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Abstract 

Relationship between Sexual Power and Sexual HIV Risk among Adult Latinas: Secondary 

Analysis of the Gender Economic Model (GEM) Study 

Hyacinth Vega Mussenden 

University of California, San Francisco, 2012 

 

The purpose of this study was to: describe the characteristics at the individual, relationship, and 

partner-level of Latinas based on their level of sexual power; describe the characteristics at the 

individual, relationship, and partner-level of Latinas based on their level of HIV risk; and test the 

relationship between sexual relationship power and HIV risk, controlling for individual, 

relationship, and partner-level variables. This study was conducted using a sub-sample of adult 

Latinas from the Gender Economic Model (GEM) study who reported engaging in oral and 

vaginal sex with a main male partner in the last 6 months. The sample included 134 adult Latinas 

with an age range of 18 to 67 years, with a mean age of 32.4 years. The largest groups of 

respondents reported some college education (37.3%). Mean annual income was $25,571. In this 

sample of Latinas, higher levels of HIV risk were associated with lower levels of sexual power, a 

relationship status more marked by commitment, and perceiving oneself to be vulnerable to 

sexually transmitted infections (STIs). In addition, higher levels of sexual power were 

significantly associated with being in a relationship with a partner that is more committed to the 

relationship than the respondents. In the final regression model, perceived vulnerability to STIs 

and relationship status were shown to be significant independent predictors of HIV risk, while 

sexual power was not. These results suggest that sexual power, relationship status, and perceived 

vulnerability to STIs are salient factors that must be considered when understanding Latinas’ 
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HIV risk, which should be incorporated into nursing clinical assessments. In addition, the 

salience of relationship commitment in understanding sexual power can inform HIV risk 

reduction interventions that use gender-based power dynamics in their approach. 

 

Carmen Portillo, PhD, RN, FAAN 

  Professor and Dissertation Chair 
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CHAPTER ONE 

 

INTRODUCTION 

The HIV/AIDS epidemic was first recognized in the United States in 1981 and was 

believed to affect select populations (Haitians, heroin IV drug users, gay men, and hemophiliacs) 

(Schneider & Stoller, 1995). As a result of this categorization of risk women were largely 

ignored by government bodies managing HIV/AIDS in the United States, which had negative 

implications on the timeliness of diagnosing and treating HIV/AIDS-related conditions among 

women and research on the course of the disease in the female body (Amaro, 1995; Higgins, 

Hoffman, & Dworkin, 2010; Schneider & Stoller, 1995).  It was not until heterosexual sex was 

identified as being a viable mode of HIV transmission in 1983, rising rates of HIV were 

observed among women over a course of a decade into the epidemic, and advocacy groups 

became more vocal in the media regarding gendered disparities in HIV/AIDS treatment and 

prevention that women became more visible in their vulnerability to HIV (Amaro, 1995; Mantell 

et al., 2006; Schneider & Stoller, 1995; Worth, 1989).  

In 2009, an estimated 10,255 adult and adolescent women (13 years and older) were 

diagnosed with HIV in the United States as collectively reported by 40 participating states and 5 

dependent areas (Center for Disease Control [CDC], 2011c). Although prevalence rates of HIV 

infection continue to be highest among men who have sex with men (MSM), a trend that has 

persisted since the onset of the epidemic (CDC, 2011a), women have represented a growing 

share of AIDS diagnosis over the years (8% of cases in 1985 to 27% of cases in 2004) (Henry J. 

Kaiser Foundation [HJKF], 2006). Across ethnic groups (African-American, Latino, and White) 

of women diagnosed with HIV in 2009, high risk heterosexual contact was the predominant 
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transmission category (CDC, 2011b). However, when taking into consideration age of AIDS 

diagnosis, heterosexual contact was more prominent among women at younger age groups.    

Latina women have been particularly impacted by the HIV/AIDS epidemic in the United 

States. As mentioned previously, ethnic disparities in HIV diagnosis rates exist. However, these 

differences have been shown to be more pronounced among Latinas (rate of 359% among Latina 

women compared to 205% among Latinos) (CDC, 2011b). In 2009, rate of AIDS diagnosis 

among adult and adolescent (13 years and older) Latinas were about 5 times that of whites 

(CDC, 2011b).  In 2008, adolescent and adult Latinas had mortality rates 6 times higher than 

whites (CDC, 2011b), with HIV being the 5
th

 leading cause of death among Latinas between the 

ages of 25 and 44 (HJKFF, 2010). Trends in AIDS-related mortality among Latinos have partly 

been attributed to the greater likelihood of delayed diagnoses of HIV infection, the faster 

development of AIDS (within 12 months of an HIV diagnosis), and higher rates of mortality as a 

result of AIDS-related complications (within 18 months of HIV diagnosis) when compared to 

other ethnic groups (CDC, 2007).  Regional differences in rates of AIDS diagnosis (per 100,000) 

have been observed, where Latinas in Northeast regions (24.7) were 8 times that of counterparts 

in Western regions (3.1) (CDC, 2011b). As alarming as these trends are, lack of surveillance data 

from areas highly populated by Latinos (e.g. California) and difficulty monitoring the health 

status of migrants suggest that such rates are grossly underestimated (Latino Commission on 

AIDS, 2007).  If not addressed comprehensively, the HIV/AIDS epidemic is believed to worsen 

with the immense growth of the Latino population, which is the fastest in the United States.   

Understanding Latinas’ HIV risk within the context of high risk heterosexual contact has 

been a dominant approach (compared to IVDU, mother to child transmission, or blood 
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transfusion) given that most (83%) acquire HIV through this modality (CDC, 2011b; Rios-Ellis 

et al., 2010). Due to the lack of relationship information (dating, married, number of 

partnerships) included in the reporting of HIV diagnoses, the relationship context in which 

Latinas contract HIV within CDC surveillance data is unknown. However, findings from a 

national needs assessment on the Latino population consisting of Latino men and women of 

positive and negative serostatus showed that 80% of women respondents encountered risk (via 

unprotected sex) from their main male partner (MMP) (Rios-Ellis et al., 2008). Condom use 

during vaginal sex has been shown to be generally low in Hispanic populations (Sabogal & 

Catania, 1996). Higher infidelity rates among Latino men (compared to Latinas) (Choi, Catania, 

& Dolcini, 1994) and inconsistent condom practices among Latinos engaged in extrarelational 

sex (Pulerwitz, Izazola-Licea, & Gortmaker, 2001; Sabogal & Catania, 1996) have helped 

explain why Latinas continue to encounter risk for HIV from their male partner even within 

relationships believed to be protective. In addition, difficulty determining the fidelity of one’s 

partner suggests that women’s ability to make informed decisions surrounding condom use may 

be limited. (Drumwright, Gorbach, & Holmes, 2004; Witte, El-Bassel, Gilbert, Wu, & Chang, 

2010).  

According to Higgins and colleagues (2010), women’s heightened vulnerability to HIV in 

the context of high risk heterosexual sex can be attributed to biological and social factors. 

Biologically women are more vulnerable to HIV infection than men due to their position in 

receptive aspects of sex and the morphology of the vagina, cervix, and anus compared to the 

male urethra (Bell & Trevino, 1999; Mastro & de Vincenzi, 1996). The male condom is currently 

the most effective and dominantly used method of HIV prevention among sexual active persons. 

However, given that condoms are a physical barrier that requires male cooperation, initiating its 
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use by women has been shown to be challenging (Abreu, Sala, Candelaria, & Norma, 2008; 

Perez-Jiminez, Serrano-Garcia, & Seal, 2009).  Promoting the female condom, a barrier method 

shown to have similar efficacy in regards to STD transmission (French et al., 2003), has been 

supported by many scholars because it is believed to circumvent the need for male cooperation 

and consequently increase opportunities for women to engage in safer sex (Minnis & Padian, 

2001). However, partner attitudes on the female condom has been shown to similarly influence 

its use by women (Choi, Roberts, Gomez, & Grinstead, 1999). In addition, its limited availability 

to Latinas has posed challenges to its wider use.   

Social risk factors for HIV, such as economic and power inequities, are also believed to 

contribute to women’s heightened vulnerability to HIV compared to men. Women from lower 

socioeconomic backgrounds have been most affected by the HIV/AIDS epidemic in the United 

States and globally (Higgins et al., 2010; HJKFF, 2006). Locally, socioeconomic status 

contributes to disparities in health outcomes due to its relationship with limited healthcare access 

(Wolff & Ellis, 2009). These issues are magnified among Latinas, particularly among those that 

exhibit limited language proficiency and consequently receive less comprehensive preventative 

HIV health education by healthcare providers (Davila, Bonilla, & Villaruel, 2007; Wolff & Ellis, 

2009). In addition, economic circumstances that promote dependence on their partner for 

survival (e.g. food, shelter) have been associated with more risky condom practices (Soler et al., 

2000) and greater number of sexual partners (Wenzel, Tucker, Elliott, & Marbarsoomians, 

2007). However, it is important to note that the relationship between socioeconomic status and 

health outcomes vary by Latino ethnic subgroup (Zsembick & Fennell, 2005).   
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The contribution of power inequities on Latina women’s HIV risk have also been 

implicated, particularly in the context of intimate heterosexual relationships (Davila et al., 2007; 

Pulerwitz et al., 2002; Stockman, Campbell, & Celentano, 2010 ). This body of research first 

emerged in significance in Worth’s (1989) article entitled Sexual decision-making and AIDS: 

Why condom promotion among vulnerable women is likely to fail. In this landmark study, high 

risk (IVDU or have partners that are an IVDU) adult African-American and Latina women living 

in New York were qualitatively studied in regards to the mechanisms they used in making 

decisions on condoms, context (social, economic, and cultural) which shaped such decisions, and 

their sex patterns (whether condoms were used).  A central tenet that emerged from this study 

was that women’s decisions surrounding condoms were often constrained by the context of their 

lives, where cultural expectations of acquiescence and trust, emotional attachment, and economic 

dependence on a male partner were significant barriers to women’s engagement in safe sex. 

Since this seminal study, more research has been directed to examining the significance of sexual 

power on Latinas’ risky sexual behaviors for HIV. 

The following four chapters are dedicated to the scientific study of the relationship 

between sexual power and HIV risk among adult Latinas. Chapter 1 includes a statement of the 

problem, purpose of the present study, and significance of the present study; chapter 2 presents 

an overview of the relationship between sexual power and HIV risk among adult Latinas in the 

United States, and includes the following three sections: definition of terms, discussion of 

phenomenon within the context of the theory of gender and power, and limitations of the 

literature; chapter 3 includes a methodological discussion of the  parent and present study; 

chapter 4 presents results of the present study; and chapter 5 includes a discussion of findings, 
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assumptions of the present study, limitations of the parent and present study, and implications for 

future research and nursing clinical practice. 

Statement of the Problem 

A review of the literature provides significant support that Latinas who are more engaged 

in the sexual decision-making process (high sexual power) are less likely to engage in risky 

sexual practices (Guendelman, Malin, Herr-Harthorn, & Vargas, 2001; Harvey, Bird, Galavotti, 

Duncan, & Greenberg, 2002 ; Loue, Cooper, Traore, & Fiedler, 2004; Parrado, Flippen, & 

McQuiston, 2005; Pulerwitz et al., 2002; Soler et al., 2000). The nature of this phenomenon has 

been shown to be highly contextual, influenced by the contribution of individual, relationship, 

and partner-level characteristics. However, few studies have attempted to understand the nature 

of this relationship with consideration to the joint contribution of these multi-level factors. In 

addition, the individual, relationship, and partner-level characteristics of Latinas based on their 

level of sexual power has not be extensively studied. 

