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Abstract
Background: Young women and girls in Eastern and Southern Africa are at elevated risk of acquiring human
immunodeficiency virus (HIV) compared with men, largely due to power dynamics within heterosexual relation-
ships that contribute to HIV risk behaviors. Few studies employ a comprehensive framework to examine divisions
between men and women and HIV risk behaviors in an African context. Thus, we examined associations between
levels of women’s empowerment and HIV risk behaviors applying the Theory of Gender and Power.
Methods: We used logistic regression (adjusted odds ratios or AORs) to assess associations between women’s
empowerment indicators and HIV risk behaviors (multiple sexual partners) and self-efficacy (ability to negotiate
sex/sex refusal) with couples data (n = 12,670) from Malawi, Namibia, Zambia, and Zimbabwe.
Results: Specifically, key drivers of high levels of empowerment among women were household decision-making
involvement, female economic independence, and rejecting all reasons for wife-beating. Furthermore, higher
levels of women’s empowerment in coupled relationships was associated with safer sex negotiation in Malawi
(AOR = 1.57, p < 0.05) and Zambia (AOR = 1.60, p < 0.0001) and sex refusal in Malawi (AOR = 1.62, p < 0.0001) and
Zimbabwe (AOR = 1.29, p < 0.05). However, empowerment was not associated with the likelihood of the male
partner having multiple sexual partners across all countries studied.
Conclusions: These findings provide evidence that high levels of women’s empowerment were associated with
safer sex practices, although this varied by country. Policymakers should incorporate empowerment indicators to
address women’s empowerment and HIV prevention within African couples.
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Introduction
Of the estimated 20.6 million people living with human
immunodeficiency virus (HIV) in Eastern and South-
ern Africa in 2018, the majority of them were female
adults and adolescents.1 On average, young women be-
tween 15 and 24 years acquire HIV 5–7 years earlier
than young men.2,3 Overall, high gender inequality cor-

relates with countries having predominantly heterosex-
ual epidemics.4 Women and girls in sub-Saharan Africa
(SSA) are at elevated risk of acquiring HIV due to ear-
lier age at sexual debut, transgenerational sex, gender-
based violence (GBV), lower access to education than
young men, and the absence of essential health ser-
vices.2,5–8 At the individual and interpersonal levels,
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these factors drive power dynamics in heterosexual re-
lationships and lead to HIV risk behaviors such as mul-
tiple sexual partners and low condom use.9

Solutions that address female disempowerment are
expected to reduce HIV risk in women.10 Public health
research and programs have addressed gender inequi-
ties with female-centered programs, although these
have sometimes been criticized for emphasizing a per-
spective that views women as victims and men as per-
petrators.11,12 Other researchers have addressed
structural factors linked to gender imbalances with
programs such as those in microfinance and educa-
tion.11,13

Further, couples-based skills-building, couples’ HIV
testing and counseling, ‘‘Treatment as Prevention,’’ and
a scale-up of male circumcision programs acknowledge
men’s vulnerability to HIV.14 As a multidimensional
construct, empowerment involves structural divisions
of power, labor, and broader social conditions that in-
fluence men and women.15,16 One theory that com-
bines gender dynamics operating at different levels is
the multidimensional Theory of Gender and Power
(TGP), which is applicable to HIV prevention in
women.15,17

Few studies have employed a comprehensive frame-
work such as the TGP to examine divisions between
men and women and HIV risk behaviors in couples
in an African context. Moreover, policymakers in East-
ern and Southern Africa rarely include women and
girls in national strategic plans for gender equality
and HIV/acquired immunodeficiency syndrome pre-
vention.12,18

It is thus important to examine which women’s em-
powerment indicators influence associations with sexual
behaviors to inform HIV prevention efforts. Therefore,
our research assessed the association between TGP
constructs for empowerment in married/cohabitating
women in coupled relationships and HIV risk behaviors.
We hypothesized that women with higher levels of em-
powerment would experience lower likelihood of multi-
ple sexual partners in the relationship and higher
likelihood of self-efficacy (ability to ask a partner to
wear a condom given a sexually transmitted infection
[STI] and ability to refuse sex) compared with women
with lower levels of empowerment.

Materials and Methods
Study design and population
This study was a cross-sectional analysis of couples
data from the Demographic and Health Survey (DHS)

with men and women aged 15–64 years in Malawi,
Namibia, Zambia, and Zimbabwe. These countries
were selected because (1) respondents had complete
empowerment and HIV risk behavior information,
(2) recent data were available (2010–2014), (3) the geo-
graphic location was in Southern or Eastern Africa,
and (4) HIV prevalence was 10% or higher in the
sample.

