a nafialsaster. In 2001, the Office of

the Prime Minister issued a National Policy on HADS, followed in 2003 by a



National Multi-Sectoral Strategic Framework on HAWDS 2-3-2007. According to
available statistics, 1.4 to 1.6 million peopleeliwith HIV in Tanzania (UNAIDS,
2007; UNICEF — Tanzania Statistics, 2008; CIA Wdtkttbook, 2007).

According to the UNAIDS 2006 AIDS Epidemic Updat&he future course of
the world’s HIV epidemic hinges in many respectsiosm behavior young people adopt
or maintain, and the contextual factors that aftbcise choices” (p. 7). At the same
time, statistics shows that women were more likelget infected with the HIV virus
than men. The purpose of this paper is to exanfieentain risk behaviors that are
contributing to the increase of HIV/AIDS infectiam young women living in Tanzania,
and to investigate whether various social capita@digtor variables such as group
adherence, religion, community, and education coufiuence attitudes toward
HIV/AIDS, sources of knowledge, and related behesridhe analysis is exploratory in
its nature, and it is based on the available litgedresearch studies.

The geographical area of Sub-Saharan Africa waseshtor this study, because
this region maintains its number one region mokgtcééd by the AIDS pandemic in the
world (UNAIDS, 2007). It is also considered to liae poorest, most underdeveloped
region in the world [that] faces by far the highate of HIV infections” (Eaton, Flisher,
& Aaro, 2003, p. 149). Although only approximatel®% of the world’s population
lives in Sub-Saharan Africa, the region is consdeto be the home of approximately
68% adults and 90% of children of the world pogalativing with HIV. The number
of adults and children living with HIV/AIDS in SuBaharan Africa increased from 20.9

million in 2001, to 22.5 million in 2007 (UNAIDS,(®7). The number of deaths due to



AIDS also increased from 1.4 million in 2001 to Iréilion in 2007, in consequence
more than 3 in four (76%) of all AIDS deaths in Z@ftcurred in this part of the world.
Due to the AIDS deaths, there are approximately frdillion (10.5-14.6) orphans in the
region. Another reason for studying this regionhis fact that, in Sub-Saharan Africa,
women are more likely than men to be infected witll (HIV/AIDS in Tanzania, n.d.;
Poverty and Human Development Report, 2005). distimated that in this region, “for
every 10 adult men living with HIV, there are abddt adult women who are infected
with the virus” (UNAIDS 2006a, p .5). Statisticsosts that across all age groups, 61%
of people living with HIV in Sub-Saharan Africa 2007 were women (UNAIDS, 2007,
Worldwide HIV & AIDS Statistics, 2007). Furthermoithe study narrowed its focus on
the country of Tanzania due to the fact that, algtothe HIV infection levels have
diminished between 1994-2005 from 8.1% to 6.5%haend of 2006 was still “one of
the most affected countries in the world” (UNAICER06a, p. 18; UNICEF — Tanzania
Statistics, 2008; World Development indicators, @0Danzania, 2008b).

The research review was prepared through a thordibgary and Internet
literature search. Some of the internet databagplred are as follows: Academic
Search Premier, ArticleFirst, Contemporary Womde&ies (CWI), ProQuest Digital
Dissertations, ECO, ERIC, PsyciInfo, Social Servisbstracts, Social Work Abstracts,
Sociological Abstracts, WorldCat, MEDLINE, CINAHUW, CINAHL Select, Health
Source: Nursing/Academic Edition, and scholar.gemgim. The following search
words were used when the searches were conductbd above databases: HIV/AIDS

& epidemiology / infection / epidemics / knowledderisk perception / stigma /



domestic violence / depression / socio-economiovey / prevention / Africa / Sub-
Saharan Africa / women / gender / education / $arapital, etc. The body of the
literature chosen for this research review focusednly on Women and HIV/AIDS,

Sub-Saharan Africa, and Social Capital. The liteatreview search incorporates
articles published between the early 1990s to thegnt.

Unfortunately, from a social capital perspectiveited research has been done
on sources of HIV/AIDS knowledge, attitudes, anlktexl behavior of women, and on
how women who tested HIV positive experience th#iress, what their coping
strategies are, and what their relationship is @t esteem. Additionally, limited
research has been done at the global level to expfoand how social support
correlates with coping. In a study among HIV pesitiwvomen with depression,
Vyavaharkar, Moneyham, Tavakoli, Phillips, Murdaudglackson and Meding (2007)
found that women who experienced satisfaction veititial support and thus with
managing HIV disease, were more likely to be takimgr HIV medication. In another
study by Turner-Cobb, Gore-Felton, Marouf, Koopm#&im, Israelski and Spiegel
(2002) researchers found that HIV positive indiaduwho were satisfied with their
interpersonal relationships and social support weoee directly engaged in managing
their illness and were more likely to better copghwit. In South Africa researchers
found that individuals experiencing AIDS relatedrdsvement used reframing as a
coping method, they sought comfort in their spaitbeliefs, and tried to maintain a
positive attitude about the future, while suppnegdheir emotions (Demmer, 2007).

Studies in Rwanda, Kenya and Mozambique showeddhel region uses different



coping strategies; in Rwanda, families losing a inento AIDS are more likely to
replace the lost labor force by adding another iamiember through marriage or by
bringing young relatives into the household, depamnan the gender or age of the
person dying (UNAIDS, 2006). Due to the limitecadability of empirical studies, the
main limiting factor of the literature review isathmore conceptual articles were found

and used in the body of this paper.

1.3 Status of Women with HIV/AIDS in Africa

Around the globe, as Fraerman (2002) points ow, rtiain victims of the
pandemic are women. Kofi A. Annan (2002), at tmeetithe secretary general of the
United Nations, stated, “today, AIDS has a womadiase” (Annan, 2002, para 4;
Fraerman, 2002; Sofia World AIDS Day Press Reled®06) These statements are
sustained by the UNAIDS/WHO statistics, which iradecthat 47% of all people living
with HIV worldwide in 2004 are women. In Sub-Satmafsrica, the number of women
living with HIV increased from 57% in 2004 to 77% 2005 of all people living with
HIV (UNAIDS, 2004, 2005a).

Research shows that usually poverty and gendes ane the most important
factors predicting an individual’s participation riisky behaviors, which in turn would
directly or indirectly influence not only their \nérability to HIV infection, but also the
level of quality of care they receive or lack thadréAs a result, Smith (2005) states:

It is no coincidence that HIV prevalence is greatethe world’s poorest and

weakest countries, for it is in these places thate is little with which to

counter the spread of the disease: Infrastructlamited in scope and poorly



maintained; health and education services are lgrassdequate; and budgets
are constrained by debt. (p. 80)
In order to stop, or at least contain, the worldnsgread of HIV/AIDS, the poverty and
gender inequality that are the basis of this faseading disease must be dealt with
without delay (United Nations Population Fund [UMYP Joint United Nations
Programme on HIV/AIDS [UNAIDS], & United Nations ®elopment Fund for

Women [UNIFEM], 2005a).

1.4 Purpose of the Study

The main goal of this dissertation study is to idgnif there exists a
relationship between social capital and participar8TI knowledge, HIV/AIDS
knowledge, risky behavior knowledge and attitudmsards people living with AIDS
(PLA). The following objectives will help achievkis$ goal:

1. Assess the level of HIV/AIDS related knowledgejtadtes, and sexual behavior
among the young people in Tanzania surveyed by ABRA “Support to
HIV/AIDS prevention through abstinence and behaelmnge for youthprogram.

2. Determine whether there is a relationship betweeamtigipants’ individual
characteristics (age, sex/gender, education) arr tHIV/AIDS knowledge,
attitudes, and related behaviors

3. Determine if social capital has any impact on tHg/AIDS knowledge, attitudes,

and related behavior of young women



CHAPTER 2

THEORETICAL PERSPECTIVE

There are numerous theoretical approaches thadl beulised as frameworks to
analyze HIV/AIDS related risk behaviors among yowgmen. Some of them are:
feminist perspective, eco-systemic perspectiveiotagical perspective, social learning
theory, social cognitive learning theory, theoryreésoned action, theory of planned
behavior, social capital theories, the culture @verty theory, theory of social
disorganization, attachment theory, dependencyyhead others.

According to Eaton et al. (2003), “HIV risk behawie influenced by factors at
three levels: within the person, within the proxiroantext (interpersonal relationships
and physical and organizational environment), aitbimthe distal context (culture and
structural factors)” (p. 149). Based on the obdwma of these authors’ listed
theoretical approaches, the social capital perseseems to be the most appropriate
conceptual framework for the area of study propdsedhis paper. This is due to the
fact that social capital theory is the only thearijose elements can cover all of the
levels enumerated by Eaton et al.: (1) within tBespn - human social capital: acquired
knowledge, intelligence, personal abilities; (2)thin the proximal context - family
social capital, community social capital; and (3}him the distal context - external

social capital.(see Figure 2.1).



2.1 Social Capital: Theoretical Perspective

Although many social scientists consider that RieBourdieu, a French
sociologist, anthropologist, and philosopher, wessfirst one to develop the concept of
social capital in the 1970s, it is also believedttthe concept of social capital first
emerged in Lyda Judson Hanifan's discussions dl rechool community centers
(Hanifan 1916, 1920). Hanifan was predominantlycssned with the understanding of
goodwill, fellowship, sympathy and social interactiamong the individuals who
compose the social entity. Other prominent contiiims in the area of social capital
have come from Jane Jacob (1961) in relation t@arudife and neighborliness, and
James S. Coleman (1988) in the social context ofatbn. However, most recently, it
has been the work of Robert D. Putnam who broughtigsue of social capital to the
forefront of the latest sociological studies (192300).

Since the early 1900s, numerous definitions ofaampital have emerged. For
example, Putnam (2000) considers that “social abpéfers to connections among
individuals—social networks and the norms of remijity and trustworthiness that arise
from them.” (p. 19). Bourdieu (1980) considersatfamily asset, manipulated for the
betterment of individual members and the familyaashole.” Cohen and Prusak (2001)
believe that “social capital consists of the stotkctive connections among people: the
trust, mutual understanding, and shared valuesahdviors that bind the members of
human networks and communities and make cooperatitien possible” (p. 4). Other

social scientists are more interested in sociaitalafsom the informal social networks



perspective. In this perspective people are inwblire social activities, groups and
associational memberships, and the like.

When trying to conceptualize social capital the@gyeral elements emerged
from the available literature: human capital, pbgkicapital, family social capital,
personal capital, emotional capital, community abcapital, economic social capital,
linguistic capital, professional capital, symbobkapital, functional capital, political
capital, and cultural capital (institutional & persfied). In an attempt to narrow this
particular area of study, some social scientisés Leing various ways of classifying
social capital (SC). Krishna and Uphoff, 1999 diéss social capital asStructural SC
- facilitates the collective action between and agiandividuals through roles,
networks, rules, procedures and precedents;Gughitive SC- facilitates collective
action through norms, values, attitudes and shbediéfs among individuals. Putnam
(2000) classifies social capital akformal SC- the ways in which individuals
interconnect and relate to each other; Bodmal/institutionalized SC the quantity of
time and effort that individuals invest in commuyHitased groups and activities. Onyx
and Bullen (2000) classifies social capital Bending SC (rural communities)it is
characterized by strong mutual support among mesntiea group, both on a vertical
level between members and their leaders, as welbrag horizontal level among
community members; anBridging SC (urban communities)a greater tolerance and
acceptance of others among group members, as svefl@utsiders.

Putnam (2000) provides three main reasons for wéncdal capital is important

for the wellbeing of a community and its individsia{1) social capital allows citizens to

10



resolve collective problems more easily; (2) socapital “greases the wheels” that
allow communities to advance smoothly; and (3) aoapital is widening our
awareness of the many ways in which our fates iaked (pp. 288-90). People who
have active and trusting connections to others {lwdrefamily member, friends, or
community organizations) develop or maintain chismataits that are considered good
by the rest of the society. In addition, Putnantestdhat social capital works through
psychological and biological processes to imprdwe individual's life. He concludes
by asserting that individuals, whose experiencesalundant in social capital, handle
traumas and fight illness more successfully.

Since statistics showed that millions of people dieg worldwide every year
of AIDS related diseases, and many more milliorsiafected each year with the HIV
virus, for a long time the only hope for future geastions seemed to be the development
of a preventive HIV vaccine. However, Gallo states,

. some people working on HIV made glib statemewisdn early vaccine
success; this position was never that of most tgpdlV scientists. Indeed,
many AIDS scientists regularly acknowledge the fioldy of the impossibility
of success. Horton implies that International AlV&ccine Initiative (IAVI)
once held an optimistic position, but most scigsti®cognized that this was
naive, and IAVI, like most scientists, no longegwas that a vaccine is just

around the corner. (2005, p. 1894)
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This staggering statement raises many questioressoch as, “Is social capital
the best avenue to provide correct information eegburces regarding HIV/AIDS to

young women?”

2.2 Social Capital: Conceptual Framework

Having social support adds to individuals’ psyclgital resources to help them
overcome emotional hurdles as well as provides theatm added sustenance through
finances —material skills and emotional skills snble future difficult situations with a
higher level of success (Cohen & McKay, 1984). Sbsupport can be found at three
levels—individual, group, and community. At the iwidual levels, secondary
education and marital status influence HIV/AIDSitattes, related behaviors, and
sources of knowledge among girls and young womered€bn, Terceira, Mushati,
Nyamukapa & Campbell, 2004). At the group levelesal factors (e.g., how well the
group is functioning, their declared purpose, pgréints’ socio-demographic
characteristics) are very important in influenciiy/AIDS attitudes, related behavior,
and sources of knowledge among girls and young wo{@eegson et al., 2004). At the
community level, the value of social capital isught to depend upon the available
number of social networks and the subsequent dedreecial unity resulted. (Putnam,
1993). The following are some of the most discusdethents of social capital.

2.2.1 Community Social Capital

In his study conducted in Zimbabwe, Gregson ef28l04) examined the role of

social capital in providing supportive communityveEeanment that could improve

young women'’s chances of avoiding HIV infection.n@ounity social capital could be
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formed by community and social networks, and growgmberships. (a) Community
networks are considered to be the main avenuesoiode for the diffusion of health-
related information (Veenstra, 2000). Health-emaplcommunity circumstances can
assist HIV prevention in a cultural, socio-econgmamd epidemiological context
(Campbell & MacPhail, 2002). (b) Social networks/éan important role due to the
fact that they could provide the proper contextshimi which peers can make the
appropriate decisions to change their behavioregponse to the given health-related
information (Campbell & MacPhail, (2002). (c) Groogembership provides the right
context for the development of a sense of compahipnand unity that could increase
members’ self-confidence, social skills, and semdeself-esteem (Campbell &
MacPhail, 2002). Research shows that young women wkre active in local
community groups had a better chance of not geitifiected with HIV (Campbell,
Williams, & Gilgen, 2001). Several factors couldegict a group’s influence on its
participants in how well the group functions, thargose of the group, and the
educational level of the individual participantgoGps are usually delimited by marital
status and gender (Gregson et al., 2004).

Gregson and colleagues state that “young womenwsdre satisfied with the
performance of the groups in which they particidateere more likely to have avoided
HIV than other women.” (p. 2129). The study alsgeals that youth groups have a
positive effect in helping young women to avoid HRhfections; that saving groups or
political parties have a primarily negative eff@ctavoiding HIV infections; and that

AIDS and women’s groups are the most beneficialuerfice in avoiding HIV,
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especially when compared to not being a membenyfogher group. “Involvement in
local community groups is often positively assamitvith successful avoidance of
HIV, which in turn, is positively associated witlsyzhological determinants of safer
behavior” (Gregson et al., 2004, p. 2119). Greggoes on to state that the impact of
group membership on risky sexual behavior is n@tgé a positive one. For example,
gender specific social networks or group membessmmay reinforce strong male
attitudes regarding sexuality, thus perpetuating ohthe main causes that is believed
to facilitate the transmission of the virus, whislunequal gender relations.
2.2.2 School Social Capital: Formal and Informalugdtion

Formal and informal education is crucial in helpitogprevent and contain the
spreading of HIV. The following are several facttrat support this point: (1) schools
provide easier access to the media, and thus setadents’ exposure to information
regarding HIV/AIDS (Kelly, 2000); (2) the exposute western ideas through the
school curricula could provide students with aetiéht paradigm in regard to gender
roles and risky HIV behaviors (Blanc, 2000); (3hsals provide convenient sites for
meetings, resources for group activities, and imgim organizational skills (Gregson et
al., 2004).

Gregson’s et all., (2004) study provided evidenigat:t (1) young women'’s
chances of avoiding HIV are strongly influencedtwy factors—obtaining a secondary
education and by remaining single; (2) young womath higher levels of schooling

had better knowledge of HIV, which enhanced sditaty; and (3) young women with
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greater knowledge of HIV were more likely not tovbastarted having sexual
intercourse.
2.2.3 Religious Social Capital

According to Garner (2000) religious organizatiomslude an intrinsic
authority that has the potential to influence theembers’ sexual behavior. Based on
the results of a study conducted in Ghana, TakiD82 concluded, “Given that many
women in Ghana spend considerable time in faith@hdr church-based interactions
where the diffusion of AIDS information is moreeilly to occur, it is likely that social
capital gained through the network of relationskapsg church-based ties could lead to
the dissemination of AIDS information” (p. 1222).

Regrettably, religious organizations also have gatiee influence on women'’s
risky sexual behavior when restricting individuad&tions (e.g., forbidding the use of
condoms due to the fact that they are in oppositto@hurch beliefs) (Takyi, 2003).
This can be considered an anti-social capital aterigtic of religion. Anti-social
capital has been defined as the social norms ahsories that “impose excessive
financial or social obligations on actors or furtBelidify criminal and/or violent forces
in a society” (Mustafa 2005, para. 2). Within tbentext of this dissertation, anti-
social capital may be defined as the sum of theakoetworks that foster norms that
hinder the development of the psychological gueditand related behaviors needed to
avoid HIV infection (Portes & Landolt, 1996, 2000)

Based on the available literature, the followingufie (Figure 2.1), presents a

logic model containing the main elements of socagdital.
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CHAPTER 3

LITERATURE REVIEW

3.1 HIV/AIDS Epidemioloqgy: Incidence, Prevalencedda reatment

The first cases of HIV/AIDS were diagnosed in th&Un the early 1980s. However, a
plasma sample taken in 1959 from an African adulalemindicated the Human
Immunodeficiency Virus (HIV) was infecting the humaace long before 1980. HIV is a
lentivirus (slow virus), which attacks the immunestem, and it is considered a descendant of a
Simian Immunodeficiency Virus (SIV) that affects mkeys. According to avert.org, there are
several theories as to how HIV has crossed spedigshe “Hunter” theory; (2) the oral polio
vaccine (OVP) theory; (3) the contaminated neduatety; (4) the colonialism theory; and (5) the
conspiracy theory.

Once a person is infected with HIV, he/she can |gags to others. Scientists consider
the following as several unsafe behaviors or saatwhich are considered to contribute to the
spread of the HIV infection: (1) unprotected sexusércourse with an infected person, (2)
sharing drug needles or syringes, (3) transfusmtis contaminated blood or blood components,
and (4) mother to child transmission. They belithevirus is not spread through casual contact
(i.e., the sharing of food utensils, towels anddueg, swimming pools, telephones, or toilet
seats). They also believe the virus is also notaprby insect bites such as mosquitoes and
bedbugs. Although it is considered that the HIMusiis spread through the exchange of bodily

fluids, during oral or vaginal intercourse, theseno scientific evidence that it could be spread
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through saliva, sweat, tears, urine or feces (Matitnstitute of Allergy and Infectious Diseases
[NIAID], 2007).
3.1.1 HIV/AIDS Incidence

HIV incidence is considered to be the number of BHW infections in the population of
focus, during a certain period of time. Thus, HIMidence statistics are used to assess if
prevention strategies are successful in reduciegnimber of new infections. Due to limited
reliable data-collection practices in poor coumstriich as the ones located in Sub-Saharan
Africa, the HIV incidence is difficult to calculat&ven so, UNAIDS, estimates that “global HIV
incidence likely peaked in the late 1990s at ovenifion new infections per year, lowering to
2.5 million new infections in 2007.” (UNAIDS, 200p,6) Two thirds of the infections (68%)
occurred in 2007 were in Sub-Saharan Africa.
3.1.2 HIV/AIDS Prevalence

Furthermore, the HIV prevalence (percentage ofqmersnfected with HIV) cannot be
accurately determined either, since so many caseain unknown or unreported. Nevertheless,
statistics show that the global prevalence of Hiéctions remains pretty much the same, due to
the fact that the reduction in the number of anmal HIV infections (better prevention
strategies) is balanced by the reduced mortalitpeafple already infected due to antiretroviral
treatment. Although in the last couple of years pleecentage prevalence has stabilized, the
number of persons living with HIV is higher thaneewefore - 33.2 million in 2007. Even
though the antiretroviral treatment is proven tol@ng the lives of infected people, “AIDS
remains a leading cause of mortality worldwide #m&l primary cause of death in Sub-Saharan

Africa.” (UNAIDS, 2007, p.6)
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3.1.3 HIV Treatment

Until recent years, worldwide, one year's supply asttiretroviral drugs used in the
treatment of HIV/AIDS cost several thousand dollaoslay, the much needed medicine can be
found for as little as $148 per year (Noble, n.dp. 2003, Médecins Sans Frontieres
demonstrated through pilot studies in the pooragsmf the world, that treatment for HIV/AIDS
is feasible. This raised awareness promoted a shifthe emphasis of numerous non-
governmental organizations (NGOs) around the wiarldelp provide the drugs in these poverty
stricken areas. In 2006 UNAIDS reported that a3usfe 2005 50% more people living with HIV
in 21 countries were receiving the antiretroviraligs needed than in previous years. Between
2001 and 2005 the number of HIV positive individuatceiving antiretroviral drugs increased
from 240,000 to approximately 1.3 million worldwidgNAIDS, 2006; WHO, 2006a). As of
December 2006 approximately 2 million people livimgh HIV were receiving antiretroviral
drugs out of more than 7 million in need (Noblej.). The same source citing World Health
Organization (WHO) statistics states that approxatyal5 % of people who are on treatment in
Tanzania are children, and approximately 65% arm&o(UNAIDS, 2006; WHO, 2006a). In
Sub-Saharan Africa the treatment of millions of HiWected people with antiretroviral drugs is
becoming more feasible as well, due to price radndrom pharmaceutical companies due to
greater competition on the market, as well as #neeldpment of generic versions of the same
drugs. Even with the price reductions and globdiaitives, studies show that adherence to
treatment is directly impacted by the amount ofrpagt expected from the patient and their
ability to pay constantly and long-term: user fé@se a negative effect on the continuum of
care, as they were associated with frequent tredtrnmgerruptions (Colebunders, Kamya,

Semitala, Castelnuovo, Katabira & McAdam, 2005).
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As important as antiretroviral drugs are in thatneent of HIV, there is another factor
that determines the life expectancy of the patiemtgrition. Results from a study in Malawi
showed that severely malnourished individuals kaagiantiretroviral drug treatment were six
times more likely to die in the first three montifdreatment (Zachariah, Fitzgerald, Massaquoi,
Arnould, Makombe & Harries, 2006). Another studyndacted in Singapore showed similar
results: malnutrition was “significantly associate@th decreased survival” (Paton, Sangeetha,
Earnest & Bellamy, 2006, p. 327). In their articlguntibeju, van den Heever and Van
Schalkwyk (2007) review several studies that coméid what it was already known, further
expanding their findings from developing countrieseople of all age groups in all countries:
poor nutritional conditions directly affect the rdprogression of the HIV infection.

