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In this intervention, participants design and implement an HIV/AIDS prevention project for Mexican
homosexual men. The intervention is consistent with, and contributes to, empowerment theory because it
enhances collective action, provides opportunities to develop knowledge and skills, creates needed resources,
and includes shared control with professionals and among participants. The intervention described provides an
illustration of an empowering process and distinguishes itself from empowerment outcomes. An evaluation of
the project is also described, but the outcomes were HIV/AIDS-related behaviors rather than psychological
empowerment of the participants. The results suggest that the participants’ HIV/AIDS knowledge and preventive
behavior improved when compared to individuals who did not participate in the intervention. In addition, the
intervention generated community change initiated by participants. Implications for designing interventions
using an empowerment approach are discussed.

A sense of control, skill development, and supportive social networks are associated
with health behavior and outcomes. " Strategies to achieve these goals are typically based
on a professional-client relationship. Such relationships, however, may encourage depen-
dence on the professional, assume clients need professional help, and preserve the notion
that help is unidirectional.*” An alternative approach is an empowerment strategy.
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Empowering health education strategies have been applied in several contexts such as
adolescent substance use prevention,? prevention of toxic waste pollution,’ lead poisoning
prevention,'" nutrition education,' and health promotion.'? Such strategies have also been
applied to diverse populations including senior citizens,"*'*! homeless pregnant
women,'® public school teachers,'” and people with disabilities.'*'* Empowerment edu-
cation® suggests that professionals work collaboratively with participants to increase
participants’ capacity to exert control over their lives and enhance critical consciousness
about their sociopolitical environment.

Empowerment theory is not fully conceptualized and not well defined in many
instances. In fact, Rappaport®' suggests that we know it when we see it and best define it
in its absence (e.g., powerlessness, alienation), but we lack a clear theoretical framework
for the construct. One reason for this ambiguity is that the empowerment literature does
not emerge from a common definition or theoretical framework. The term empowerment,
however, has become so ubiquitous in the United States today that it is actually difficult
to avoid.” Development of empowerment theory will provide a framework for re-
searching the construct and principles for implementing preventive interventions.

Zimmerman® delineates three dimensions of empowerment theory: values, processes,
and outcomes. The value dimension refers to a belief system that leads us to identify
strengths instead of cataloging risk factors, enhance wellness instead of fixing problems,
and search for what is right in people’s lives instead of focusing on what is wrong.” The
outcome dimension concerns assessment issues for developing valid and reliable mea-
sures. Empowering processes are collective learning efforts in which individuals gain a
critical understanding of the relevant social environment, access to resources, and work
with others to achieve common goals and take action to exert control in their lives.?*?
One way to create empowering interventions is to include members of the community in
their design and implementation, and provide control over the issues that concern them
and opportunities to develop and practice leadership.”*%

An empowering intervention is expected to have several distinct characteristics. First,
the intervention would be designed to involve those for whom it is intended (i.e.,
participants) in its development, implementation, and evaluation.”'>**" The intervention
would begin by identifying and developing leaders that come from, and work with, the
community to help plan and execute the program. Second, the intervention would help
people develop skills so they can become less dependent on professionals.”'?” These
might include decision making, problem solving, data collection and analysis, or leader-
ship skills. Third, the intervention would create a context for people to work together to
solve problems and make decisions about issues of concern to them.” This may also help
participants enhance their social support system and develop a sense of community.

The focus of this article is to further elaborate on empowering processes by examining
a community-based intervention to promote HIV/AIDS preventive behaviors among
Mexican homosexual men. The study provides an example of how several components
of an empowering process can be used to influence individual- and community-level
change. However, we did not examine empowered outcomes. Rather, we are testing the
hypothesis that an intervention that gives control over the content and process of its design
and implementation (i.e., empowering process) will be an effective means by which
HIV/AIDS-related knowledge and preventive behavior can be enhanced. This hypothesis
is tested by comparing individuals involved in the intervention with a group not receiving
the intervention.
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HIV/AIDS in Latino Gay and Bisexual Men

Latino gay and bisexual men appear to be the group with the highest risk of HIV
infection in the Americas.*** This group also has the highest prevalence of AIDS in the
United States.* Information about gay and bisexual men related to HIV/AIDS is,
however, limited in Latin American countries. The Latin American countries with the
highest number of AIDS cases—Brazil, Mexico, and Colombia—have reported that gay
males are the group most affected by the epidemic.* In Mexico, 80% of AIDS cases are
due to sexual transmission with homosexual and bisexual males.*