The DHS is a cross-sectional nationally representa-
tive household survey implemented in low- to middle-
income countries around the world,19 with a two-stage
sample of households and individuals, mainly children,
women (aged 15–49 years), and men (aged 15–64
years).20,21 The DHS randomly selects households at
district or province levels, and individuals are picked
at random within households for interviews and clini-
cal tests.20 Individuals for whom the primary determi-
nant, empowerment, could not be defined and those
without information on the outcome measures were
excluded (Fig. 1). We assigned higher values to catego-
ries of women with greater empowerment.16

Typically, DHS uses a two-stage sample of house-
holds and individuals designed to be representative of
households at a national and subnational level.20,21

These samples are stratified by geographic region and
by urban/rural areas within each region. Within each
stratum, the sample design specifies an allocation of
households to be selected. Most DHS surveys establish
a set number of households per cluster, determining
the number of clusters to be selected. In the first
stage, primary sampling units are selected to form a
survey cluster. During the second stage, a household
listing is conducted for each cluster, and a set number
of households is selected with probability proportion-
ate to size.20

We applied sampling weights in all analyses for the
following reasons: (1) to account for variations in selec-
tion probabilities for households across clusters, (2) to
adjust for possible nonresponse rate across households
within various clusters, and (3) to address analytically
the possible oversampling of certain subgroups and
thus derive nationally representative samples of the
population of interest.

Outcomes
Multiple sexual partnerships. In assessing HIV risk,
we measured the number of multiple sexual partner-
ships, not including the spouse/partner, reported by
the man in the past 12 months before the survey. We
calculated frequencies for man’s nonmarital multiple
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sexual partnerships and dichotomized responses as a
‘‘Yes’’ or ‘‘No’’ answer.

Ability to ask partner to wear a condom given an
STI. This survey question asked women, ‘‘Can you/a
woman ask a man to wear a condom if he has an
STI?’’ We placed ‘‘Yes’’ answers in a separate category
from ‘‘No’’ answers, which included ‘‘Don’t Know’’ re-
sponses.

Ability to refuse sex. The next question asked women,
‘‘Can you/a woman refuse sex?’’ We placed ‘‘Yes’’ an-
swers in a separate category from ‘‘No’’ answers,
which included ‘‘Don’t Know’’ responses.

Predictor
Women’s empowerment index. We defined women’s
empowerment as incorporating household decision-
making, attitudes toward wife-beating, female eco-
nomic dependence, and age and educational differ-
ences between partners using the TGP conceptual
framework (Fig. 1), adapted from Wingood and DiCle-
mente, and the Survey-based Women’s Empowerment
Index.16,17 We addressed our hypothesis by weighting
each indicator equally, assigning responses for each
survey response as high versus low levels of empower-
ment (‘‘1’’ as high, ‘‘0’’ as low), and adding all numerical
components to create a final composite empowerment
score by country. Finally, we used the median value of
each index by country to create a dichotomous variable
with ‘‘high’’ (scores above the median) and ‘‘low’’ (me-
dian score and below) categories.22

We conceptualized the sexual division of labor as a
woman’s ability to make decisions about household
purchases and their economic independence from her
husband.23 We coded women who made decisions
alone or jointly with their partner as having high levels
of empowerment (‘‘1’’) and women whose hus-
band/partner or someone else made decisions as hav-
ing low levels of empowerment (‘‘0’’).23 We defined
female economic independence as whether the
woman reported that she had worked in the past 12
months (regardless of location or type of work) before
the survey (coded as ‘‘1’’) or not (coded as ‘‘0’’).

We conceptualized the sexual division of power
using the dimensions of attitudes toward violence
against women and age and educational differences be-
tween men and women. Responses to a question asking
whether wife-beating is ever justified, with several rea-
sons offered, were coded as ‘‘1’’ for high levels of em-

powerment when respondents answered ‘‘No’’ and as
‘‘0’’ for low levels of empowerment to answers of
‘‘Yes’’ and ‘‘Don’t Know.’’ We then created a variable
comparing empowered and disempowered respon-
dents.23 We calculated age difference by subtracting
the female respondent’s age from the partner’s reported
age and created categories to reflect age ranges between
partners. We created a dichotomous variable compar-
ing scenarios where partners are the same age, the
woman is older, or the partner is up to 9 years older
versus those where the man is 10 or more years older
than the woman.17,24–27

We calculated the difference in years of education by
subtracting the female’s years of education from the
male’s years of education. Subsequently, we created a
new variable with four categories28: (1) male partner
with lower level of education than the female partner,
(2) male and female partner with same level of educa-
tion, (3) male partner with 1–3 years of education more
than the female partner, and (4) male partner with 4 or
more years of education more than the female partner.
Finally, we compared scenarios where the man had
fewer or the same number of years of education as
the woman versus the woman had fewer years of edu-
cation similar to previous research.29,30

Sociodemographic variables. As per our model
(Fig. 1), we adjusted for specific variables associated
with HIV risk behaviors or HIV acquisition, including
age of the man and woman,17,31 educational level of
both partners,17,30,32 household wealth,29,33 partners’
history of an STI,17,34 place of residence,35,36 and polyg-
amy (cathexis).37,38 Each variable had a corresponding
reference group to depict high versus low levels of em-
powerment. We measured and categorized women’s
and men’s ages in years according to the DHS: 15–
24, 25–29, 30–34, 35–39, 40–44, 45+, and 50+ years.
We separated education level for both genders into
four categories: none (reference), some primary, com-
pleted primary/some secondary, and completed/more
than secondary.