Even in the best conditions, with all the globalphprovided in purchasing medicines
and providing them for free or for low fees to pats, or the fact that access to the much needed
medicines has more than tripled since 2003, thartrent cannot be done efficiently without the
full accord and involvement of all governmental arwh-governmental parties, political support,
community/cultural acceptance, and a good healtd-g#rastructure (Weidle, Mastro, Grant,
Nkengasong, & Macharia, 2002; Noble, n.d.).

Several steps that should be followed in order ensu successful introduction of
antiretroviral therapy into a community are suggedty Weidle et al. (2002): (1) acceptance of
treatment by political and community leaders; (@)@tion and sensitization of the community;
(3) training of health-care and community worké#y;enhancement of health-care infrastructure
to enable monitoring for effect and toxicity; (bidjcious and equitable patent selection process;
(6) secure and sustainable system for acquisitrah distribution of drugs; (7) design of the

programs adapted to local conditions; (8) cultyrapppropriate methods to ensure adherence and
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to provide support of patients; (9) preventive #psr for opportunistic infections; and (10)
continuing assessment of knowledge, attitudes ahd\bors.

From an ethical standpoint, all antiretroviral dswgould be used fairly to ensure that all
patients have an equal chance to receive treati@ente of the main challenges to the successful
use of antiretroviral therapy are “securing and itobg funds and technical assistance from the
international community, allocating scant natioredources between competing health priorities,

and developing or enhancing local systems of cai&gidle et al., 2002, p. 2261).

3.2 Socio-economic Impact of HIV/AIDS

The HIV pandemic has a devastating impact on tlhe@uoy of the countries hardest hit
by it. The HIV pandemic can prevent economic growth lowering people’s savings, and
through the rising cost of health care and reduymreductivity (Bates, Fenton, Gruber, Lalloo,
Medina, Squire, Theobald, Thomson & Tolhurst, 2004)

The estimated loss in the annual economic growthhef countries with high HIV
prevalence is 1-2% (UNAIDS, 2004a). The following &everal additional factors that could
lead to the loss of economic growth: (1) economyMWIDS often hits working age
population the hardest (which leads to fewer warkage people to support children and the
elderly). In addition, national survey data fromnZania suggests that HIV is more prevalent in
females - approximately 11% - in the wealth stdtighest quintile, and living in urban areas,
compared to approximately 9% of males in the sarnositipns (Poverty, 2005); (2)
demography—HIV/AIDS changes the demographic strecaf affected countries (affects age
and sex/gender distribution with fewer women coragao men); (3) life expectancy—by 2010,
life expectancy in highly affected countries is esfged to drop below 40 years of age; (4)

education—AIDS claims the lives of humerous teagheontributing to educators shortages. A
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study in South Africa shows that 12.7% of educatwesHIV positive (Human Science Research
Council, 2005); (5) health system—the large numlzériealth care workers dying of AIDS,
combined with the increasing demand for health c@mices, are straining the already week
public health infrastructure of affected countriBstswana lost approximately 17% of its health
workers to AIDS, 16% health workers in four Soutfridgan provinces are living with HIV,
while it is estimated that in Zambia 40% of midwsvare HIV positive (UNAIDS, 2006; Noble,
n.d.); (6) malnutrition, food insecurities, and famthat affected countries in the Sub-Saharan
Africa region is getting worse, putting more pedpleves at risk; (7) democracy and governance
— the Institute for Democracy in South Africa reded a study that found that in the past several
years a large number of Members of Parliament itaiia Tanzania, Zambia and Zimbabwe
have died of undisclosed causes (Global Health Riegp 2008). Since stigma related to
HIV/AIDS among the higher circles in these socighigh, the researchers are wondering that
no political officials have died of HIV related cpircations. Could AIDS be a cause in some of
these deaths? The answer is yet unknown. The samhe found that due to the large number of
AIDS related deaths, voters’ registers are difticalmaintain; this added to the rising number of
deaths among politicians have high implicationsdemocracy and governance stability. (UN

Population Division, 2005; UNAIDS, 2004a, 2005a; Mdddealth Organization [WHO], 2004).

3.3 Global Response to HIV/AIDS

One of the main reasons for the rapid spread oHiNepandemic in some parts of the
world is the developing and underdeveloped couwsitteek of resources to invest in HIV/AIDS
prevention and treatment. As a result, global atites to assist these countries in this matter
increased overtime. Among some of the internationdiatives designed to address the

HIV/AIDS pandemic are the: (1) United Nations GeleAssembly Special Session on
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HIV/AIDS; (2) Global Fund AIDS, Tuberculosis, andalria; (3) World Health Organization’s
“3 x 5 Initiative”; and (3) U.S. “President's Ememgcy Plan for AIDS Relief” (PEPFAR).
Although these good intentions exist, financiabreses are still falling short of projected need.
As a result, millions of people around the globesk for HIV will not have access to preventive
measures, and those already living with HIV/AIDS| wot be able to access care and treatment.
UNAIDS projects that for 2006, $15 billion will beeeded to address the pandemic; this amount

is estimated to increase in 2008 to $22 billion AJNS, 2005b).

3.4 HIV/AIDS and Gender

Due to the fact that in many countries societiegeha patriarchal structure, gender
inequality is one of the leading causes for theyvapid increase of the HIV/AIDS among
women. As a result, gender equity should be on rtteen agenda of governmental and
nongovernmental organizations which are trying tevpnt, and contain the spread of the
disease. The gender equity concept “recognizesvibaten and men have different needs and
power and that these differences should be idedtdind addressed in order to reduce disparities
in health experiences and outcomes” (Theobald, ursti& Squire, 2006, p. 300). Without using
a gender equity approach in disease control, spaltyf in the attempts to prevent and contain
the spread of HIV/AIDS, all efforts will remain wnscessful.

As stated previously, in Sub-Saharan Africa the lHigvalence among women increased
from 57% in 2004 to 77% in 2005 of all people ligiwith HIV. In order to identify and design
appropriate interventions that will address morecsjrally the high risk of HIV infection faced
by women around the globe in general and in Sula®ahAfrica in particular, there are three

impotant steps that need to be taken: (1) idetitiéyfactors that are leading to this phenomenon,
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(2) identify the ways in which the negative effeofsthese factors can be addressed, and (3)
construct adequate empowerment strategies for women

Turmen (2003) believes that there are three maatofa that could lead to risky
behaviors which are considered accountable forapal increase of HIV infection for women:
(1) biological; (2) social; and (3) cultural.
3.4.1Biological Factors

According to a report published by the United NasioPopulation Fund (UNFPA),
women are more vulnerable to HIV infection than m&he male-to-female rate of HIV
transmission is 2 to 4 times greater for femalemtit is for males (UNFPA, n.d.). For young
girls, the risk of becoming infected during unpotéel vaginal intercourse is even greater, since
the “lining of the neck of the womb is not fullywddoped” (USAIDS/WHO, 2004, p. 11). Also,
“women tend to be infected by multiple strains dVH than men. [This] indicates that virus-
host-cell interactions may be different in men armmen” (Ahmad, 2000, para. 1).

Furthermore, from a social capital perspective éheas been little research on how
women who tested HIV positive experience theirefls. What are their coping strategies and
how has it affected their self esteem. Also, limhitesearch has been done to explore at the
global level if and how social support correlateghwoping As confirmation of the lack of
interest from the scientific community regarding tepecific issues related to HIV-positive
women, Berer (2000), in his summary of the presmmsa from the 18 International AIDS
Conference in Durban, stated, “For women, howenegroductive and sexual health issues were
by large not visible on the main conference agendd (p. 160).

After women are tested, they often do not retumrtheir test results, due to the fact that

many people associate HIV/AIDS with promiscuity dimk it to women. As a result, these
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women do not receive the necessary health care ¢y\\\ontaner & Kerr, 2005). Moreover, the
majority of infected women lack or have very lintitaccesses to health care. As stated by
Tdrmen (2003), “Women have limited access or rexaiv inferior quality of care than men” (p.
412).
3.4.2 Social Factors

According to the AIDS Epidemic Update Report, “Musiéxual risk taken by girls and
young women is marked by unequal gender relatiand, unequal access to resources, assets,
income opportunities and social power” (UNAIDS, 20(@. 11). In Sub-Saharan Africa this
unequal gender relations can be illustrated thrabghpractice of marriage which takes place
within patriarchic traditions such as bride-prigglygamy, the control parents (particularly
fathers) have over choosing a groom. (McCloskeyli&vhs & Larsen, 2005). Some of the main
social factors influencing the rapid increase oflVHhfection for women are: social status,
discrimination and violence against women, poveatyd stigma. (apocial statuss a leading
factor to gender inequality, and “affects womerosvpr and ability to negotiate the conditions of
sexual intercourse, especially condom use” (Turr2603, p. 413); (bl.ack of sexual education
for women- according to UNAIDS’ AIDS Epidemic Update (2004he most important
HIV/AIDS risk behaviors are produced by the sociatms that enforce the ignorance of girls
and young women in regard to sex and sexualityaAssult of these attitudes, in numerous
countries young women possess no knowledge abowt too protect themselves against
infections with HIV and other sexually transmittddeases; (clpiscrimination against women
may includes the following: inability to become pesty owners through inheritance, inability to
control family resources and assets that are otkerunder the legal ownership of the male of

the family, and lack of the right to ask for diggadn of marriage. For women, all these
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discriminatory behaviors and beliefs drasticallyiti their access to basic resources that would
empower them—education, access to information aedical care, and income (Turmen, 2003);
(d) Violence against womes a widely accepted cultural norm in many Africauntries. As a
result, several risk behaviors are emerging froen“tear of violence,” such as preventing many
young girls and women from accessing HIV informatémd preventing them from getting tested
and receiving treatment, even when they suspedt lia@e become infected with the virus
(UNAIDS, 2004); (e)Stigmacan be defined as a demeaning characteristic iagsdavith an
individual, association that can negatively infloerthe individual's status in society (Goffman,
1963). The main sources related to HIV stigma aeg bf iliness, fear of contagion and fear of
death. The main reactions to stigma are silencedandl (Brown, Macintyre & Trujillo, 2003).
Stigma is considered to be one of the main faataderlining the public health efforts made to
combat and contain the spread of HIV pandemic (Mal¢ Aggleton, Bronfman, Galvao, Mane
& Verrall, 1998). Fear of social stigmatization disato social and emotional isolation, thus
restraining women’s access to health care; anBdfertyis one of the main predictors of HIV
infection. According to Hallman (2004), poverty ame of the main variables increasing a
woman'’s likelihood of having multiple sex partnesshich in turn, increases the risk of
pregnancy at a young age and drastically lowersageelimit of when young women have their
first sexual intercourse. This lowers their chanoéschastity, thus undermining the ABC
(abstain, be faithful, and use condoms) prevergioategy promoted by Christian conservative
organizations. Poverty can also lead to the usexin exchange for money, goods, or any other
basic living necessities. This is due to the faat in many cases, especially when their children
and their own daily survival needs are at stakenynaomen and girls have little or no choice

but to exchange sex to meet those needs. Hallnsarstdtes that poverty limits women’s access
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to information and services because they tend i@ Hass access to television, radio, and
publications. Additionally, poverty influences imal migration. When men move away to work
on oil rigs, are in the military or on farms, thaye more likely to engage in extramarital
relationships with sex workers, and they are miedyl to become infected with STDs or HIV,
thereby increasing the rate of infection in womidal{man, 2004).
3.4.3 Cultural Factors

The first lady of Burkina Faso, Ms. Chantal Comgaan her address to the UN Special
Session (2000), stated that “these damaging peac{itom infanticide to rape, from forced
marriage, to genital cutting], are integrated irtigbsystems and traditional customs. They
continue from generation to generation—though taey an attack on women’s health, or her
human rights and on positive development” (paralriiaddition to the lack of sexual education
for women, the following are some of the other maittural factors that influence the rapid
increase of HIV infection for women: female genitahd sexual cutting, marriage, and
prostitution. (afFemale genital and sexual cuttingFGC). According to WHO, FGC is practiced
in approximately 27 countries. In many of thesentoas nearly the entire female population is
affected (e.g., Somalia, Sudan, Burkina Faso, pthjoEgypt, Guinea, Nigeria). The belief is
that the practice facilitates girls to continuelte virgins until they marry. Men (and older
women) are strong supporters of this practice sthey believe “the practice represses the
sexual desire of women and is a way of curbing sounity” (Mwaura, 2000, para.3). This
practice is exposing young girls to HIV infectiorhen the instruments used in the procedures
performed are not sterilized. In countries sucKasya, many girls are actually submitted to this
practice twice. They have to be “cut” again beftrey get married, as a result of having had

their sex organs sewn up at the time of the inE&C (Mwaura, 2000). The Inter African

27



Committee on Traditional Practices Affecting theallle of Women and Children’s organization
states in their 2000 report that although its goaéradicate FGC by the year 2000 was not
achieved, numerous legislative and behavioral cbsibgok place around the continent of Africa
as a result of its efforts. Some of the countreg aiddopted legislative measures against FGC are
Burkina Faso, Djibouti, Egypt, Ghana, Guinea, IvByast, Senegal, Tanzania, and Togo. There
are also several publicly supported movementsatebpenly condemning FGC in Nigeria and
Mali. (INS Resource Information Center, n.d); WBarriage. Forced marriage for girls at a very
early age, usually with a much older male, cregmser imbalance and lack of control over
sexual activities and financial resources. Whenriage happens at an early age, it leads to
school drop out; which in turn leads to lack of emtion and skills that could help women find
employment instead of having to turn to prostitafiosually their only other venue, to be able to
feed their family (Turmen, 2003); (&rostitution Another risk behavior that exposes women to
the HIV virus is represented by the fact that icusturally accepted for men (both married and
unmarried) to have intercourse with multiple parsneincluding sex workers. The AIDS
Epidemic Updates Report states that the majorityhef male clients of sex workers have
additional sexual partners, including wives, andfrggnds. Furthermore, many men are also
bisexual (UNAIDS, 2004). These attitudes and pcastican lead to a “snow ball” effect. As a
result, if a man gets infected with the virussiwery likely that not only his new sexual partners
will get infected, but also his wife and his newbahildren as well, thus passing the disease on
to the next generations. The same report statésniZ902 alone, an approximately 50% of all
new infections occurred among spouses” (2004,.p. 9)

Other cultural factors instrumental in HIV transsis include: (1) the practice of sex

between very young women and much older men, wlaorare likely than younger men to be
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infected (Turmen, 2003), (2) high regard for wonsewirginity that leads women to condone
anal sexual practices that are known to presenheneased risk of HIV infection (Gupta &
Weiss, 2005); (3) cultural beliefs that sex withimgin can cure a man infected with HIV/AIDS,
which leads to rape and to young girls becomingdt&#d at a much earlier age (Gupta & Weiss,
2005).

3.4.4 Other factors

Other factors are: (afontaminated blood transfusio®ue to lack of resources and
training, blood donations are not always screeneghany countries around the globe for major
bloodborne infections, including HIV. According tiee WHO Global Database on Blood Safety,
20% (13 million units of blood) of the global blosdpply existing in the period 1997-1999 was
not screen for all relevant transfusion-transmissibfections. In other words, 13 million tests
were not performed for HIV, hepatitis B virus (HB\Qyphilis, and others. Additionally, poor
guality or incorrectly stored test kits and laborgiterrors due to insufficient staff training and
lack of standard operating procedure, are addkd ttsthe security of blood transfusions (WHO,
2004b).

Although, data for 2001-2002 indicates an improveie regard to the number of tests
performed (from 13 million to 6 million), there s$ill a long way to go in order to eradicate HIV
infections through blood transfusions. This is esgdly when most of the unscreened donations
are collected from the poorest regions of the wavliere HIV infection is more frequent.
(WHO, 2004); (b)Non-sterile injectionsUnsafe injection practices are frequently linkeith
high rates of morbidity and mortality, particularty developing countries. This is due mainly to
bloodborne infections such as hepatitis B and @, kv (Miller, & Pisani, 1999; Kane, Lloyd,

Zaffran, Simonsen & Kane, 1999). According to thel®/(2006b), each year approximately 16
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billion injections are administered in developinglainderdeveloped countries. It also states that
each year unsafe infection practices cause anastiihi.3 million early deaths, and that globally
nearly 2% of all new HIV infections are caused bgafe injections (para. 7 & 9).

Reuse of syringes and needle in the absence dizsteon exposes millions of people to

infections. Assessments carried out in humerousitc@s have revealed that syringes

and needles are often just rinsed in a pot of te@ter between injections. Worldwide,
up to 40% of injections are given with syringes aeedles reused without sterilization

and in some countries this proportion is as highiG8 (WHO, 2006b, para. 5).

Injection practices could be improved by changimng behavior of health care workers
and patients, by ensuring availability of equipmantl supplies, and by managing waste safely
and appropriately (WHO, 2006b); (&yeedle sharing among drug usefBanzania has been
known to be a country of transit for heroin fromu8west and Southeast Asia and for cocaine
from South America destined for markets in Southic&f Europe and the United States (CIA
World Factbook, 2008; McCurdy, Williams, Kilonzo, o8 & Leshabari, 2005). Some of this
heroin remains on the Tanzanian markets where ligenes access to it. Heroin is also the most
widely injected drug around the world. A well-knovact is that one of the major routes for HIV
infection is sharing of drug paraphernalia, esplciajection equipment among drug users
(UNAIDS, 2006). In Tanzania, intravenous drug usesagregate in places called “geto”-es,
where, according to a research study in 2003, eeeahd drug paraphernalia is shared among
acquaintances (McCurdy, Williams, Kilonzo, Ross &shabari, 2005). According to Williams,
McCurdy, Atkinson, Kilonzo, Leshabari and Ross @0 a study conducted in Dar es Salaam,
Tanzania’s capital, women were more likely to beohreusers, to be living on the streets, to use

sex to support their drug habit than men. Drugisisetricately linked to sex work in many parts
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of the world. Tanzania is no exception. Most wonr@mnavenous heroin users in McCurdy et
al.’s (2005b) study admitted to trading sex fordmer(McCurdy, Williams, Ross, Kilonzo, &
Leshabari, 2005b). According to UNAIDS (2006), irCainese city 49% of sex workers who
used drugs intravenously were found to be HIV pasitwhile in South Africa 20% of a sample
of HIV positive female sex workers admitted to otjeg drugs.

In 2005a, McCurdy, Williams, Ross, Kilonzo, and habari reported a new practice
among Tanzanian female injection drug users: “tstd”. “Flashblood” describes the practice
of drawing blood right after injecting drugs andishg that blood with others. This practice has
been found among female sex workers in Dar esr8allho used it due to the belief that there is
some drug still in the drawn blood that could helph withdrawal symptoms of those who
cannot afford the drugs themselves. The authorrtrdpat the practice has been initiated by sex
workers who could afford the drugs due to availgbof clients, to help those who are in poor
health and who due to their poor appearance caitratt enough clients to support their habits.
This practice further intensifies the spread of HbBringing new dimensions to the epidemic
(McCurdy et al., 2005a); and (thcarceration According to the UNAIDS 2006 Report on the
Global AIDS Epidemic, prisoners are at high risk de infected or to spread HIV/AIDS.
According to Walmsley (2005), approximately ninellimn people are in prison at any given
time, and approximately thirty million individuaégse moving from the prison to the community
and back to the prison. Furthermore, prisons aresidered to be high-risk environments for
HIV, STIs, hepatitis C or tuberculosis transmissiggNAIDS, 2006). HIV infections data from
UNAIDS (2006) from prisons around the globe is g&tng: 41% of prisoners in the general
prison system in South Africa were HIV positive;.1% of prisoners in New Bell prison in

Cameroon were known to be infected with HIV; an&ambia, it has been officially recognized
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that in 2004, 449 inmates had died of HIV/AIDS tethdiseases. Prisons are known to be places
where illicit drug use, violence, unprotected gape, and unsafe injection practices are rampant.
In addition to these risky behaviors, tabooing watimtaminated equipment, as well as sharing
razor blades, overcrowding and poor nutrition, paksent a picture where the spread of HIV
virus is a threat to the prison population, anddbmmunity at large after release (Simooya &

Sanjobo, 2001; WHO Europe, 2005, UNAIDS, 2006).

3.5 Strateqies to Address HIV/AIDS Pandemic for Véom

In order to successfully address the biologicatjadand cultural factors which, as stated
above, are considered accountable for the rapigase of HIV infection of women, a capacity
building framework will be used. According to BrowR005), “Capacity building includes
managing change, resolving conflicts, enhancingrdioation, fostering communication, and
ensuring that information is shared” (p. 331). Aesult, the following areas will be addressed:
(1) prevention, (2) treatment, (3) care giving, éducation, (5) gender-based violence, and (6)
human rights (The Global Coalition on Women and 8JDAdditionally, it is suggested that
issues related to (7) marriage and (8) inheritaiglgs should be addressed as well, since they
are considered some of the most influential cadees#ilV infection. Several suggestions on
how to effectively address these areas and tothelempowerment of women become a reality,
are proposed based on the literature and resetadies available.

3.5.1 Prevention

Research shows that not only in Africa, but alssuad the globe, the main source of
HIV infection is unprotected heterosexual sexutdricourse (Gupta & Weiss, 2005). Oriel states
that men’s masculinity is often measured by thefusal to wear condoms (2005). Additionally,

Moeliono (2004) affirms that some men consider a#iyuransmitted diseases as “sources of
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pride and masculinity” (p. 86). As a result, theyantion strategies should be tailored to first
address this specific contamination trend. Furtloeen Tirmen (2003) proposes that when
dealing with women in particular, the preventiorattgies should be centered on their specific
biological and behavioral needs that increase thesceptibility to infection. Moreover, their
social and economic inequalities should be takéo atcount when prevention strategies are
designed and recommended. For example, the ABCeptiew strategy is useless in countries
where women’s abstinence choices are threateneal aaily basis by rape or other forms of
sexual gender-based violence. Their lack of scmna economic power forbids women from
negotiating fidelity and condom use (UNAIDS, UNFPANIFEM, 2004). Additionally, Mize,
Robinson, Bockting, and Scheltema, (2002) suggdstirally specific materials and resources
should be used so the prevention strategies wiluoeessful (e.g., ethnicity-specific pamphlets,
ethnically-matched presenters/educators).
3.5.2 Treatment

Presently, the treatment available to HIV infectedividuals is antiretroviral therapy
(ART), which uses various drugs to inhibit the regifion of the HIV virus in the patient’s body.
Since in general women are poorer than men, tloeiess to treatment is nonexistent or very
limited, even though the WHO and UNAIDS are makisgyious efforts to provide ART
treatment to as many people as possible (e.g., 33iritiative). The lack of treatment may be
due to the fact many women may not have the fihmaeans to pay for transportation to the
clinics, or may fear stigma or violence. Even wilaeailable, numerous cultural practices may
prevent women from seeking and accepting care. iést, local and state governments should

formulate specific regulations that will enable ltfeaervice providers to make available mobile
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health clinics, reduce or eliminate fees, and sumblild care at health centers (UNAIDS,
UNFPA, UNIFEM, 2004).
3.5.3 Caregiving

According to Dozier (1998), women and girls are thain caregivers of people living
with HIV/AIDS. Due to lack of financial means, & estimated that worldwide over 90% of care
due to sickness is given at home by women and. dregardless of this fact, governments and
policy makers seldom take under consideration phisnomenon when designing policies for
poverty reduction. There is a huge need for qualifvolunteers and paid community health
workers to assist overwhelmed and overworked wometheir care giving efforts (UNAIDS,
UNFPA, UNIFEM, 2004).