The present study utilized data from the Gender Economic Model (GEM) study given its 

extensive collection of data on individual (age, income, perceived class, education, traditional 

gender norms, HIV knowledge, perceived vulnerability to STIs, sexual comfort), relationship 

(sexual power, mutuality of commitment, relationship status, relationship duration), and partner-

level (age, ethnicity, education, perceived class, abusive) characteristics from an adult Latina 

sample. In addition, the GEM study’s sampling of Latinas that are more socioeconomically 

diverse than most samples in the HIV/AIDS literature provided a rare opportunity to examine the 

wider socioeconomic context in which sexual power and HIV risk relate. 
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Purpose of the Study 

 

The purpose of this secondary analysis was to examine the relationship between sexual 

power and sexual HIV risk among adult Latinas using data from the GEM study. This study 

objective will be explored through the following three research aims:  

1. Describe the characteristics at the individual (age, income, perceived class, education, 

traditional gender norms, HIV knowledge, perceived vulnerability to STIs, sexual comfort), 

relationship (sexual power, mutuality of commitment, relationship status, relationship 

duration, age differential, education differential, perceived class differential), and partner-

level (age, ethnicity, education, perceived class, abusive) of Latinas based on their HIV risk. 

2. Describe the characteristics at the individual (age, income, perceived class, education, 

traditional gender norms, HIV knowledge, perceived vulnerability to STIs, sexual comfort), 

relationship (mutuality of commitment, relationship status, relationship duration, age 

differential, education differential, perceived class differential), and partner level (age, 

ethnicity, education, perceived class, abusive) of Latinas based on their level of sexual 

power. 

3. Test the relationship between sexual relationship power and HIV risk, controlling for 

individual, relationship, and partner-level variables.  

Significance of the Study 

A majority of HIV research on Latina populations, particularly in the study of sexual 

power, have been conducted among samples from lower socioeconomic backgrounds (Pulerwitz 
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et al., 2002; Pulerwitz et al., 2000; Ragsdale, Gore-Felton, Koopman, & Seal, 2009; Soler et al., 

2000). An implication of this practice is the limited understanding of the wider socioeconomic 

context in which sexual power and HIV risk relate. Bearing this limitation in mind, data from the 

GEM study was used in conducting the secondary analysis due to its sampling of Latinas from 

more socioeconomically (e.g. income, education) diverse backgrounds than is typically observed 

in the literature. Findings from this study have the potential of informing nursing science on 

populations vulnerable for HIV who are not fully described in the nursing literature, specifically 

Latinas of middle to higher socioeconomic backgrounds.   

Findings from the present study will also inform HIV risk reduction interventions which 

target Latina populations, particularly those that consider gender-based power dynamics in their 

approach. Examination of the individual, relationship, and partner-level characteristics of Latinas 

based on their level of HIV risk can provide insight on Latina subpopulations at greatest risk for 

HIV, which can refine Latina populations targeted in HIV prevention efforts.  

An innovation of the present study is the unique examination of the phenomenon of 

interest using a continuous model of HIV risk (e.g. quantifies probability of contracting HIV 

based on condom use, type and frequency of sexual activity), which is in contrast to dominantly 

used dichotomous models (high risk versus low risk).  Implications of using a continuous 

measure of risk has the potential of generating more precise estimates of risk, therefore a better 

understanding of the characteristics of Latinas based on their level of HIV risk and the 

relationship between sexual power and HIV risk.
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CHAPTER TWO 

 

LITERATURE REVIEW 

 

The purpose of the present review is to discuss prior research that has explored the 

relationship between the sexual power and sexual HIV risk behavior of heterosexual Latinas 

living in the United States. The review was conducted using peer-reviewed articles accessed 

from the following databases: MEDLINE, PUBMED, CINAHL, and AIDSLINE.  The following 

keywords and phrases were used in the search: sexual power, sexual control, sexual decision-

making, sexual dominance, contraceptive decision-making, condom decision-making, condom 

use, contraceptive use, female condom use, barrier method, sexual initiation, sexual debut, sexual 

timing, sex refusal, sexual HIV risk behavior, sexual HIV risk, adult, Hispanic, Latina, women, 

and heterosexual. Searches were limited to studies published after 1981, written in English, and 

examined the relationship between Latinas’ level of engagement in decisions related to condom 

use or sexual engagement and condom-related sexual HIV risk. The search was limited to studies 

that sampled women that were HIV negative given differences in sexual activity based on HIV 

status (Bell, Atkinson, Mosier, Riley, & Brown, 2007; Rios-Ellis et al., 2008). Studies were also 

limited to risk behaviors among heterosexual relationships given interest in understanding risk in 

this specific relationship context in the present study.   

The following sections will be discussed as outlined: 1) Definition of terms (e.g. Latino 

community, sexual power, and sexual HIV risk); 2) Overview of the relationship between sexual 

power and sexual HIV risk behavior in Latinas within the United States; and 3) Correlates of 

sexual power and HIV risk. Review of correlates of sexual power and HIV risk, in addition to the 

relationship between the two, will be discussed in the context of the theory of gender and power. 
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Definition of Terms 

Sexual Power 

A gold standard measure of sexual power does not currently exist. For the present study, 

sexual power is defined as the distribution of decision-making (male-directed, female-directed, 

or equal) in the following three behaviors: condoms usage, engagement in sexual activity, and 

the type of sexual activity (see description of items in section entitled Sexual Power in Chapter 

Three: Methodology). Defining sexual power through level of engagement in the decision-

making process is common in the sexual power/HIV literature (Harvey et al., 2002; Pulerwitz et 

al., 2002; Ragsdale et al., 2009; Riehman et al., 1998) and has been qualitatively supported in a 

sample of low-income Mexican heterosexual couples (Harvey, Beckman, Browner, & Sherman, 

2002). In addition, these specific dimensions of sexual practice were included in measuring 

sexual power given evidence suggestive of their utility in understanding condom practices 

(Harvey et al., 2006; Quadagno et al., 1998).  However, there is great diversity in measures of 

sexual power used in the HIV/AIDS literature. 

For example, the Decision-Making Dominance Subscale, by Pulerwitz and colleagues 

(2000), measures distribution of decision-making in sexual, social, and relationship dimensions 

of a partnership. Another measure, the Sexual Decision-Making Dominance Scale, by Harvey 

and colleagues (2002), measures sexual power through the distribution of decisions regarding 

timing of pregnancy, contraceptive(s) used for pregnancy prevention, use of condoms, whether 

to have sex, and activities performed during sex. The Sexual Decision-Making Scale, by 

Quadagno and colleagues (1998), is one of the few to exclusively measure sexual power through 

the distribution of decisions in sex-specific dimensions of an intimate relationship - timing of 

sex, type of sexual activity, and frequency of sexual engagement.  In contrast, some investigators 
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have used single item measures to assess sexual power (Harvey et al., 2006; Kraft et al., 2007; 

Raj, Silverman, & Amaro, 2004; Soler et al., 2000).  

Further contributing to diversity in measures of sexual power used in the HIV/AIDS 

literature is disagreement on whether general versus domain-specific measures are more 

predictive of HIV risk. Although multiple studies suggest the latter to be a better measure of 

sexual power in the study of HIV risk (Harvey et al., 2002; 2003; 2006), further research on 

measurement evaluation is needed.   

HIV Risk 

There has also been diversity in the scientific literature regarding how sexual HIV risk 

has been conceptualized and measured in the sexual power literature, which has further 

contributed to difficulties comparing results between studies on the phenomenon. Most studies in 

this research area have examined and defined risk through condom practices (e.g. consistency in 

condom use, proportions of sex acts in which condoms are used) given the preventative efficacy 

of condom use among sexually active persons (Harvey et al., 2006; Loue et al., 2004; Pulerwitz 

et al., 2002; Soler et al., 2000). Other studies have used varying combinations of the following 

risk factors as a means of capturing the layered context in which individuals experience risk. 

They are, but not limited to: having multiple sexual partners; having concurrent sexual partners; 

being sexually active with a partner in a concurrent sexual relationship; unprotected sex with a 

partner known to have had sexual intercourse with another partner; and unprotected sex with a 

partner that is believed to or known to have engaged in intravenous drug use (Catania et al., 

1992; Cole, Logan, & Shannon, 2007; Harvey et al., 2002; Loue et al., 2004; Raj et al., 2004; 

Rojas, Ellis, & Sanders, 2005; Silverman et al., 2006; Wenzel et al., 2007; Zambrana et al., 

2004). Although these measures have been informative, most have conceptualized risk as 
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dichotomous (“high risk” versus “no risk”, “consistent condom use” versus “inconsistent 

condom use”) resulting in their inability to capture the continuous nature of HIV transmission 

(Bell et al., 2007). To address the limiting nature of dichotomous models of HIV risk, the present 

study will use Bell & Trevino’s (1999) HIV risk index, which is a continuous model of risk. No 

identified study has explored the relationship between sexual power and HIV risk among Latinas 

using this type of measure.  

 

Theory of Gender and Power: Framework for Understanding Correlates of Sexual Power and 

HIV Risk. 

 

A growing body of research has been dedicated to understanding Latinas’ HIV risk with 

consideration to their level of sexual power. Development in this scientific area can partly be 

attributed to increased recognition on the predominant risk posed in the context of heterosexual 

relationships (CDC, 2011; Rios-Ellis et al., 2008), evidence suggestive of women’s 

disempowerment within their intimate relationships (Cohen & Alfonso, 1994; Schneider & 

Stoller, 1995; Worth, 1989), and the call for more gendered understanding of sexual behavior by 

scholars (Amaro, 1995; Holland, Ramazanoglu, Scott, Sharpe, & Thomson, 1990; Taylor, 1995; 

Wingood & DiClemente, 2000). A growing body of evidence support the premise that Latinas 

who self-report higher levels of sexual power are less likely to report sexually risky behaviors for 

HIV (Guendelman, Malin, Herr-Harthorn, & Vargas, 2001; Harvey et al., 2002; Loue et al., 

2004; O'Sullivan, 2006; Parrado et al., 2005; Pulerwitz et al., 2002; Pulerwitz, Gortmaker, & 

DeJong, 2000; Soler et al., 2000). Some of the factors that have informed understanding unto the 

nature of this phenomenon include demographic characteristics of Latinas and their male partner, 

traditional cultural norms, perceived vulnerability to STIs, sexual comfort, HIV knowledge, 
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relationship status, relationship duration, presence of abuse within their intimate relationship, and 

mutuality of commitment to their relationship. To date, no identified study has quantitatively 

examined relative age, education and class between adult Latinas and their male partners and the 

contribution of these variables on their level of sexual power and HIV risk. 

The present study draws on theoretical guidance from Connell’s (1987) theory of gender 

and power (See Figure 1) given its successful use in the study of sexual power and HIV risk 

among women in intimate heterosexual relationships (Buelna, Ulloa, & Ulibarri, 2008; Mosack, 

Weeks, Sylla, & Abbott, 2005; Pulerwitz et al., 2002; Ragsdale et al., 2009). The theory 

describes power imbalance observed between gender forms as largely produced through three 

social structures: division of labor, power, and cathexis. It is important to note that Connell 

theoretically accepts a “multiplicity of gender forms” (between men and women, between men of 

differing presentations of masculinity, etc.). Connell defines power as the “balance of advantage 

or an inequality of resources in a workplace, a household, or a larger institution” (p. 107). The 

theory purports that power is always operating in gendered interactions, which justifies the 

significance of understanding sexual behavior between individuals within a context of power. 

Additionally, power is not inherent, but rather, is developed through relative dominance in social 

structures (e.g. women’s relative income to their partner versus their income alone). Although 

the theory does not specifically discuss sexual power, Connell argues that inequities generated 

through the social structures translate across every aspect of gendered interaction. As a result, the 

theory is the basis with which predictions on the individual, relationship, and partner-level 

characteristics of Latinas based on their level of sexual power are made. In addition, Wingood 

and DiClemente’s (2000) expanded use of the model’s structures (power, cathexis, division of 

labor) in understanding “context of exposure”, “risk factors for exposure”, and “biological 
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propensities to HIV” suggest that structural factors that promote power in favor of an individual 

in a dyad similarly contributes to their reduced risk for HIV. Given this premise, the theory is 

also used to make predictions on the individual, relationship, and partner-level characteristics of 

Latinas based on their level of sexual HIV risk.  