We used the DHS wealth index to measure house-
hold wealth in five categories, then collapsed categories
into tertiles for simpler analysis: poor (reference), mid-
dle, and rich. Previous STI infection (‘‘Yes’’/‘‘No’’) was
assessed by three questions: During the past 12 months,
have you had a disease that you got through sexual con-
tact? Did you have genital sores or ulcers in the past 12
months? Did you have genital discharge in the past 12
months? A person had an STI if he/she responded
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‘‘Yes’’ (reference) to all three questions; otherwise, re-
sponses were categorized as ‘‘No.’’

We assumed that women in urban dwellings might
experience less harmful traditional norms, and thus,
we compared urban dwellers versus rural dwellers.
Finally, we separated polygamous unions into two cat-
egories: ‘‘Yes’’ (more than one wife) as the reference
group and ‘‘No’’ (one wife) to test the assumption
that women in polygamous unions may experience
lower levels of empowerment than women who are
not in polygamous relationships.

Statistical analysis
Each statistical assessment was performed by country.
We conducted an assessment for effect modification
(association difference by level of a third variable)
and mediation (association depends on the presence
or absence of a third variable) in the association be-
tween levels of empowerment and HIV risk behaviors
by wealth tertile a priori. The results did not yield
any relevant findings (not shown).

First, we applied DHS sample weights to all analyses
of couples data to account for the random sampling de-
sign and lower response rates for men.21 Then, we de-
scribed each country with descriptive statistics and
univariate analyses for mean age difference and used
chi-square analysis to test differences in frequencies
of other variables by the level of empowerment. Next,
we assessed the relationship between individual em-
powerment indicators and the three outcomes of inter-
est using unadjusted odds ratios (UORs).

As a result of our chi-square tests, we adjusted for
the following country-specific variables in our final
multivariable logistic regression models:

Malawi: woman’s age, wealth index, place of resi-
dence, and polygamous union.

Namibia: woman’s age, wealth index, place of resi-
dence, and man’s history of an STI.

Zambia: man’s age, wealth index, place of residence,
woman’s history of an STI, and polygamous union.

Zimbabwe: woman’s age, wealth index, place of res-
idence, and woman’s history of an STI.

Finally, for multivariable analyses by country, we
built a logistic regression model from which adjusted
odds ratios (AORs) and 95% confidence intervals were
calculated to quantify the association between indica-
tors of women’s empowerment and HIV risk behav-
iors. Also, our models generated p-values to indicate
statistical significance ( p < 0.05). We used SAS� soft-
ware, version 9.4, for all analyses.39

Results
Table 1 presents weighted frequencies of couples by de-
mographics of interest for each country (n = 12,670).
Overall, self-reports of STIs were much higher for
women than men. Zimbabwe had the highest propor-
tion of women involved in decision-making solely or
jointly (67%) but had the second-highest percentage
(41%) reporting that one or more reasons justified
wife-beating. In contrast, most (84%) women in
Malawi were not involved in household decisions, but
Malawi also had the largest share of women who
rejected all reasons for wife-beating (88%). The mean
age difference between partners was *5 years, with
men being older, which is a risk factor for women’s
HIV risk. Overall, women’s responses in all countries
except Zambia (52%) were in the low-level empower-
ment categories. However, reported monogamy by a
man was high in the past 12 months (86%–94%),
most women said they/a woman can ask a partner to
use a condom if he has an STI (83%–97%), and
>70% of women said they/a woman can refuse sex.

Multiple sexual partnerships
In Namibia, women who were involved in household
decision-making (UOR = 0.48, p = 0.0182) and women
who had the same or more education than their part-
ners (UOR = 0.44, p = 0.0078) were less likely to experi-
ence their male partner having multiple sexual partners
in the relationship (Table 2). In Zambia, women who
were economically independent were less likely to
have a spouse with multiple sexual partners compared
with women who were economically dependent
(UOR = 0.69, p = 0.0004) (Table 2). Based on the find-
ings from the multivariable model (Fig. 2A), high levels
of empowerment in women were not associated with
the likelihood of the male partner having multiple sex-
ual partners across all countries.