Several researchers have documented that Latino men who have sex with men tend to
practice more anal intercourse than other forms of sex and that they expect to obtain sexual
satisfaction with anal intercourse rather than fellatio.’**’ Studies of Mexican homosexual
men have found that a history of receptive anal sex and multiple sexual partners are
associated with HIV infection.’** These researchers also report that less than 30% of the
gay and bisexual men they studied used condoms in their last sexual encounter.®*
Prevention activities addressing these high-risk sexual behaviors are needed for gay and
bisexual males living in the Americas. Prevention programs targeting the male homosex-
ual population have been implemented in Mexico and other Latin American countries,
but few go beyond informing participants about the mechanics of HIV/AIDS preven-
tion.’%4! Several researchers have suggested that multiple strategies provided on an
ongoing basis is a more effective prevention approach for encouraging HIV/AIDS
preventive behaviors than simply providing information at one point in time.*>*

METHOD
Intervention

As the first step of the intervention, staff from a local community-based organization
(CBO) in a Mexican city chose two gay men from the community to be coordinators of
the program. These two individuals had limited experience as health educators. They were
recruited for the program because they showed interest in preventing HIV/AIDS in their
community and leadership potential. Both coordinators received training from the CBO
on HIV/AIDS, community assessment, participant recruitment, and group facilitation.
The intervention and evaluation was developed collaboratively between the CBO staff
and the two members of the community.

The second step of the intervention was to obtain information about HIV/AIDS
attitudes, knowledge, and behaviors from members of the gay community. Several
members of the community were recruited by the two coordinators to help with this
community assessment. A total of 15 individuals agreed to be interviewers and work with
the coordinators to develop the interview protocol and sampling strategy. They were
recruited by the coordinators from their own friendship networks and from individuals
who attended one of their HTV/AIDS presentations. The assessment included face-to-face
interviews with 205 respondents from the community* and focus group discussions with
30 of these individuals. The information collected was used to assist program develop-
ment. These data were used as a pretest for the evaluation described in this report. The
interviewers were involved in the intervention activities but they were not included in the
analysis of program effects.
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Figure 1 provides a diagram of the steps involved in the development of the interven-
tion and evaluation design. Interview respondents were invited to attend regular meetings
to learn about HIV/AIDS prevention and to begin to plan a community intervention. They
were informed that the objectives of the sessions were to enhance safer sex practices and
to prepare a cadre of volunteer health workers to provide HIV/AIDS education in the
community. A total of 37 individuals, in addition to the 15 interviewers, agreed to
participate in these regular meetings. These 37 individuals were considered to be
intervention participants for the purpose of evaluating intervention effects. Individuals
who did not want to participate in the group discussions constituted the comparison group
(n=155).

Group Discussion Sessions

The 37 individuals who agreed to attend regular meetings obtained basic AIDS
prevention information and worked together to develop plans to further enhance their
ability to be lay health educators and to promote AIDS education in the community. Their
involvement in this process was considered the intervention. The main aspect of their
planning activities included regular group discussion sessions. The sessions were planned
for 2 hours, but most meetings lasted over 3 hours. The weekly meetings were originally
structured as group discussions, led by a regular member of the CBO staff or one of the
coordinators. They were designed to transfer facilitation of the groups to participants after
approximately 4 months. The meetings took place over an 8-month period.

Results from the HIV/AIDS attitude, knowledge, and behavior survey conducted for
the community assessment were presented and discussed during two sessions. This
information was used by the group to help plan activities for its community AIDS
prevention program. The weekly sessions included one or two discussion topics that can
be described as (1) health education, (2) outreach, and (3) group initiatives. A brief
description of these three topics follows.

Health Education. The first 4 months of meetings included basic information about
HIV and AIDS. Although the information provided was followed by a group discussion,
the topics and agenda were set by staff. As the group developed, the sessions changed to
mostly group discussion facilitated by one of the participants. Participants discussed and
voted on topics to be covered as well as ideas for the role of the group in providing
HIV/AIDS education in the community. Topics covered included HIV testing issues,
self-esteem, substance abuse, HIV/AIDS treatment alternatives, other sexually transmit-
ted diseases, and safer sex. Group discussions also provided participants with an oppor-
tunity to share their concerns, experiences, and emotional issues.