Figure 1. Connell’s (1987) Theory of Gender and Power 

 

One of the three social structures believed to contribute to gender-based power imbalance 

is the division of labor, which describes the “allocation of particular types of work to particular 

categories of people” (Connell, 1987, p. 99).  It is purported that women develop 

disempowerment relative to men within this structure as a result of social processes and 

institutions that encourage women’s pursuit of work that is typically undervalued and underpaid 

relative to men. Evidence of this social practice is widely noted in most Latino cultures, where 

women are expected to fulfill the roles of mother, wife, and caretaker, while men are expected to 

be the primary financial providers (Collins, Unger, & Armbrister, 2008; Davila, 2005; 

Guendelman et al., 2001). Although gender-based divisions of labor persist, women’s 
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engagement in paid employment has increasingly become prevalent, particularly among Latinas 

living in the United States. Some ascribe this trend to the allure of higher wages in the United 

States compared to their home country, adoption of American gender role ideologies, and the 

necessity of a dual income household to economically survive in the United States (Guendelman 

et al., 2001; King, 2006). However, despite more engagement in the workforce, Latinas continue 

to experience lower labor prestige and employment pay rates relative to their male counterparts 

(United States Department of Labor, 2008).  

Undervalued and underpaid work is believed to contribute to health inequities through its 

complex relationship with broader socioeconomic determinants of health (e.g. education, 

income, health insurance, neighborhood health resources) (Krishnan et al., 2007; Meleis & 

Lindgren, 2002; Wingood & DiClemente, 2000). Women from lower economic strata (annual 

income below $10,000) have accounted for 64% of HIV infections in the United States (HJKFF, 

2006). Studies on Latinas mirror this trend, where more HIV risk behaviors have been observed 

among Latinas from lower income backgrounds compared to counterparts from higher income 

backgrounds (Heaphy, Loue, Sajatovic, & Tisch, 2010; Loue et al., 2004). With regards to age 

and education, the HIV risk behaviors of Latinas have been inconsistent (Loue et al., 2004; 

Moreno, El-Bassel, & Morrill, 2007; Quadagno et al., 1998; Rios-Ellis et al., 2008; Sabogal & 

Catania, 1996). To date, no identified study has explored Latinas’ HIV risk in reference to their 

perceived class level or perceived class level relative to their partners.  However, examination of 

these relationships is warranted given the significance of understanding health disparities 

through class as articulated in the literature (Krieger, Williams & Moss, 1997; Zsembik & 

Fennell, 2005). Little is known regarding Latinas’ HIV risk in reference to their partner’s age. 

However, age differentials have been studied in samples of adolescent Latinas, where a larger 
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difference in age and having an older boyfriend were associated with more unwanted sexual 

advances and younger age of sexual debut (Gilliam et al., 2007; Marin, Coyle, Gómez, Carvajal, 

& Kirby, 2000). No identified study has explored adult Latinas’ HIV risk in reference to their 

education level relative to their partners. In the spirit of Wingood and DiClemente’s (2000) 

expanded use of the theory of gender and power,  understanding Latinas’ HIV risk behavior 

through their demographic characteristics relative to their intimate partners is warranted. 

Only a few identified studies have examined the relationship between sexual power and 

socioeconomic factors among Latinas. According to findings by Pulerwitz and colleagues 

(2002), high sexual power using the Sexual Relationship Power Scale (SRPS) was significantly 

associated with higher levels of education (years) and a higher personal income ($10-$25,000 vs 

less than $10,000) in a sample predominantly consisting of Latina women (83%) (Pulerwitz et 

al., 2002). Higher reports of relationship control among more educated Latinas have also been 

observed in a sample consisting of migrant and non-migrant Mexican women (Parrado et al., 

2005). Similar to studies on Latinas’ HIV risk, no identified study has examined Latinas’ sexual 

power in reference to their age relative to their intimate partners, perceived class level, class 

level relative to their intimate partners, and education level relative to their partners.  

Another social structure in Connell’s (1987) theory of gender and power, which is 

believed to contribute to gender-based power inequities, is the structure of power. Power 

describes who should be in a position of influence in a given context based on ideology, culture, 

tradition, and history.  Most Latino cultures are characterized as being patriarchal (Galanti, 2003; 

Gosling & Osborne, 2000), a family structure that defers major family decisions to men 

including sexual decisions (Collins et al., 2008; Dworkin et al., 2007; Harvey, Bird, Galavotti, 
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Duncan, & Greenberg, 2002; Rios-Ellis et al., 2008). Under this system of patriarchy Latinas are 

expected to be sexually naive and prudent, labeled as sexually deviant if they demonstrate sexual 

knowledge or decision-making (Carrillo, 2002; Davila, 2005). Traditional gender norms further 

disempower women in the realm of sexual practice by promoting their discomfort discussing 

sexual content (Branch, Harvey, Zukoski, & Warren, 2010; Carrillo, 2002; Marin, Gómez, 

Tschann, & Gregorich, 1997; Perez-Jimenez, Serrano, & Seal, 2009; Soler et al., 2000) and 

discouraging their acquisition of sex knowledge (Baumeister, Flores, & Marin, 1995; Carrillo, 

2002). Implications include riskier condom practices, less favorable attitudes towards condoms, 

identifying more barriers to condom use, and fewer discussions about sex with an intimate 

partner (Branch et al., 2010; Greene & Faulkner, 2005; Shearer, Hosterman, Gillen, & 

Lefkowitz, 2005). It is implied in this body of literature that the detrimental effects of traditional 

sexual norms would be reinforced among Latinas in an intimate relationship with a Latino male. 

This belief has been supported by evidence showing earlier sexual debut (Gilliam et al., 2007) 

and 3.7 times greater odds of being aware of risks posed if in a intimate relationship with a 

Latino male partner (Witte, El-Bassel, Gilbert, Wu, & Chen, 2010). Given the utility of ethnicity 

in understanding sexual behavior (Dodge et al., 2010), exploring Latinas HIV risk and sexual 

power with respect to their partner’s ethnicity are warranted.  

Although the theory of gender and power refers to the structure of power as being 

historically based, gendered discussion on HIV/AIDS has conceptualized HIV knowledge as an 

empowering process that can be developed at the individual-level and can potentially change 

who is in a position of power (Turmen, 2003). HIV knowledge is believed to be important to the 

personal engagement of safe sex (Braithwaite & Thomas, 2001; Gómez & Marin, 1996; Harvey 

et al., 2006; Turmen, 2003; Hillman, 2005; Knipper et al., 2007). However, given the continued 
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prevalence of misconceptions on HIV transmission in the Latino community, particularly among 

women (Branch et al., 2010; Peragallo et al., 2005; Rios-Ellis et al., 2008), Latinas’ ability to 

make informed sexual decisions continue to be problematic. Gendered disparities in HIV 

knowledge can partly be attributed to limited parent-child communication about safe sex 

(Zambrana, Cornelius, Boykin, & Lopez, 2004) and culturally based gender norms that view 

sexual knowledge and negotiation as being deviant among women (Connell, 2002). To date, the 

only identified study which has studied Latinas’ sexual power in reference to their HIV 

knowledge.  

In the context of abuse (e.g. emotional, physical, and sexual abuse), Latinas are more 

likely to report lower levels of sexual power (Ulibarri et al., 2010). In this specific relationship 

context, Latinas are believed to be in a heightened risk for HIV. This is, in part, due to the riskier 

sexual behaviors of their male partner, greater difficulty discussing condom use, and greater 

likelihood of inconsistent condom use. Multiple studies have shown that abusive male partners 

are more likely to engage in extra-relational sex compared to non-abusive partners (Abreu et al., 

2008; Fuentes, 2008; Raj et al., 2004; Ulibarri et al., 2010). This relationship in conjunction with 

a greater likelihood receiving treatment for STIs among women encountering violence within 

their dating relationships (r=.57, p<.01) (Buelna et al., 2008) suggests that abusive male partners 

pose an actual heightened risk for STIs. Some women in abusive relationships avoid negotiating 

condom use because it can possibly raise partner concern with personal fidelity (Williams, 

Gardon, Ortiz-Torres, Tross, & Ehrhardt, 2001), which can potentially result in further physical 

retaliation (Davila & Brackley, 1999).  As a result, many acquiesce to the risky sexual decisions 

(e.g. unprotected sex) of their partner (Abreu et al., 2008; Raj et al., 2004; Rhodes et al., 1992) 

and report lower levels of sexual power (Buelna et al., 2008). 
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The third social structure in Connell’s (1987) theory of gender and power, which is 

believed to contribute to gender-based power inequities, is the structure of cathexis. The 

structure of cathexis represents the emotional dimension of social relationships, where 

relationships are “organized around one person’s emotional attachment to another” (Connell, 

1987, p. 112). Relationship characteristics, such as relationship duration, status, and commitment 

have been dimensions of cathexis examined in the study of Latinas’ sexual behaviors. Longer 

relationship duration has been associated with less favorable attitudes towards condoms (Harvey 

et al., 2006). However, a non-significant relationship has been observed between relationship 

duration and consistent condom use in a sample consisting of sexually high risk women (Harvey, 

Henderson, & Casillas, 2006). Relationship commitment has been shown to be a significant 

barrier to safe sex behavior among heterosexual couples (Bell et al., 2007; Branch, et al., 2010; 

Harvey et al., 2006; Misovich, Fisher, & Fisher, 1997; Shearer et al., 2005; Singer et al., 2006; 

Unger, 1998). With consideration to relationship status, less consistent condom use has been 

observed among women in more committed relationships compared to those in dating 

relationships (Dixon, Peters, & Saul, 2003; Pulerwitz et al., 2002; Ryan et al., 2009; Sangi-

Haghpeykar et al., 2003; Singer et al., 2006). These findings can partly be explained by the lower 

perceived vulnerability of contracting STIs within committed relationships under the illusion of 

sexual exclusivity (Harvey et al., 2006; Moreno, 2007; Ryan, 2009) and the association between 

high perceived vulnerability to HIV and the greater likelihood of engaging in protective sexual 

behaviors (Harvey et al., 2006; Ryan et al., 2009; Soler et al., 2000). In addition, engagement in 

non-condom use as a demonstration of trust has been recognized within intimate relationships 

(Davila, 2005; Ryan et al., 2009; Singer et al., 2006). Although there is a great deal of evidence 

which suggests that riskier condom practices most often occur in the context of committed 
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relationships (relative to less committed relationships), little is known regarding Latinas’ level of 

commitment relative to their intimate partner and its relationship to their level of sexual power 

and HIV risk. Based on findings from a qualitative study consisting of Mexican couples, women 

endorsed a sense of empowerment when they believed they had the ability and option to pursue 

relationships with other men (Harvey et al., 2002). Collectively, these findings suggest that 

women less committed to their intimate relationship compared to their partner may be more 

engaged in sexual decisions within their relationships and self-report less HIV risk. 