Self-efficacy for safer sex negotiation
and sex refusal
Women with economic independence were more likely
to negotiate safer sex with partners compared with
those who were economically dependent in Malawi
(UOR = 1.39, p = 0.0207), Namibia (UOR = 2.44,
p = 0.0395), and Zimbabwe (UOR = 2.12, p < 0.0001)
(Table 3). Moreover, Zambian women who had sole/-
joint involvement versus no involvement in household
decisions and rejected versus condoned wife-beating
were more likely (36% and 52%, respectively) to say
they/a woman could negotiate safer sex (Table 3).
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Table 1. Sociodemographic Characteristics in Couples Aged 15–64+ Years in four Eastern and Southern African Countries

Malawi 2010
(n = 2849)

Namibia 2013
(n = 865)

Zambia 2013–14
(n = 6039)

Zimbabwe 2010–11
(n = 2917)

Frequency (weighted) and percentage

Woman’s age categories (years)
15–24 996 (34.9) 133 (15.4) 1476 (24.4) 938 (32.1)
25–29 817 (28.7) 145 (16.7) 1388 (23.0) 714 (24.5)
30–34 433 (15.2) 146 (16.9) 1232 (20.4) 545 (18.7)
35–39 327 (11.5) 148 (17.1) 938 (15.5) 390 (13.4)
40–44 173 (6.1) 104 (12.0) 610 (10.1) 216 (7.4)
45+ 103 (3.6) 189 (21.8) 395 (6.5) 114 (3.9)

Man’s age categories (years)
15–24 378 (13.3) 45 (5.2) 434 (7.2) 291 (10.0)
25–29 658 (23.1) 105 (12.1) 991 (16.4) 639 (21.9)
30–34 634 (22.2) 151 (17.5) 1240 (20.5) 615 (21.1)
35–39 499 (17.5) 140 (16.2) 1195 (19.8) 560 (19.2)
40–44 292 (10.3) 125 (14.4) 932 (15.4) 389 (13.3)
45–49 237 (8.3) 117 (13.6) 626 (10.4) 240 (8.2)
50+ 151 (5.3) 182 (21.0) 621 (10.3) 183 (6.3)

Woman’s education level
Some primary 1965 (69.0) 154 (17.8) 2522 (41.8) 393 (13.5)
Completed primary/some secondary 692 (24.3) 429 (49.6) 2838 (47.0) 2395 (82.1)
Completed/more than secondary 192 (6.7) 282 (32.6) 679 (11.2) 129 (4.4)

Man’s education level
Some primary 1663 (58.4) 169 (19.5) 1512 (25.0) 286 (9.8)
Completed primary/some secondary 718 (25.2) 393 (45.4) 3195 (52.9) 2323 (79.6)
Completed/more than secondary 468 (16.4) 303 (35.1) 1332 (22.1) 308 (10.6)

Household wealth index
Poor 896 (31.4) 288 (33.3) 1947 (32.2) 898 (30.8)
Middle 895 (31.4) 278 (32.1) 1790 (29.6) 1012 (34.7)
Rich 1058 (37.1) 299 (34.6) 2303 (38.1) 1007 (34.5)

Place of residence
Urban 518 (18.2) 578 (66.9) 2551 (42.2) 998 (34.2)
Rural 2331 (81.8) 286 (33.1) 3488 (57.8) 1919 (65.8)

History of an STI (yes)
STI past 12 months woman 336 (11.8) 111 (12.8) 253 (4.2) 284 (9.8)
STI past 12 months man 172 (6.0) 41 (4.8) 318 (5.3) 184 (6.3)

Polygamous uniona

Yes 208 (7.3) 19 (2.2) 507 (8.4) 171 (5.9)
No 2641 (92.7) 846 (97.8) 5532 (91.6) 2746 (94.1)

Woman’s empowerment indicators
Participation in decision-making

Involved in all household decisions 449 (15.8) 510 (58.9) 2909 (48.2) 1963 (67.3)
Not involved in all household decisions 2400 (84.2) 355 (41.1) 3130 (51.8) 954 (32.7)

Female economic independence
Currently working 1672 (58.7) 457 (52.8) 3350 (55.5) 1096 (37.6)
Not currently working 1177 (41.3) 408 (47.2) 2689 (44.5) 1821 (62.4)

Attitudes toward wife-beating
None of five reasons are justified 2502 (87.8) 628 (72.6) 3141 (52.0) 1706 (58.5)
One or more reasons are justified 347 (12.2) 237 (27.4) 2898 (48.0) 1211 (41.5)

Age difference with partner in yearsb

Partner of the same age or younger 156 (5.5) 185 (21.4) 362 (6.0) 262 (9.0)
Male partner is 1–4 years older 1242 (43.6) 283 (32.8) 2105 (34.9) 1069 (36.6)
Male partner is 5 years older 320 (11.2) 76 (8.7) 675 (11.2) 294 (10.1)
Male partner is 6–9 years older 753 (26.4) 176 (20.3) 1883 (31.2) 817 (28.0)
Male partner is 10 years older or more 378 (13.3) 145 (16.7) 1014 (16.8) 475 (16.3)