Several strategies were employed to encourage active participation. Role playing was
used to improve communication with partners about safer sex practices. Problem posing
was employed by the staff to help participants work together to solve a problem. An
example of problem posing occurred during one meeting when HIV/AIDS risks related
to alcohol use were discussed and linked to strategies for reducing risk (e.g., condom
use). Videos were used to facilitate some group discussions of specific topics (e.g., drug
use). Participants were also given various educational materials (e.g., comic books) that
provided basic HIV/AIDS information and could serve as reference material for later use.
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Figure 1. Development of the Intervention and Experimental Design

The sessions sometimes involved special workshops conducted by outside experts on
topics such as sexuality, providing support to people with AIDS, and safer sex practices.

Outreach. The second phase of the weekly meetings focused on developing strategies
for community outreach and education, and condom distribution. The CBO staff trained
the participants to be community health promoters to do community organizing, outreach,
and refer people to counseling, testing, treatment, and other medical and social service
assistance. The training consisted of role playing for approaching people in bars and the
street, shadowing CBO staff during their outreach activities, and learning about local
organizations for referral purposes. Participants distributed educational materials and
condoms in bars, on the street, and in workplaces; referred individuals to social service
and medical organizations; distributed information about HIV/AIDS; and invited partici-
pants to attend their weekly discussion sessions. Five participants became coordinators
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for groups of the remaining health promoters. These coordinators were responsible for
arranging community presentations and ensuring that health promoters were equipped
with condoms and educational materials to distribute.

Group Initiatives. As the group developed over time, several discussions focused on
community activities the group could organize to further their goal of HIV/AIDS
prevention. The activities discussed were solely the result of initiatives taken by the
participants. The activities were focused on community change, resource mobilization,
and community consciousness raising about HIV/AIDS and related issues. These activi-
ties are described below.

Evaluation Design

Procedure

Information was collected by face-to-face interviews. Posttest data were collected 12
months after the pretest. Interviewers obtained respondents’ names at pretest and tracked
the same respondents for their posttest interview. In most cases, interviewers returned to
the same location to reinterview respondents. Both pretest and posttest interviews were
conducted by the 15 interviewers described above.

Random sampling of the target community was not feasible given the characteristics
of the population of interest. Consequently, staff and interviewers developed a list of
settings (e.g., homes, workplaces, streets, parks, and bars) in which potential respondents
for the community assessment could be found. Respondents for the interviews were
selected based on a positive response to an initial question of whether they have had sex
with another man. Each interviewer selected some respondents from each setting in order
to cast as wide a net as possible and to improve chances that the final sample would at
least be representative of locations. Of the respondents, 27% (n = 25) were selected from
bars or restaurants, 30% (n = 27) were recruited from their homes, and 43% (n = 39) were
recruited from the street, parks, or workplace (we did not distinguish this category
further). One individual had missing data on this variable.

Respondents in the pretest assessment were interviewed for 20 to 25 minutes. In
addition to sociodemographic information, the interview protocol included four sections:
(1) HIV/AIDS knowledge, (2) sexual behavior, (3) condom use, and (4) sources where
HIV/AIDS information was received. No data were obtained regarding the number of
people who refused to be interviewed, but anecdotal information from the interviewers
suggests that they were few.

Sample

The study included 92 individuals who had complete information on both pre- and
posttest assessments. Their mean age was 25 years (SD = 4.60). Seventy-eight percent
identified themselves as homosexual; 22% identified themselves as bisexual. Of the
sample, 41% had completed ninth grade or less and 59% had completed high school or
obtained education beyond high school. Of the sample, 38% worked in service areas (e.g.,
banks, stores), 28% worked in factories, 16% were professionals (e.g., lawyers, nurses,
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physicians), and 18% reported being self-employed or students. Individuals who attended
at least half of the group discussions during the 8-month period of the intervention were
in the experimental group. Nonparticipants were considered to be those individuals who
did not participate in the weekly meetings and did not help to implement the HIV/AIDS
prevention program. Both groups, however, may have received HIV/AIDS information
through other sources such as mass media, posters, pamphlets, or health care providers.