Limitations of the Literature 

Although a wealth of knowledge has been generated in the area of sexual power and HIV 

risk among Latinas, some limitations have been identified. First, few studies have examined the 

phenomenon through the joint contribution of individual, relationship, and partner-level factors 

(Harvey et al., 2006; Pulerwitz et al., 2002). Second, little is known regarding the individual, 

relationship, and partner-level characteristics of Latinas’ based on their level of sexual power 

(Parrado & Flippen, 2005; Pulerwitz et all., 2002; Quadagno, Sly, Harrison, Eberstein, & Soler, 

1998). Third, the study of sexual power has predominantly been examined in relation to 

dichotomous models of risk (Harvey et al., 2006; Loue et al., 2004; Pulerwitz et al., 2002; 

Pulerwitz et al., 2000; Soler et al., 2000). It is argued that this does not capture the continuous 

nature of HIV transmission (Bell et al., 2007). Fourth, few studies have explored Latinas’ sexual 

power using variables that capture their characteristics relative to their partners (Gilliam et al., 

2007; Witte et al., 2010). This practice is particularly troubling given that the power literature 

purports that observed power dynamics are a product of relative rather than individual-level 

characteristics. Fifth, the predominant examination of the phenomenon in samples of women 
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from lower socioeconomic backgrounds has limited understanding on the broader socioeconomic 

context in which sexual power and HIV risk relate (Loue et al., 2004; Soler et al., 2000; Wenzel 

et al., 2007; Williams et al., 2001). Given this limitation, the present study will examine the 

phenomenon using a more socioeconomically diverse sample of Latinas than traditionally 

observed in the HIV/AIDS literature. Sixth, a gold standard measure of sexual power does not 

currently exist. This has resulted in great diversity in the measures used and difficulty comparing 

results. 
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CHAPTER THREE 

 

METHODOLOGY 

 

Research Design 

The primary objective of the present study was to examine the relationship between 

sexual power and HIV risk among adult Latina women using a sub-sample of the GEM study. 

Secondary objectives were to describe the individual, relationship and partner-level 

characteristics of Latinas based on their level of sexual power and HIV risk. The present study 

employed descriptive, correlation, general covariance structure modeling (CSM), and 

multivariable regression statistics. Variables of interest were gathered using psychometrically 

tested instruments that were administered in a survey format using Audio Computer-Assisted 

Self Interview (ACASI) technology. 

 

Parent Study: Description and Methodology 

The objective of the GEM study was to explore the intersection between gender norms, 

socio-economic context, and sexual behavior among adult Latina and African-American women.  

The parent study was approved by the Protection of Human Subjects at San Francisco State 

University and the University of California San Francisco. Only research design and methods 

from the GEM study will be discussed which pertain to the secondary analysis study of this 

dissertation. 

Latina participants (N=223) were recruited from the San Francisco Bay Area (e.g. San 

Francisco, Alameda, Contra Costa, San Mateo, Santa Clara) by trained research assistants using 

venue-based target sampling and respondent-driven sampling. Venue-based target sampling 
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involves accessing populations of interest in locations believed to be densely populated with 

those populations. Respondent-driven sampling involves accessing populations of interest from 

peers through a referral process. These sampling approaches were used given their usefulness in 

reaching hard to access populations (Lemp, Jones, Kellogg, & Nieri, 1995; Watters & Biernacki, 

1989). In the case of the GEM study, the principal investigator’s goal was to recruit a 

socioeconomically diverse Latina sample.   

Inclusion criteria of the parent study included the following: female, at least 18 years of 

age, self-identified as Latina, sexually active with a main male partner in the past year, HIV 

negative, and able to complete surveys at 4 time points (baseline, 6 months, 12 months, 18 

months) over an 18 month period. The consent process was conducted according to a defined 

protocol.  

Baseline quantitative data was collected (2005) using an Audio Computer-Assisted Self 

Interview (ACASI) technology. It is a data collection method that utilizes survey items with 

assistance of a computer that visually presents survey questions. To accommodate for variability 

in computer literacy and comfort participants were given the option of using the touch screen 

instead of a keyboard and head phones which audibly presented survey questions. Surveys items 

were written in English at a 4
th

 grade reading level. A Spanish version of the survey was made 

available, but none of the participants opted to use this version. Reading and computer literacy 

were verified through the training component of the computer program, which required ability to 

follow written instructions. Participants were trained on how to use the A-CASI program prior to 

starting the survey. Surveys were administered in a private room. After their completion, A-

CASI survey data were electronically transferred to computer-based SPSS program.  
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Secondary Analysis 

Description and Methodology 

A secondary analysis of quantitative baseline data was conducted among respondents 

from the GEM study because variables of interest were gathered from a subset of adult Latinas of 

interest in the present study. In addition, the parent study sampled Latinas from more diverse 

socioeconomic backgrounds than has been traditionally observed in the HIV/AIDS literature. 

This was thought to provide a more representative sample from which generalizations could be 

made. Respondents were included in the secondary analysis if they met the following criteria: 

self-identified as being Latina, currently not pregnant, no desire to currently become pregnant, 

had a main male partner in the last 6 months, and had vaginal or anal sex with a main male 

partner within the past 6 months. Respondents who reported that they were currently pregnant or 

interested in presently becoming pregnant were excluded from the analysis given differential 

contraceptive practices based on these factors (Unger & Molina, 1998). The parent study 

examined respondents’ sexual behavior, which in some instances included multiple partners (up 

to three non-main male partners and one female partner). The main male partner data was 

exclusively analyzed as some of the variables of interest were asked exclusively in reference to 

the main male partner (e.g. sexual power and mutuality of commitment). The final analytic 

sample consisted of N= 134 Latinas. 

 

Research Aims and Related Hypotheses 

The following hypotheses were developed based on prior scientific evidence and 

theoretical guidance from Connell’s (1987) theory of gender and power.  
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Research Aim #1: Describe the characteristics  at the individual (age, income, perceived 

class, education, traditional gender norms, HIV knowledge, perceived vulnerability to STIs, 

sexual comfort), relationship (sexual power, mutuality of commitment, relationship status, 

relationship duration, age differential, education differential, perceived class differential), and 

partner-level (age, ethnicity, education, perceived class, abusive) of Latinas based on their HIV 

risk.  It is hypothesized that Latinas reporting lower HIV risk will report the following 

individual, relationship, and partner-level characteristics: younger age, higher socioeconomic 

characteristics individually (higher income, more education, higher perceived class level) and 

relative to their partner (higher income than their partner, more education than their partner, 

higher perceived class level that their partner), lower levels of commitment to their relationship, 

lower adherence to traditional norms, more HIV knowledge, higher perceived vulnerability to 

STIs, more sexual comfort, shorter duration of relationship, relationship less marked by 

commitment, a non-abusive partner, and partner of an ethnicity other than Latino. 

Research Aim #2: Describe the characteristics at the individual (age, income, perceived 

class, education, traditional gender norms, HIV knowledge, perceived vulnerability to STIs, 

sexual comfort), relationship (mutuality of commitment, relationship status, relationship 

duration, age differential, education differential, perceived class differential), and partner level 

(age, ethnicity, education, perceived class, abusive) of Latinas based on their level of sexual 

power. It is hypothesized that Latinas reporting higher sexual power will report the following 

individual, relationship, and partner-level characteristics: younger age, higher socioeconomic 

characteristics individually (higher income, more education, higher perceived class level) and 

relative to their partner (higher income than their partner, more education than their partner, 

higher perceived class level than their partner), lower levels of commitment to their relationship, 
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lower adherence to traditional norms, more HIV knowledge, higher perceived vulnerability to 

STIs, more sexual comfort, shorter duration of relationship, a non-abusive relationship, and 

partner of an ethnicity other than Latino. 

Research Aim #3: Test the relationship between sexual relationship power and HIV risk, 

controlling for individual, relationship, and partner-level variables. It is hypothesized that higher 

reported levels of sexual power will be associated with lower HIV risk, controlling for 

individual, relationship, and partner-level characteristics.  

 

Measurement of Main Variables  

Individual-Level Variables. Demographic variables that will be examined include age, 

education, income, country of birth, and perceived class level. Age involved numerical entry in 

years. Education was asked with a single item (“What is the highest grade or year of school 

you’ve completed?”) with the following response options: “1 = never went to school”, “2 = 8
th

 

grade or less”, “3 = some high school (but did not graduate)”, “4 = high school (or got a GED)”, 

“5 = some college or junior college (but did not graduate from a four-year college)”, “6 = college 

graduate (from four-year college or university)”, “7 = some graduate school but did not 

complete”, “8 = graduate degree (masters level)”, “9 = graduate degree (doctorate)”, and “don’t 

know”.  Income was asked of participants (“What was your total personal income for [previous 

year]?”), with responses entered in dollars. Country of birth was asked with the following item 

(“What country were you born in?”), with response options being “USA” or “other”. Perceived 

Class level was asked with a single item (“Do you think of yourself as…?), which included the 

following response options: “1 = lower class”, “2 = working class”, “3 = middle class”, “4= 

upper middle class”, “5 = upper class”.  
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Age differential will be calculated by subtracting the age of the female participant from 

their main male partner. Scores can be negative in value (participant is older in age than their 

male partner), positive in value (male partner is older than the female participant), or zero (same 

age in years). Education differential will be calculated from ordinal education data by subtracting 

the designated number for each education category (e.g. 1 = never went to school versus 9 = 

graduate degree [doctorate]) of the female participant from their main male partner. Scores can 

be positive in value (partner has received more education than the participant), negative (female 

partner has received more education than their male partner), or zero (similar level of education 

between participant and their male partner). Perceived class differential will be calculated by 

subtracting the designated number for each class level (e.g. 1 = lower class versus 5 = upper 

class) of the participant from their male partner. Scores can be positive (male partner is of a 

higher class than the participant), negative (female participant is of a higher class than male 

partner), and zero (same class level between participant and their male partner).  

Perceived vulnerability to STIs was asked in reference to why participants did not use 

condoms with their main male partner. The measure consists of a single item (“You didn't think 

it was likely that you would get infected/infect your partner with an STI through unprotected 

sex.”) and includes the following response options: “disagree”, “agree”, “decline to answer”, and 

“does not apply”.  

HIV knowledge on transmission and prevention was measured using a scale successfully 

used in the California Partner Study with an ethnically diverse sample of serodiscordant 

heterosexual couples (Padian, 1990). The measure consists of 14-items asked on a 4-point Likert 

scale (See Appendix 1). Items include the likelihood of HIV transmission from an infected male 

to uninfected female in various sexual scenarios (“Anal sex without a condom and he ejaculates 
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(cums) inside of her?”), likelihood of HIV transmission from an infected female to uninfected 

male in various sexual scenarios (“Anal sex without a condom?”), and other forms of HIV 

transmission (“An infected person shares a needle, that has not been cleaned, with an uninfected 

person.”).  See Appendix 1 for information on how items will be transformed and scoring 

instructions. Total scores can range from 14 to 56, with higher scores reflecting more HIV 

knowledge. 

Sexual comfort is a 9-item measure that assesses level of comfort in various sexual 

scenarios (e.g.“How comfortable do you feel talking to a sex partner about sex?”) (See 

Appendix 2). Items were asked on a 4-point Likert scale (1= “very uncomfortable” to 4= “very 

comfortable”). Total scores will be calculated by summing responses from individual items, with 

higher scores reflecting more sexual comfort. 

Traditional Gender Norms Scale assesses level of agreement with gender-based 

normative beliefs on various sexual practices (e.g. “Decent women don't take part in certain 

sexual activities.”) and consists of 12-items asked on a 4-point Likert scale (1 = “strongly 

disagree” to 4 = “strongly agree”) (See Appendix 3 for list of items and scoring instructions). 

Higher scores reflect more traditional gender norms. The instrument was developed in a sample 

consisting of Latino men and women (as cited in Marin, Gómez, Tschann, & Gregorich, 1997) 

and has demonstrated good reliability (Cronbach’s α = 0.79) using the entire Latina sample in the 

GEM study.  