3.5.4 Education

HIV/AIDS education Education should be considered the most vitanetd of any
strategy designed to prevent and contain the skt HIV/AIDS. The HIV/AIDS education
should use tailored approaches that address wondestiactive biological and behavioral risk
factors. It is considered that when education isucally specific and designed to address the
unique issues and needs of the targeted populati@nore likely to lead to positive outcomes
(Pitts, Wilson & Phillips, 1989).

General educationlt is considered that advanced levels of edunatiecrease the
likelihood of risky sexual behavior, predominarntihe probability that a young woman will trade
sex for money or will experience forced sex (HIMDE Source, 2005). As a result, advocacy for
the promotion of at least primary and secondarycation for girls, as well as for women’s
literacy programs, should take place. The impogaoieducation is illustrated by behavioral

changes in men and women, thus undermining somtheofcultural mindsets (e.g., social
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inequality, discrimination against women). It alsan help women become financially
autonomous, which will empower them to claim moegual independence by delaying sexual
activity by using protective measures. Althoughligmaging, this is not impossible. Two of the
strategies that could be used to keep girls in glchce offering free education and protecting
girls from sexual harassment (UNAIDS, UNFPA, UNIFERDO4).
3.5.5 Violence

Partner violence and sexual abuse are considerpdrtamt constructs influencing the
risk of HIV infection in women (Lichtenstein, 2009)iolence is virtually a two-edged sword,
being one of the main sources of infection for waraed one of the main factors that prevents
women from seeking treatment after becoming intedivery day, around the globe, millions of
women are getting infected with HIV as a resultefng submitted to coercive sex, rape, and
prostitution. The majority of them, because offémr of violence, are afraid to access preventive
resources and treatment or care. They are alsiol afrask their sexual partner to use protection.
Some of the strategies that could empower womestated-up against violence are: (1) poverty
alleviation; (2) education; (3) legal reforms thail challenge cultural norms; and (4) the
development of a new declaration of sexual rigisiagisexual equality as its foundation (Oriel,
2005).
3.5.6 Marriage

Due to the prevalence of child marriages, and yonamen’s arranged marriages with
men 10 years older or more, marriage for a greathau of women around the world represents
a very high risk of HIV infection (Gupta & Weiss0@5). Dr. Gupta, the president of the
International Center for Research on Women (ICRSMygests the following strategies to help

prevent child marriage, and at least contain threagp of the disease after the young girls get
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married: (1) interventions to increase the age afriage; (2) investment in young women’s
access to secondary schools, availability of repcode health services and information and
non-exploitative economic opportunities; (3) supiper community education initiatives on the
risk of child marriage; and (4) investment in a &encontrolled method of prevention (e.g.,
female condom or microbicides).
3.5.7 Inheritance Rights

Around the globe, there are countries in which worséll do not have the right to
possess land and property, or to inherit it. Sohé¢he effects of this phenomenon are: (1)
poverty, which increases women’s probability to ag in risky sexual behaviors in an attempt
to provide the basic needs for survival to theitdcbn, especially after their husbands die; (2)
homelessness; (3) violence; (4) increased poteiatialisease. For example, in Kenya women’s
rights to own, inherit, manage, and dispose oftass® under constant attack from customs, law,
and individuals—including government officials—wlielieve that women cannot be trusted
with or do not deserve possessions . . . womentwhio fight back are often beaten, raped, or
ostracized (Human Rights Watch, 2003, para. 1,. [@ara

The following are several strategies that couldsasgomen who find themselves in this
situation: (1) create advocacy groups that coufiiémce governments to pass legislation that
will ensure women'’s inheritance and property rigk2$ support literacy programs for women in
order to empower themselves; this would also hednt become aware of their property rights,
if these rights exist; (3) invest in paralegal ssgs that would help families affected by AIDS
create the legal documentation that will preventofyerty grabbing” (usually when the dead

husband’s family takes away the possessions fremvtfe) (Izumi, 2007).
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3.5.8 Human Rights

In underdeveloped and developing countries, HIV/8IB predominantly a disease of
social and sexual inequalities. Oriel (2005) statdgen men refuse to wear condoms and still
succeed in gaining sexual intercourse, it indicttes male sexual pleasure is in direct violation
of a range of women'’s rights, including the rigtdashealth, bodily integrity and even women'’s
right to life” (p. 399). However, just helping womédecome aware of their human rights in
regard to different issues such as female genitéihg (FGC), property and inheritance rights, is
not enough. As a result, the international humanaitarights organizations should work hand in
hand with the international aid organization inatempt to develop appropriate programs that
would not only educate women in regard to their Aanmghts, but also empower them to be able
to uphold these rights. Also, these organizationsukl work with governments to design
legislation that will promote women’s human rights.

By following the assumptions of some social sca&stisuch as Putnam, Coleman, and
Bourdieu, who believe that people who have acaesshiroader range of social capital elements
handle trauma and fight illness more successftiig, dissertation attempts to find out if there is
a positive relationship between participants’ slocapital and participants’ Sexually transmitted
infections (STI) knowledge, HIV/AIDS knowledge, serd sexuality knowledge, their sexual
behaviors, as well as their attitudes toward pebyileg with AIDS (PLA).

This study will asses the relationship betweenigpéents’ social capital and their STI
and HIV/AIDS knowledge, risky behavior knowledg@datheir attitudes toward people living
with AIDS; at the relationship between participar@31 and HIV/AIDS knowledge, and their

individual characteristics (age and education). Shedy will also will look for statistically
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significant differences between young women’s areh’'s1STI and HIV/AIDS knowledge and

attitudes toward people living with AIDS (sex).
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CHAPTER 4

METHODOLOGY

Since the relationship between social capital amdiglly transmitted infections (STI),
HIV/AIDS, sexual and risky behavior knowledge, asllvas young women and men’s (age 16-
24) attitudes towards people living with AIDS (PLA3s not yet been clearly conceptualized or
understood, the nature of this dissertation willdmeexploratory one. The following sections
describe the methods used to answer the reseaestians posed by this dissertation study and

to test the research hypotheses.

4.1 Research Design

This study is a secondary data analysis of the daltacted through a baseline survey
administered in January 2006 by the Adventist Dwelent and Relief Agency (ADRA) in
Kenya and ADRA Tanzania, under the direction of tA®RA International. ADRA
International is a private volunteer organizatioourfded in 1956, operating in over 125
countries. Its “purpose is to develop human capadiicrease self reliance, and empower
communities to meet crisis or chronic distress. ADRorks to achieve positive change without
regard to ethnicity or religious affiliation” (ADRKenya & Tanzania, 2005, p. 10). The original
data was collected for tHeupport to HIV/AIDS Prevention through Abstinenod 8ehavioral
Change for the YouttABY) Programthat has operated in Kenya and Tanzania since 2005
will end in 2009.

The goal of the ABY Program is to “reduce HIV/AlIOBfections in the countries of
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Kenya and Tanzania through a consortium HIV/AID8vention strategy that reaches 1 million
youth ages 10-24 with ABY messages by Septembed”A@DRA Kenya & Tanzania, 2005, p.
8). The program’s objectives are to: (1) expantlsskiased HIV training for youth; (2) facilitate
positive community discourse on HIV/AIDS; and (€inforce the role of parents and other
protective influences. The baseline survey wasgdesi to take place during th8%2and &
quarters of the project, in 2006. The staff tragnfor the data collection began on January 9,
2006 for both countries. The data collection fonia took place between January 23-27, 2006,
while the data collection for Tanzania took plae¢éAeen January 30 and February 3, 2006.

The data used for this dissertation was collectedDRA Tanzania for the Tanzania
ABY Program. The Tanzania data collection took elat three regions - Mara, Mwanza, and
Kilimanjaro. The data collection was done by ADRAnEania staff and volunteers. Although its
existence is documented as early as 1971, ADRA draazwas established as an independent
organization in 1982. Over the years, this orgammahas successfully implemented various
projects with emphasis on health, education, incgereeration, agriculture and relief activities.
Today ADRA Tanzania employs 46 permanent workerd,@ordinates numerous volunteers.
4.1.1 Targeted Population

The original study examined Kenyan and Tanzaniamgomen and women (N=671,;
male n=359, female n=307) between 16-24 yearseaf@gly 106 of the participants have been
married before, 363 were currently in school at tihee of the data collection, and 15 never
attended school. The Tanzanian sample which iswefest to this study, has an n=326. The
participants volunteered for the study and wererinéwed face-to-face by ADRA workers and
volunteers. The interviews were done in schoolsm@ry schools, secondary schools, high

schools, and universities), banks, video shows, dtands, kiosks, households and homesteads,
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hospitals, post offices, markets, churches, townsffices, police stations, and shopping centers.
Each interview took about one hour to complete.
4.1.2 Sampling Design

The research study used a convenient sample stradgg being the main determinant
for the participation in the study (16—-24).

Sample SizeGreen (1991) states that sample size in a rdseducly design is very
important, due to the fact that it can determiag:Alpha — the probability of committing Type |
error (incorrectly rejecting the null hypothesid)) Power — less likelihood of making a Type I
error (not rejecting a false null hypothesis); &) Effect Size — the degree to which the
criterion variable is related to the predictor ahies in the population. In order for the findings
to be considered statistically significant, these nmuch disagreement among social science
researchers regarding how large a sample size gleulBordesleske (1994) considers that the
sample size should be at least 30 cases per \&riddbachick and Fidell (2000) believe that a
sample size of 20 cases per variable is acceptabiée Rubin and Babbie (2004) consider that
the “common statistical rule-of-thumb requirememir fmultiple requirement for multiple
regression analysis” is to have at least 10 casesgriable (p. 272). Other social scientists are
using different rules-of-thumb: (a) 1st — the numbiesubjects, N, should always be equal to or
greater than some constant ¥N\A); (b) 2nd — stipulates a recommended minimunonaB of
subject-to-predictors (N> Bm; m — number of predictors); and (c) 3rd — mgeneral,
encompasses the first two rules ¥NA + Bm) (Green, 1991). Furthermore, some scientise
developing their own rules based on the specifiedseof the study at hand. Table 4.1

summarizes the main recommendations regardinggtin@le size:
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Table 41 Summary of main sample size rules

Author Rule

Schmidt (1971) A minimum subject-to-predictor ratio value from
15-to-1 to 25-to-1

Harris (1975) N > 50 + m (N—sample size, m—nr. &rfiables)

Pedhazur (1982) Use of rules-of-thumb

Bordesleske (1994) At least 30 cases per variable

Marks (1996) 200 subjects for any regression aislys

Tabachick and Fidell (2000) 20 cases per variatdeaaceptable. However, thedre minimum
requirement is to have at least 5 times more ctsas VS (pp.128-
129)

Rubin and Babbie (2001) At least 10 cases per bigria
1° Rule 29Rule 3" Rule

Rules-of-thumb N A N>Bm N>A+Bm

Effect SizeCohen (1988,1992) states that a behavioral sesesttidy should have a
medium effect size. This dissertation study hasdribles. According to the above table, the
minimum sample size should be 138. Due to thetfattthe Tanzanian Sample has n = 326, the
required sample size is achieved.

4.1.3 Data Collection and Instruments

Data collection took place in January 2006 anda$ Wone by ADRA Tanzania staff and
volunteers. The interview was administered facéat®, and it took about one hour. The
participation in the survey was done on a voluntayis. The instrument used in this survey is a
result of collaborative efforts between ADRA Intational, ADRA Kenya, and ADRA Tanzania
employees. In order to use locally and culturadlfevant language, the original survey used the
word sexto describe the participant’s gender. Since thiglysis based on a secondary data
analysis, and this investigator had no control dher development of the original survey, the
findings and discussion will reflect the use of Whard sexto describe gender. The survey begins
with demographic information (age, sex/gender, tahstatus, education, and language). It
continues with sections regarding communications aad sexuality, relationship, healthful

living, responsible behavior, HIV/AIDS knowledgejfel skills, human rights, gender
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understanding, and mass media preference. Noualtmpns are exhaustive and inclusive. The
original survey can be found in Appendix A.

Validity and Reliability of the InstrumenThe original instrument was developed by
ADRA International in collaboration with ADRA Kenyand ADRA Tanzania for the sole
purpose of the ABY study, and thus used for thet fime. No pilot study was implemented to

validate the instrument and test it for reliabiljopnsistency).

4.2 Research Questions and Hypotheses

Research Question # 1

Is there a positive relationship between partidigasocial capital and participants’
sexually transmitted infections (STI) knowledge,VHIDS knowledge, sexual knowledge,
risky behavior knowledge, as well as their attimittavard people living with AIDS (PLA)?

Hypothesis #1

There a positive relationship between participargstial capital and participants’
sexually transmitted infections (STI) knowledge,VWIDS knowledge, sexual knowledge,
risky behavior knowledge, as well as their attimittiavard people living with AIDS (PLA).

Sub-hypotheses 1.1 — 1.5:

H1.1 The higher the level of social capital, thghar the knowledge regarding sexually

transmitted infections (STI)

H1.2 The higher the level of social capital, theyher the knowledge regarding

HIV/AIDS

H1.3 The higher the level of social capital, thghar the sexual knowledge

H1.4 The higher the level of social capital, thekiedge regarding risky behavior
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H1.5 The higher the level of social capital, therenpositive the attitude toward people

living with AIDS (PLA)

Research Question # 2

Is there a positive relationship between particigaage, and participants’ sexually
transmitted infections (STI) knowledge, HIV/AIDS dwledge, sexual knowledge, risky
behavior knowledge, as well as their attitudes tovpeeople living with AIDS?

Hypothesis # 2

There a positive relationship between participardge, and participants’ sexually
transmitted infections (STI) knowledge, HIV/AIDS dwledge, sexual knowledge, risky
behavior knowledge, as well as their attitudes toweeople living with AIDS.

Sub-hypotheses 2.1 — 2.2:

H2.1 The older the participants, the higher theslleof sexually transmitted infections

(STI) knowledge

H2.2 The older the participants, the higher thel®f HIVV/AIDS knowledge

H2.3 The older the participants, the higher thelef sexual knowledge

H2.4 The older the participants, the higher thel®f risky behavior knowledge

H2.5 The older the participants, the more posithee attitude toward people living with

AIDS (PLA)

Research Question # 3

Is there a positive relationship between partidigarsex/gender and participants’
sexually transmitted infections (STI) knowledge,VWIDS knowledge, sexual knowledge,
risky behavior knowledge, as well as their attimittavard people living with AIDS (PLA)?

Hypothesis # 3
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There a positive relationship between participaséxX/gender and participants’ sexually
transmitted infections (STI) knowledge, HIV/AIDS dwledge, sexual knowledge, risky
behavior knowledge, as well as their attitudes toweople living with AIDS (PLA).

Sub-hypotheses 3.1 — 3.5:

H3.1 Young women are more knowledgeable in regaskkually transmitted infections

(STI) than young men

H3.2 Young women are more knowledgeable in regakdlV/AIDS than young men

H3.3 Young women are more knowledgeable in regagkkuality than young men

H3.4 Young women are more knowledgeable in regargsky behavior than young men

H3.5 Young women show a more positive attitude towpeople living with AIDS

(PLA)

Research Question # 4

Is there a positive relationship between particiga@ducation and participants’ sexually
transmitted infections (STI) knowledge, HIV/AIDS dwledge, sexual knowledge, risky
behavior knowledge, as well as their attitudes tovpeeople living with AIDS (PLA)?

Hypothesis # 4

There is a positive relationship between particigagducation and participants’ sexually
transmitted infections (STI) knowledge, HIV/AIDS dwledge, sexual knowledge, risky
behavior knowledge, as well as their attitudes tovpeeople living with AIDS (PLA)

Hypotheses 4.1 — 4.5

H4.1 The higher the level of education, the higther knowledge regarding sexually

transmitted infections (STI)

H4.2 The higher the level of education, the higherknowledge regarding HIV/AIDS

45



H4.3 Thehigher the level of education, the higher the seknawledge

H4.4 The higher the level of education, the highes knowledge regarding risl
behavior

H4.5 The higher the level of education, the morsitpe the attitude toward peog

living with AIDS (PLA)
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Figure 41 Summary of the predictor (IV) and criterion (DV)riables

4.3 Variables Descriptions

Based on the available literature and the thealetimderpinning of social capit
presented in chapters two and three of this doctymelevant questions used in the origi
survey were grouped to develop specific measuramd&ruments. The new, -developed
instrument, although limited in itnature, addresses the particular needs of thiertis®n
study, and can be found in Appendix B. After deteing relevanthypotheses and s-
hypotheses for the chosen research questionsinipigrtant to dentify the variableso be used
in the statistical tests.oHowing is a detailed description of what quessiomere chosen 1

delineate the predictor and criterion variableth@new instrumen
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4.3.1 Criterion Variables (DV)

Based on an in-depth analysis of the relevantlitee and theory, succeded by a careful
analysis of the original research instrument, tilWwing have been chosen as criterion variables
(DV) for this study, and are summarized in Tab2 4.

Sexually transmitted infections (Skhowledge The subjects’ knowledge regarding STI
is delineated by the following questions (Qs). S7Rdve you heard about sexually transmitted
infections(yes, no); S7Q2: Wch STI do you knowgonorrhea, syphilis, herpes, Chlamydia,
HIV/AIDS; S7Q4: What are the signs/symptoms of -Sbbdy itching, body rash, discharge
from the penis/vagina, lower abdominal pains, sameghe penis/vagina, sores on the mouth;
S7Q5:How is STI transmitted-sexual intercourse, kissing, sharing sharp ohjettaring tooth
brush, blood transfusion, insect bites, motherniédc sharing bathing towels, witchcraft; S7Q6:
How can STI be preventeeabstinence, using condoms, having uninfected $eparéner, non
penetrative sexual activities; S7QWFhat should a person infected with STHexeek treatment,
do nothing; S7Q8Where should a person go for treatmeiltealth centers, traditional healers,
self treatment; S7Q9When should STI infected person seek treatmanimediately after
noticing the symptoms, 4 weeks after noticing tigenoms, 2 months after noticing the
symptoms; and S7Q1What are the social responsibilities of a persofeated with STH-
inform the partner/s immediately, seek medical hvelih the partner/s, seek medical help alone,
continue having sex.

HIV/AIDS knowledgeThe subjects’ knowledge regarding HIV/AIDS is mai@ed by the
following questions. S7Q1Have you heard about HIV/AID§es, no); S7Q13s it possible
for a healthy-looking person to have the AIDS vi{yss, no); S7Q14ts it possible that a

healthy-looking person who has the AIDS could tnaibst to his/her sexual partngyes, no);
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S7Q15:What are the symptoms of ABBgradual loss of body weight, gradual loss of hair,
frequent diarrhea, herpes zoster, prolonged fdaaty rash, prolonged cough; S7QY8ho is at
risk of being infected with HIV/AIDSall, youth, women, men, those who get involvedhwit
commercial sex; S7TQ1How is HIV transmitted-sexual intercourse, kissing, sharing sharp
objects, blood transfusion, insect’s bites, motteerchild, substance abuse, sharing bathing
towels, sharing of tooth brush, direct contact witle fluid of infected corpse/dead person;
S7Q18:How can HIV be preventedabstinence, using condoms, being faithful to partn
having no infected sexual partner; S7Q%here can people go to be tested for the virus that
causes HIV¥-hospital, clinic, VCT center, pharmacy, mobilendj field worker; S7Q24How
would you care for a person infected with HIV/AIBfeding, bathing,
counseling/encouragement, sharing information, simgwcompassion, sharing resources or
donating resource; and S10Q@#w does respect for human rights contribute taucn of the
spread of HIV—reduction of rape, reduction of child abuse, réiducof sexual exploitation,
protection of the individual rights.

Sex and sexuality knowledgghe subjects’ knowledge regarding sex and setyuii
measured by the following questions: S3QAhat is sex-being male of female, sexual
intercourse between male and female; S3Q®hat are the functions of penis
secretion/urination, sexual pleasure, sexual iotese, means to transfer sperm from
procreation; S3Q7AVhat are the function of vagirasecretion/urination, sexual pleasure, sexual
intercourse, means to receive sperm for procrea@#12:What is the right stage to start
sexual intercourse-at marriage, while in primary school, while in eadary school, while in
college, after completion of one’s education, whrelove, when one feels like having sex, when

one has the right resources, when negotiated; S5Q@. does one maintain healthy sexual
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life—avoiding substance abuse, be faithful to partaeoid underage sex, use contraception,
undergo voluntary counseling and HIV training; S6@Q4&n a person control sexual urgges,
no); S6Q2:What do you do when you have sexual #rjed sex partner, masturbate, get
involved in some diverting activities, discuss wigeer group, practice self control, get
pornographic material; S9Q®hat is sexual abuseverbal abuse, physical abuse, rape, lack of
guality between men and women where one sex/gdmakeia low social status, forcing one’s
sexual desire over the opposite sex, taking adgastaf children; S9Q4/Nhat are the effects of
sex abuse-loss of self confidence, loss of trust in the Bsament, distrust of the opposite sex,
running away from home, psychological trauma, ptgisirauma, STI; and S9QBVho decides
on sexual rights-the male, the female, both.

Risky behaviors knowledgelhe subjects’ knowledge regarding risky behavi®r
measured by the following questions: S5@hat are the factors that can have a negative effec
on one’s reproductive (sexual) healtk?female genital cutting, underage marriage, sunost
abuse, not having sex regularly, stress, rapeyrallpractices, not having sex at all, unsafe sex;
S5Q3:What are the potential health consequences of ag#gesex? unsafe pregnancy, unsafe
delivery, congenital complications, educationalemtiption, maternal complications, STI,
termination of pregnancy; and S6Q@8entify risky sexual intercourse getting involved in
commercialized sex, practicing unsafe sex, unfaitigfss to partner.