Educational difference with partnerc

Male partner has fewer years 1107 (38.9) 305 (35.2) 2338 (38.7) 932 (31.9)
Partners have the same years 462 (16.2) 223 (25.8) 1206 (20.0) 974 (33.4)
Male partner has 1–3 more years 901 (31.6) 281 (32.5) 1754 (29.0) 810 (27.8)
Male partner has 4 or more years 378 (13.3) 56 (6.5) 741 (12.3) 201 (6.9)

High empowerment overall 1398 (49.1) 388 (44.9) 3160 (52.3) 1023 (35.1)
Low empowerment overall 1451 (50.9) 477 (55.1) 2879 (47.7) 1894 (64.9)
Man has nonmarital sexual partnersd

Yes 178 (6.3) 74 (8.6) 826 (13.7) 323 (11.1)
No 2671 (93.8) 791 (91.4) 5213 (86.3) 2594 (88.9)

(continued)
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Adjusted models showed that high levels of empow-
erment in women were associated with higher odds of
safer sex negotiation in Malawi (AOR = 1.57, p < 0.05)
and Zambia (AOR = 1.60, p < 0.0001) (Fig. 2B). Finally,
women who had sole/joint involvement in household
decisions (Zimbabwe), had economic independence
(Malawi and Zimbabwe), and rejected at least one rea-
son for wife-beating (Namibia, Zambia, and Zim-
babwe) were more likely to refuse sex (Table 4). Per
multivariable models, high women’s empowerment
was associated with an increase in the likelihood of

sex refusal in Malawi (AOR = 1.62, 95% p < 0.0001)
and Zimbabwe (AOR = 1.29, p < 0.05) (Fig. 2C).

Discussion
This investigation evaluated associations between high
empowerment and HIV-relevant sexual risk behaviors
in married/cohabitating women from four countries
in SSA. This study represents a novel assessment of em-
powerment and HIV risk behaviors in couples using
the TGP as a framework. Our hypothesis was con-
firmed by the association between high levels of

Table 1. Continued

Malawi 2010
(n = 2849)

Namibia 2013
(n = 865)

Zambia 2013–14
(n = 6039)

Zimbabwe 2010–11
(n = 2917)

Frequency (weighted) and percentage

Woman can ask a man to wear a condom given an STI
Yes 2444 (85.8) 836 (96.7) 5098 (84.4) 2414 (82.8)
No 405 (14.2) 29 (3.3) 941 (15.6) 503 (17.2)

Woman has the ability to refuse sex
Yes 2094 (73.5) 804 (93.0) 4230 (70.1) 2187 (75.0)
No 755 (26.5) 61 (7.0) 1809 (29.9) 730 (25.0)

Mean (SD) Mean (SD) Mean (SD) Mean (SD)

Age difference with partner in years 5.3 (4.1) 4.5 (6.1) 5.9 (4.3) 5.6 (4.7)

+All data are weighted.
aPolygamous union refers to whether the man has more than one wife.
bThe age difference is calculated as the respondent’s age subtracted from the male partner’s reported age.
cThe educational difference is calculated as the respondent’s years of education subtracted from the male partner’s years of education.
dMultiple sexual partnerships refer to the man having sex with more than one woman, not including the wife/partner, in the past 12 months.
SD, standard deviation; STI, sexually transmitted infection.

Table 2. Relationship of Female Empowerment Indicators to Likelihood of Male Nonmarital Multiple Sexual Partners
in South African Couples Aged 15–64 Yearsa

Malawi 2010 (n = 2849) Namibia 2013 (n = 865) Zambia 2013–14 (n = 6039) Zimbabwe 2010–11 (n = 2917)
Odds ratio (UOR)

(95% CI), p
Odds ratio (UOR)

(95% CI), p
Odds ratio (UOR)

(95% CI), p
Odds ratio (UOR)

(95% CI), p

SDL
Decision-makingb 0.63 (0.36–1.10), 0.1064 0.48 (0.26–0.88), 0.0182 0.93 (0.77–1.11), 0.4104 0.93 (0.69–1.25), 0.6161
Economic independencec 1.38 (0.97–1.96), 0.0743 1.22 (0.66–2.26), 0.5161 0.69 (0.56–0.85), 0.0004 1.09 (0.82–1.45), 0.5536

SDP
Wife-beating attitudesd 0.98 (0.60–1.59), 0.9347 0.67 (0.36–1.23), 0.1928 1.19 (0.98–1.45), 0.0743 0.85 (0.64–1.13), 0.2617
Age differencee 1.10 (0.66–1.83), 0.7256 0.80 (0.37–1.69), 0.5502 1.93 (1.45–2.57), <0.0001 1.80 (1.17–2.78), 0.0081
Education differencef 0.96 (0.67–1.39), 0.8361 0.44 (0.24–0.80), 0.0078 1.13 (0.94–1.35), 0.1947 0.84 (0.63–1.12), 0.2332

Women’s empowerment
index SDLg (high vs. low)

1.00 (0.70–1.41), 0.9757 0.86 (0.44–1.68), 0.6599 0.65 (0.52–0.81), 0.0001 1.05 (0.72–1.52), 0.8193