Partner-Level Variables. Partner-level variables that will be examined are age, ethnicity, 

education, perceived class level, and history of being abusive. Partner age was reported through 

numerical entry in years. Partner ethnicity was asked with a single item (“How would you BEST 

describe your MAIN male partner's race/ethnicity?”), which included the following response 
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options: “Black/African American”, “Latino/Hispanic”, “White”, “American Indian/Alaskan 

Native”, “Asian”, “Pacific Islander”, “Mixed”, “Other”, and “Don’t Know”. Partner ethnicity 

was transformed into a dichotomous variable (Latino versus non-Latino) due to inadequate cell 

size of some of the ethnic categories, which would pose a challenge in conducting a GSM 

analysis. Partner education was asked with a single item (“What is the highest grade or year of 

school your MAIN male partner completed?”), which included the following response options: 

“1 = never went to school”, “2 = 8
th

 grade or less”, “3 = some high school (but did not 

graduate)”, “4 = high school (or got a GED)”, “5 = some college or junior college (but did not 

graduate from a four-year college)”, “6 = college graduate (from four-year college or 

university)”, “7 = some graduate school but did not complete”, “8 = graduate degree (masters 

level)”, and “9 = graduate degree (doctorate)”.  Perceived class level was asked with a single 

item (“Do you consider you MAIN male partner to be…?”), with response options being “lower 

class”, “working class”, “middle class”, “upper middle class”, and “upper class”. Presence of 

actual or threatened relationship abuse was asked with a single item (“Has your main male 

partner ever threatened you with harm or physically hurt you?”), which included “no” and “yes” 

response options. 

Relationship-Level Variables. Relationship-level variables that will be examined are 

relationship status, relationship duration, and mutuality of commitment. Relationship status was 

assessed with a single item (“What is your current relationship with your MAIN male partner?”). 

Response options included “single”, “in a relationship and living together”, “in a relationship- 

not living together”, “married and living together”, and “married-not living together”. For the 

purpose of this study “single” will be referred to as not in a relationship. Relationship status was 

collapsed from 5 relationship types to 3: not in a relationship, relationship-not cohabiting 
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(“relationship not living together” and “married not living together”), and relationship-cohabiting 

(“relationship living together” and “married living together”). Relationship status was collapsed 

because only two women reported being married and not living together, which provided 

inadequate cell size to conduct a GSM analysis. Relationship duration was measured with a 

single item (“What is the total amount of time you and your main male partner have been 

together?). Response options included numerical entry in years or “don’t know”. Mutuality of 

commitment was measured with a single item (e.g. “Who is more committed to making your 

relationship last- you or your partner?”) derived from the Mutuality of Commitment Scale by 

Drigotas, Rusbult, and Verette (1999). The item is scaled from 1 to 9 using a visual analogue (“1 

= my partner”, “5 = we’re equal” and “9 = me”). Respondents were asked to select a point in that 

range that best corresponded to their relative level of commitment, with a higher rating reflecting 

more relationship commitment by female respondents compared to their main male partner.  

Sexual Power. Two measures of sexual power will be compared in their ability to predict 

HIV risk. Sexual power measure #1: Decision-Making Dominance Subscale (DMD) (α = .62) , 

by Pullerwitz, Gortmaker, and DeJong (2000), consists of 8-items that measure distribution of 

decision-making between partners in sexual, relationship, and social dimensions of an intimate 

relationship (See Appendix 4). Sexual power measure #2: three item measure that assesses 

distribution of decision-making in sexual engagement (“Who usually has more say about 

whether you have sex?”), condom use (“Who usually has more say about whether you use 

condoms? “), and type of sexual act (“Who usually has more say about what types of sexual acts 

you do?”), all of which were derived from the DMD subscale (See Appendix 5). All of the items 

were scaled using a visual analogue, which consisted of a line anchored by extreme limits (“1 = 

my partner” and “9 = me”) and a midpoint (“5 = we’re equal). Respondents were asked to select 
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a point in that range that best corresponded to their level of decision-making. Higher scores 

reflect more female dominated decision-making (See Appendix 4 and 5 for scoring instructions). 

The DMD subscale has been shown to be a reliable (Cronbach’s α = .62) and valid measure in a 

sample predominantly consisting of Latinas (Pulerwitz et al., 2000). 

HIV Risk Index. Risk for HIV infection will be measured using the HIV risk index by Bell 

and Trevino (1999). This is a measure that determines the probability an individual will be 

infected by their partner with the underlying assumption that one’s partner is HIV positive. Risk 

will be calculated with consideration to the number of times an individual engages in a particular 

sex act (anal and vaginal sex); whether the individual is in the “receptive” or “insertive” sexual 

position; whether condoms were used; and the probability estimate of transmission based on 

these behaviors (See Appendix 6). Count data for vaginal and anal sex behaviors were assessed 

with variants of the following item: “In the past six months, how many times did you have 

vaginal sex with [main male partner]?” Count data for condom use during vaginal and anal sex 

on partner were measured with variants of the following item: “Of those times that you had 

vaginal sex with [partner initials], how many times did you use a condom?” Count data for non-

condom use was calculated by subtracting the number of sexual encounters of a particular sex act 

by the number of encounters in which condoms were used. Although the index takes into account 

drug use behaviors (e.g. whether injection equipment or other drug materials [cooker, cotton, 

water] were shared), this behavior will be excluded in calculating the index because they were 

not asked as count data in the parent study. During its initial construction, orogenital 

transmission of HIV was not incorporated into the index because transmission probabilities were 

not identified in the literature by its developers (Bell & Trevino, 1999). Although more research 

has been conducted in this area, orogenital transmission of HIV will still be omitted due to 
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inconclusive transmission probabilities in the literature (Baggaley, White, & Boily, 2008). 

Higher index scores reflect higher probability of acquiring HIV, in this case, through vaginal and 

anal sex behaviors over the past 6 months. See Appendix 6 for further details on how to calculate 

the index. 

Analysis Plan 

 Analyses were performed using M-Plus. Power analysis was conducted using G*Power 

(version 3.1). Missing data due to nonresponses was managed through Maximum Likelihood 

using M-Plus. HIV risk was logged to normalize its distribution. Descriptive statistics were used 

to evaluate the following demographic characteristics of the sample: age, income, education, 

perceived class, relationship status, and country of birth.  

Research Aim #1: Describe the characteristics at the individual, relationship, and partner-

level of Latinas based on their HIV risk (See Table 1 for list of variables). Parametric bivariate 

statistics were used to test the relationship between HIV risk and the following variables: age, 

income, education, HIV knowledge, sexual comfort, mutuality of commitment, traditional 

gender norms, relationship duration, age differential, education differential, perceived class 

differential, and each of the two measures of sexual power. The sample size of 134 Latinas at a 

statistical power of 0.8 and a two-tailed alpha of .05 will be able to detect a small effect size (r = 

+ 0.17) using this statistical approach.  

General Covariance Structure Modeling (CSM) was used to examine predicted percent 

difference in HIV risk based on the following categorical variables: perceived vulnerability to 

STIs, relationship status, being in a relationship with an abusive partner, and partner ethnicity.  

Bearing in mind a group range of 2 to 3, the total sample size of N=134 at a statistical power of 
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0.8 and a two-tailed alpha of .05 will be able to detect between a small and medium effect size 

for 2 groups (f = 0.24) and 3 groups (f = .27).  

Research Aim #2.  Describe the characteristics at the individual, relationship, and 

partner-level characteristics of Latinas based on their level of sexual power (See Table 1 for list 

of variables). The same analysis plan and considerations outlined in the first research aim were 

used to address research aim #2 given that the same variables and relationships were examined, 

with the exception of sexual power being the dependent variable. The measure on sexual power 

used for the second and third research aim will be the measure shown to be most correlated with 

HIV risk in the first research aim. 

Research Aim #3. What is the relationship between sexual power and HIV risk among 

Latinas, controlling for the effects of selected individual, relationship, and partner-level 

variables? Simultaneous multivariable linear regression was used for the present analysis, with 

variables found to be significantly correlated with HIV risk in the first analysis included in the 

model. In a model consisting of a maximum of 15 predictors, my sample size of N=134, with a 

statistical power of 0.8, and a two-tailed alpha of .05 will be able to detect between a small and 

medium effect size (increase in R
2
= .13).  
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CHAPTER FOUR 

 

RESULTS 

 

Descriptive Statistics 

The respondents ranged in age from 18 to 67 years, with a mean age of 32.4 +10.8 years (See 

Table 2). A majority of respondents reported some college education or junior college (but did 

not graduate from a four-year college) (37.3%), with 29.1% of respondents having a high 

school/GED education or less, and 14.2% of respondents reporting a graduate or higher level of 

education. Most of the respondents identified themselves as belonging to the working class 

(47.8%), followed by the middle class (35.8%), with the upper-middle class and upper class 

consisting of 6.7% of the total sample. Total annual personal income ranged from $0 to 

$450,0000 , with the mean income being $25,571 + $42,841. A majority of respondents reported 

being in a relationship and cohabiting with their partner (38.8%), followed by being in a 

relationship and not cohabiting (37.3%) and not in a relationship (23.9 %).  Most were born in 

the United States (64.2%). All respondents reported engaging in vaginal sex, where 87.3% 

reported not using a condom with their main male partner at least once in the past 6 months (See 

Table 3). Of respondents reporting engagement in anal sex (N = 28), 88.9% reported not using a 

condom with their main male partner at least once in the past 6 months. 

 

Measure Evaluation of Sexual Power 

 Two measures of sexual power were tested in their ability to predict HIV risk using 

bivariate correlation statistics. The three-item measure on sexual power was found to be 

correlated with HIV risk at a statistically significant level (r = -0.194, p-value = 0.023); however, 
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the Decision Making Dominance Subscale was not found to be significantly correlated with HIV 

risk (r = -0.110, p value = .166). Based on these findings, the three-item sexual power measure 

was used in subsequent analyses.    

 

Findings from Hypothesis Testing  

 

Research Aim # 1 

The objective of the first research aim was to describe the characteristics  at the 

individual (age, income, perceived class, education, traditional gender norms, HIV knowledge, 

perceived vulnerability to STIs, sexual comfort), relationship (sexual power, mutuality of 

commitment, relationship status, relationship duration, age differential, education differential, 

perceived class differential), and partner-level (age, ethnicity, education, perceived class, 

abusive) of Latinas based on their HIV risk.  

Of the continuous variables explored, a statistically significant bivariate relationship was 

only observed between HIV risk and sexual power (r = -0.194, p-value = 0.012), where higher 

reported levels of sexual power were associated with a lower HIV risk (See Table 4 for 

correlation matrix). General structure modeling statistics were used to examine the relationship 

between HIV risk and categorical variables of interest: in a relationship with an abusive male 

partner, relationship status, partner ethnicity, and perceived vulnerability to STDs (See Table 5 

for GSM results). A statistically significant difference in HIV risk was observed based on 

relationship status and perceived vulnerability to STIs. Cohabiting partners had a probability of 

HIV risk that was 3.7 times (predicted % difference = 370.206) higher than respondents not in a 

relationship (p = .001) and non-cohabiting partners had a probability of HIV risk that was 2.3 

times (predicted % difference = 225.112) higher than respondents not in a relationship (p = 
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.013). In addition, respondents who reported that STI transmission can occur during unprotected 

sex with their main male partner reported a probability of HIV risk that was 1.4 times (predicted 

% difference = 138.453) higher  than respondents reporting no such vulnerability (p = .011).  

Research Aim #2 

The second research aim was to describe the characteristics at the individual (age, 

income, perceived class, education, traditional gender norms, HIV knowledge, perceived 

vulnerability to STIs, sexual comfort), relationship (mutuality of commitment, relationship 

status, relationship duration, age differential, education differential, perceived class differential), 

and partner-level (age, ethnicity, education, perceived class, abusive) of Latinas based on their 

level of sexual power.  

Mutuality of commitment was the only continuous variable shown to have a statistically 

significant association with sexual power (r = -0.275, p < 0.05) (See Table 4 for correlation 

matrix). Women reporting that their main male partner was more committed to their relationship 

were more likely to report higher levels of sexual power. No statistically significant relationship 

was observed between sexual power and any of the categorical variables of interest: being in a 

relationship with an abusive male partner, relationship status, partner ethnicity, and perceived 

vulnerability to STDs (See Table 6 for GSM results).  