Attitudes toward people living with AIDS (PLAYhe subjects’ attitude toward
individuals living with AIDS is measured by the Ifmhing questions. S7Q22Nould you be
willing to care for a person suffering from AlQes, no); S7Q26Lf a teacher has the AIDS
virus but is not sick, should the teacher be alldwe continue teaching in the scheeyes, no,

don’t know, S7Q26:Do you agree or disagree with the following statetn®eople with AIDS
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virus should be ashamed of themselvagree, disagree, don’t know; S7QZ¥ you agree or
disagree with the following statement: People wAtDS virus should be blamed for bringing the
disease into the communityagree, disagree, don’t know.

4.2.2 Predictor Variables

After establishing the criterion variables (DV)rahgh the use of the same method, the
following variables were chosen as the predictoiabdes:

Control variables Some of the subjects’ demographic characteristiesused as control
variables in Q1: age, Q2: gender, and Q3: leveldoication.

The following table summarizes the above preseotédrion and predictor variables
with the corresponding questions used to delingestge variables in the new instruments.

Table 42 Variables and scales

Variable Description New Scales
Criterion Variables (DV)
STI Knowledge S7Q1; S7Q2; S7Q4; S7Q5; S7Q6;
S7Q7; S7Q8; S7Q9; S7Q10
HIV/AIDS Knowledge S7Q11; S7Q13; S7Q14; S7Q15;

S7Q16; S7Q17; S7Q18; S7Q19;
S7Q24; S10Q2

Sexual Knowledge S3Q1; S30Q6; S3Q27; S4Q12; S5Q2;
S6Q1; S6Q2; S90Q3; S9Q4; S9Q6

Risky Behavior Knowledge S5Q1,; S5Q3; S6Q3

Attitudes towards PLA S7Q22; S7Q25; S7Q26; S7Q27

Predictor Variables (V)

Age Q1

Sex/Gender Q2

Education Q5

Social Capital See Table 4.3

Social capital Based on the literature review, a comprehensyeebkcapital framework
would include an in-depth analysis of various eletae(subsets) of social capital such as:
human, family (internal and external), emotiondii@tional (formal and informal), community,
physical, and economic social capital. However, wuthe limited information collected for the

original study, the above listed elements of socaglital can be assessed only marginally.
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(@) Human social capitalHacludes acquired knowledge, intelligence, commossge
personal abilities and talents (Coleman, 1990).sfoes S1Q5 and S8Q3 will be used to assess
human social capital. S1Q%hat is your level of educatiemnever attended school, lower
primary, middle primary, upper primary, secondaapd S8Q3:What are your aspiratiors
complete education, keep healthy, start family,aggib/make an independent living, make sure
to have a career, be responsible, have no asifjalam.

(b) Family social capitatit is represented by parents and family sociakgtment in
children. It includes internal elements—parentsidj efforts, resources, and energy invested in
children, and other family members (within the hehsd); and external elements, social
relationships between parents and community (ssh@Gloleman, 1988). The original research
instrument includes several elements that couldi&etified under internal family social capital.
S2Q1:Who are you primarily living with-both biological parents, father only, mother only,
father and sep mother, mother and step father; $2@2: What are the responsibilities of
person/s whom you are living with regarding yourlfare—basic needs, education, guidance,
discipline, medical care, provision of securityfeaiion, sexual satisfaction, none, don’t know.

(c) Emotional social capitalit consists of contacts, relationships, and stitehg
(Nowotny, 1991). In this study, elements of emadioisocial capital are included in the
following questions: S2Q3With whom do you mainly discuss sexual isstasth biological
parents, father only, mother only, uncle only, aonly, sep mother, step father, grandparents,
guardian, friends, nobody, other; S2@#aw often do you discusswveekly, monthly, bimonthly,
quarterly, biannually, annually, as needed; S2@6&en you make decisions where do you seek

advice from—parent/guardian, teacher, friend/peers, relativ@gegsional, other.
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(d) Physical social capital-it consists of technology and material resourd&striam,
1993). Question S7Q12 is the only one that addsgsasicipants’ access to technology. S7Q12:
From where or whom did you hear/read about HIV/AIB@dio, newspapers/magazine, TV,
parents, teachers, friends/peers, health workarapplets/brochures, other.

(e) Economic social capitatit includes a family’s physical and material resmms
(Coleman, 1988). The only question from the instatrthat addresses the economic level of the
participants in the study is S8Q2:hat challenges do you experience in ligeenomic, family
relationship, peer pressure, courtship, reprodacthealth, general health maintenance,
educational access, cultural demands, generatgagl school, other. The decision to consider
all the participants who did not check economiclddae considered debatable by some. On the
other hand, since the instrument does not contafrgaestion regarding the economic wellbeing
of each participant, this will be the only way tantrol for economic social capital.

() Community social capitatit is considered to encompass the quality, stnectu
strengths and density of social networks; numbevabdintary groups and associations; formal
and informal institutions (Putnam, 1993, 1993Sprii@uestions S4Q1 and S4Q2 addressed this
issue. S4Q1Who are your friends-peers in the neighborhood, class mates, club membe
relatives, work mates; and S4QBow do you select your friendsame profession, same
neighborhood, same school/college.

(g) Education—as an element of social capital, education hasdwoponents: formal
(school and colleges, private and state fundedq, iaformal (groups, clubs, organizations,
peers). For formal education it was chosen S1What is your level of educatierprimary,
lower primary, middle primary, upper primary, sedary; and for informal, S4QM\Who are

your friends—peers in the neighborhood, class mates, club memdatives, work mates.
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Table 4.3 summarizes the above presented elemdntsomal capital with the
corresponding questions used to delineate theseeals in the new instruments.

Table 43 Social capital scale

Elements of SC (Subscales) New Scale

Social Capital (SC) Human SC S1Q5; S8Q3
Family SC S2Q1; S2Q2
Emotional SC S2Q3; S20Q4; S2QF6;
Physical SC S7Q12
Economic SC S8Q2 (only 1)
Community SC S4Q1; S40Q2
Education SC S1Q5; S401

4.4 Data Analysis

The data analysis was done by using the Statistk@ikage for Social Sciences
(SPSS)®. Descriptive statistics were performed Ibtaio a general description of the data.
Logistic regression analysis and Univariate Analysi Variance (ANOVA) were used to study
the relationship between the predictor variabl®3 énd criterion variables (DV).

Logistic regression analysis was used to studyréetionship between the predictor
variables (IV): social capital, age, and the criervariables (DV): STI knowledge, HIV/AIDS
knowledge, sexual knowledge, risky behavior knogkdand subjects’ attitudes towards PLA.
First, a simple linear regression was performeditain a liner regression equation so that the
criterion variables (STI knowledge, HIV/AIDS knowlige, sexual knowledge, risky behavior
knowledge, and subjects’ attitudes towards PLA) &anpredicted based on the predictor
variables (social capital, and age). According teerf\ddr & Vannatta, “the stronger the
relationship [between the IV and the DV], the higtiee degree of predictability between them”
(2001, p.166). Second, a multiple linear regressvas performed in order to narrow down to
which specific element/s of social capital (human family sc, emotional sc, community sc,
physical sc, and economic sc) were the signifiqganretictors. This “procedure examines the

significance of each IV to predict DV as well ag #significance of the entire model to predict
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the DV’ (Mertler & Vannatta, 2001, p.194). One threto this statistical analysis is

multicollinearity. Multicollinearity is considere@ “problem that arises when there exists
moderate to high intercorrelations among predietorables (IVs)” (Mertler & Vannatta, 2001,

p.169).

An Univariate Analysis of Variance (ANOVA) was uséd find out if there is a
significant difference in subjects’ STI, HIV/AIDSand sexual knowledge, risky behavior
knowledge, and their attitudes towards PLA, basedtleeir sex/gender, and educational
differences. The Univariate Analysis of VarianceN@VA) was chosen due to the fact that this
statistical analysis is “a hypothesis testing pdoce that simultaneously evaluates the
significance of mean differences on a DV betweem gwoups” (Agresti & Finlay, 1997, cited in

Mertler & Vannatta, 2001, p.67).

4.5 Reliability and Validity of the Study Design

4.5.1Reliability

The instrument used for the original study wastasted for reliability (consistency) due
to the fact that it was newly developed by ADRAelmational in collaboration with ADRA
Kenya, and ADRA Tanzania, and used for the firsktin this study.
4.5.2 Validity

Due to the broad variety of ways in which sociapita is viewed and measured,
predominantly by social scientists and economitis, effort to develop a cross sectional
common set of indicators to measure social captedss disciplines is non-existent. As a result,
in order to operationalize the social capital iladlics, several pre-existing individual Social
Capital measures are usually used (e.g., yound adalal support inventory [YA-SSI]). This

ensures the validity and reliability of the measoeat instruments used. Unfortunately, the data
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collected for theSupport to HIV/AIDS Prevention through Abstinenod 8ehavioral Change
for Youth (ABY) Program did not use an instrument alreadstet@ for validity and reliability
(reliability being the quality of measurement [@snsistency], while validity is the degree to
which a variables used in this study measured et were designed to measure).

There are four types of validity—statistical corssn validity, internal validity,
constructs validity, and external validity. Statat control validity refers to the validity of
inferences made based upon the statistical analygs®s Construct validity refers to the validity
of inferences made based upon the measures employedhal validity is the appropriateness,
meaningfulness, and usefulness of the specificranfees made from test scores. External
validity refers to the validity of inferences matte a larger population (Cook & Campbell,
1979).

Statistical construct validityThe use of the wrong statistical analyses methods
small “n” could violate the statistical construcilidity of the study. This could lead to type |
error (an error made by wrongly rejecting a truelfinypothesis”), and type Il error (an error
made by wrongly accepting a false “null hypothesisiowever, in this study, the statistical
construct validity can be controlled through thevpoof the statistical test used, and through the
use of a data set with a high enough N - 326.

Construct validity.-The construct validity of a study is very importathiie to the fact that
it grants the ability to infer or interpret the dadbased on the measure used. Given that the
original research did not used validated instruseabnstruct validity could be considered a

threat for this dissertation study.
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Internal validity. The study design is of great importance in the adgnternal validity,
due to the fact that internal validity refers t@ theneralization of conclusions within a given
study itself. There are several threats to intevadlity:

1. History—does not apply to this dissertation gtdde to the nonexperimental nature
of the original study (no pre- post tests). As sule historical events that usually could occur
during the course of an experimental study threateto confound the experimental results will
not apply to this study.

2. Maturation—due to the nonexperimental naturehef original research design, the
participants’ continual growing and changing didt adfected the results of the study, thus
maturation is not considered a threat to the iatleralidity of this study.

3. Testing—this threat does not apply to this disgi®n study due to the fact that the
nonexperimental nature of the original study thesdaot require testing and retesting, which
otherwise could have influenced people’s behavibereof confounding the experimental
results.

4. Instrumentation—can be considered a threat ternal validity of this dissertation
study due to the nonexperimental nature of theirmlgstudy and the lack of measurement in
pre-testing and post-testing. As a result, varioppblems of measurement (e.g.,
conceptualization) that could have been identifieding pre- post testing, were not identified
and addressed.

5. Regression towards the mean (RTM)—is not a thteathis study due to the
nonexperimental nature of the original study; doeghe lack of pre- post test, a participant’s

response will not vary;
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6. Selection—could be considered a threat to thernal validity of this dissertation
study due to its lack of random selection.

7. Experimental Attrition—is not a threat to thisidy, since this threat has to do with
participant dropping out of the project. Usuallg tiiareats to internal validity can be controlled
through the use of a good experimental design amdlam assignment. Given that this
dissertation study is based on a secondary datgsé)ahe researcher had no control regarding
the original study design; therefore, she is né¢ &b control for the two identified threats to the
internal validity, instrumentation and selection.

External validity External validity refers to generalizability oihdings to or across
target populations, settings, or times. It is cdestd that an experimental research design has a
better external validity due to several factorg.(erandom assignment). Since this dissertation
study is using a data set generated by a nonexgetainstudy, it can be concluded that the
external validity of this dissertation study isglatened by the use of convenient sampling and by
the use of an instrument not tested for validitg agliability. In the case of this study, the threa
to the external validity could be controlled thrbuthe use of a large N, decrease error, and

increase sensitivity of the statistical analysis.

4.6 Advantages and Disadvantages of SecondaryAbetlysis

4.6.1 Advantages of Secondary Data Analysis.

According to Kiecolt and Nathan (1985), a seconddaga analysis offers several
advantages. Among them, it presents the reseavgitleran opportunity for saving resources
such as time and money. The researcher can alspletenthe research project/dissertation
independently, eliminating the need for researdistants in the field. The data set may provide

the benefits of nationally representative sampled \aalidated instruments. A secondary data
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analysis could be used for a variety of researchkigds (i.e., trend, cohort, time-series,
comparative studies). This data set provided thestigator of this study with all of the above
stated advantages.

4.6.2 Limitations of Secondary Data Analysis.

In spite of the numerous advantages of a secondaty analysis, there are several
limitations as well. Some of them are as follow) dle to the fact that errors made in original
surveys often are no longer observable, it is msisible to single out interviewing, and coding
errors, (2) data quality may be questionable gitrext the survey could present measurement
issues, (3) the researcher must deal with measii@ésire not precisely those most wanted, and
(4) the original study could lack variables tha¢ tlesearcher may consider essential for the
present study (Kiecolt & Nathan, 1985). These dislenitations are absolutely true for the
present dissertation study as well. If the invedtg of this dissertation study had had the
opportunity to design the original study, she wobélve used already validated instruments as

well as more comprehensive questions such as #peed to social capital.
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CHAPTER 5

STUDY FINDINGS

Following the discussion regarding the methodolpgyposed for this study, the data
was introduced in SPSS® (Statistical Package farab&ciences). This chapter will review the
statistical findings of this study, divided in seafesections: first an overview of the studied
population will be presented through the descrettatistics; then the chapter will conclude
with the results of the logistic regression analysind Univariate Analysis of Variance
(ANOVA) which were performed for the four predicteariables: social capital, age, sex/gender

and education.

5.1 Descriptive Statistics

Three hundred and twenty six individuals, from ¢éhdéfferent regions of the country of
Tanzania (Mwanza 43.9%, Mara 25.5%, and Killimamj&0.7%), completed the interview
guestionnaire administrated by ADRA Tanzania. Amtrgrespondents 53.4% were male, and
46.0% were female. Subjects ranged in age fromehsyold to 24 years old. At the time of the
interview, 59.2% of the subjects were still in schd2% of them have never been married,
while 13.8% were married at the time or sometimenaethe interview; 15.6% preferred English
as a language of communication; a majority of th@®.7%) had completed Upper Primary
(K68)/(T6-7); and 60.7% were living with both bigical parents. Table 5.1 summarizes the

main demographic characteristics for the samptaisfstudy.
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Table 51Main demographic characteristics

Variables N (%)
Province
Mwanza 143 43.9
Mara 83 22.5
Killimanjaro 100 30.7
Sex/Gender
Male 174 53.4
Female 150 46.0
Ever Been Married
Yes 45 13.8
No 269 82.5
Currently in School
Yes 193 59.2
No 129 40.1
Preferred Language of Communication
English 51 15.6
Kiswabhili 263 80.7
Other 4 1.2
Level of Education
Never Attended School 8 2.5
Lower Primary (K1-3)/(T1-3) 13 4.0
Middle Primary (K4-5)/(T6-8) 16 4.9
Upper Primary (K6-8)/(T6-7) 149 457
Secondary (F1-2) 47 14.4
Secondary (F3-4) 73 22.4
Secondary (F5-6) 13 4.0
Age
16 69 21.2
17 47 14.4
18 58 17.8
19 30 9.2
20 32 9.8
21 15 4.6
22 27 8.3
23 17 5.2
24 30 9.2

5.2 Predictor Variable: Social Capital

5.2.1 Hypothesis # 1
There is a positive relationship between participasocial capital and participants’
sexually transmitted infections (STI) knowledge,VWRIDS knowledge, sexual knowledge,

risky behavior knowledge, as well as their attimittavard people living with AIDS (PLA)?
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5.2.2 Sub-hypotheses 1.1 — 1.5

H1.1 The higher the level of social capital, thghar the knowledge regarding sexually
transmitted infections (STI)

In order to test if the prediction, that higher tmerticipants’ level of social capital, the
higher the knowledge regarding STI is supportedinaple linear regression was calculated
(Table 5.2). A significant regression equation i@md (1, 324) = 125.120p <.05), with an
R? = .279. Thus it can be concluded that social eajiit general accounts for 27.9% of the
variance in STI knowledge. Subjects’ predicted ibwledge is 2.349 + .490 (SC). Hence
subjects’ average STI knowledge increased by .48@dch unit of social capital.

Table 52 Simple linear regression — Social capital (IVB&! knowledge (DV)

Model Unstandardized Coefficients Standardized fimehts t Sig.
B Std. Error Beta B Std. Error
1 (Constant) 2.394 1.333 1.795 .074
Social Capital 490 .044 528  11.186 .000

Furthermore, to identify which specific elementfssocial capital (human sc, family sc,
emotional sc, physical sc, economic sc, commurdtyaad/or education sc) are responsible for
the increase in STI knowledge, a multiple linearession was performed. A significant model
emerged F(7, 265) = 49.548p<.05), with anR® = .567. Within this model, the predictor
variable beta identifies only human $c<.534, p <.05), family s@(= .323, p <.05), physical sc
(B = 2.876, p <.05), and community g% .478, p <.05), as being significant predictdrsus
56.7% of the variation in STI knowledge can be akmd by differences in human, family,
physical, and community social capital. Due to filuet that the values of the variation inflation
factor (VIF) for all social capital elements arevir than ten, and that the tolerance values are

not close to zero, multicolinearity is not consetéra threat to this model. Furthermore, since
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Rzad,-is above 50%, it proves that there is a good md@?@hj = .555). Emotional, economic and
education social capital were not significant pcéalis in this model, as shown in Table 5.3.

Table 53 Multiple linear regression — Elements of socaital (1V) & STI knowledge (DV)

Unstandardized Standardized
Coefficients Coefficients Collinearity Statistics
Model B Std. Error Beta t Sig. Tolerance VIF
1 (Constant) 6.625 .994 6.662 .000
Human SC .534 131 .264 4.062 .000 .388 2.576
Family SC .323 124 115 2.602 .010 .832 1.202
Emotional SC .064 .082 .033 .782 435 .932 1.073
Physical SC 2.876 .254 .505 11.326 .000 .824 1.214
Economic SC -.791 470 -.074 -1.683 .094 .847 1.181
Community SC 478 .149 .170 3.206 .002 .584 1.712
Educational SC -.145 .203 -.052 -.716 A74 .307 58.2

1.2 The higher the level of social capital, theheigthe knowledge regarding HIV/AIDS

With the purpose of finding out if the predictioimat higher the participants’ level of
social capital, the higher the knowledge regardihiyy/AIDS is accurate, a simple linear
regression was carried out. A significant regresgquation emerged-(1, 324) = 135.266p
<.05), with anR? = .295. Consequently, social capital in generaloants for 29.5% of the
variance in HIV/AIDS knowledge. As summarized inblea5.4, subjects’ predicted HIV/AIDS
knowledge is 4.736 + 532 (SC). Hence subjects’ ayemHIV/AIDS knowledge increased by

.532 for each unit of social capital.

Table 54 Simple linear regression — Social capital (IVH&//AIDS knowledge (DV)

Model Unstandardized Coefficients Standardized fimehts t Sig.
B Std. Error Beta
1 (Constant) 4.736 1.393 3.400 .001
Social Capital .532 .046 .543 11.630 .000

In addition, to identify which specific element/s social capital (human sc, family sc,
emotional sc, physical sc, economic sc, commuradfyaad/or education sc) are responsible for
the increase in HIV/AIDS knowledge, a multiple laneregression statistical analysis was used.

A good model emerged(7, 265) = 25.682p<.05), with anR? = .404. Within this model, the
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predictor variable beta identifies only human B&=(1.074, p <.05), physical s@ € 2.713, p
<.05), and community s@ (= .483, p <.05), as being significant predictdrsus 40.4% of the
variation in HIV/AIDS knowledge can be explained Hifferences in human, physical, and
community social capital. Due to the fact that #adues of the variation inflation factor (VIF)
for all social capital elements are lower than @md that the tolerance values are not close to
zero, multicolinearity is not considered a threathis model. Furthermore, sinBé,qis between
50% and 25%, there is an acceptable moﬂéldj(= .388). Family, emotional, economic, and
education social capital were not significant pcéalis in this model (see Table 5.5).

Table 55 Multiple linear regression — Elements of socaital (1V) &
HIV/AIDS knowledge (DV)
Unstandardized  Standardized

Coefficients Coefficients Collinearity Statistics
Model B Std. Beta t Sig. Tolerance VIF
Error
1 (Constant) 8.394 1.541 5.446 0.00
Human SC 1.074 .204 .401 5.268 .000 .388 2.576
Family SC 011 .193 .003 .060 .952 .832 1.202
Emotional SC .228 126 .089 1.803 .073 .932 1.073
Physical SC 2.713 .394 .360 6.892 .000 .824 1.214
Economic SC -1.230 729 -.087 -1.687 .093 .847 1.18
Community SC .483 231 .130 2.089 .038 .584 1.712
Educational SC -.537 .315 -.146 -1.707 .089 .307 2548.

H1.3 The higher the level of social capital, thghar the sexual knowledge

To find out whether the premise that the higherghsdicipants’ level of social capital,
the higher the sexual knowledge is supported, alsirtinear regression was computed. A
significant regression equation was fouRil( 324) = 202.664 <.05), with ar? = .385. Thus
it may be concluded that social capital in gena@ounts for 38.5% of the variance in STI
knowledge. Subjects’ predicted sexual knowledg2 (64 + .447 (SC). Hence subjects’ average

sexual knowledge increased by .447 for each ursbofal capital (see Tale 5.6).
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Table 56 Simple linear regression — Social capital (IVyé&xual knowledge (DV)

Model Unstandardized Coefficients Standardized fimehts t Sig.
B Std. Error Beta
1 (Constant) 2.064 .956 2.159 .032
Social Capital 447 .031 .620 14.236 .000

Additionally, to identify which specific elementéd social capital (human sc, family sc,
emotional sc, physical sc, economic sc, commurutyaad/or education sc) are responsible for
the increase in sexual knowledge, a multiple linesgression was calculated. A significant
model emergedH(7, 265) = 41.267p<.05), with anR® = .522. Within this model, the predictor
variable beta identifies only human $cH.581,p<.05), emotional si(= .233,p<.05), physical
sc B = 1.652,p<.05), economic s@(= -1.711,p<.05), and community s@ = 1.085,p<.05), as
being significant predictors. Thus 52.2% of theiatgon in STI knowledge can be explained by
differences in human, family, physical, economid @mmunity social capital. Due to the fact
that the values of the variation inflation fact®iiK) for all social capital elements are lower than
ten, and that the tolerance values are not clogerm multicolinearity is not considered a threat
to this model. Furthermore, sinéﬁadjis above 50%, it is proven that this is a good rh()laéldj

= .509). Family and education social capital weog significant predictors in this model (see

Table 5.7).
Table 57 Multiple linear regression — Elements of socagpital (IV) & sexual knowledge (DV)
Unstandardized Standardized
Coefficients Coefficients Collinearity Statistics
Model B Std. Error Beta t Sig. Tolerance VIF
1 (Constant) 4.134 1.083 3.817 .000
Human SC .581 .143 227 4.055 .000 .388 2.576
Family SC .263 .153 .090 1.943 .053 .832 1.202
Emotional SC .233 .089 115 2.622 .009 .932 1.073
Physical SC 1.652 277 .280 5.975 .000 .824 1.214
Economic SC -1.711 512 -.154 -3.341 .001 .847 1.18
Community SC 1.085 162 372 6.683 .000 .584 1.712
Educational SC -3.336 221 -116 -1.519  .130 .307 .258
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H1.4 The higher the level of social capital, thghar the knowledge regarding risky
behavior

To test whether the prediction that the higherghgicipants’ level of social capital, the
higher the knowledge regarding risky behaviorsasueate, a simple linear regression analysis
was conducted (Table 5.8). A significant regressquoation emerged=(1, 323) = 152.814p
<.05), with anR? = .321. Thus the conclusion is that social cajiitajeneral accounts for 32.1%
of the variance in risky behavior knowledge. Sutgepredicted risky behavior knowledge is -
466 + .321(SC). Hence subjects’ average risky Wieh&nowledge increased by .321 for each
unit of social capital.