Women’s empowerment
index SDPh (high vs. low)

0.85 (0.60–1.21), 0.3660 0.32 (0.14–0.70), 0.0043 1.51 (1.24–1.84), <0.0001 0.89 (0.65–1.22), 0.4601

Women’s empowerment all
indicatorsi (high vs. low)

0.93 (0.65–1.32), 0.6633 0.49 (0.26–0.93), 0.0296 1.19 (0.98–1.44), 0.0824 0.83 (0.60–1.13), 0.2282

aAll data are weighted.
bThe woman is involved alone or jointly versus uninvolved in decisions.
cThe woman is currently working versus she did not work in the past 12 months.
dThe woman agrees with none of the scenarios versus she agrees with at least one wife-beating scenario.
eThe man is younger or up to 9 years older than the woman versus the man is 10 years older or more.
fThe man has fewer or the same years of education as the woman versus the man has more years of education.
gThis index is the SDL construct with decision-making and economic dependence.
hThis index is the SDP construct with wife-beating attitudes, educational differences, and age differences.
iThis index includes all TGP construct indicators combined.
CI, confidence interval; SDL, sexual division of labor; SDP, sexual division of power; TGP, Theory of Gender and Power.
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women’s empowerment and increased odds for indica-
tors of safer sex negotiation and sex refusal, although
this finding was not universal.

Women’s empowerment in coupled relationships was
associated with safer sex negotiation in Malawi and Zam-
bia and sex refusal in Malawi and Zimbabwe. The obser-

vations of safer sex negotiation are in line with studies in
the United States of America,40,41 Eastern and Southern
Africa,42–47 and Nepal.48 Other DHS studies reflected
similar findings regarding decision-making involvement
and the increased likelihood of sex refusal in Nepal48

and Cambodia.49 Unlike these studies, our research

Table 3. Relationship of Female Empowerment Indicators to Likelihood of Safer Sex Negotiation Given a Sexually
Transmitted Infection in South African Couples Aged 15–64 Yearsa

Malawi 2010 (n = 2883) Namibia 2013 (n = 865) Zambia 2013–14 (n = 6039) Zimbabwe 2010–11 (n = 2917)
Odds ratio (UOR)

(95% CI), p
Odds ratio (UOR)

(95% CI), p
Odds ratio (UOR)

(95% CI), p
Odds ratio (UOR)

(95% CI), p

SDL
Decision-makingb 0.82 (0.53–1.26), 0.3632 1.32 (0.61–2.86), 0.4772 1.36 (1.14–1.62), 0.0005 0.94 (0.74–1.19), 0.5987
Economic independencec 1.39 (1.05–1.83), 0.0207 2.44 (1.04–5.68), 0.0395 1.15 (0.95–1.40), 0.1631 2.12 (1.60–2.80), <0.0001

SDP
Wife-beating attitudesd 1.42 (0.95–2.11), 0.0905 1.57 (0.65–3.75), 0.3140 1.52 (1.28–1.81), <0.0001 1.10 (0.88–1.37), 0.4090
Age differencee 0.53 (0.35–0.80), 0.0028 2.06 (0.89–4.78), 0.0932 1.13 (0.89–1.44), 0.3068 1.06 (0.81–1.40), 0.6662
Education differencef 1.20 (0.92–1.56), 0.1857 1.42 (0.67–3.01), 0.3577 1.07 (0.90–1.28), 0.4270 0.97 (0.76–1.24), 0.8165

Women’s empowerment
index SDLg (high vs. low)

1.36 (1.02–1.83), 0.0398 1.91 (0.67–5.46), 0.2245 1.34 (1.09–1.66), 0.0060 1.88 (1.37–2.58), 0.0001

Women’s empowerment
index SDPh (high vs. low)

1.14 (0.87–1.50), 0.3479 1.17 (0.50–2.75), 0.7111 1.50 (1.26–1.78), <0.0001 1.09 (0.89–1.33), 0.4222

Women’s empowerment
all indicatorsi (high vs. low)

1.53 (1.12–2.07), 0.0068 2.51 (0.98–6.43), 0.0542 1.74 (1.47–2.05), <0.0001 1.13 (0.90–1.41), 0.3041

aAll data are weighted.
bThe woman is involved alone or jointly versus uninvolved in decisions.
cThe woman is currently working versus she did not work in the past 12 months.
dThe woman agrees with none of the scenarios versus she agrees with at least one wife-beating scenario.
eThe man is younger or up to 9 years older than the woman versus the man is 10 years older or more.
fThe man has fewer or the same years of education as the woman versus the man has more years of education.
gThis index is the SDL construct with decision-making and economic dependence.
hThis index is the SDP construct with wife-beating attitudes, educational differences, and age differences.
iThis index includes all TGP construct indicators combined.