 

Research Aim #3 

        The third research aim tested the relationship between sexual power and HIV risk, 

controlling for perceived vulnerability to STIs and relationship status. These variables were 

included in the analysis because they were shown to be correlated with HIV risk at a statistically 

significant level (p < 0.05, two tailed) (See Table 4 for correlation matrix). The overall model 
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had a Chi-Square of 24.024, 4 DF, and p-value = 0.0001. Sexual power lost significance (p < 

0.093) in its association with HIV risk after controlling for perceived vulnerability to STIs and 

relationship status.  Perceived vulnerability to STIs was significantly (p < 0.05) associated with 

HIV risk, where respondents who reported risk of contracting an STI through unprotected sex 

with their main male partner had a probability of HIV risk that was 1.14 times (predicted % 

difference = 114) higher compared to women reporting no such risk, controlling for sexual 

power and relationship status. Relationship status was also significantly associated with HIV 

risk, where respondents who reported being in a relationship and cohabiting with their main male 

partner had a probability of HIV risk that was 3.3 times (predicted % difference = 329) higher 

than respondents that were not in a relationship, controlling for perceived vulnerability to STIs 

and sexual power (p < .001). Respondents who reported being in a relationship and not-

cohabiting with their main male partner had a probability of HIV risk that was 2 times (predicted 

% difference = 195) higher than respondents that were not in a relationship, controlling for 

perceived vulnerability to STIs and sexual power (p = 0.017).  
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CHAPTER FIVE 

 

DISCUSSION 

 

 

Research Aim #1 

 

It was hypothesized that Latinas reporting lower HIV risk will report the following 

individual-level characterstics: younger age, higher socioeconomic characteristics (higher 

income, more education, higher perceived class level), lower adherence to traditional norms, 

more HIV knowledge, higher perceived vulnerability to STIs, and more sexual comfort. It was 

also hypothesized that Latinas reporting lower HIV risk will report the following relationship-

level characteristics: higher levels sexual power, lower level of commitment to their relationship 

relative to their partner, higher socioeconomic characteristics relative to their partner (higher 

income than their partner, more education than their partner, higher perceived class level that 

their partner), shorter relationship duration, and relationship less marked by commitment. In 

addition, it was hypothesized that Latinas reporting lower HIV risk will report the following 

partner-level characterstics: a partner of an ethnicity other than Latino, greater age, higher level 

of  education, higher perceived class level, and non-abusive. 

Sexual power, relationship status, and perceived vulnerability were the only variables 

shown to be significantly related to HIV risk. As hypothesized and consistent with findings 

observed in the literature, higher levels of sexual power were associated with less HIV risk 

(Guendelman et al., 2001; Harvey et al., 2002; Loue et al., 2004; O'Sullivan, 2006; Parrado et al., 

2005; Pulerwitz et al., 2002; Pulerwitz et al., 2000; Soler et al., 2000). Although causality cannot 

be determined, this finding suggests that Latina respondents engaged in safer sexual behaviors 

when they were more engaged in sexual decision on condom use, engagement in sexual activity, 
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and type of sexual activity than their male partner. This finding also supports Wingood and 

DiClemente’s (2000) expanded use of the theory of gender and power,  where power in favor of 

a individual in a dyad similarly contributes to their reduced risk for HIV. 

As hypothesized and consistent with findings observed in the literature, Latinas within 

relationships marked by more commitment were more likely to report higher levels of HIV risk 

than Latinas that were single (Dixon et al., 2003; Pulerwitz et al., 2002; Sangi-Haghpeykar et al., 

2003; Ryan et al., 2009; Singer et al., 2006). This relationship can partly be explained by the 

belief that non-condom use is a demonstration of intimacy, which generally develops as a 

relationship progresses (Ryan et al., 2009). In addition, the misconception that individuals are 

not vulnerable to STIs within committed relationships has also been implicated (Harvey et al., 

2006; Moreno, 2007; Ryan et al., 2009).  

Contrary to what was hypothesized and what has generally been observed in the literature 

(Harvey & Henderson, 2006; Moreno, 2007; Ryan et al., 2009), Latinas reporting higher levels 

of perceived vulnerability to STIs were more likely to report higher levels of HIV risk in the 

present study. It is generally believed that an individual who perceives themselves to be at risk of 

contracting or transmitting STIs are more likely to engage in protective sexual practices, 

assuming that they have the power to do so. Although causality cannot be made, this finding 

suggests that Latina respondents in the present study may have developed the belief that STI 

transmission can occur with their main male partner as a response to their accurate interpretation 

of the risk posed by their sexual behaviors. This phenomenon has been observed in other studies 

(Jones & Oliver, 2007; Wenzel et al., 2007). 

Although surveillance data suggest that women from lower socioeconomic backgrounds 

encounter a greatest risk for HIV (Higgins et al., 2010; HJKFF, 2006) as compared to higher 
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income earning women, this relationship was not observed in the present study. This may be due 

to the small sample size, limited sample sociodemographic variability, or the fact that this study 

has demonstrated a specific research direction as it relates to high risk for Latina women.  

The present study is the only identified study that has examined adult Latinas’ HIV risk 

in relationship to differential demographic variables, such as age, education, and class. Although 

Wingood and DiClemente’s (2000) expanded use of Connell’s theory of gender and power 

suggests that demographic differentials in favor of a male partner (e.g. higher income of male 

partner compared to female partner) would heighten a woman’s HIV risk, this relationship was 

not observed in the present study.  A possible explanation of these findings is the manner in 

which differential demographic variables were constructed. Future research in this area must 

consider more refined differential demographic measures which take into account whether 

location and size of difference are important.  

Quite a bit of literature has published on the relationship between HIV knowledge and 

HIV risk (Braithwaite & Thomas, 2001; Gómez & Marin, 1996; Harvey et al., 2006; Turmen, 

2003; Hillman, 2005; Knipper et al., 2007). The present study did not result with the same 

finding. This may be reflective of the contextual nature of the relationship for Latina women; 

meaning that other unknown factors are far more important that may not be captured in the 

identified research questions. Certainly, it has long been recognized that HIV knowledge is 

important factor in the engagement in safe sexual practices; however, continued engagement in 

risky sexual behavior has been observed among women with relatively good knowledge on HIV 

transmission and prevention (Braithwaite & Thomas, 2001).   

The literature indicates sexual comfort as in discussing and engaging in sexual behavior 

to be related to individual initiation of safer sexual behaviors (Unger & Molina, 1998). While 
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this relationship was not found in the study, the contextual nature of this relationship needs to be 

considered, which simple bivariate statistics cannot capture. On the other hand, higher levels of 

sexual comfort has been associated with more inconsistent condom use (Deardoff, Tschann, 

Flores, & Ozer, 2010) and greater engagement in high risk behaviors such as anal sex (Quadagno 

et al., 1998). This is a direction for further research  

Concomitantly, findings from multiple studies suggest that individuals self-report 

different types of risky sexual behavior based on their adherence to traditional gender norms. For 

example, more traditional gender norms have been associated with riskier condom attitudes and 

practices (Greene & Faulkner, 2005; Shearer et al., 2005). In contrast, less traditional gender 

norms measured through attachment to female virginity has been associated with more sexual 

partners (Deardorff et al., 2010).  Neither of these relationships were significant in this study. 

Relationship characteristics, specifically relationship duration and mutuality of 

commitment, were not shown to be significantly related to HIV risk in this sample of Latinas. 

Although there is evidence which suggests that less condom use occurs as a relationship 

progresses based on the development of less favorable attitudes on condoms (Harvey et al., 

2006), the nonsignificant relationship between relationship duration and HIV risk in the present 

study is consistent with results by Harvey and colleagues (2006).  

This supports the differential utility of relationship characteristics in understanding HIV 

risk.  While the relationship between HIV risk and mutuality of commitment was not observed,in 

the present study. This finding is inconsistent with the scientific literature, which has found 

relationship commitment to be a significant barrier to safe sex behavior among heterosexual 

couples (Bell et al., 2007; Branch, et al., 2010; Harvey et al., 2006; Shearer et al., 2005; Singer et 

al., 2006; Unger, 1998). A possible explanation of this discrepancy is the use of measures that 
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assess Latinas’ level of commitment to their relationship in prior studies and the use of a relative 

measure of commitment in the present study. In addition, the role of mediating factors must be 

considered given evidence that the relationship between commitment and intentions to use 

condoms are mediated by partner norms, condom use decision-making, and attitudes towards 

condoms (Harvey et al., 2006). Collectively, these finding do not support Wingood and 

DiClemente’s (2000) expanded use of the theory of gender and power, which purports that 

structural factors (e.g. abuse in relationship through the structure of power and mutuality of 

commitment through the structure of cathexis) which promote power in favor of a individual in a 

dyad similarly contributes to their reduced risk for HIV.  

Prior studies have found partner-level characteristics (e.g. age, education, class, ethnicity, 

abusive) to be useful in the study of Latinas’ HIV risk (Gilliam et al., 2007; Harvey et al., 2006; 

Witte et al., 2010).  However, a relationship between partner-level characteristics and the 

respondents was not significant. Nevertheless, continued exploration of this relationship is 

critical. There is growing evidence to suggest that Latinas encountering abuse within their 

intimate relationships are more likely to engage in riskier sexual behavior than women who are 

not in an abusive relationship (Abreu et al., 2008; Raj, Silverman, & Amaro, 2004; Rhodes et al., 

1992). A difference in these findings may be attributed to the predominant sampling of Latinas 

from lower socioeconomic backgrounds in previous studies compared to the present study which 

utilized venue based target sampling and respondent driven sampling. Further research is needed 

to better understand the relationship between abuse and HIV risk among Latinas in the context of 

strained economic circumstances. 
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Research Aim #2 

 

It was hypothesized that Latinas reporting higher sexual power will report the following 

individual-level characteristics: younger age, higher socioeconomic characteristics (higher 

income, more education, higher perceived class level), lower adherence to traditional norms, 

more HIV knowledge, higher perceived vulnerability to STIs, and more sexual comfort. It was 

also hypothesized that Latinas reporting higher sexual power will report the following 

relationship-level characteristics: lower level of commitment to their relationship relative to their 

partner,  higher socioeconomic characteristics relative to their partner (higher income than their 

partner, more education than their partner, higher perceived class level that their partner), shorter 

relationship duration, and relationship less marked by commitment. In addition, it was 

hypothesized that Latinas reporting higher sexual power will report the following partner-level 

characteristics: a partner of an ethnicity other than Latino, higher age, higher level of education, 

higher perceived class level, and non-abusive. 

The hypothesis supported in the second research aim was a negative relationship between 

mutuality of commitment and sexual power, where respondents’ less committed to maintaining 

their relationship compared to their male partner were more likely to report higher levels of 

sexual power. This finding supports Connell’s (1987) theory of gender and power, specifically 

the role of emotional dimensions of relationships on observed gender-based power dynamics. 

Although relative measures of commitment has not previously been examined in relation to 

Latinas’ sexual decision-making, a lack of emotional attachment by women as being 

empowering has been found qualitatively (Harvey et al., 2003). However, this finding is 

inconsistent with findings by Harvey and colleagues (2006), where a positive association was 
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observed between personal commitment to respondent’s relationship and level of decision-

making in condom and contraceptive use.  

Again, it is important to point out that the literature has documented that Latinas 

demographic characteristics, such as higher levels of education and income (Pulerwitz et al, 

2002) have a higher level of sexual power. An association between higher levels of education 

and higher sexual negotiation power has also been observed in a sample of migrant and non-

migrant Mexican women (Parrado et al., 2005). Although Pulweritz and colleagues (2002) did 

not find an association between age and sexual power, Parrado and colleagues (2005) found a 

negative association between age and sexual negotiation power. While there was no relationship 

between demographic characteristics and sexual power in this study, the may be due to the 

higher sociodemographic characteristics ($25, 571 + $42, 841 annual income, 56.7% with 

college or some college education) and use of a more acculturated sample of Latinas in the 

present study compared to previous studies.  