Table 58 Simple linear regression — Social capital (IV}igky behavior knowledge (DV)

Model Unstandardized Coefficients Standardized fimehts t Sig.
B Std. Error Beta
1 (Constant) -.466 792 -.588 .557
Social Capital 321 .026 .567 12.362 .000

Furthermore, in order to identify which specifiemlent/s of social capital (human sc,
family sc, emotional sc, physical sc, economic gmnmunity sc, and/or education sc) are
responsible for the increase in risky behavior kieolge, a multiple linear regression was
calculated. A good model emergde(7, 265) = 41.267p<.05), with anR? = .567. Within this
model, the predictor variable beta identifies ohiyman scf{ = .608,p<.05), physical scf(=
1.321,p<.05), economic sd3(= -1.133,p<.05), community scf(= .870,p<.05), and education
sc B = -.484,p<.05), as being significant predictors. Thus 56.@%tthe variation in risky
behavior knowledge can be explained by differencdsuman, physical, economic community
and education social capital. Due to variation galof the inflation factor (VIF) for all social
capital elements are lower than ten, and that tlerance values are not close to zero,

multicolinearity is not considered a threat to thisdel. SinceR,qis between 50% and 25%,
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this is an acceptable mode‘Rzgdj = .455). Family and emotional social capital werat

significant predictors in this model (see Table)5.9

Table 59 Multiple linear regression — Elements of socagital (1V) &

risky behavior knowledge (DV)
Unstandardized Standardized

Coefficients Coefficients Collinearity Statistics
Model B Std. Beta t Sig. Tolerance VIF
Error
1 (Constant) 1.433 912 1.572 117
Human SC .608 121 .362 5.044 .000 .388 2.576
Family SC 211 114 .091 1.855 .065 .832 1.202
Emotional SC .034 .075 .021 .454 .650 .932 1.073
Physical SC 1.321 .233 .280 5.674 .000 .824 1.214
Economic SC -1.133 431 -128  -2.627 .009 .847 1.18
Community SC .870 137 .373 6.366 .000 .584 1.712
Educational SC -.484 .186 -210 -2.604 .010 .307 2548.

H1.5 The higher the level of social capital, therenpositive the attitude towards people
living with AIDS (PLA)

To verify if the statement that the higher the ggyants’ level of social capital, the more
positive attitude towards PLA is proved true, a @enlinear regression was calculated. As
shown in Table 5.10, a significant regression aqunatvas found (1, 324) = 45.586p<.05),
with an R? =.123. Thus it is proven that social capital imegmel accounts for 12.3% of the
variance in attitudes towards PLA. Subjects’ prestiattitude towards PLA is .638 + .057(SC).
Hence subjects’ average attitudes towards PLA as&é by .057 for each unit of social capital.

Table 510 Simple linear regression — Social capital (IVagitudes towards PLA (DV)

Model Unstandardized Coefficients Standardized fimehts t Sig.
B Std. Error Beta
1 (Constant) .638 .255 2.502 .013
Social Capital .057 .008 351 6.752 .000

Moreover, to identify which specific element/s afcal capital (human sc, family sc,
emotional sc, physical sc, economic sc, commurfyasd/or education sc) are responsible for a

more positive attitude towards PLA, a multiple Bneegression was computed. A poor model
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emerged (7, 265) = 5.589p<.05), with anR? = .129. Within this model, the predictor variable
beta identifies only physical s@ € .117,p<.05), and education s@ € .145,p<.05), as being
significant predictors. Thus only 12.9% of the afion in subjects’ positive attitudes towards
PLA can be explained by differences in physicalj aducation social capital. Due to the fact
that the values of the variation inflation fact®iiK) for all social capital elements are lower than
ten, and that the tolerance values are not clogertm multicolinearity is not considered a threat
to this model. Furthermore, sinB&.qjis bellow 25%, the conclusion is that this is apowmdel

(Rzadj = .106). Human, family, emotional, economic, aminmunity social capital were not

significant predictors in this model (Table 5.11).

Table 511 Multiple linear regression — Elements of socagital (1V) &
attitudes towards PLA (DV)

Unstandardized Standardized
Coefficients Coefficients Collinearity Statistics
Model B Std. Error Beta t Sig. Tolerance VIF
1 (Constant) 741 .325 2.281 .023

Human SC .056 .043 120 1.306 .193 .388 2.576
Family SC -.050 .041 -.077 -1.232 .219 .832 1.202
Emotional SC .033 .027 .073 1.225 222 .932 1.073
Physical SC 177 .083 135  2.135 .034 .824 1.214
Economic SC 121 .145 .049 .787 432 .847 1.181
Community SC -.020 .049 -.031 -.413 .680 .584 1.712
Educational SC .145 .066 226  2.188 .030 .307 3.254

5.3 Predictor Variable: Age

5.3.1 Hypothesis # 2

Is there a positive relationship between participaage, and participants’ sexually
transmitted infections (STI) knowledge, HIV/AIDS dwledge, sexual knowledge, risky
behavior knowledge, as well as their attitudes tovpeeople living with AIDS (PLA)?

Sub-hypotheses 2.1 — 2.5:

H2.1 The older the participants, the higher theslleof sexually transmitted infections

(STI) knowledge
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To verify the sub-hypothesis that the older theiggants’, the higher the knowledge
regarding STI, a simple linear regression was ctamed. A significant regression equation
emerged E(1, 323) = 8.154p<.05), with anR® = .025. Thus the conclusion is that age in general
accounts for 2.5% of the variance in STI knowledgghjects’ predicted STI knowledge is 8.816
+ 422(SC). Hence subjects’ average STl knowledgeeased by .025 for each unit of age. These
findings are summarized in Table 5.12.

Table 512 Multiple linear regression — Age (IV) & STI kntadge (DV)

Unstandardized Standardized
Coefficients Coefficients Collinearity Statistics
Model B Std. Error Beta t Sig. Tolerance VIF
1 (Constant) 8.816 2.838 3.107 02.0
Age 422 .148 157 2.856 .005 1.00 1.00

H2.2 The older the participants, the higher thelef HIV/AIDS knowledge

A simple linear regression was used to predictestibj HIV/AIDS knowledge based on
age. The regression equation showed no significéf(e323) = 1.075p>.05), with anR* =
.003. Therefore, it is proven that age cannot ptgehrticipants’ HIV knowledge.

H2.3 The older the participants, the higher thelef sexual knowledge

The same statistical analysis (simple linear regioe3 was once again utilized to predict
subjects’ sexual knowledge based on age. The m@gre®quation showed no significance
(F(1,323) = 3.592p>.05), with anR? = .011. Consequently, it is demonstrated thatcagmot
predict participants’ sexual knowledge.

H2.4 The older the participants, the higher thel®f risky behavior knowledge

Through a simple linear regression test, the stdjjesky behavior knowledge based on
age was computed. The regression equation showsthnibicance (1,322) = 1.020p>.05),
with an R? = .000. Thus it is demonstrated that age canredigir participants’ risky behavior

knowledge.
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H2.5 The older the participants, the more posithee attitude toward people living with
AIDS (PLA)

To find out if the premise that the older the maptnts, the more positive attitude
towards PLA is supported, a simple linear regresstatistical analysis was used (Table 5.13). A
significant regression equation was fourif{1( 323) = 11.886p<.05), with anR* = .035.
Consequently it is demonstrated that age in ge@eadunts for 3.5% of the variance in attitudes
towards PLA. Subjects’ predicted attitude towardsARs .641 + .088(SC). Hence subjects’
average attitudes towards PLA increased by .088doh unit of age.

Table 513 Simple linear regression — Age (IV) & attitudewards PLA (DV)

Unstandardized Standardized
Coefficients Coefficients Collinearity Statistics
Model B Std. Error Beta t Sig. Tolerance VIF
1 (Constant) .641 .489 1.311 191
Age .088 .025 .188 3.448 .001 1.00 1.00

5.4 Predictor Variables: Sex/Gender

5.4.1 Hypothesis # 3

Is there a positive relationship between partidigarsex/gender and participants’
sexually transmitted infections (STI) knowledge,VWIDS knowledge, sexual knowledge,
risky behavior knowledge, as well as their attimittavard people living with AIDS (PLA)?

Sub-hypotheses 3.1 — 3.5:

H3.1 Young women are more knowledgeable in regaskkually transmitted infections
(STI) than young men

A Univariate Analysis of Variance (ANOVA) was calated to find out the differences
between young men and women regarding knowledgexaial transmitted infections (STI). No
significant difference was found between men andherws STI knowledgeH(1, 322) = 2.741,

p>.05).
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H3.2 Young women are more knowledgeable in regakdlV/AIDS than young men

The same ANOVA test was conducted to find out thikéer@nces in HIV/AIDS
knowledge between young men and women. No signifidédference was found between men
and women’s HIV/AIDS knowledgd=(1, 322) = 1.055p>.05).

H3.3 Young women have more sexual knowledge thamganen

To find out the differences in sexual knowledgewsstn young men and women, a
Univariate Analysis of Variance (ANOVA) was condedt No significant difference was found
between men and women'’s sexual knowledg,(322) = 2.947p>.05).

H3.4 Young women are more knowledgeable in regargsky behavior than young men

Once again, no significant difference was foundwkeen men and women’s risky
behavior knowledge H(1, 321)=1.322;p>.05) when conducting a Univariate Analysis of
Variance (ANOVA) to find out the differences inkisbehavior knowledge between young men
and women.

H3.5 Young women demonstrate more positive attitiogeard people living with AIDS

(PLA)

After conducting a Univariate Analysis of Varian@eNOVA) to find out whether there
are differences between young men and women’sidést towards PLA, it was concluded that
no significant difference was found between menwadhen’s attitudes towards PLA&({, 322)

= .060;p>.05).
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5.5 Predictor Variable: Education

5.5.1 Hypothesis # 4

There is a positive relationship between particigaeducation and participants’ sexually
transmitted infections (STI) knowledge, HIV/AIDS dwledge, sexual knowledge, risky
behavior knowledge, as well as their attitudes tovgeople living with AIDS (PLA)?

Sub-hypotheses 4.1 — 4.5:

H4.1 The higher the level of education, the higther knowledge regarding sexually

transmitted infections (STI)

A Univariate Analysis of Variance (ANOVA) was coraded to find out the differences
in sexual transmitted infections (STI) knowledgewsn the various educational levels of the
subjects. A significant difference was found betwede STI knowledge and education
(F(6, 312)=5.258;p=.000<.05). As a result, a Tukey’'s HSD was condiidte determine the
nature of the differences in STl knowledge betwéidierent levels of education (using the Post-
Hoc). The Post Hoc Test revealed statistically ificant mean differencesp€.05) in STI
knowledge only between: (a) Middle Primary K4-5/4and Secondary F1-2n€—5.9255,
p=.04); and Middle Primary K4-5/T4-5 and SecondaB¢4F(m= -7.3219,p=.002). Students
enrolled in Secondary F1-2n€18.426) and Secondary F3-#<19.822), had a higher level of
STI knowledge than Middle Primary K4-5/T4-5 stude(it2.500); and (b) Upper Primary K6-
8/T6-7 and Secondary F3-#n€ —4.2246,p=.000). Thus students enrolled in Secondary F3-4
(m=19.822) had a higher level of STI knowledge tHadtudents enrolled in the Upper Primary

K6-8/T6-7 (r=15.597)
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The homogenous subsets show that the STI knowlefddpe Middle Primary K4-5/T4-5
(m=12.5) is significantly different (lower) than tH&Tl knowledge of the other educational
levels, and the STI knowledge of the Secondary i3tde highestn=19.8219)

H4.2 The higher the level of education, the higherknowledge regarding HIV/AIDS

Through an ANOVA analysis it was demonstrated thate is a significant difference
between HIV/AIDS knowledge and education of theeaesh participantsH6, 312)=3.530;
p=.002<.05). Consequently, a Tukey's HSD was coretidb determine the nature of the
differences in HIV/AIDS knowledge between differdetels of education (using the Post-Hoc).
The Post Hoc Test revealed statistically significarean differencesp€.05) in HIV/AIDS
knowledge only between Upper Primary K6-8/T6-7 &stondary F3-4nf= —3.9555,p=.003).
Thus students enrolled in Secondary F3w43.123) had a higher level of STI knowledge than
the students enrolled in the Upper Primary K6-87T@+=19.168)

H4.3 The higher the level of education, the highersexual knowledge

To find out whether education is a factor in a kigkexual a Univariate Analysis of
Variance (ANOVA) was computed. A significant diféerce was found between sexual
knowledge and educatiofr (B, 312)=5.915p=.000<.05). For that reason, a Tukey's HSD was
conducted to determine the nature of the differenicesexual knowledge between different
levels of education (using the Post-Hoc). The Rd®t Test revealed statistically significant
mean difference9€.05) in sexual knowledge only between: (a) Middlenary K4-5/T4-5 and
Secondary F3-4n= —4.6010,p=.029). Students enrolled in Secondary F3#17.726), had a
higher level of sexual knowledge than students IEwoin Middle Primary K4-5/T4-5

(m=13.125); and (b) Upper Primary K6-8/T6-7 and Seleoyp F3-4 (n=-3.8670, p=.000).
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Students enrolled in Secondary F3m=(17.726), had a higher level of sexual knowledgmth
students enrolled in Upper Primary K6-8/T46r#(13.859)

H4.4 The higher the level of education, the highee knowledge regarding risky
behavior

By conducting an ANOVA to find out the differences risky behavior knowledge
between the various educational levels of the @p#nts, a significant difference was found
among the participantsF(6, 311)=5.330;p=.000<.05). Accordingly, a Tukey’'s HSD was
conducted to determine the nature of the differenoerisky behaviors knowledge between
different levels of education (using the Post-HoEhe Post Hoc Test revealed statistically
significant mean difference<.05) in risky behavior knowledge only between: (@per
Primary K6-8/T6-7 and Secondary F1-2H —-2.1544,p=.032). Hence students enrolled in
Secondary F1-2nt=10.000) had a higher level of risky behavior knedge than the students
enrolled in the Upper Primary K6-8/T6-m€7.846): and (b) Upper Primary K6-8/T6-7 and
Secondary F3-4nf= —3.0859,p=.000). Thus students enrolled in Secondary F&810.932)
had a higher level of risky behavior knowledge tlia® students enrolled in the Upper Primary
K6-8/T6-7 (m=7.846)

H4.5 The higher the level of education, the morsitpe the attitude toward people
living with AIDS (PLA)

Using ANOVA, a significant difference was found Wween the subjects’ attitudes
towards PLA and educatiofr(6, 312)=4.540p=.000<.05). Accordingly, a Tukey’'s HSD was
conducted to determine the nature of the differenoesubjects’ attitudes towards PLA and
different levels of education (using the Post-HoEhe Post Hoc Test revealed statistically

significant mean differencep<.05) in subjects’ attitudes towards PLA only betwe(a) Never
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attended school and Secondary F3w1.3784,p=0.30). Thus students enrolled in Secondary
F3-4(m=2.753) had a more positive attitude towards PL&ntthe subjects who never attended
school (M=1.375); (b) Never attended school and Secondar§ b= —1.7019,p=.024). Thus
students enrolled in Secondary F5r68.077) had a more positive attitude towards PLAnth
the subjects who never attended schoot1(.375); and (c) Upper Primary K6-8/T6-7 and
Secondary F3-4nf= —.6259,p=.004). Thus students enrolled in Secondary F3=2(753) had a
more positive attitudes towards PLA than the sttelenrolled in the Upper Primary K6-8/T6-7
(m=2.128). The homogenous subsets shows that theidati towards PLA of the Middle
Primary K4-5/T4-5¢=1.8750) is significantly different (lower) thanetlattitudes towards PLA
of the other educational levels, and the attituegards PLA of the Secondary F5-6 is the
highest (n=3.0769)

Although statistically significant differences wdmind between IV (education) and the
different DVs (STI knowledge; HIV knowledge; sexualowledge, risky behavior knowledge,
and attitudes towards PLA), a grouping of educati¢evels was performed. This was due to the
fact that several educational groups were compraddess than 30 participants (never attended
schooln = 8; lower primary (K1-3)/(T1-3h = 13; middle primary (K4-5)/(T4-5) = 16; and
secondary (F5-6) = 13). The new educational groupings followed mi&in educational levels
(primary and secondary), incorporating under eack of them their educational subgroups
(primary = lower primary (K1-3)/(T1-3) + middle pmary (K4-5)/T(4-5) + upper primary (K6-
8)/T(6-8), and secondary = secondary (F1-2) + s#gamon(F3-4) + secondary (F5-6)). After the
grouping, the n of each group is as follows: (ajaneattending schooh€8); Primary (=178);

and Secondaryng€133). There is still concern regarding the neviteraling school section,
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which could not be grouped with any other subgroapd therefore remained very low. A
Univariate Analysis of Variance (ANOVA) for the neaducational groups was conducted.

Hypotheses for the new educational groups:

H4.1 The higher the level of education, the higther knowledge regarding sexually
transmitted infections (STI)

In order to establish a significant statisticalfeliénce in sexual transmitted infections
(STI) knowledge between the three new educationaligs of the subjects, an ANOVA was
conducted (Table 5.14). A significant difference eeged between the STI knowledge and
education f(2, 316) = 13.423p<.05).

Table 514 Univariate Analysis of Variance (ANOVA) betweeducation (1V)
and STI knowledge (DV)

Test of Between-Subjects Effects

Type 11l Sum of Mean Square Partial Eta
Source Squares df F Sig. Squared
Corrected Model 1242.029 2 621.015 13.423 .000 .078
Intercept 18327.448 1 18327.448 396.135 .000 .556
Education (recoded) 1242.029 2 621.015 13.423 .000 .078
Error 14619.958 316 46.266
Total 107002.000 319
Corrected Total 15861.987 318

b. R Squared = .078 (Adjusted R Squared = .072)

Therefore, a Tukey’'s HSD was conducted to deterrtiieenature of the differences in
STI knowledge between different levels of educafjosing the Post-Hoc). The Post Hoc Test
revealed statistically significant mean differen¢ps.05) in STI knowledge between Primary
and Secondaryne —4.0252, p=.000). Students enrolled in Secontdad/a higher level of STI
knowledge than students enrolled in Primary. Thendgenous subsets show that the STI
knowledge of the PrimarynE15.208) is significantly different (lower) thanetls Tl knowledge
of the other educational levels, with STI knowledgk the Secondary being the highest

(m=19.233). These findings are summarized in Talle.5.
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Table 515 Univariate Analysis of Variance (ANOVA) betweeducation (1V)
and STI knowledge (DV)

Multiple Comparison

Tukey HSD
(1) education (J) education Mean Difference  Std. Error Sig 95% Confidence Interval
level level (I-9) Lower Upper
Bound Bound
1.00 never 2.00 primary .6671 2.45828 .960 -5.1216 6.4559
attended school 3.00 secondary -3.3581 2.47610 .365 -9.1888 2.4727
2.00 primary 1.00 never -.6671 2.45828 .960 -6.4559 5.1216
attended school
3.00 secondary -4.0252* 77960 .000 -5.8610 -2.1894
3.00 secondary 1.00 never 3.3581 2.47610 .365 -2.4727 9.1888
attended school
2.00 primary 4.0252* 77960 .000 2.1894 5.8610

*. The mean difference is significant at the .O%le

H4.2 The higher the level of education, the higherknowledge regarding HIV/AIDS

As shown in Table 5.16, an ANOVA was conducted ital fout the differences in
HIV/AIDS knowledge between the three new educaligmnaups of the subjects. A significant
difference was found between the HIV/AIDS knowledgend level of education
(F(2, 316)=9,665p<.05).

Table 516 Univariate Analysis of Variance (ANOVA) betweeducation (1V)
and HIV/AIS knowledge (DV)

Test of Between-Subjects Effects

Type 11l Sum of Mean Square Partial Eta
Source Squares df F Sig. Squared
Corrected Model 997.3080 2 498.675 9.665 .000 .058
Intercept 25910.028 1 25910.028 502.180 .000 .614
Education (recoded) 997.350 2 498.675 9.665 .000 58 .0
Error 16304.055 316 51.595
Total 151792.000 319
Corrected Total 17301.404 318

b. R Squared = .058 (Adjusted R Squared = .052)

Subsequently, a Tukey’s HSD was conducted to déterthe nature of the differences
in HIV/AIDS knowledge between different levels adueation (using the Post-Hoc). The Post
Hoc Test revealed statistically significant meaffedences (§<.05) in HIV/AIDS knowledge

between Primary and Secondary=(3.5323,p=.000). Thus students enrolled in Secondary
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(m=22.6156) had a higher level of HIV/AIDS knowledgean the students enrolled in the
Primary =19.0843). The homogenous subsets show that thé AHDS knowledge of the
Primary (n=19.0843) is significantly different (lower) thahet HIV/AIDS knowledge of the
other educational levels, and the HIV/AIDS knowledyf the Secondary is the highest of all
groups (n=22.6156) (see Table 5.17).

Table 517 Univariate Analysis of Variance (ANOVA) betweeducation (1V)
and HIV/AIDS knowledge (DV)

Multiple Comparison

Tukey HSD
(1) education (J) education Mean Difference  Std. Error Sig 95% Confidence Interval
level level (1-9) Lower Upper
Bound Bound
1.00 never 2.00 primary -.9593 2.59601 .928 -7.0724 5.1538
attended school 3.00 secondary -4,4915 2.61483 .200 -10.6490 1.6659
2.00 primary 1.00 never .9593 2.59601 .928 -5.1538 7.0724
attended school
3.00 secondary -3.5323* .82328 .000 -5.4709 -1.5936
3.00 secondary 1.00 never 4.4915 2.61483 .200 -1.6659 10.6490
attended school
2.00 primary 3.5323* .82328 .000 1.5936 5.4709

*. The mean difference is significant at the .O%le

H4.3 The higher the level of education, the highersexual knowledge

Using ANOVA to find out the differences in sexualdwledge between the three new
educational groups of the subjects, a significafie@nce surfaced between the participants’
sexual knowledge and educatidf(4, 316)=16.705p<.05) (see Table 5.18).