Measures

Individual Level: HIV/AIDS Knowledge,
Sexual Behavior, and Condom Use

HIV/AIDS knowledge was measured with two open-ended questions: (1) How is the
HIV virus transmitted? and (2) What are the common symptoms of a person with AIDS?
Individuals received one point for each correct response for each question. A total score
of 14 was possible. The pretest (i.e., Time 1) sample mean was 11.96 (SD =2.43). A more
detailed description of this measure is provided by Ramirez et al.**

Respondents were asked to indicate the number of sexual partners they had the
previous month. The mean number of sexual partners for the total sample at Time 1 was
4.08 (SD = 4.87). Two condom use measures were included. The first measure was a
single item assessing the number of times condoms were used in the last 10 sexual
encounters. The mean number of times condoms were used in the last 10 encounters at
Time 1 for the total sample was 6.73 (SD = 3.75). The second condom use measure was
a composite index of frequency of condoms used during anal insertive intercourse, anal
receptive intercourse, and oral sex. Each of these behaviors was rated on a 3-point scale
(0 = never, 1 = occasionally, 2 = frequently). The scores for the condom use behavior
measure at Time 1 for the total sample ranged from O to 6 with a mean of 3.60 (SD =
1.27). Eighteen (18%) respondents reported never using condoms during anal or oral sex,
and nine (10%) reported using condoms frequently (i.e., scored 6 on this variable).

Respondents were also asked whether they attended a presentation about HIV/AIDS
before the intervention started (i.e., Time 1). This item used a simple yes/no format. The
Time 2 measure for presentation attendance was the same, but if respondents said yes,
they were asked to indicate the organization that sponsored the presentation (e.g., health
department). In addition, at Time 2, nonparticipants were asked if they had received
information from, or spoken with, individuals who were part of the intervention.

Community-Level Outcomes

Qualitative information about participants’ activities in the community was also
gathered. This information was collected through informal conversations with partici-
pants and staff, visits to intervention target sites in the community (e.g., bars, street
hangouts, annual city health fair), and participant observation. In addition, 10 of the
weekly discussion group meetings were attended by the second author on a regular basis.
Observations of ongoing activities were also made during a visit to the community a year
after the project ended.
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RESULTS
Attrition Analysis

Analyses comparing the 109 respondents who did not complete posttest interviews to
those who completed pre- and posttest interviews revealed no differences on age, #(181) =
.91, education, #(181) = .42, sexual identity (i.e., homosexual or bisexual), x*(1) = 3.9, or
occupation, x*(3) = 3.9. Comparisons for Time 1 AIDS knowledge, #(178) = .43, condom
use in the last 10 sexual encounters, #(180) = .06, condom use behavior, #(180) = —.83,
and number of sexual partners, #(180) = .91, also revealed no differences between
respondents who remained in the study and those who dropped out. Analyses exploring
differences between only comparison group respondents (n=55) and the 109 respondents
who left the study revealed no differences on the demographic and dependent variables.
Analyses comparing only intervention participants with the 109 individuals who left the
study revealed no demographic differences. Individuals who left the study reported more
sex partners in the previous month (M = 4.77, SD = 4.70) than intervention participants
(M =2.78, SD =3.56), t(144) = -2.02, p < .05, but no other differences were found.

Individual Level of Analysis

Comparisons of participants and nonparticipants indicated no differences for age, #90) =
—.62,n.s., or education, #(90) =~.42, n.s. Occupational status, x*(3) =4.60, n.s., and sexual
identity, x*(1) = .35, n.s., also did not differ for the two groups.

Group comparisons indicated no differences for HIV/AIDS knowledge, #(90) = .44,
n.s., condom use in the last 10 sexual encounters, #(90) = .04, n.s., and condom use
behavior, #82) = .16, n.s., at Time 1. Participants reported fewer sexual partners (M =
2.87, SD = 3.08) in the previous month at Time 1 than nonparticipants (M = 5.05, SD =
5.65), t(89) = 2.16, p < .05.

Sexual partners at Time 1 was entered as a covariate in the analysis comparing groups
on this variable at Time 2, but no other analysis included covariates because the groups
were equivalent on their Time 1 dependent measures. In addition, age, occupation,
education, and sexual identity were not controlled for in subsequent analyses because the
groups did not differ on these background characteristics. Only one nonparticipant
reported attending a presentation about HIV/AIDS during the intervention, and no
participant reported attending an HIV/AIDS presentation other than the ones provided as
part of the intervention. All nonparticipants reported receiving some information
about HIV/AIDS prevention and obtaining educational materials or condoms from
the participants.