Table 4. Relationship of Female Empowerment Indicators to Likelihood of Sex Refusal in South African Couples Aged
15–64 Yearsa

Malawi 2010 (n = 2883) Namibia 2013 (n = 865) Zambia 2013–14 (n = 6039) Zimbabwe 2010–11 (n = 2917)
Odds ratio (UOR)

(95% CI), p
Odds ratio (UOR)

(95% CI), p
Odds ratio (UOR)

(95% CI), p
Odds ratio (UOR)

(95% CI), p

SDL
Decision-makingb 1.32 (0.96–1.82), 0.0889 1.01 (0.58–1.76), 0.9866 1.01 (0.87–1.17), 0.9235 1.25 (1.03–1.53), 0.0278
Economic independencec 1.59 (1.29–1.96), <0.0001 1.35 (0.78–2.34), 0.2795 1.04 (0.92–1.22), 0.4170 1.56 (1.27–1.92), <0.0001

SDP
Wife-beating attitudesd 1.23 (0.90–1.69), 0.2013 1.97 (1.11–3.51), 0.0216 1.20 (1.03–1.40), 0.0209 1.25 (1.01–1.55), 0.0402
Age differencee 1.16 (0.86–1.56), 0.3293 1.18 (0.60–2.31), 0.6400 1.15 (0.95–1.39), 0.1417 1.05 (0.81–1.35), 0.7368
Education differencef 1.11 (0.90–1.37), 0.3221 1.34 (0.77–2.33), 0.2986 1.04 (0.90–1.19), 0.6317 1.00 (0.81–1.22), 0.9621

Women’s empowerment
index SDLg (high vs. low)

1.46 (1.16–1.85), 0.0016 1.00 (0.54–1.86), 1.000 1.08 (0.93–1.26), 0.3224 1.57 (1.25–1.99), 0.0002

Women’s empowerment
index SDPh (high vs. low)

1.34 (1.08–1.66), 0.0086 1.15 (0.64–2.08), 0.6437 1.19 (1.02–1.38), 0.0253 1.20 (0.98–1.48), 0.0847

Women’s empowerment
all indicatorsi (high vs. low)

1.64 (1.31–2.06), <0.0001 0.98 (0.54–1.77), 0.9401 1.10 (0.95–1.28), 0.2166 1.39 (1.13–1.71), 0.0021

aAll data are weighted.
bThe woman is involved alone or jointly versus uninvolved in decisions.
cThe woman is currently working versus she did not work in the past 12 months.
dThe woman agrees with none of the scenarios versus she agrees with at least one wife-beating scenario.
eThe man is younger or up to 9 years older than the woman versus the man is 10 years older or more.
fThe man has fewer or the same years of education as the woman versus the man has more years of education.
gThis index is the SDL construct with decision-making and economic dependence.
hThis index is the SDP construct with wife-beating , educational differences, and age differences.
iThis index includes all TGP construct indicators combined.
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used a multidimensional construct that illustrated which
risk factors and exposures lead to sexual divisions and
HIV risk behaviors. Finally, the high frequency of wom-
en’s responses for the ability to initiate condom use and
to refuse sex calls into question the predominant ‘‘female
victim, male perpetrator’’ discourse.11,12

The key drivers of empowerment associated with
an increased likelihood of safer sex negotiation and
sex refusal were economic independence, sole or
co-participation in household decision-making, and
a negative attitude toward wife-beating for any rea-
son. These results confirm the interconnectedness
of gender power relations, control of resources,
GBV, and women’s HIV risk in African women.50

These findings also suggest that women with decision-
making involvement, economic independence, and
equitable gender-role attitudes have agency and re-
sources23 that, in turn, reduce burdens from power
imbalances and influence safer sexual practices in re-
lationships.17

Our results differed from research in the United
States, Cambodia, and South Africa. Researchers found
no association between relationship control and condom
use initiation in Asian American women.51 However,
that study measured relationship control with the Sexual
Relationship Power Scale, which does not include all
constructs of the TGP. In Cambodian and South African
couples, increases in egalitarian norms decreased the
likelihood of condom use due to trust and lowered per-
ception of HIV risk.49,52 In contrast to those studies, we
incorporated a question about asking a partner to wear a
condom given an STI to emphasize self-efficacy in the
context of disease risk and prevention.