Table 518 Univariate Analysis of Variance (ANOVA) betweeducation (1V)
and sexual knowledge (DV)

Test of Between-Subjects Effects

Type 1l Sum of Mean Square Partial Eta
Source Squares df F Sig. Squared
Corrected Model 924.744 2 462.372 16.705 .000 .096
Intercept 14251.146 1 14251.146 514.866 .000 .620
Education (recoded) 924.744 2 462.372 16.705 .000 096 .
Error 8746.660 316 27.679
Total 83958.000 319
Corrected Total 9671.404 318

b. R Squared = .096 (Adjusted R Squared = .090)
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As a next step, a Tukey's HSD was conducted toraete the nature of the differences
in sexual knowledge between different levels ofcation (using the Post-Hoc). The Post Hoc
Test revealed statistically significant mean ddferes [<.05) in sexual knowledge between
Primary and Secondaryé—3.4224 p=.000). Thus students enrolled in Secondaryl(7.2707)
had a higher level of sexual knowledge than thdesits enrolled in the Primary€13.8483).
The homogenous subsets show that the sexual kngavlefl the Primary np=13.8483) is
significantly different (lower) than the sexual kriledge of the other educational levels, and the
sexual knowledge of the Secondary is the highesi7.2707) (Table 5.19).

Table 519 Univariate Analysis of Variance (ANOVA) betweeducation (1V)
and sexual knowledge (DV)
Multiple Comparison

Tukey HSD
(1) education (J) education Mean Difference  Std. Error Sig 95% Confidence Interval
level level (I-9) Lower Upper
Bound Bound
1.00 never 2.00 primary -.5983 1.90142 .947 -5.0758 3.8792
attended school 3.00 secondary -4.0207 1.91521 .092 -8.5306 .4893
2.00 primary 1.00 never .5983 1.90142 .947 -3.8792 5.0758
attended school
3.00 secondary -3.4224* .60301 .000 -4.8423 -2.0024
3.00 secondary 1.00 never 4.0207 1.91521 .092 -.4893 8.5306
attended school
2.00 primary 3.4224* .60301 .000 2.0024 4.8423

*. The mean difference is significant at the .O%le

H4.4 The higher the level of education, the higktiee knowledge regarding risky
behavior

By conducting a Univariate Analysis of Variance (BMA), a significant difference was
found (see Table 5.20) between the survey partitgaisky behavior knowledge and education

(F(2, 315)=14.996p<.05).
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Table 520 Univariate Analysis of Variance (ANOVA) betweeducation (1V)
and risky behavior knowledge (DV)

Test of Between-Subjects Effects

Type 11l Sum of Mean Square Partial Eta
Source Squares df F Sig. Squared
Corrected Model 508.079 2 254.040 14.996 .000 .087
Intercept 5453.901 1 5453.901 321.937 .000 .505
Education (recoded) 508.079 2 254.040 14.996 .000 087 .
Error 5336.389 315 16.941
Total 31837.000 318
Corrected Total 5844.469 317

b. R Squared = .087 (Adjusted R Squared = .081)

Based on this result, a Tukey’s HSD was conductediétermine the nature of the
differences in risky behavior knowledge between difeerent levels of education (using the
Post-Hoc). The Post Hoc Test revealed statisticatjgificant mean differencep<.05) in risky
behavior knowledge between Primary and Secondary-2.5866, p=.000). Thus students
enrolled in SecondarymE10.518) had a higher level of risky behavior knedge than the
students enrolled in the Primary7.9322). The homogenous subsets show that thg risk
behavior knowledge of the Primarg£7.9322) is significantly different (lower) thanethisky
behavior knowledge of the other educational levets] the risky behavior knowledge of the
Secondary is the highest£10.5188) (Table 5.21).

Table 521Univariate Analysis of Variance (ANOVA) betweetueation (1V)
and risky behavior knowledge (DV)

Multiple Comparison

Tukey HSD
(1) education (J) education Mean Difference Std. Error Sig  95% Confidence Interval
level level (1-9) Lower Upper
Bound Bound
1.00 never 2.00 primary 1.0678 1.48773 .753 -2.4356 4.5712
attended school 3.00 secondary -1.5188 1.49833 .569 -5.0471 2.0095
2.00 primary 1.00 never -1.0678 1.48773 .753 -4.5712 2.4365
attended school
3.00 secondary -2.5866* 47232 .000 -3.6988 -1.4744
3.00 secondary 1.00 never 1.5188 1.49833 .569 -2.0095 5.0471
attended school
2.00 primary 2.5866 47232 .000 1.4744 3.6988

*. The mean difference is significant at the .0%le

79



H4.5 The higher the level of education, the morsitpe the attitude toward people
living with AIDS (PLA)

An ANOVA test was conducted to find out the diffeces in subjects’ attitudes towards
people living with AIDS (PLA) between the three neducational groups of the subjects. A
significant difference was found between the subjeattitudes towards PLA and education
(F(2,316)=11.082p<.05) as summarized in Table 5.22.

Table 522 Univariate Analysis of Variance (ANOVA) betweeducation (1V)

and attitudes towards PLA (DV)
Test of Between-Subjects Effects

Type 11l Sum of Mean Square Partial Eta
Source Squares df F Sig. Squared
Corrected Model 30.784 2 15.382 11.082 .000 .066
Intercept 273.217 1 273.217 196.836 .000 .384
Education (recoded) 30.764 2 15.382 11.082 .000 6 .06
Error 438.621 316 1.388
Total 2186.000 319
Corrected Total 469.386 318

b. R Squared = .066 (Adjusted R Squared = .060)

Consequently, a Tukey’'s HSD was conducted to detertie nature of the differences
in subjects’ attitudes towards PLA and differenels of education (using the Post-Hoc). These
findings are found in Table 5.23. The Post Hoc Trestealed statistically significant mean
differences 1§<.05) in subjects’ attitudes towards PLA betweenmBry and Secondary
(m=-.5549, p=.000), and never attended school and Secondary-1.2867,p=.008). Thus
students enrolled in Secondary=2.6617) had a more positive attitude towards Phantthe
students enrolled in the Primamn£2.1067). Also, students enrolled in Secondary &adore
positive attitudes towards PLA than subjects wheeneattended schoolmE1l.3750). The
homogenous subsets show that the attitudes towrRltdsof the never attended school group

(m=1.3750) is significantly different (lower) thanettattitudes towards PLA of the other two

80



educational levels (Primary and Secondary), antthgaattitudes towards PLA of the Secondary
is the highestr(=10.5188).

Table 523 Univariate Analysis of Variance (ANOVA) betweeducation (1V)
and attitudes towards PLA (DV)

Multiple Comparison

Tukey HSD
(1) education (J) education Mean Difference  Std. Error Sig 95% Confidence Interval
level level (I-9) Lower Upper
Bound Bound
1.00 never 2.00 primary - 7317 42580 .200 -1.7344 .2709
attended school 3.00 secondary -1.2867* .42888 .008 -2.2966 -.2767
2.00 primary 1.00 never 7317 42580 .200 -.2709 1.7344
attended school
3.00 secondary -.5549* .13503 .000 -.8729 -.2369
3.00 secondary 1.00 never 1.2867 42888 .008 2767 2.2966
attended school
2.00 primary .5549* .13503 .000 .2369 .8792

*. The mean difference is significant at the .O%le
The following tables will summarize the main fingsof this study:

Table 524 Findings for Research Hypothesis #1 — Sociait@lap

There a positive relationship between participastgiial capital and participants’ sexually transaditinfections
(STI) knowledge, HIV/AIDS knowledge, sexual knowdgd risky behavior knowledge, as well as theirtzdgs
toward people living with AIDS (PLA).

Sub-hypotheses Findings Significant Elements of SC

H1.1  The higher the level of SC, the-  SC accounts for 27% of the variance* Human, family, physical,
higher the knowledge in STI knowledge and community SC are
regarding sexually transmitted -  Subjects’ average STI knowledge  significant predictors for
disease (STI) increased by .490 for each unit of SGhis model

H1.2  The higher the level of SC, the- SC accounts for 29.5% of the * Human, physical, and
higher the knowledge variance in HIV/AIDS knowledge =~ community SC are
regarding HIV/AIDS - Subjects’ average HIV/AIDS significant predictors for

knowledge increased by .325 for  this model
each unit of SC

H1.3  The higher the level of SC, the- SC accounts for 38.5% of the * Human, emotional,
higher the sexual knowledge variance in sexual knowledge physical, economic, and

- Subjects’ average sexual knowledgecommunity SC are
increased by .447 for each unit of SGsignificant predictors for
this model

H1.4  The higher the level of SC, the- SC accounts for 32.1% of the * Human, physical,
higher the knowledge variance in risky behavior knowledgeeconomic, community, and
regarding risky behavior - Subjects’ average risky behavior  educational SC are

knowledge increased by .321 for  significant predictors for
each unit of SC this model

H1.5 The higher the level of SC, the- SC accounts for 12.3% of the * Physical and educational

more positive attitude towards
people living with AIDS (PLA)

variance in subject’s attitudes
towards PLA
Subjects’ average attitudes towards

PLA increased by .057 for each unit

of SC

SC are significant predictors
for this model
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Table 5.24, shows that the outcome related to Hhygsi$¢ 1, demonstrates for each sub-
hypothesis that there is a significant relationsiepveen social capital and the various aspects of
STI, HIV/AIDS, sexual, and risky behavior knowledgepresented by each sub-hypothesis. The
results further show that there is a significard positive relationship with social capital in each
case. Therefore, all aspects tested were signifiddowever, in the case of the variable for
attitudes towards PLA, even though tests reveaisstally significant results, the size of the
effect is not large enough to conclude that in taise SC indeed made a difference in the levels
of participants’ attitudes towards PLA. Table 5&4o presents which elements of social capital
(human, family, emotional, physical, economic, camity, and education) are significant for
each sub-hypothesis.

Table 525 Findings for Research Hypothesis #2— Age

There a positive relationship between participartge, and participants’ sexually transmitted infett (STI)
knowledge, HIV/AIDS knowledge, sexual knowledgeskyi behavior knowledge, as well as their attituttegard
people living with AIDS (PLA).

Sub-hypotheses Findings
H2.1  The older the participants, the higher the-  Age accounts for 2.5% of the variance in STI knalgke
level of STI knowledge - Subjects’ STI knowledge increased by .025 for eath

of age

H2.2  The older the participants, the higher the-  Age cannot predict participants’ HIV/AIDS knowledge
level of HIV/AIDS knowledge

H2.3  The older the participants, the higher the-  Age cannot predict participants’ sexual knowledge
level of sexual knowledge

H2.4  The older the participants, the higher the-  Age cannot predict participants’ risky behavior

level of risky behavior knowledge knowledge
H2.5 The older the participants, the more - Age accounts for 3.5% of the variance in STI knalgke
positive the attitudes toward PLA - Subjects’ STI knowledge increased by .088 for eath
of age

Table 5.25 illustrates that only two of the outcomedated to Hypothesis 2 are
statistically significant (STI knowledge, and attles towards PLA). However, it is concluded
that although the results for STI knowledge andtualts towards PLA are statistically
significant, the size of the effect is not largeoegh to conclude that in this case age indeed

made a difference in the level of participants’ 8mbwledge and their attitudes towards PLA.

82



Table 526 Findings for Research Hypothesis #3 — Sex/gender

There a positive relationship between participastst/gender, and participants’ sexually transmiftgfdctions
(STI) knowledge, HIV/AIDS knowledge, sexual knowdgd risky behavior knowledge, as well as theirtadts
toward people living with AIDS (PLA)

Sub-hypotheses Findings

H3.1  Young women are more knowledgeable -  No significant difference was found between young
in regard to STI than young men women and young men’s STI knowledge

H3.2  Young women are more knowledgeable - No significant difference was found between young
in regard to HIV/AIDS than young men women and young men’s HIV/AIDS knowledge

H3.3  Young women have more sexual - No significant difference was found between young
knowledge than young men women and young men’s sexual knowledge

H3.4  Young women are more knowledgeable -  No significant difference was found between young
in regard to risky behavior than men women and young men'’s risky behavior knowledge

H3.5  Young women demonstrate more positive  No significant difference was found between young
attitude toward PLA than young men women and young men’s attitudes towards PLA

Table 5.26 summarizes all the outcomes relatedyfmottiesis 3 that are not statistically
significant. It was found that sex/gender is natsidered a statistically significant predictor for
STI, HIV/AIDS, sexual, and risky behavior knowledgeor for the participants’ attitudes
towards PLA.

Table 5.27 Findings for Research Hypothesis #4 — Education

There a positive relationship between participaathkication and participants’ sexually transmittef@dtions (STI)
knowledge, HIV/AIDS knowledge, sexual knowledgeskyi behavior knowledge, as well as their attituttegard
people living with AIDS (PLA).

Hypotheses Findings
H4.1  The higher the level of education, the -  Participants enrolled in Secondary had a highegllef/
higher the level of STI knowledge STI knowledge than participants enrolled in Primary

H4.2  The higher the level of education, the Participants enrolled in Secondary had a highezllef/
higher the level of HIV/AIDS knowledge HIV/AIDS knowledge than participants enrolled in

Primary
H4.3  The higher the level of education, the -  Participants enrolled in Secondary had a highegllef/
higher the level of sexual knowledge sexual knowledge than participants enrolled in Brim
H4.4  The higher the level of education, the -  Participants enrolled in Secondary had a highexllef/
higher the level of risky behavior risky behavior knowledge than participants enroited
knowledge Primary
H4.5 The higher the level of education, the -  Participants enrolled in Secondary had a more ipesit
more positive the attitudes toward PLA attitude towards PLA than participants enrolled in
Primary

- Participants enrolled in Secondary had a more ipesit
attitude toward PLA than participants who neveeradied
school
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Table 5.27 points out the outcomes related to Hyms 4, all demonstrated for each
sub-hypothesis. Participants enrolled in Secontadya higher level of STI, HIV/AIDS, sexual,
and risky behavior knowledge, as well as a moratigesattitudes towards PLA. A more in-

depth discussion of all the above presented firsdwid) be presented in the next chapter.
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CHAPTER 6

DISCUSSION

This dissertation study is based on a secondasyatadlysis of a data set provided by the
Adventist Development and Relief Agency (ADRA) Imtational. The purpose of the study was
to assess participants’ knowledge of basic factsutlsexually transmitted infections (STI),
human immunodeficiency virus (HIV) transmissionx,sesky behavior, as well as their attitude
towards people living with AIDS (PLA), based onithlevel of social capital, age, sex/gender
and level of education. In order to make sure tiwaincorrect conclusions were drawn in regards
to the relationships between the predictor anceroih variables, multicolliniarity diagnostics
were computed through SPSS® for all logistic regjess. Due to the fact that all the values of
variation inflation factor (VIF) were much lowerah ten, and that the tolerance values were not
closed to zero, it was concluded that mulicollimtgais not an issue for this study, thus the
inferences made in regard to the relationship betwmtbe predictor and criterion variables, are
not only statistical significant, but also accurd@erall, this chapter will discuss the statidtica
findings, delineate the limitations of the studydapresent some of the implications of this

research to social work practice, policy and regear
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6.1. Discussion of Findings by Predictor Variable

6.1.1 Discussion of Social Capital

Hypothesis 1. There is a positive relationship leetwv participants’ social capital and
participants’ STI knowledge, HIV/AIDS knowledge, xsal knowledge, risky behavior
knowledge, as well as their attitudes toward pebypieg with AIDS (PLA)?

Simple linear regressions were calculated predjctivat the higher participants’ social
capital, the higher their STI knowledge, HIV/AIDShdwledge, sexual knowledge, risky
behavior knowledge, as well as the more positiedr thttitudes toward people living with AIDS
(PLA). Statistical significant results were obtainéor each analysis. As a result, it was
concluded that social capital was considered a goedictor for all criterion variables (DVSs). In
order to identify which specific element/s of sbé@apital (human, family, emotional, physical,
economic, community, and/or education) were resptmsfor the increase in the STI
knowledge, HIV/AIDS knowledge, sexual knowledgekyi behavior knowledge, as well as in
the positive their attitudes toward people livinghwAIDS (PLA), multiple linear regressions
were calculated for each of them.

The multiple linear regressions showed that: (I) $41 knowledge, human, family,
physical, and community social capital were fourd ke significant predictors; (2) for
HIV/AIDS knowledge, human, physical, and communggcial capital were found to be
significant predictors; (3) for sexual knowledgeintan, physical, economic, and community
social capital were found to be significant preatist (4) for risky behavior knowledge, human,
physical, economic, community, and educational adocapital were found to be significant
predictors; and (5) for participant’s attitudes #&wds PLA, physical and educational social

capital were found to be significant predictors.
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The statistical analysis findings indentified humauhysical, and community social
capital as the main predictors for this study. EBhpeedictors were found significant for each
type of knowledge considered in this study (STIVKAIDS, sexual, and risky behavior), thus
they should be regarded as the most important elesnté social capital for this study. Physical
social capital was also found a good predictordarticipants’ attitudes towards people living
with AIDS. Human social capital is identified by Eman (1990) as being composed by
acquired knowledge, intelligence, commonsense,opatsabilities and talents. Putnam (1993)
considers physical social capital as shaped byntdogy and material resources. He also
presents community social capital as quality, stm&; strength, and density of social networks;
number of voluntary groups and associations; amchdb and informal institutions (Putnam,
1993, 1993Spring).

Economic social capital was found to be good ptedionly for sexual and risky
behavior knowledge. As defined by Coleman (1988ynemic social capital is comprised of the
physical and material resources that a family akication social capital was found a good
predictor for risky behavior knowledge and partzifs’ attitude towards PLA. Putnam (1993)
presents education as having two main componentsnfarmal education (groups, clubs,
organizations, and peers); and (b) formal educafsmmools and colleges). However, due to
limited information collected for the original stydonly formal education was taken under
consideration for this study. Emotional social talpivas found to be a significant predictor only
for sexual knowledge, while family social capitaasvfound to be a significant predictor only for
STI knowledge. According to Nowotny (1981), emo#tibsocial capital includes relationships,
and strengths. Family social capital on the otlardh includes parents and family investment in

children (Coleman, 1988). Family social capital denfurther divided into (a) Internal family
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social capital: parents (time, efforts, resources] energy invested in children; other family
members within the household (Furstenberg, Frarthugghes, 1995; Johnson, 1999; Techman,
Paasch & Carver, 1997); and (b) External familyiaocapital or extra-familial relationships —
the social relationships between parents and contyn(8tevenson, 1998). Unfortunately, due
to the lack of richness of the data, not all eletmest family social capital identified in the
literature as summarized above could be analyzéusrstudy.

In conclusion, it can be stated that social cagatal/s an important role in participants
STI, HIV/AIDS, sexual and risky behavior knowledgeurthermore, human, physical and
community social capital can be seen as the comthagad that brought knowledge and

awareness to the participants in this study.
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6.1.2 Discussions Regarding Age

Hypothesis 2. There is a positive relationshipmeen participants’ age, and participants’ ST
knowledge, HIV/AIDS knowledge, sexual knowledgseksi behavior knowledge, as well as their
attitudes toward people living with AIDS?

Linear regressions were calculated to test the Hwgs®s H2.1 to H2.5. Only STI
knowledge and participants’ attitudes towards PLérevfound to be significant. However, age
accounts for only 2.5% of the variance in partioiga STl knowledge (subjects’ average STI
knowledge increased by .025), and that age onlguats for 3.5% of the variance in attitudes
towards PLA (subject’s average attitudes towarda Ricreased by .088 for each unit of age).
Therefore, although we have statistical significaasults for STI knowledge and attitudes
towards PLA, the size of the effect is not largewh to conclude that in this case age made
indeed a difference in the level of participant$1 8nowledge and their attitudes towards PLA.

Not identifying age as a significant predictor iswprising finding. Since only 2.5% of
the 326 participants never attended school, it egsected that the older the participants the
more knowledge they had due to the higher leveldofcation to which they could identify. If not
for anything else, it was anticipated that age widke a difference due to the fact that it is
commonly accepted that the older people get, thadar the knowledge base they acquire from
life experiences. However, these results can h@amed by the small age range (16-24).
Therefore, the participants in the study did notehanough time to experience life and learn

from it. This issue can be address by changesximedecation.
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6.1.3 Discussion Regarding Sex/gender
Hypothesis#3. There is a positive relationship leetw participants’ sex and participants’ STI
knowledge, HIV/AIDS knowledge, sexual knowledgsksi behavior knowledge, as well as their
attitudes toward people living with AIDS.

Univariate analyses of variance (ANOVA) were cornddcto test the hypotheses H 3.1
to H 3.5. No statistical significance was foundwen participants’ sex/gender and their STI
knowledge, HIV/AIDS knowledge, sexual knowledgskyi behavior knowledge, as well as their
attitudes toward people living with AIDS. As a r#sut was concluded that in this case, young
women did not possess more STI knowledge, HIV/AK®wledge, sexual knowledge, risky
behavior knowledge, then young men, and that th#itudes toward PLA were not more
positive than men’s. This is another surprisinglifing. It was expected that men would show a
higher level of knowledge than women. One of tresoms for this assumption was that women
have less access to formal education. Two of tbefs that hinder women'’s access to education
are: (a) socio-cultural factors (e.g., large faesi/ihousehold chores as the domain of women and
girls, early marriages, lack of parental encourag@nfor girls’ education); and (b) socio-
economic factors (e.g., poverty, the direct andoopmity costs of education) (Obanya, 2004).
Another reason for the assumption came from thetfat, “prevailing norms about sexuality
and manhood suggest that young men should be kdgeddle, aggressive, and experienced
regarding sexuality and reproductive health isSugarker & Ricardo, 2005, p.vi) The lack of
significance for gender (men more knowledgeabla themen), could be alarming if we look at
this finding from a perspective in which men’s knedge was lower than expected, thus no
statistical difference for gender. This is due tmryg men’s unequal social power and influence

in sexual and intimate relationship with women, ebhi‘combined with the patterns of risk
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behaviors among young men, suggest responsibiidyp@tential for young men to play a role in
shaping the future of [HIV] epidemic.” (Barker & &&rdo, 2005, p.vii) However, if we look at
this finding from a perspective in which the statel insignificance is due to the fact that
women had more knowledge than expected, this doelldonsidered a positive finding. In order
to find out what explanation is the most accuratere research needs to be done on the issue of
gender.

6.1.4 Discussion Regarding Education

Hypothesis 4. There is a positive relationship leemv participants’ education and
participants’ STI knowledge, HIV/AIDS knowledge, xs@l knowledge, risky behavior
knowledge, as well as their attitudes toward pebypieg with AIDS.