A non-significant relationship was observed between Latinas demographic characteristics 

relative to their main male partner (e.g. age, education, and class differential) and their level of 

sexual power.  These findings do not support Connell’s (1987) Theory of Gender Power, which 

purports that sociodemographic characteristics in favor of an individual (e.g. higher age, 

education, and class) contributes to their higher power relative to individuals exhibiting lower 

sociodemographic characteristics. Although age differentials have not previously been explored 

in relation to Latinas sexual power, studies conducted in samples of adolescent Latinas showing 

larger age differential or having an older boyfriend as being associated with earlier age of sexual 

debut (Gilliam et al., 2007; Marin et al., 2000) suggests that Latinas may be encountering less 
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sexual decision-making in this specific relationship context. No identified study has previously 

explored adult Latinas’ sexual power in reference to their education and class level relative to 

their partners. Given evidence which suggest that sociodemographic variables vary in their utility 

in the study of sexual behavior (Wenzel et al., 2007), further research is needed examining 

alternative sociodemographic variables in the study of Latinas’ sexual power. 

Although that there was not a significant relationship between perceived vulnerability to 

STIs and sexual power in this sample of Latinas, this result is theoretically consistent with 

findings by Harvey and colleagues (2006), in which they used a measure of sexual power that 

assessed distribution of decision-making in condom use and pregnancy prevention. However, the 

contextual nature of this relationship must be considered as evidenced by findings showing 

women’s active engagement (Cox, Posner, & Sangi-Haghpeykar, 2010; Harvey et al., 2006; 

Ryan et al., 2009; Soler et al., 2000) and avoidance (Abreu et al., 2008) negotiating sexual 

decisions with their intimate male partner despite recognizing the sexual risks they posed. 

A non-significant relationship was observed between sexual comfort and sexual power in 

this sample of Latinas. Findings on this relationship have been inconsistent in the scientific 

literature. For example, Quadagno and colleagues (1998) found a relationship between higher 

levels of sexual comfort and equitable levels of sexual power (equal between respondents and 

their male partner) compared to female and male dominated decision-making in a multi-ethnic 

sample of women. However, Soler and colleagues (2000) found that Hispanic women reported 

less comfort discussing sex and condoms compared to White and African-American 

counterparts, but reported more joint decision making about contraceptives. These findings 

suggest that Latinas are more likely to engage in joint sexual decision-making despite their level 

of sexual comfort. 
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To date, the relationship between Latinas’ HIV knowledge and level of sexual power has 

not been examined with the exception of this secondary analysis. There was no significance in 

this sub-sample of Latinas. As examined for this sub-sample, HIV  knowledge does not appear to  

inform level of engagement in the sexual decision-making process in this sample of Latinas. An 

interesting relationship that needs further exploration. 

A non-significant relationship was observed between traditional gender norms and level 

of sexual power in this sample of Latinas. This finding is in contrast to qualitative evidence 

which have identified a relationship between more traditional gender norms and Latinas’ reduced 

engagement in sexual decisions (Collins et al., 2008; Davila, 2005). A possible explanation of 

this finding is variety in normative sexual attitudes (e.g. virginity before marriage, bad 

consequences from female flirtation) incorporated in the traditional gender norms scale used in 

the present study, which may confound its relationship with sexual power. This is in light of the 

fact that some individuals endorse different attitudes on multiple gender norms (Carrillo, 2002). 

Similar to the discussion on the increased utility of domain specific measures of sexual power in 

predicting HIV risk, further exploration is needed in determining whether a more sexually 

specific scale on traditional gender norms is more useful in the study of sexual power. 

Relationship characteristics, specifically duration, relationship status, and abuse, were not 

significantly related to the sexual power in this sample of Latinas. The non-significant 

relationship observed between relationship duration and sexual power in this sample of Latinas is 

consistent with findings by Harvey and colleagues (2006). The non-significant relationship 

observed between relationship status and sexual power is consistent with findings by Pulerwitz 

and colleagues (2002). However, Quadagno and colleagues (1998) found higher reported levels 
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of sexual power among women in relationships less marked by commitment (e.g. unmarried, not 

living with partner) and more joint decision making among women in more committed 

relationships (e.g. married cohabiting). This finding is inconsistent with the literature in regards 

to abuse, where abuse has been associated with women’s acquiescence to the risky sexual 

decisions (e.g. unprotected sex) of their partner (Abreu et al., 2008; Raj et al., 2004; Rhodes et 

al., 1992) and lower reported levels of sexual power (Buelna et al., 2009; Ulibarri et al., 2010). A 

possible explanation for nonsignificant results in select relationship characteristics (e.g. 

relationship duration, relationship status, and abuse) is the limited sociodemographic variability 

of the sample and small sample size. Discrepant findings on abuse may be attributed to the 

predominant sampling of Latinas from lower socioeconomic backgrounds in prior studies in this 

body of research. The role of poverty on the relationship between abuse and sexual power among 

Latinas must be considered. 

Lastly, a non-significant relationship was observed between partner-level characteristics 

(e.g. ethnicity, age, education, and class) and respondents’ sexual power. According to Gilliam 

and colleagues (2007), having a Latino partner and feeling less control over sexual behaviors 

were associated with earlier age of sexual debut in a sample of adolescent Latinas. This finding 

suggests that Latinas may encounter less sexual power when in an intimate relationship with a 

Latino partner. In addition, the greater likelihood (3.7 times compared to white male partners) of 

being unaware of the sexual risks posed by an intimate partner who is Latino (Witte et al., 2010) 

suggests that women may be less prepared to make informed sexual decisions. Nonsignificant 

results in regards to age, education, and class, may be due to the small sample size and limited 

sociodemographic variability of the sample. 
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Research Aim #3: 

 

It was hypothesized that sexual power would be associated with HIV risk after 

controlling for individual, relationship, and partner-level characteristics. Contrary to what was 

hypothesized, sexual power lost significance in its association with HIV risk after perceived 

vulnerability to STIs and relationship status were controlled for. In addition, perceived 

vulnerability to STIs and relationship status were shown to be independent predictors of HIV 

risk. These findings suggest that sexual power is a significant predictor of Latinas’ HIV risk, but 

the nature of this relationship is not direct. In other words, sexual power works through 

perceived vulnerability to STIs and relationship status in affecting Latinas’ HIV risk.  

Assumptions of the Present Study 

One assumption identified in the present study is in regards to calculating HIV risk. 

Respondent’s HIV risk was calculated based on the probability of HIV transmission from a male 

partner believed to be HIV positive. However, Latinas in the sample may score high on HIV risk, 

but may not be in any actual risk for HIV if their partner is HIV negative.  

 Another identified assumption made in the present study is the accurate reporting of data, 

particularly in regards to sexual behaviors. Accuracy in the retrospective self-report of sexual 

behavior must be considered given constraints of the recall process (e.g. length of time in which 

to recall a behavior, level of measurement, and frequency of target behavior) (Napper, Fisher, 

Reynolds, & Johnson, 2009; Schroder, Carey, & Vanable, 2003). 
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Limitations of the Parent and Present Study 

Multiple limitations have been identified with respect to the parent study and the 

secondary data analysis. The parent study consists of a sample of English-speaking Latinas 

drawn from the San Francisco Bay area, most of whom were born in the United States (64.2%). 

Findings from the present study cannot be generalized to Latinas in the United States as a whole 

given differences in HIV risk behaviors observed among Latinas based on region (Branch, 2010; 

HJKF, 2009), English proficiency (Gindi, Erbelding, & Page, 2010), and immigrant status 

(Magis-Rodriguez et al., 2009; Rios-Ellis et al., 2008; Weiss & Tilman, 2009)   

A second limitation, specifically in reference to the present study, is the use of cross 

sectional data. This limitation does not establish causality. A third limitation is the measurement 

of HIV risk through vaginal and anal sex behaviors, which can potentially generate an 

underestimation of HIV risk in the sample. Although transmission estimates through orogenital 

sex have been shown to be inconclusive and at the very least negligible, it is still recognized to 

be a potential route of HIV transmission that is not fully understood (Baggaley et al., 2008). This 

issue, nevertheless, needs mentioning given that a majority of the sample engaged in this 

behavior ([N=116] reported performing and [N = 113] receiving oral sex from their main male 

partner).  

A fourth limitation is the collection of relationship-level characteristics (e.g. sexual 

power and mutuality of commitment) exclusively from Latina respondents. Accuracy of data 

collected through this approach is suspect based on the role of perception, where a difference in 

opinion may exist between partners with regards to who has more sexual power in the 

relationship and is more committed to maintaining the relationship.   
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Implications for Future Nursing Science and Practice 

First, more research is needed which evaluate measures of sexual power in their utility in 

the study of Latinas’ HIV risk. To date, a gold standard measure of sexual power does not exist, 

which has resulted in difficulty comparing results on the phenomenon. Although the present 

study is consistent with other findings which support the use of domain specific measures of 

sexual power in the study of HIV risk (Harvey et al., 2002; 2003; 2006), further research in a 

more representative sample of Latinas is needed to further validate its utility.  

Second, findings from the present study inform HIV risk reduction interventions among 

Latina populations, particularly those that consider gender-based power dynamics in their 

approach. Of the individual, relationship, and partner-level variables studied in relation to sexual 

power, only HIV risk and mutuality of commitment were shown to be significant. Based on these 

findings, the importance of developing sexual power in HIV prevention interventions is further 

supported. This has previously been achieved through development of HIV knowledge, comfort 

in discussing sexual matters, and strategies in negotiating safer sexual practices (Harper, Bangi, 

Sanchez, Doll, & Pedraza, 2009; Kraft et al., 2007; Peragallo et al., 2005). In addition, given 

lower levels of sexual power observed among Latinas more committed to their relationship 

compared to their main male partner in this sample, the need for more skill building and 

education among Latinas in this specific relationship context must be considered. Existence of a 

tailored HIV prevention intervention based on relative level of commitment has not been 

identified in the literature. 

Third, findings from the present study support the salience of understanding Latinas’ HIV 

risk through multi-level factors, which will inform future nursing clinical practice. Based on 
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present findings which suggest the significant role of sexual power, perceived vulnerability to 

STIs, and relationship status on Latinas’ HIV risk, integrating questions which examine these 

factors into nursing clinical HIV assessments have the potential of improving identification of 

Latinas at high risk.  
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APPENDICES 

Appendix 1 HIV knowledge  

Items 1 through 11 are on the following 4-point Likert scale (“1 = Very Unlikely”, “2 = 

Somewhat Unlikely”, “3 = Somewhat Likely”, and “4 = Very Likely”).  

 

Items 12 through 14 are on the following 4-point Likert scale (“1= Strongly Agree”, “2=Agree”, 

“3 = Disagree”, and “4 = Strongly Disagree”). 

 

Items 1 through 5 are asked in relation to the following statement: “How likely do you think it is 

that a man who is infected with HIV will give the virus to his female partner if they have…” 

 

1. Vaginal sex without a condom and he ejaculates (cums) inside of her?  

2. Vaginal sex without a condom, where the man withdraws (pulls out) before ejaculating 

(cumming)?  

3. Anal sex without a condom and he ejaculates (cums) inside of her? 

4. Anal sex without a condom, where the man withdraws (pulls out) before ejaculating 

(cumming)?  

5. Oral sex to ejaculation of the man, without using a condom (when the woman goes down 

on the man and he ejaculates (cums) in her mouth without using a condom)? 

 

Items 6 through 7 are asked in relation to the following statement: “How likely do you think it is  

that a woman infected with HIV will give the virus to her male partner if they have…”  

 

6.         Vaginal sex without a condom? 

7.      Anal sex without a condom? 

8.      Oral sex on the woman without using a barrier, such as plastic wrap, dental dams, or 

other latex barriers (when the man goes down on the woman and she cums without using 

protection)? 

 

Items 9 through 14 as asked in relation to the following statement: “How likely do you think it is 

for HIV to spread to an uninfected person in the following situations.” 