Table 1 presents the one-tailed ¢-test results for outcomes one year after the interven-
tion began. One-tailed ¢ tests were used because we were interested in only testing the
hypothesis that participants would score higher than nonparticipants (one end of the
distribution). It also does not seem logical, given our outcomes, that the intervention
would have a negative effect on participants. No differences were found between the
groups in the reported number of sexual partners in the previous month when Time 1
score on this variable was covaried. Paired ¢ tests comparing Time 1 and Time 2 number
of sexual partners for participants, #(36) = 1.79, n.s., and nonparticipants, #(82) = —.66,
n.s., also indicate no differences within groups over time. Participants reported higher
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Table 1. Means, Standard Deviations, and One-Tailed ¢-Test Results for AIDS Knowledge,
Number of Sexual Partners in the Previous Month, Condoms Used in the Last 10 Sexual
Encounters, and Condom Use Behavior

Participants (n = 37) Nonparticipants (n = 55)

Outcome M SD M SD t-Test
AIDS knowledge® 13.10 (1.94) 12.24 (1.89) -2.13*
Number of sexual partners in

the previous month 424 (4.06) 4.35 (4.06) 0.03¢
Use of condoms in the last 10

encounters 7.75 (3.44) 6.55 (3.92) -1.51*
Condom use behavior® 4.20 (1.37) 345 (1.09) -2.89*

a. Scores could range from 0 to 14.
b. Scores could range from 0 to 6.

c. This is an F-test result because it includes Time 1 number of sexual partners as a covariate.
*
p <0.05.

levels of HIV/AIDS knowledge than nonparticipants, more condoms used in the last 10
sexual encounters, and more condom use behavior during particularly high-risk sexual
encounters (i.e., anal and oral sex).

Community-Level Outcomes

During the intervention period, participants carried out several additional community
activities that were not part of the original intervention (i.e., HIV/AIDS education and
condom distribution). The group mobilized community support for their initiatives. Many
of their activities were supported by the CBO and other agencies by the provision of small
amounts of money and other resources (e.g., medicines, educational materials). Partici-
pants initiated and conducted fund-raising activities to help people with AIDS (PWAs).
Money was raised through donation jars in bars and other businesses. Participants also
organized a fashion show and talent contest to help raise funds to support their community
initiatives. They leased a reception hall, printed invitations, and elicited the cooperation
of a clothing store and a modeling agency. Some of the participants not only assisted in
the arrangements for this event but also organized their own drag queen shows.

Participants also developed a buddy system to provide assistance to PWAs. They
helped the PWAs obtain financial assistance, food, and medicines. Participants joined
other area agencies in two vigils during AIDS World Day. This event involved groups
from two cities marching together through the city for a rally and vigil. In addition,
participants organized a community library. Most of the literature was about gay topics,
and its circulation was controlled by a selected coordinator. The library was located in a
local beauty salon.

Participants organized drug- and alcohol-free weekly social groups. The groups met
in participants’ homes on a rotating basis. The social gatherings encouraged the sharing
of personal concerns and substantive issues. They often turned into conversations about
safer sex and emotional problems, and included an occasional movie related to HIV/AIDS
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or gay issues. Several participants also noted that the meetings helped strengthen their
collective support.

Most of the community activities described have continued after the funding for the
original intervention ended. In fact, during site visits to the community a year later, some
of the intervention participants were continuing their work on HIV/AIDS prevention by
distributing condoms, referring individuals to health and social services, and organizing
HIV/AIDS educational presentations for the community.

DISCUSSION

This study provides an example of how participant involvement in program design
and collective action may be an effective strategy for promoting HIV/AIDS knowledge,
preventive behavior, and community mobilization. The intervention had the hypothesized
effects on three of four reported behavioral outcomes. Participants reported greater
knowledge about HIV/AIDS and reported using condoms more frequently than nonpar-
ticipants. Only the reported number of sexual partners did not differ between groups after
the intervention. Interestingly, the number of sexual partners for participants increased
over time, although this was not statistically significant at the 0.05 level. One explanation
for this increase may be that the intervention encouraged reporting as a result of greater
knowledge and sensitivity to what constitutes risky sexual relations.

The intervention design was consistent with characteristics of an empowering setting
described by others.2*?*? Researchers suggest that empowering settings help create group
identity and shared beliefs, encourage knowledge and skill development, generate indi-
vidual and group resources, and include target audience members in their development
and implementation. Although empowerment outcomes were not measured, the processes
used in the intervention are consistent with empowerment theory.?*** The HIV/AIDS
prevention program described in this study could be defined as empowering because it
(1) provided participants with opportunities to participate in making decisions about and
taking ownership of the intervention; (2) helped participants develop the knowledge and
skills necessary to provide HIV/AIDS education information, collect data, and conduct
community outreach activities; (3) helped participants learn how to identify and secure
community resources needed to conduct their educational activities; and (4) helped
participants to develop a cohesive group with a common goal. These four points are
supported by the fact that participants were involved in designing, implementing, and
evaluating intervention activities; sharing leadership for chairing meetings; mobilizing
resources; and continuing to work as a group after funding ended.