The original study looked at seven categories afcatlon levels: people who never
attended school, and six levels of education. Bwel$ of education were as follow: Lower
Primary (K1-3)/(T1-3); Middle Primary (K4-5)/(T4-5Ypper Primary (K6-8)/(T6-7); Secondary
(F1-2)/(TF1-2); Secondary (F3-4)/(TF3-4); and Setaoy (F5-6)/(TF5-6). Although statistically
significant differences were found between educatend participants’ STI knowledge,
HIV/AIDS knowledge, sexual knowledge, risky behavimowledge, as well as their attitudes
toward people living with AIDS, concerns were rdiseegarding the fact that some of the
categories had less than 30 participants3Q). As a result, the seven categories were gobupe
into three, following the main educational levgdamary and secondary in addition to the group
who never attended school. There is still concegarding the never attending school category
which could not be grouped with any other categangl had a smaller sub-sampteg).

Univariate analyses of variance (ANOVA) for the nesducational groups were

conducted. All these ANOVAs showed statistical gigance, thus the hypotheses H4.1 to H4.5
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were accepted as true. In order to determine wleil/s of education were making a difference
in participants’ STl knowledge, HIV/AIDS knowledgesexual knowledge, risky behavior
knowledge, as well as their attitudes toward pedipieg with AIDS, Tukey’'s HSD tests were
conducted. The Post Hoc Tests revealed statistisggjnificant mean differences between all
predictor and criterion variables. Further mores lomogenous subsets showed that in all five
cases, the participants enrolled in Secondary, lay had a secondary education had a higher
level of knowledge regarding STI, HIV/AIDS, sexwald risky behavior knowledge, as well as a
more positive attitude towards PLA then particigaetrolled in Primary or had only primary
education.

The fact that participants enrolled in Secondaryyleo had a secondary education had a
higher level of knowledge and a more positive adiits towards PLA, can be explained by
cognitive changes that occur as individuals matwhech can enable them to read and interpret
the questions posed by the original survey moreagg@tely. It can also be explained by the
fact that the higher the educational level attaindee more individuals have access to

information regarding PLA, STI, HIV/AIDS, sexuaharisky behaviors.

6.2 Implication for Social Work Practice, PolicndaResearch

6.2.1 The Importance for Social Work Practice

From the beginning of the epidemic in the early A9&he HIV interventions used a
framework of cognitive behavioral models of behavathange. Since HIV/AIDS is mainly
transmitted through heterosexual contact, behavemacation models emphasizing “reduction
in the number of sexual partner, abstinence, us®mdoms, and treatment of STDs” were used
(Takyi, 2003, p. 123). Although these interventidresse produced some changes in various

populations’ behavior, these changes were notf&gni (see the rapid increase of the pandemic
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since 1980) (Beeker, Guenther-Gray, & Raj, 19983. aAresult, numerous social scientists
considered that it was time for a paradigm shifiust using a “community building and
empowerment” framework instead (Parker, 1996). Rpppt (1984) defines empowerment as
the process through which individuals, organizatiand communities at large gain control over
their lives and destiny. The empowerment strategsesl by social capital are “operationalized
[by some social scientists] as AIDS education, rgartnegotiation training, community
organizing, case management, outreach, self-h@ppgr consciousness raising, organizational
networking, leadership training, and individual agwbup-based problem solving” (Beeker,
Guenther-Grey & Raj, 1998, p. 831).

Since social capital elements were proven sigmificiactors in the increasing of
HIV/AIDS knowledge, attitudes, and related behaviamong young people in Tanzania, the
social work profession should focus on extensigeaech and policy development in these areas
in order to improve social work practice a the miand mezzo levels. This will further make an
impact at the macro, and ultimately, the globaklev

The literature also indicates that social workérsusd design and use culturally specific
materials and resources when designing successéylemtion strategies (Mize, Robinson,
Bockting & Scheltema, 2002). They also should alson qualified volunteers and paid
community health workers to assist women in thare@iving efforts.

6.2.2 The Importance for Social Work Policy

Although social capital is not a concept extensiveded in the social work profession,
nevertheless this study gives some indication ttiafpotential of a social capital framework for
social work practice could have a greater contidsuto the profession than what is recognized.

Additionally, it is very important for social worke to help local and state governments
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formulate specific regulations that will enable ltfegervice providers to make available mobile
health clinics, reduce or eliminate treatment fesesl supply child care at health centers. Social
workers should also work with federal governmentdesigning policies that would help to keep
girls in school by offering free education and paing them from sexual harassment (UNAIDS,
UNFPA, UNIFEM, 2004). Furthermore, social worketsogld be involved in lobbying to
politicians and heads of state to propose, votelaip implement legislation that would help
empower women (e.g., legal reforms that would emgié cultural norms, increase the age of
marriage for women, ensure women'’s inheritancepaogriety rights; invest in a female method
controlled of prevention, female condoms), andssisd in developing women’s human, physical
and community social capital. Social workers shoedeinect with international organizations
and governments to design legislation that willnpote women’s human rights. And last, but not
least, social workers should work in tandem witbaloand global policy makers on developing
poverty alleviation policies:

Since poverty plays an important role in creatingeavironment in which individuals are

particularly susceptible and vulnerable to HIV/AIDS . at the global level there is a

positive correlation between HIV prevalence and guty whether it is measured by

gross domestic product per person, income inegualitHuman Poverty Index. (Fenton,

2004, p. 1186)
6.2.3 The Importance for Social Work Research

Since the cognitive behavioral models of behavi@mnge did not prove to be successful
in their attempt to prevent or contain the sprebddhe HIV/AIDS in Sub-Saharan Africa, a
sustained effort should be made by the social vpookession to find new ways to achieve this

goal. Only further in-depth research can atteshé& new proposed paradigm shift towards a
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community building and empowerment framework wouldrk, or if the elements of social
capital (human, physical, and community), identifias being significant at all levels (STI,
HIV/AIDS, sexual, and risky behavior knowledge, attitudes towards PLA), could prove to be
the key to this problem at national and internatidavels. In other words, further studies could
help identify and recommend successful avenueshithwgirls and young women could be
empowered to deal with the HIV/AIDS issues throtigh use of available social capital (human,
family, emotional, physical, economic, communitpydaeducation), thus preventing them as
much as possible from contracting the diseasedritst place.

Further research should focus on: (1) identifyingoh types of social capital have the
best chance of being successful in other countaied why; (2) evaluating the methods used and
their successes; and (3) duplicating the effeatnathods in other parts of the world for validity
and reliability purposes. Based on the results,ntieglical field could be advised which social
work aspects to include in their effort to combedirce HIV/AIDS.

Based on the possible results of further studyeifessary, additional steps could be
taken such as: (1) educational interventions ttfyefalse notions of and correct information on
HIV transmission; (2) avenues to reduce negatititudes towards people living with AIDS; (3)
a sex education curriculum to cover STI preventamnd (4) culturally appropriate sex education

and HIV transmission training programs for teaclard parents.

6.3 Study Limitations

Given that the data collection done by ADRA lackedmpling randomization
(convenience sample), the generalization of thdysfindings is very limited. The instrument

used for this study was developed by the ADRA neseteam, and it was not tested for validity
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and reliability before the actual study. The da¢h also lacks variables that the researcher
considered necessary for a more holistic appro&tieqresent study.

However, given that this study is unique in its embr to identify if there is a
relationship between social capital and STl knogéed HIV/AIDS knowledge, sexual
knowledge, risky behavior knowledge, and attitutbegards PLA, it will help open the door to
more in-depth research into this issue. Furtheemalthough the above stated limitations which
tells us to look at the results of this study wadution, there seems to be sufficient evidence that
could support the need for policy makers, prograwetbpers and educators to develop and
implement more effective and gender sensitive HNJ@ interventions among youths,

interventions that should involve different elenseot social capital.

6.4 Conclusions

The rapid increase of HIV infection among womenfasilitated by: (1) biological
factors, (2) social factors (e.g., inequality bedwamen and women, women’s lack of power,
limited education for women, discrimination and lgiice against women, poverty, stigma,
women'’s lack of access to contraceptive and hesdtivices, and poverty), and (3) cultural
factors (e.g., female genital cutting, marriageaatery young age, practice of polygamy) (see
Tdrmen, 2003; Takyi, 2003; Caldwell & Caldwell, B)9 These factors are lowering women’s
capacity to negotiate safe sex with their husbamdgith any other men, thus putting themselves
in great danger for HIV infection (Takyi, 2003).

Since the framework of cognitive behavioral modelisbehavior change used at the
beginning of the HIV/AIDS epidemic did not provecsessful, a paradigm shift towards a social
capital framework in addressing the prevention eodtaining the HIV is proposed. Since the

results of this study, as limited as they are, sbwstatistical significance for all elements of
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social capital, with emphasis on human, physicad, @@mmunity social capital, it is suggested
that programs addressing technology, material ressustructural and community level factors
and programs that encourage individual and commupatticipation should be given priority
(Gregson et al., 2004). According to Putnam (1983}, social capital of one individual or a
society can be reduced or finished, interestinglgughh, not as a result of its extensive use, but
rather, due to its lack of use. In this situatipoying women should be encouraged to make use
of the social capital avenues to which they havess.

In conclusion, based on the literature reviews iteasonable to state that in contrast to
men, women are very likely to contract HIV througdrious sexual activities in which they do
not engage usually by choice, but because of ppwentl fear of physical and sexual violence.
Unfortunately, once they have contracted the deseasmen are less likely than men to access
health services to obtain effective treatment amerventions, or to access social and community
services in order to be able to cope with the dise&lowever, this study shows that the red
thread that links all of the presented behaviord atiitudes are the presence and extent of
different social capital elements to which indivaditihave access. This indicates the imperative
need for further in-depth research to identify aacbommend avenues in which girls and young
women will be able to access as many as possiblaegits of social capital (human, family,
emotional, physical, economic, community and edaogt thus empowering them to deal with
the HIV/AIDS issues through the use of availableigocapital, and as a result, preventing them

as much as possible from contracting the diseaeeifirst place.
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APPENDIX A

Original Survey
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ABSTINENCE & BEHAVIOR CHANGE QUESTIONNAIRE FOR YOUH (16 -24)

Hello. My name is nd laam working with the ABY
project. We are conducting a management survey tathau level of knowledge regarding
abstinence and behavior change. This interview take about one hour to complete. The
information you provide will remain confidentialaRicipation in this survey is voluntary. We
request that you participate in this survey sinmerywiews are important.

Please answer the questions below as honestlysathfgo Your answers will help us educate
your community more effectively to prevent the sigref HIV/AIDS.

(USE ONLY BLACK INK)

Name And Signature Of Interviewer:

Name Of Interview Site:

Village/Town Code: Locationfiaode:
Division Code: Distrimd€
Province/Region Code: CourddeC

Date Of Interview:

Section One: Demographic Characteristics
1. What is your age in years:

2. What is your sex?
A) Male
B) Female

3. Have you ever been married?
A. Yes
B. No
C. No response

4, Are you currently in school?
A. Yes
B. No

5. What is your level of education:
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Never attended school

Lower primary (K 1-3) (T 1-3)
Middle primary (K 4-5) (T 4-5)
Upper primary (K 6-8) (T 6-7)
Secondary (F 1-2) (TF1-2)
Secondary (F 3-4) (T F 3-4)
Secondary (F 5-6) (T F 5-6)

O@mMmMoOO®m>

6. What is your native language:
Kalenjin

Kisii

Kikuyu

Luo

Kuria

Masai

Sukuma

Zinza

Sumbwa
Kerewe

Jita

Chagga

. Pare

Others (specify)

ZZrACTIOIMOO®DR

7. What is your preferred language of communication?
A. English
B. Kiswahili
C. Other (specify)

Section Two: Intergeneration Communication

1. Who are you primarily living with?
A. Both biological parents.
B. Guardians/foster parents.
C. Father only
D. Mother only
E. Father and step mother
F. Mother and step father
G. Grand parents
H. Uncle
l.  Aunt
J. Friend (specify whether boy/ girl)
K. Siblings
Others (specify)
2. What are the responsibilities of person/s whom aa@uliving Multiple response
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5.

6.

with regarding your welfare? (check as applicable)
Basic needs (food, shelter and clothing)
Education

Guidance

Discipline

Medical care

Provision of security/ protection

Sexual satisfaction

None

Don’t know

TIOMmMOOw>

With whom do you mainly discuss sexual issues?
Both biological parents.

Father only.
Mother only
Uncle only.
Aunty only.
Step mother
Step father
Grand parents.
Guardian
Friends
Nobody

Other (specify)

CrAC"IEMMOO®P

How often do you discuss?
Weekly

Monthly

Bimonthly

Quarterly
Biannually

Annually

As needed

O@mMMoOO®m>

What is the discussion about?
A. Abstinence.
B. Safe sex.
C. Drug abuse
D. Abortion.
E. Early pregnancy.
F. Sexual relationships.
G. Other (specify)

When you make decisions where do you seek adroce™
A. Parent/guardian
B. Teacher
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7.

8.

10.

nmoo

Friends/peers
Relatives
Professionals
Other (specify)

If you had a choice, which person would you ligaliscus

with?

CTIOMMOOWP

Both biological parents
Father only

Mother only

Uncle only

Aunty only

Step mother

Step father

Grand parents
Guardian

Friends

What are the causes of misunderstandings betwaents
and children

ITOMMOOw>

Parents do not listen to their children
Children do not listen to their parents
Lack of trust

Parents do not respect the child’s privacy
Withholding information

Parents favoring some siblings
Disharmony in the family

Peer group relationship strengthens

How does growth affect parental relationships?

Tmoow>

What hinders communication between parents andrehi?

>

O@MMOO®

Weakens relationship

Becoming independent of the parent
Peer group relationship strengthens
Economic interest

Brings stress to the family

Higher consumption of resources

Language
Culture
Technology
Distance
Attitude
Personality
Age
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Section Three: Sex And Sexuality

1. What is sex?
A. Being male or female
B. Sexual intercourse between male and female
C. Other (specify)

2. What is sexuality?
Body image
Gender roles
Relationships
Intimacy
Love/affection
Sexual arousal
Social roles
Genitals

IOMMOOw>

3. What is adolescence?

A period between childhood and adulthood
A period of physical change

A period emotional change

A period of sexual development

A period of experimentation

A period of learning new ideas, values, information
and skills

A time of finding out who one is

A period to experience sexuality

A period of demanding freedom

Tmoow>

4, What are the characteristics of adolescent growth? Boys
Development of the male sexual organs.
Ability to ejaculate.

Wet dreams.

Development of sweat glands.

Growth of armpit hairs

Growth of beards.

Growth of pubic hair.

Increase in height

Increase in weight.

Change in voice.

Development of muscles.

Possible development of pimples on the face.

rRCTIOTMMUOWP

5. What are the characteristics of adolescent growth?Girls
A. Broadening of hips.
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10.

Development of the breasts

Skin develops extra fat

Pimples may devlop on the face
Growth of pubic hair.

Start of menstrual cycle.

Increase in height and weight.
Increase in vaginal fluids
Development of sweat glands.
Growth of armpit hairs

Body shape takes on characteristic of adult pattern
Skin problems (acne) may develop
. Other

SrAx«~"IOomMmMoOow

What are the functions of penis? Multiple response
A. Secretion/urination
B. Sexual pleasure
C. Sexual intercourse
D. Means to transfer sperm for procreation

What are the functions of vagina? Multiple response
Secretion/urination

Sexual pleasure

Sexual intercourse

Means to receive sperm for procreation

Child delivery

moowz>

How does growth affect sexual relationships? Multiple response
Relationships may strengthen

Relationships may brake

Manifestation of sexual interest

Arousal of sexual desires toward the opposite sex

Being aware of how one dresses

moowz

How old were you when ydirst had sexual intercourse (if
ever)
A. Under 10 years
B. 10-12
C. 13-15
D. 16-18
E. Above 18
F. Never (go to section 4)

When was théast time you had sexual intercourse?

A. Week ago
B. Month ago
C. Months ago
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D. More than 6 months

11. The last time you had sexual intercourse with yoan-
regular partner, did you use a condom?
A. Yes

B. No
C. Do not know
D. Never had sex with a non regular partner

Section Four: Relationship

1. Who are your friends? Multiple response
Peers in the neighborhood

Class mates

Club members

Relatives

Work mates

| do not have a friend ........... Gotog5s

TmooOw>

2. How do you select your friends? Multiple response
Sharing same goals/aspiration/interest

Life styles

Kinship

Similar profession

Same neighborhood

Same school/colleges

Tmoow>

3. In what ways are friends important to you? Multiple response
Advising

Courtship

Chatting
Counseling/psychological support
Financial support

Religious identity

Professional support

Sharing experiences
Entertainment

Group/cultural activities

SCTIEMMUOmP

4, How does peer pressure affect one’s life? Multiple response
Drug use

Unsafe sex

Good grade in school

Good career

Healthful living

moowz>
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F.
G.
H.

Risky behaviors
Unwanted pregnancy
Abortion

5. What is the right time to start relationships wathy/girl?

TIOMMOOw>

When one can make decisions

When parents allow

When one feels like it

Any time the opportunity presents itself
When one establishes financial security
When ready for marriage

When one reaches a given educational goal
In schools

In college

6. What characteristics do you prefer in a boy/gidrid Multiple response
relationship?

Tmoow>

Decency

Sexy

Willing to have sex
Control of desire
Seductive

Spiritual

7. Where do girl/boy friends? Multiple response

® >

ST ITOMmMODO

Public places (parks, beaches, market places, etc)

. Movies

Discos

Home
Church/mosque
Public events
Hotels

Bars

School functions
A group outings

Are you currently involved in a relationship witloy/girl? Multiple response
A.

Yes

Have you experienced misunderstanding in youtioglghip?
A.
B.

Yes
No

10. What causes misunderstandings in a boy/girl miatip?
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Unclear communication between the partners
Dishonesty

Lack of commitment

Failure to honor commitment

Difference of interest

moowz>

11. How do you solve boy/girl misunderstanding? Multiple response
Listening carefully

Identify the source of misunderstanding

Frank exchange of views

Avoid assumptions

Avoid imposing one’s views

Being open for possible solution

Understanding the situation

Giving feedback

IOMMOOw>

12. What is the right stage to start sexual intero®?irs
At marriage

While in primary school

While in secondary school

While in college

After completion of ones education
When in love

When one feels like having sex

When one has the right resource

When negotiated

TIOMMOOw>

13. What kinds of relationships are common among yaars? Multiple response
A. Sexual relationship
B. Membership/organized
C. Support group
14. How does the community view the boy/ girl relagbip? Multiple response
Disapproves any premarital sexual relationship
Approves premarital sexual relationship
Approve nonsexual friendship
Disapprove nonsexual friendship
Approve dating
Disapprove dating
All relationships are arranged
No specified rules
Specified rules and regulation/rituals

TIOMmMOOWR

Section Five: Healthful Living

1. What are the factors that can have a negativetaffeone’s  Multiple response
reproductive (sexual) health?
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3.

TIOMmMOOW2

Female genital cutting
Underage marriage
Substance abuse

Not having sex regularly
Stress

Rape

Cultural practices

Not having sex at all
Unsafe sex

How does one maintain healthy sexual life? Multiple response

moowz

Avoiding substance abuse

Be faithful to partner

Avoid underage sex

Use of contraception

Undergo voluntary counseling and HIV testing.

What are the potential health consequences ofragdesex? Multiple response

O@mMmMoOO®m>

Unsafe pregnancy
Unsafe delivery
Congenital complications
Educational interruption
Maternal complications
STI

Termination of pregnancy

Section Six: Responsible Behavior

1.

Can a person control one’s sexual urge?

A.
B.

Yes
No

What do you do when you have sexual urge? Multiple response

TmooOw>

Find sex partner

Masturbate

Get involved in some diverting activities
Discuss with peer group

Practice self control

Get pornographic material

Identify risky sexual intercourse Multiple response

A.
B.
C.

Getting involved in commercialized sex
Practicing unsafe sex
Unfaithfulness to partner
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Section Seven: STI/ HIV and AIDS

1. Have you heard about sexually transmitted infestisti)?
Yes
No (go to 13)

2. Which STIs do you know? Multiple response
A. Gonorrhea.
B. Syphilis
Herpes
Chlamydia.
HIV/AIDS
Others (specify)

nmoo

3. From where/whom did you hear? Multiple response
Radio

Newspapers/ magazine

TV

Parents

Teachers

Friends/peers

. Health workers

Others (specify)

>

GMmMmO O W

4. What are the signs/symptoms of STI? Multiple response
Body itching.

Body rash

Discharge from the penis/vagina.

Lower abdominal pains.

Sores on the penis/vagina.

Sores on the mouth.

Itching/ pain when urinating

Other (specify)

IOMMOOw>

5. How is STI transmitted? Multiple response
Sexual intercourse.
Kissing

Sharing sharp objects
Sharing tooth brush
Blood transfusion.
Insects bites.

Mother to child.
Sharing bathing towels
Witchcraft

| don’t know

Can not be transmitted

ASTIOMMOOT>
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10.

11.

12.

How can STI be prevented?

A. Abstinence
Using condoms
Having uninfected sexual partner
Non penetrative sexual activities.
| don’t know
Can not be transmitted

nmoow

What should a person infected with STI do?
1. Seek treatment
2. Do nothing (goto g 13)

Where should a person go for treatment?
A. Health centers.
B. Traditional healers.
C. Self treatment.
D. Others

When should STI infected person seek treatment?
A. Immediately after noticing the symptoms.
B. 4 weeks after noticing the symptoms.
C. 2 months after noticing the symptoms
D. Others
E. Don’t know

What are the social responsibilities of a persdedted with
STI?

Inform the partner/s immediately.

Seek medical help with the partner/s.

Seek medical help alone.

Continue having sex

Don’t know
Other (specify)

Tmoow>

Have you heard about HIV/AIDS?
A. Yes
B. No (go to g28)

From where or whom did you hear/read about HIV/BtD
Radio

Newspapers/ magazine.

TV

Parents

Teachers

Friends/peers

Tmoow>
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G. Health workers
H. Pamphlets/brochures
l. Other

13. Is it possible for a healthy-looking person to édélve AIDS
virus?
A. Yes
B. No
C. I do not know

14. Is it possible that a healthy looking person whs the AIDS

virus could transmit it to his/her sexual partner?
A. Yes
B. No
C. 1 do not know

15. What are the symptoms of AIDS?
Gradual loss of body weight
Gradual loss of hair
Frequent diarrhea

Herpes zoster

Prolonged fever

Body rash

Prolonged cough

Don’t know.

Others specify

TIOMMOOw>

16. Who is at risk of being infected with HIV/AIDS?

All

Youth

Women

Men

Those who get involved with commercial sex

moowz»

17. How is HIV transmitted?
Sexual intercourse
Kissing

Sharing sharp objects
Blood transfusion
Insects’ bites

Mother to child
Substance abuse
Sharing bathing towels
Sharing of tooth brush
Direct contact with the fluid of infected corpsedde
person

CTIEOMMOOWP

112

Multiple response

Multiple response

Multiple response



18.

19.

20.

21.

22.

23.

24,

K. Others (specify)

How can HIV be prevented? Multiple response
Abstinence

Using condoms

Being faithful to partner

Having no infected sexual partner.