 

9. An uninfected person uses a fork after an HIV infected person has used it.  

10. An uninfected person shares a toothbrush on and off with an HIV infected person?  

11. An infected person shares a needle, that has not been cleaned, with an uninfected person. 

[*] 

12. Only people who look sick can spread HIV.  
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13. A person can get HIV even if he or she has sexual intercourse just one time without a 

condom. [*]  

14. Using condoms is highly effective in reducing the risks of transmitting HIV. [*] 

 

[*] Reverse-coded so that correct responses are scaled higher. 

 

 

Scoring Instructions: Sum individual responses.  

Interpretation of Scores: Total scores can range from 14 to 56, with higher scores reflecting more 

HIV knowledge. 
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Appendix 2 Sexual Comfort Scale 

Items were asked on a 4-point Likert scale (1= “Very Uncomfortable”, 2= “Somewhat 

Uncomfortable”, 3 = “Somewhat Comfortable”, and 4= “Very Comfortable”). 

1. How comfortable do you feel talking to a sex partner about sex? 

2. How comfortable do you feel being naked in front of a sex partner? 

3. How comfortable do you feel having sex with the lights on? 

4. How comfortable do you feel discussing your sexual fantasies or desires with a sex 

partner? 

5. How comfortable do you feel teaching sex partners what feels pleasurable to you during 

sex? 

6. How comfortable do you feel touching your partner's genitals? 

7. How comfortable do you feel masturbating in front of a sex partner? 

8. How comfortable do you feel talking to a sex partner about condoms? 

9. How comfortable do you feel putting a condom on a sex partner? 

 

Scoring Instructions: Sum individual responses. 

Interpretation of scores: Total scores can range from 9 to 36, with higher scores reflecting more 

sexual comfort. 
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Appendix 3 Traditional Gender Norms (as cited in Marin, Gómez, Tschann, & Gregorich, 1997) 

Items were reverse scaled to the following for the easy interpretation of results: 1 = Strongly 

Disagree, 2 = Disagree, 3 = Agree, and 4 = Strongly Agree. 

1. It's important, women be virgin before marriage. 

2. It's harmful for a man to get sexually excited without ejaculating. 

3. A man shows less respect for a women if he talks to her about sex. 

4. It's dangerous for a woman to know as much/more about sex as a man. 

5. Having sexual experiences before marriage is more important for men than for women. 

6. It's all right for a man to seek variety sex life elsewhere if he cannot find it at home. 

7. Women like dominant men. 

8. Men cannot control their sexual desires as easily as women can. 

9. A woman has to pay the consequences when she flirts with a man. 

10. It should be the man's decision whether condoms are used/not. 

11. Decent women don't take part in certain sexual activities. 

12. Men want to have sex more often than women. 

 

Scoring Instructions: Sum individual responses. 

Interpretation of Scores: Scores can range from 12 to 48, with higher scores reflecting more 

traditional gender norms.  
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Appendix 4 Decision-Making Dominance Subscale (Pulerwitz et al., 2000) 

Items are scaled from 1 to 9 using the following visual analogue scale: 

                                         1-------------------------5------------------------9 

                                 My Partner               We’re Equal                   Me 

 

    

1. Who usually has more say about whose friends to go out with?  

2. Who usually has more say about whether you have sex?  

3. Who usually has more say about what you do together?  

4. Who usually has more say about how often you see one another?  

5. Who usually has more say about when you talk about serious things?  

6. In general, who do you think has more power in your relationship? 

7. Who usually has more say about whether you use condoms?  

8. Who usually has more say about what types of sexual acts you do? 

 

Scoring Instructions: Sum individual item scores and divide by the number of items answered. 

Interpretation of Scores: Scores can range from 8 to 72, with higher scores reflecting higher 

levels of sexual power or more female directed decision-making. 
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Appendix 5   Three-Item Measure of Sexual Power 

Items are scaled from 1 to 9 using the following visual analogue scale: 

                                         1-------------------------5------------------------9 

                                 My Partner               We’re Equal                   Me 

 

    

1. Who usually has more say about whether you have sex?  

2. Who usually has more say about whether you use condoms?  

3. Who usually has more say about what types of sexual acts you do? 

 

 

 

Scoring Instructions: Sum individual item scores and divide by the number of items answered. 

Interpretation of Scores: Scores can range from 3 to 27, with higher scores reflecting higher 

levels of sexual power or more female directed decision-making. 
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Appendix 6 HIV Risk Index (Bell and Trevino, 2007) 

 

 

HIV risk index: ik = 1 - {П (1-fj) cijk}  X 

                                        

ik = probability of transmission between individual i to individual k. 

П = product of 10 types of sexual or injection behaviors (indexed by j)  

fj = estimated probability of infection per act of type j  

cijk = is the number of sexual acts of type j between person i and partner k.  

X = projected time of risk 

 

 

 

 

                Imputed per-act transmission probabilities.  

 

Behavior                                                                  Probability 

 

 

Vaginal sex from male to female without condom      .001 

Vaginal sex from female to male without condom      .0005 

Vaginal sex from male to female with condom           .000025 

Vaginal sex from female to male with condom           .0000125 

Receptive anal sex without a condom                         .02 

Insertive anal sex without a condom                           .0087 

Receptive anal sex with a condom                              .0008 

Insertive anal sex with a condom                                .00035 

Shared injection equipment                                         .0067 

Shared cooker, cotton, or water                                   .000067 

 

 

 

 

Scoring Instructions: Refer to HIV risk index formula above. 

Interpretation of Scores: Higher HIV risk index scores reflect greater probability of infection 

projected over X time. 
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Table 1 

Research Aims and their Respective Variables 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Research Aim Variable Level Independent Variables 

1. Describe the 

characteristics at 

the individual, 

relationship, and 

partner-level of 

Latinas based on 

their HIV risk.  

Individual age  

income 

perceived class  

education  

traditional gender norms  

HIV knowledge  

perceived vulnerability to STIs 

sexual comfort 

 Relationship sexual power 

mutuality of commitment 

relationship status  

relationship duration  

abuse within relationship 

age differential  

education differential  

perceived class differential  

 Partner age  

ethnicity  

education  

perceived class 

 3.  Describe the  

      characteristics at the        

      individual,     

      relationship, and     

      partner-level of  

      Latinas based on     

      their sexual power. 

Individual 

Relationship 

Partner 

Same independent variables as first 

research aim excluding sexual power. 

4. Test the 

relationship 

between sexual 

power and HIV 

risk, controlling 

for individual, 

relationship, and 

partner-level 

variables. 

 

Individual 

Relationship 

Partner 

Independent variables shown to be 

significantly related to HIV risk per 

results of first research aim. 
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Table 2 

Descriptive characteristics of Latinas (N=134) 

 

 

Variables                                                       M(Range)                   (SD)          f         % 

Age (years)                                                   32.4(18 – 67)                10.8 

 

Income                                                          $25,571(0 - 450,000)    42,841 

 

Education 

Never went to school                                                                                      1      .75 

8
th

 grade or less                                                                                               2      1.5            

Some high school (but did not graduate)                                                       14     10.4 

High school (or got a GED)                                                                           22     16.4 

Some college or junior college  

          (but did not graduate from  

          a four-year college)                                                                             50      37.3 

College graduate (from four-year  

         college or university                                                                            26      19.4    

Some graduate school but did not  

         Complete                                                                                              3        2.2 

Graduate degree (masters level)                                                                   12       9 

Graduate degree (doctorate)                                                                          4        3 

 

Perceived Class Level 

Lower Class                                                                                                  13       9.7 

Working Class                                                                                              64       47.8 

Middle Class                                                                                                 48       35.8 

Upper Middle Class                                                                                      7         5.2 

Upper Class                                                                                                   2        1.5 

 

Relationship Status         

Not in a relationship                                                                                    32       23.9 

Relationship, Not cohabiting                                                                        50       37.3 

Relationship, cohabiting                                                                               52       38.8 

 

  Country of Birth 
 USA                                                                                                             86       64.2  

 Other                                                                                                           48        35.8 
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Table 3. 

Type of Sexual Behavior 

 

Type of Sexual Behavior                                    Frequency          % 

 Vaginal Sex with a Condom                                62                  46.3 

      Vaginal Sex without a Condom                           117                87.3 

      Anal Sex with a Condom                                     5                    18.5 

 Anal Sex without a Condom                                24                  88.9 

 

 

 

 

 

NOTE: 

a. All of the Latinas in the sample (N = 134) reported engaging in vaginal sex. Frequency 

and percentage data on vaginal sex behaviors refer to Latinas who reported such 

behaviors at least once in the past 6 months. 

b. Frequency and percentage data on anal sex behaviors refer to Latinas who reported 

engaging in anal sex (N = 28) at least once in the past 6 months. 

c. Respondents could select more than one behavior.
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Table 5.  

Unstandardized Regression Coefficients for Categorical Variables Explaining HIV Risk: Partner 

Ethnicity, Relationship Status, Perceived Vulnerability to STIs, and Presence of Abuse in 

Relationship. 

  

Bivariate Relationships Estimate SE Est./SE Predicted % 

Difference 

P-value 

(two tailed) 

HIV risk on Partner Ethnicity: 

Latino vs not Latino 

0.042 0.348 0.119 NS 0.905 

HIV risk on Relationship 

Status: relationship-

cohabiting vs not in a 

relationship 

1.548 .458 3.381 370.206 0.001 

HIV risk on Relationship 

Status: relationship-not 

cohabiting vs not in a 

relationship 

1.179 .477 2.472 225.112 0.013 

HIV risk on perceived 

vulnerability to STIs: perceive 

risk vs don’t perceive risk 

0.869 0.341 2.547 138.453 0.011 

HIV risk on Relationship 

Abuse: presence/threat of abuse 

vs none 

0.210 0.458 0.459 NS 0.646 

 

NOTE: 

a. The predicted % difference represents the percent difference in HIV risk between specified 

categorical groups. The predicted percent difference was calculated only for statistically 

significant results (p-value < 0.05, two tailed) using a formula derived from Eric Vittinghoff 

et. al (2005, p. 125). 
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Table 6.  

Unstandardized Regression Coefficients for Categorical Variables Explaining Sexual Power: 

Partner Ethnicity, Relationship Status, Perceived Vulnerability to STIs, and Presence of Abuse in 

Relationship. 

 

 

 

NOTE: 

a. The predicted % difference was not calculated in Table 5 because none of the relationships 

showed statistical significance (p-value < 0.05, two tailed). 

 

 

 

 

 

 

 

 

 

 

 

 

 

Bivariate Relationships Estimate SE Est./SE Predicted % 

Difference 

P-value (two 

tailed) 

Sexual Power on Partner 

Ethnicity: Latino vs not Latino 

-0.301 0.728 -0.413 NS 0.679 

Sexual Power on Relationship 

Status: relationship-cohabiting 

vs not in a relationship 

-1.487 1.370 -1.085 NS 0.278 

Sexual Power on Relationship 

Status: relationship-not 

cohabiting vs not in a 

relationship 

-1.588 1.360 -1.168 NS 0.243 

Sexual Power on perceived 

vulnerability to STIs: perceive 

risk vs don’t perceive risk 

-1.022 0.777 -1.315 NS 0.189 

Sexual Power on Relationship 

Abuse: presence/threat of abuse 

vs none 

-1.707 1.516 -1.126 NS 0.260 
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Table 7.  

Multivariable Linear Regression Results Predicting HIV Risk (N = 134) 

 

 
 

 

 

Variables Estimate SE Est./SE Predicted 

% 

Difference 

P-value 

(two 

tailed) 

Sexual Power -0.178 0.106 -1.687 NS 0.093 

Perceived Vulnerability 

to STIs 

0.761 0.315 2.417 114 0.016 

Relationship-Not 

Cohabiting 

1.081 0.451 2.397 195 0.017 

Relationship-Cohabiting 1.457 0.438 3.328 329 0.001 

 

NOTE: 

a. Not in a relationship is the reference group for Relationship-Not Cohabiting and 

Relationship-Cohabiting. 
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