This evaluation demonstrates how an intervention can incorporate an empowering
approach with the intention to enhance healthy behaviors, regardless of the effects they
may have on the level of empowerment achieved for participants. This is a useful
distinction to make because empowering processes are different from empowered out-
comes.”** Yet empowerment outcomes were not measured, so we do not know if the
intervention empowered participants. An implicit assumption is that the empowering
intervention leads to empowerment outcomes, which in turn lead to healthy behaviors.
Although we did not specifically test this hypothesis, future research needs to explicitly
investigate how empowering processes and outcomes operate to influence health-related
behaviors. This research could examine both the direct effects of empowering processes
on health behavior change and the indirect effects empowering processes may have on
health behavior change that occurs through empowerment outcomes.
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Another contribution of this study is that it provides an example of how empowering
processes may have both individual-level and community-level effects. Participants
developed safer sexual practices, and the intervention helped increase community-level
HIV/AIDS prevention and support activities. A beneficial consequence of an empowering
intervention is that it is designed to help people organize to influence social and
individual-level change. It explicitly incorporates sociopolitical dimensions such as
mutual help, community involvement, and social change. 64748

Limitations

Although the study demonstrates the application of some useful concepts, it does have
several limitations. The results should be interpreted cautiously because participants were
not randomly assigned to groups. A feasible alternative explanation for the behavioral
change effects could be that those who chose to participate in the intervention may have
been predisposed to change their HIV/AIDS risk behaviors regardless of the intervention.
The fact that the groups did not differ on most of the pretest measures, and that exposure
to HIV/AIDS-related information other than that provided in the intervention did not
differ between participants and nonparticipants, somewhat reduces the concerns raised
about group assignment and voluntary participation. The attrition analysis also suggests
that individuals who remained in the study were not different from individuals who
dropped out of the study. Future efforts could improve the evaluation design by using
similar processes for recruiting more volunteers to participate than are needed, then
randomly assigning half of the volunteers to the intervention group. Generalizability of
the results to other Mexican homosexual males is also somewhat limited because
participants were not randomly selected from the population. Nevertheless, the sampling
approach used in this study did include a diverse group in terms of educational back-
grounds and occupations.

Measurement of outcomes poses another limitation of the study. We depended solely
on self-reported outcomes in a face-to-face interview format. In addition, the fact that
interviewers also participated in the intervention could adversely affect experimental
validity because interviewers were not blind to the experimental conditions. The advan-
tage of using such interviewers is that they can develop rapport with respondents and help
with tracking individuals over time. Future research could include reports of significant
others or a more anonymous approach such as a survey. Respondents may be more likely
to report socially desirable responses when answering questions in person, especially
sensitive questions concerning sexual behavior. Another problematic outcome measure
was AIDS knowledge. The open-ended nature of this measure may be assessing memory
and not AIDS knowledge. An improvement of this measure would be to include every
option with a true/false response format. While this measure may be problematic, the
study did include other outcome measures that assessed specific behaviors.

Future research may also benefit from a design which includes a third group receiving
an HIV/AIDS prevention intervention not involving empowering processes. This would
enable researchers to tease apart the empowering component of the intervention and its
effects. It is entirely possible, for example, that some mechanism other than empowering
processes explains why the participants’ HIV/AIDS preventive knowledge and behavior
was improved as a result of the intervention. The additional group would also enable
assessment of whether an empowering intervention improves a program that does not
give control to the participants.
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Implications for Practice

This study has several implications for health education practice. First, the study
provides an example of an empowering intervention that may be a useful model for other
individual and community change efforts. It helps to redefine the role of the health
educator from one of expert to collaborator, and the role of the community from a passive
client to an active participant. Second, the study helps to further elucidate empowering
processes and distinguish them from empowered outcomes. Health educators may benefit
from the notion that one need not necessarily measure empowerment outcomes simply
because empowering strategies are being employed. Efforts need to be made, however,
to ensure that the intervention is theoretically consistent with an empowerment approach.
Finally, the study provides an example of how an intervention can be designed and
evaluated to both change individual behavior and enhance collective action.
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