Others

moowz

Where can people go to be tested for the virusdduases Multiple response
HIV?

Hospital

Clinic

VCT center
Pharmacy
Mobile clinic
Fieldworker

| don’t know
Other (specify)

IOMMOOw>

| don’t want to know the results, but have yourdseen
tested to see if you have the AIDS virus?

A. Yes
B. No
C. Don’t know

Do you know or have you heard of any body whoded of
AIDS in your community?

A. Yes

B. No

Would you be willing to care for a person suffgriinom
AIDS?

A. Yes (go to q 25)

B. No

If no why? Multiple response
A. Fear of contracting HIV

Community stigma

Lack of necessary sanitation items

Lack of knowledge

Lack of compassion

Other (specify)

nmooOw

How would you care for a person infected with H\NDS? Multiple response
A. Feeding
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25.

26.

27.

28.

29.

30.

31.

Bathing

Counseling/ encouragement.

Sharing information

Showing compassion.

Sharing resource or donating resource
Others (specify)
Don’t know

TOMMOUOW

If a teacher has the AIDS virus but is not sidlqudd the
teacher be allowed to continue teaching in the @ého
A. Yes
B. No
C. Don’t know

Do you agree or disagree with the following stagatmpeople
with the AIDS virus should be ashamed of themselves

A. Agree

B. Disagree

C. Don’'t know

Do you agree or disagree with the following stagatmpeople
with the AIDS virus should be blamed for bringirmg tdisease
into the community.

A. Agree

B. Disagree

C. Don’t know
Have you heard any abstinence and/or behaviorgehan
messages in the last six months?

A. Yes

B. No

If yes, where did you hear?

Have you read any abstinence and/or behavior eéhang
messages in the last six months?

A. Yes

B. No

If yes, where did you read?

Section Eight: Life Skills

1.

What do you understand by the phrase “value of&sel
A. Self control
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B. Understand healthful living

C. Act from knowledge

D. Know who you are

E. Be aware of your environment

2. What challenges do you experience in life?
Economic

Family relationship

Peer pressure

Courtship

Reproductive health
General health maintenance
Educational access

Cultural demands
Generational gap

School

Other (specify)

ASTIOMMOO®>

3. What are your aspirations?

Complete education

Keep healthy

Start family

Get a job/make an independent living
Make sure to have a career

Be responsible

Have no aspiration/plan

O@mMmMoOO®>

Section Nine: Human Rights

1. What are human rights?

Right to protection under the law
Right to worship

Right to marriage

Right to own property

Right to movement

Right to express ones view
Right to privacy

Right to basic education

Right to form /join associations
Right to choose career

Right to life

ASTIOMMOOT>

2. Do you personally know someone who has been denied
involvement in social events, religious servicess@mmunity
events in the last 12 months because he or shspested to
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have the AIDS virus or has the AIDS virus?

A.
B.
C.

Yes
No
Don’'t know

3. What is sexual abuse?

E.
=

oowp

Verbal abuse
Physical violence
Rape

Multiple response

Lack of equality between men and women where one

sex, have a low social status.

Forcing one’s sexual desire over the opposite sex

Taking advantage of children

4. What are the effects of sex abuse?

O@mMmMoOO®m>

Loss of self confidence

Loss of trust in the establishment
Distrust of the opposite sex
Running away from home
Psychological trauma

Physical trauma

STI

5. What are the effects of child abuse?

moowz

Psychological trauma
Physical trauma

Running away from home
Increased fear

Loss of confidence

6. Who decides on sexual rights?
A. The male
B. The female

C.

Both

Section Ten: Gender

1. What is gender?

A.
B.
C.

Established male and female roles
Division of labor
Power relations

D. Sexual relations
2. How does respect for human right contribute taiotidn of
the spread of HIV?

A.
B.
C.

Reduction of rape
Reduction of child abuse
Reduction of sexual exploitation
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D. Protection of the individual rights
Section Eleven: Mass Media

1. What is your preferred radio station:

2. What is your most favorite radio program:

THANK YOU FOR YOUR TIME!
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Appendix B

I nstruments Developed Based On the Original Survey
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1. STI Knowledge

Question Label / Value Score Max.
Score
Human Social Capital
S7Q1 Have you heard about Yes 1 1 1
sexually transmitted No 2 0
infections (STI)? Missing Value 9 0
S7Q2 Which STIsdoyou 1. Gonorrhea. Yes 1 1 6
know? No 2 0
2. Syphilis Yes 1 1
Multiple Response No 2 0
3. Herpes Yes 1 1
No 2 0
4. Chlamydia. Yes 1 1
No 2 0
5. HIV/AIDS Yes 1 1
No 2 0
Missing Value 9 0
S7Q4  What are the 1. Body itching. Yes 1 1 7
signs/symptoms of No 2 0
STI? 2. Body rash Yes 1 1
No 2 0
Multiple Response 3. Discharge from the Yes 1 1
penis/vagina. No 2 0
4. Lower abdominal Yes 1 1
pains. No 2 0
5. Sores onthe Yes 1 1
penis/vagina. No 2 0
6. Sores on the mouth. Yes 1
No 2 0
7. Itching/ Pain when Yes 1 1
urinating No 2 0
Missing Value 9 0
S7Q5 Howis STI 1. Sexual intercourse Yes 1 1 9
transmitted? No 2 0
2. Kissing Yes 1 0
Multiple Response No 2 1
3. Sharing sharp objects Yes 1
No 2 0
4. Sharing tooth brush Yes 1 0
No 2 1
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1. STI Knowledge

Question Label / Value Score Max.
Score
5. Blood transfusion. Yes 1 1
No 2 0
6. Insects bites. Yes 1 0
No 2 1
7. Mother to child. Yes 1 1
No 2 0
8. Sharing bathing towels Yes 0
No 2 1
9. Witchcraft Yes 1 0
No 2 1
10. | don’t know Yes 1 0
No 2 0
11. Can not be transmitted  Yes 1 0
No 2 0
12. Missing Value 9 0
S70Q6 How can STl be 1. Abstinence Yes 1 1 4
prevented? No 2 0
2. Using condoms Yes 1 1
Multiple Response No 2 0
3. Having uninfected Yes 1 1
sexual partner No 2 0
4. Non penetrative sexual  Yes 1 1
activities. No 2 0
5. Idon’t know Yes 1 0
No 2 0
6. Can not be transmitted  Yes 1 0
No 2 0
Missing Value 9 0
S7Q7 What should a personl. Seek treatment 1 1
infected with STI do? 2. Do nothing 0
Missing Value 9 0
S7Q8 Where should a 1. Health centers. Yes 1 1
person go for No 2 0
treatment? 2. Traditional healers. Yes 1 0
No 2 0
Multiple Response 3. Self treatment. Yes 1 0
No 2 0
Missing Value 0
S7Q9 When should STI 1. Immediately after 1 1
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1. STIKnowledge

Question Label / Value Score Max.
Score
infected person seek noticing the symptoms.
treatment? 4 weeks after noticing 0
the symptoms.
2 Months after noticing 0
the symptoms
Don’t know 0
Missing Value 9 0
S7Q10 What are the social Inform the partner/s Yes 1 1 2
responsibilities of a immediately. No 2 0
person infected with Seek medical help with  Yes 1 1
STI? the partner/s. No 2 0
Seek medical help Yes 1 0
Multiple Response alone. No 2 0
Continue having sex Yes 1 0
No 2 0
Don’t know Yes 1 0
No 2 0
Missing Value 9 0
Total Score: 31
*Missing Values:
e 9 - the response is one digit
e 99 - the response is two digits

999 - the response is three digits
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2. HIV/AIDS Knowledge

Question Label / Value Score Max.
Score
Human Social Capital
S7Q11 Have you heard about Yes 1 1
HIV/AIDS? No 0
Missing Value 9 0
S7Q13 Is it possible for a Yes 1 1
healthy-looking No 0
person to have the | do not Know 0
AIDS virus? Missing Value 9 0
S7Q14 Is it possible that a Yes 1 1
healthy looking No 0
person who has the | do not Know 0
AIDS virus could Missing Value 9 0
transmit it to his/her
sexual partner?
S7Q15 What are the Gradual loss of body Yes 1 1 7
symptoms of AIDS? weight No 2 0
Gradual loss of hair Yes 1 1
Multiple Response No 2 0
Frequent diarrhea Yes
No 2 0
Herpes zoster Yes 1 1
No 2 0
Prolonged fever Yes 1 1
No 2 0
Body rash Yes 1 1
No 2 0
Prolonged cough Yes 1
No 2 0
Don’t know. Yes 1 0
No 2 0
Missing Value 9 0
S7Q16 Who is at risk of All Yes 1 1 5
being infected with No 2 0
HIV/AIDS? Youth Yes 1 1
No 2 0
Multiple Response Women Yes 1 1
No 2 0
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2. HIV/AIDS Knowledge

Question Label / Value Score Max.
Score
4. Men Yes 1 1
No 2 0
5. Those who getinvolved Yes 1 1
with commercial sex No 2 0
Missing Value 9 0
S7Q17 How is HIV 1. Sexual intercourse Yes 1 1 7
transmitted? No 2 0
2. Kissing Yes 1 0
Multiple Response No 2 0
3. Sharing sharp objects Yes 1 1
No 2 0
4. Blood transfusion Yes 1 1
No 2 0
5. Insects’ bites Yes 1 0
No 2 0
6. Mother to child Yes 1 1
No 2 0
7. Substance abuse Yes 1 1
No 2 0
8. Sharing bathing towels Yes 1 0
No 2 0
9. Sharing of tooth brush Yes 1 0
No 2 1
10. Direct contact with the Yes 1 1
fluid of infected No 2 0
corpse/dead person
Missing Value 9 0
S7Q18 How can HIV be 1. Abstinence Yes 1 1 4
prevented? No 2 0
2. Using condoms Yes 1 1
Multiple Response No 2 0
3. Being faithful to partner  Yes 1 1
No 2 0
4. Having no infected Yes 1 1
sexual partner. No 2 0
Missing Value 9 0
S7Q19 Where can people go 1. Hospital Yes 1 1 5
to be No 2 0
tested for the virus 2.  Clinic Yes 1 1
that No 2 0
causes HIV? 3. VCT center Yes 1 1
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2. HIV/AIDS Knowledge

Question Label / Value Score Max.
Score
No 2 0
Multiple Response 4. Pharmacy Yes 1 0
No 2 0
5. Mobile clinic Yes 1 0
No 2 1
6. Fieldworker Yes 1 1
No 2 0
7. ldon’t know Yes 1 0
No 2 0
Missing Value 9 0
S7Q24 How would you care 1. Feeding Yes 1 1 6
for a person infected No 2 0
with HIV/AIDS? 2. Bathing Yes 1 1
No 2 0
Multiple Response 3. Counseling/ Yes 1 1
Encouragement. No 2 0
4. Sharing information Yes 1 1
No 2 0
5. Showing compassion. Yes 1
No 2 0
6. Sharing resource or Yes 1 1
donating resource No 2 0
7. Don’t know Yes 1 0
No 2 0
Missing Value 9 0
S10Q2 How does respect for 1. Reduction of rape Yes 1 1 4
human right No 2 0
contribute to 2. Reduction of child Yes 1 1
reduction of the abuse No 2 0
spread of HIV? 3. Reduction of sexual Yes 1 1
exploitation No 2 0
4. Protection of the Yes 1 1
individual rights No 2 0
Multiple Response Missing Value 9 0
Total Score:

*Missing Values:

- the response is two digits

9 - the response is one digit
« 99
+ 999

- the response is three digits

124



3. Sexual Knowledge

Question Label / Value Score Max.
Score
Human Social Capital
S3Q1 Whatis sex? 1. Being Male or Female 1 1
2. Sexual intercourse 0
between male and
female
Missing Value 9 0
S3Q6 What are the 1. Secretion/urination Yes 1 1 4
functions of penis? No 2 0
2. Sexual pleasure Yes 1
Multiple Response No 2 0
3. Sexual intercourse Yes 1
No 2 0
4. Means to transfer sperm  Yes 1 1
for procreation No 2 0
Missing Value 9 0
S3Q7 What are the 1. Sexual pleasure Yes 1 4
functions of vagina? No 2 0
2. Sexual intercourse Yes 1
Multiple Response No 2 0
3. Means to receive sperm  Yes 1 1
for procreation No 2 0
4. Child delivery Yes 1 1
No 2 0
Missing Value 9 0
S4Q12 What is the right 1. At marriage 1 1
stage to start sexual 2. While in primary school 0
intercourse? 3.  While in secondary 0
school
4. While in college 0
5. After completion of 0
ones education
6. Whenin love 0
7.  When one feels like 0
having sex
8. When one has the right 0
resource
9. When negotiated 0
Missing Value 9 0
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3. Sexual Knowledge

Question Label / Value Score Max.
Score
S5Q2 How does one 1. Avoiding substance Yes 1 1
maintain healthy abuse No 2 0
sexual life? 2. Be faithful to partner Yes 1
No 2 0
Multiple Response 3. Avoid underage sex Yes
No 2 0
4. Use of contraception Yes
No 2 0
5. Undergo Voluntary Yes 1 1
Counseling and HIV No 2 0
Testing.
Missing Value 9 0
S6Q1 Can a person control 1. Yes 1 1
one’s sexual urge? 2. No 2 0
Missing Value 9 0
S6Q2 What do you do whenl. Find sex partner Yes 1
you have sexual urge No 2 0
2. Masturbate Yes 1
No 2 0
Multiple Response 3. Getinvolved in some Yes 1 1
diverting activities No 2 0
4. Discuss with peer group Yes
No 2 0
5. Practice self control Yes 1
No 2 0
6. Get pornographic Yes 1 1
material No 2 0
Missing Value 9 0
S9Q3 What is sexual abuse 1. Verbal abuse Yes 1 0
No 2 0
Multiple Response 2. Physical Violence Yes 1 0
No 2 0
3. Rape Yes 1 1
No 2 0
4. Lack of equality Yes 1 0
between men and No 2 0
women where one sex,
have a low social status.
5. Forcing one’s sexual Yes
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3. Sexual Knowledge

Question Label / Value Score Max.
Score
desire over the opposite  No 2 0
sex
Missing Value 9 0
S9Q4 What are the effects 1. Loss of self confidence Yes 6
of sex abuse? No 2 0
2. Distrust of the opposite Yes 1 1
Multiple Response sex No 2 0
3.  Running away from Yes 1 1
home No 2 0
4. Psychological Trauma Yes
No 2 0
5. Physical Trauma Yes 1
No 2 0
6. STI Yes 1 1
No 2 0
Missing Value 9 0
S9S6  Who decides on 1. The male 0 1
sexual rights? 2. The female 0
3. Both 1
Missing Value 9 0
Total Score 31

*Missing Values:

9 - the response is one digit
99 - the response is two digits
999 - the response is three digits
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4. Risky Behavior Knowledge
Question Label / Value Score Max.
Score

Human Social Capital

S5Q1 What are the factors 1. Female Genital Cutting Yes 1 1 8
that can have a No 2 0
negative effect on 2. Underage marriage Yes 1 1
one’s reproductive No 2 0
(sexual) health? 3. Substance abuse Yes 1 1

No 2 0
Multiple Response 4. Not having sex regularly Yes 1 1
No 2 0
5. Stress Yes 1 1
No 2 0
6. Rape Yes 1 1
No 2 0
7.  Cultural practices Yes 1 1
No 2 0
8. Not having sex at all Yes 1 0
No 2 0
9. Unsafe sex Yes 1 1
No 2 0
Missing Value 9 0

S5Q3 What are the potential 1.  Unsafe pregnancy Yes 1 1 6
health consequences No 2 0
of underage sex? 2. Unsafe delivery Yes 1 1

No 2 0
Multiple Response 3. Educational interruption Yes 1 1
No 2 0
4. Maternal complications Yes 1 1
No 2 0
5. STI Yes 1 1
No 2 0
6. Termination of Yes 1 1
pregnancy No 2 0
Missing Value 9 0

S6Q3 Identify risky sexual 1. Getting involved in Yes 1 1 3
intercourse commercialized sex No 2 0
2. Practicing unsafe sex Yes 1 1
Multiple Response No 2 0
3. Unfaithfulness to Yes 1 1
partner No 2 0
Missing Value 9 0
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4. Risky Behavior Knowledge

Question Label / Value Score Max.
Score
Total Score 17
*Missing Values:
e 9 - the response is one digit
e 99 - the response is two digits

e 999 -theresponse is three digits

129



5. Attitude Towards People Living with AIDS

Question Label / Value Score Max.
Score

Human Social Capital

S7Q22 Would you be willing Yes 1 1
to care for a person No 0
suffering from AIDS? Missing Value 0

S7Q25 If a teacher has the Yes 1 1
AIDS virus but is not No 0
sick, should the Don’t know 0
teacher be allowed to Missing Value 0
continue teaching in
the school?

S7Q26 Do you agree or Agree 0 1
disagree with the Disagree 1
following statement: Don’t know 0
People with the AIDS Missing Value 0
virus should be
ashamed of
themselves.

S7Q27 Do you agree or Agree 0 1
disagree with the Disagree 1
following statement: Don’t know 0
People with the AIDS Missing Value 0
virus should be
blamed for bringing
the disease into the
community.

Total Score: 4

*Missing Values:
- the response is one digit

9
« 99
* 999

- the response is two digits
- the response is three digits
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6. Social Capital

boy/ girl)
131

Question Label / Value Score Max.
Score
A. Human Social Capital
S1Q5 Whatis your level of 1. Never attended school 7
education: 2. Lower Primary (K1-3) / 2
(T1-3)
One Answer 3. Middle Primary (K4-5)/ 3
(T4-5)
4. Upper Primary (K6-8)/ 4
(T6-7)
5. Secondary (F1-2)/(TF1-2) 5
6. Secondary (F3-4)/(TF3-4) 6
7. Secondary (F5-6) (TF5-6) 7
Missing Value 9 0
S8Q3 What are your 1. Complete education Yes 1 6
aspirations? No 2 0
2. Keep healthy Yes 1 1
Multiple Response No 2 0
3. Start family Yes 1 1
No 2 0
4. Get ajob/make an Yes 1 1
independent living No 2 0
5. Make sure to have a Yes 1 1
career No 2 0
6. Be responsible Yes 1
No 2 0
7. Have no aspiration/plan  Yes 1 0
No 2 0
Missing Value 9 0
B. Family Social Capital - Internal
S2Q1 Who are you 1. Both biological Parents. 1 1
primarily living with? 2. Guardians/Foster 1
parents.
One Response 3. Father only 1
4. Mother Only 1
5. Father and step mother
6. Mother and step father
7. Grand parents 1
8. Uncle 1
9. Aunt 1
10. Friend (specify whether 1



6. Social Capital

Question Label / Value Score Max.
Score
11. Siblings 1
Missing Value 9 0
S2Q2 What are the 1. Basic needs (food, Yes 1 1 7
responsibilities of shelter and clothing) No 2 0
person/s whom you 2. Education Yes 1 1
are living with No 2 0
regarding your 3. Guidance Yes 1 1
welfare? (Check as No 2 0
applicable) 4. Discipline Yes 1 1
No 2 0
Multiple Response 5. Medical care Yes 1 1
No 2 0
6. Provision of security/ Yes 1 1
protection No 2 0
7. Sexual satisfaction Yes 1 1
No 2 0
8. None Yes 1 0
No 2 0
9. Don’t know Yes 1 0
No 2 0
10.
Missing Value 9 0
C. Emotional Social Capital
S2Q3 Withwhomdoyou 1. Both biological parents. Yes 1 1
mainly discuss sexual2. Father only. Yes 1
issues? 3. Mother only Yes 1
4. Uncle only. Yes 1
One Response 5. Aunty only. Yes 1
6. Step mother Yes 1
7. Step father Yes 1
8. Grand parents. Yes 1
9. Guardian Yes 1
10. Friends Yes 1
11. Nobody Yes 0
Missing Value 9 O
S2Q4 Howoftendoyou 1. Weekly Yes 6 7
discuss? 2. Monthly Yes 5
3.  Bimonthly Yes 4
One Response 4. Quarterly Yes 3
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6. Social Capital

133

Question Label / Value Score Max.
Score
5. Biannually Yes 2
6. Annually Yes 1
7. As needed Yes 7
Missing Value 9 0
S2Q6 When you make 1. Parent/guardian Yes 1 1
decisions where do 2. Teacher Yes 1 1
you seek advice 3. Friends/peers Yes 1
from? 4. Relatives Yes 1 1
5. Professionals Yes 1
One Response Missing Value 9 0
D. Physical Social Capital — Technological
S7Q12 From where or whom 1. a. Radio Yes 1 1 3
did you hear/read No 2 0
about HIV/AIDS? 2. b. Newspapers/ Yes 1 1
(only a, b, ¢) magazine No 2 0
3. ¢c.TV Yes 1 1
Multiple Response No 2 0
Missing Value 9 0
E. Economic Social Capital
S8Q2 What challengesdo 1. Economic Yes 1 0 1
you experience in No 2 1
life?
Missing Value 9 0
F. Community Social Capital
S4Q1  Who are your 1. Peersinthe Yes 1 1 5
friends? neighborhood No 2 0
2. Class mates Yes 1
Multiple Response No 2 0
3. Club members Yes 1 1
No 2 0
4. Relatives Yes 1 1
No 2 0
5. Work mates Yes 1 1
No 2 0
6. |do not have a friend Yes 0



6. Social Capital

Question Label / Value Score Max.
Score
No 2 0
7. Missing Value 9 0
S4Q2 Howdoyouselect 1. Sharing same Yes 1 1 6
your friends? goals/aspiration/interest No 2 0
2. Life styles Yes 1 1
Multiple Response No 2 0
3. Kinship Yes 1 1
No 2 0
4. Similar profession Yes 1 1
No 2 0
5. Same neighborhood Yes 1 1
No 2 0
6. Same school/colleges Yes 1 1
No 2 0
Missing Value 9 0

G. Education — Formal & Informal

S1Q5 Whatis your level of 1. Never attended school 1 7
education: 2. Lower Primary (K1-3) / (T1- 2
3)
One Answer 3. Middle Primary (K4-5)/ (T4- 3
5)
4. Upper Primary (K6-8)/ (T6-7) 4
5. Secondary (F1-2)/(TF1-2) 5
6. Secondary (F3-4)/(TF3-4) 6
7. Secondary (F5-6) (TF5-6) 7
Missing Value 9 0
S4Q1 Who are your 1. Peersinthe Yes 1 1 5
friends? neighborhood No 2 0
2. Class mates Yes 1 1
Multiple Response No 2 0
3. Club members Yes 1 1
No 2 0
4. Relatives Yes 1 1
No 2 0
5. Work mates Yes 1 1
No 2 0
6. |do not have a friend Yes 1 0
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6. Social Capital

Question Label / Value Score Max.
Score
No 2 0
Missing Value 9 0
Total Score: 57
*Missing Values:
* 9 - the response is one digit
e 99 - the response is two digits

e 999 -theresponse is three digits
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