The fact that our results for associations between
women’s empowerment and self-efficacy outcomes
varied across all countries is also noteworthy. Research-
ers hypothesize that women in SSA who are involved
in household decisions, reject intimate partner vio-
lence, and support sexual rights may still have less con-
trol over their sexual and reproductive health in a
relationship.23 In addition, reviews and studies around
the world assert that condom use involves a complex
web of dynamics among men and women.45,53–55

In countries with generalized HIV epidemics, other
interpersonal power gradients and cultural norms
not captured in this analysis may affect safer sex
choices.56,57

Contrary to our hypothesis, we found no significant
associations between high levels of empowerment sta-
tus in women and a decrease in the likelihood of mul-

tiple sexual partnerships by men. The overall finding is
consistent with studies on marital subordination, inter-
personal power, female monogamy, male multiple sex-
ual partners, and HIV risk across SSA.28,57–59 This
study finding also suggests an acceptance of social
and cultural norms for masculinity, namely, ‘‘acqui-
esced femininity’’ (e.g., acceptance of men’s dominance,
control of economic resources, and multiple partners),
regardless of a woman’s empowerment status.12,60–63

Our findings differed from those of a multicountry
DHS study in Gabon, Mozambique, Sierra Leone,
and Zambia, a study in Cameroon, and DHS research
in Eastern Africa reporting associations between
women’s empowerment and an increased likelihood
of multiple sexual partnerships and HIV risk.56,64,65

Of note, those studies included women regardless of
marital status, chose countries with varied HIV preva-
lence, omitted men’s sexual behaviors, and confined
empowerment indicators to educational or economic
dimensions. In addition, researchers in prior investiga-
tions have argued that empowerment indicators such
as decision-making involvement may not reflect actual
empowerment if women still carry the brunt of home
responsibilities.23,66,67

This study has many strengths to consider. First, the
large sample size in each country provided enough
power to provide more precise estimates in multivari-
able models. Second, the application of weights in the
analysis made the results generalizable to similar cou-
ples in each country. Third, countries with high HIV
prevalence provided context for existing and future
HIV prevention initiatives. Fourth, the consistent pat-
tern of indicators that influenced empowerment by
country is noteworthy for future couple-level interven-
tions for HIV prevention. Finally, this is the first known
study to apply TGP concepts to assess empowerment
and HIV risk behaviors using couples as the unit of
analysis in an African context.

We must consider some limitations in this study that
should lead to a cautious interpretation of our results.
The cross-sectional nature of this analysis limits causal
inference, so we are unable to determine whether high
empowerment in women led to sexual behaviors or vice
versa. Next, social desirability and recall biases could
occur, as respondents may underreport pre- or extra-
marital relationships and may not remember details
that occurred in the past year.

Although we evaluated polygamy and place of resi-
dence as proxies for the impact of traditional norms
in the community, other contextual variables could
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influence associations. In addition, all countries had
missing data or lacked variability in responses to em-
powerment indicators and outcomes, which could
have influenced statistical power for finding signifi-
cant associations in multivariable models. In the future,
we recommend couple-level HIV prevention research
with longitudinal analyses of data that are nationally
representative.

Overall, this study adds to the body of knowledge
on the role of gender-based power inequity within
heterosexual relationships as determinants of HIV-
relevant risk behaviors and transmission among cou-
ples in SSA. This understanding of modifiable gender
dynamics in SSA couples is vital for reducing the
high burden of HIV acquisition and HIV-related dis-
ability for women aged 15–49 years in the region.68

Furthermore, gaining a nuanced understanding of em-
powerment indicators improves health messaging in
HIV prevention programs aimed at repurposing social
and cultural norms in association with risky sexual be-
haviors.69

Policymakers should consider empowerment indica-
tors and prioritize women and girls in national strategic
plans relevant to their country and context. National
governments should continue to promote economic
empowerment, rural development, education, health,
and equality policies for men and women while enforc-
ing laws against GBV. Our results have other implica-
tions as well. The study results provide an opportunity
for national governments and policymakers to use
frameworks such as the TGP to target social, economic,
and health policy in ways that minimize lack of auton-
omy, GBV, and poverty as structural drivers of high-
risk behaviors in men and women. Thus, these initia-
tives can address in turn HIV-related risk behaviors
and risks among women and girls in multiple sub-
Saharan African countries.

We also recommend that governments boost spend-
ing with investments from the private sector and
nongovernmental organizations for behavioral inter-
ventions to understand power dynamics in couples
and facilitate empowerment. In the future, these results
can influence existing and future couple-level interven-
tions for HIV prevention, such as serodiscordant stud-
ies and couples-based HIV testing and counseling
programs. Finally, these results provide important con-
text to evaluate results from ongoing interventions
such as Stepping Stones-Creating Futures in South
Africa,70 the DREAMS Initiative in young adults and
adolescents,71 and the Malawi BRIDGE Project.72

Conclusions
In summary, our research assessed the association be-
tween TGP constructs for empowerment in mar-
ried/cohabitating women and HIV risk behaviors.
Among women in heterosexual relationships, high em-
powerment was associated with higher odds of safer sex
negotiation in Malawi and Zambia and with sex refusal
in Malawi and Zimbabwe. Indicators of household
decision-making involvement, female economic inde-
pendence, and rejecting all reasons for wife-beating
contributed strongly to these associations. These find-
ings provide evidence that, per the TGP, constructs
of sexual divisions among couples influence HIV risk
in Eastern and Southern Africa. Policy and develop-
ment officials in SSA should consider these key indica-
tors as targets for future interventions to promote
gender equality and address HIV risk among couples.
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